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King’s College Hospital NHS Foundation Trust Board of Directors - PUBLIC
Minutes of the meeting of the Board of Directors held at 14:30 on Tuesday, 24 July 2012 in
the Dulwich Committee Room, King’s College Hospital.
Members:
Graham Meek (GM)
Prof. Alan McGregor (AM)
Marc Meryon (MM1)
Faith Boardman (FB)
Sue Slipman (SS)
Tim Smart (TS)
Angela Huxham (AH)
Dr. Michael Marrinan (MM)
Roland Sinker (RS)
Simon Taylor (ST)
Dr. Geraldine Walters (GW)
Jane Walters (JW) - Non-voting Director
Jacob West (JW1) - Non-voting Director

Non-Executive Director, Vice Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Director of Workforce Development
Medical Director
Director of Operations
Chief Financial Officer
Director of Nursing & Midwifery
Director of Corporate Affairs
Director of Strategy

In attendance:
Tamara Cowan (TC)
Sally Lingard (SL)
Fiona Clark (FC)

Assistant Board Secretary (minutes)
Associate Director of Communications
Lambeth North

Apologies:
Prof. Sir George Alberti (GA)
Chris Stooke (CS)

Chair
Non-Executive Director

Item

Subject

012/100

Apologies

Action

Apologies for absence were noted.
012/101

Tribute to John Collinson OBE
TS advised that the Trust had recently learnt of the sad death of John Collinson
OBE.
The Trust expressed its great appreciation for all John did throughout his long and
distinguished career in the health service, notably as Unit General Manager of the
hospital, and more recently as Director of the King’s College Hospital Charity. John
was also an enormously respected figure in the NHS Charity sector. The Board
asked that their deepest condolences were passed to John’s family.
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Item

Subject

012/102

Declarations of Interest

Action

There were no declarations of interests raised.
012/103

Chair’s Action
There were no chair’s actions.

012/104

Minutes of previous meetings – 26 June 2012
The minutes of the meeting held on 26 June 2012 were approved as a correct
record.

012/105

Action Tracking/Matters Arising
There were no items on the action tracker or any additional matters arising raised
for discussion.

012/106

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

012/107

Update on Council of Governors Activities
The Chair provided an update on Governor activities:
• Nicky Hayes has been elected Lead Governor and would meet with GM and
JW for an induction in the coming weeks;

012/108

•

Governors met on 18 July and discussed the production of the SOC;

•

Governors will attend a Joint KHP Governors meeting on 26 July which is
being hosted by SLaM at St Thomas’ Hospital;

•

A Governor Surgery will be held on 02 August where Governors will receive
presentations on Patient Safety, Deteriorating Patients, Update on Trust
Performance and Workforce Strategy; and

•

Plans are also underway for the next Council meeting on 13 September which
will be followed by the Annual Public Meeting.

Chief Executive’s Report
The Board noted the Chief Executive’s report for the period.
TS reported:
• Financially at the end of quarter 1 the Trust was marginally off plan. There are
robust plans to ensure this is brought back into balance.
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Item

012/109

Subject
•

All performance targets are being achieved with the exception of referral to
treatment times, and covered in detail in the performance report reported
below;

•

The Trust is working with others to identify the underlying system-wide issues
which are attributing to the increased pressures faced by the acute healthcare
sector;

•

South London Healthcare Trust (SLHT) is now under the control of a Trust
Specialist Administrator (TSA)

•

The Trust held its Long Service Awards on 09 July. The ceremony recognised
the dedication and loyalty of 72 members of staff who had completed between
25 and 41 years of service at the Trust; and

•

The Olympic Torch relay will pass through Camberwell via Coldharbour Lane
on 26 July. Two members of the Trust staff will participate in the relay.

Action

Finance Report – Month 3
The Board noted and discussed the finance report for the period.
It was noted that the Finance and Performance Committee had conducted an
extensive review and discussion around the finance report earlier.
The following key points were noted:
• The Trust has in place a robust governance framework and is closely
monitoring CIPs; and
•

012/110

Service Line Reporting (SLR) has been introduced and will enable the Trust to
gain a better understanding of speciality level cost profiles and income
framework.

Performance Report – Month 3
The Board noted and discussed the performance report for the period.
It was noted that the Finance and Performance Committee had conducted an
extensive review and discussion around the performance report earlier.
The following key points were noted:
• Emergency performance is better in July but remains one of the core
challenges for the Trust;

3

Enc 1.4

Item

Subject
•

•

Action

As planned, the Trust failed its referral to treatment (RTT) targets. Although the
Trust continues to work hard to deliver RTT plans , the position remains fragile
going into quarter 2;
During this challenging period the Trust has several action plans to address
these issues:
o Emergency Access Targets – Comprehensive plans to cover four domains
which are monitored at monthly and weekly Emergency Care Board
meetings;

o RTT – Weekly RTT review meetings continue to ensure plans are in
place to treat backlog patients. A monthly trajectory for RTT admitted
completed performance has been developed and submitted to the
South East London Cluster at a Trust and specialty level
•

The number of mixed sex accommodation (MSA) breaches has increased due
to capacity constraints

•

Hand hygiene performance remains off target, although there has been a
marginal improvement. Once the VERITAS system in place the Trust will be
able to conduct better root cause analysis.

.
QUALITY AND SAFETY FOCUS
012/111

Quarterly Patient Experience Report
The Board noted and discussed the quarterly patient experience report which
would also be considered in-depth at the Quality and Governance Committee on
26 July.
The following key points were noted:
•

Patient experience results over the last 3 months had been the highest they
have ever been. This was especially noteworthy given the capacity challenges
being faced by the Trust;

•

The staff engagement with patients section has improved particularly;

•

The 2011National Inpatient Survey results published recently were less
positive. The Patient Experience workstream of the Transformation Programme
would be using the results to focus their improvement workstreams over the
coming year.

•

The Trust’s external profile is continuing to show improvement with very
positive feedback being received on patient websites such as NHS Choices;
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Item

012/112

Subject
•

Volunteer programme continues and remains a resounding success. Sarah
Bunn has joined the Trust to take over from Sam Block as Head of
Volunteering;

•

Two key priorities lay ahead for the volunteering programme, complete
coverage of all clinical areas, including outpatients and to develop new
opportunities for volunteers;

•

The Trust recognises the significance of the volunteering group and that they
represent a significant opportunity to engage with the local community;

•

The Trust is collecting relevant data to better evaluate the impact of volunteers
on the experience of patients;

•

Different systems are in place across the KHP partner organisation but they
are working closer together on their volunteering programmes; and

•

In line with the new government initiative, the trust will be including a new
question in the HRWD patient survey on whether they would recommend the
hospital to family and friends.

Action

Quarterly DIPC Report
The Board noted and discussed the quarterly DIPC report which would also be
considered in-depth at the Quality and Governance Committee on 26 July.
The following key points were raised:
• The Trust is employing a more sensitive testing regime for C. Difficile, although
it is not mandatory;

012/113

•

The Trust conducts an extensive review of every case of C. Difficile;

•

The Trust intends to conduct an independent assessment of commode
cleaning and an in-depth audit of antibiotics which can sometimes cause
diarrhoea in patients; and

•

A new KPI for antibiotic prescription has been developed.

NHS Pay Awards and Pension
The Board noted and discussed the NHS Pay Awards and Pensions report.
Although not directly related to the discussions of the Board, SS advised that she
was a Trustee at the National Employment Savings Trust (NEST).
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Item

Subject

Action

The following key points were raised:
• Nearly 25% of the Trust staff were not enrolled in NHS pension scheme;
•

The Trust will be required to start automatically enrolling staff into the NHS
Pension Scheme in April 2013, following that, every three years. The impetus
will then be on staff to opt-out; and

•

Undertaking this process may have cost implications for the Trust.

It was agreed that:
1. The Trust would ensure that staff are presented with all relevant
information to ensure they full understand the benefits of participating in
the NHS Pension Scheme; and

AH

2. AH would conduct an analysis of the members of staff in the pension
scheme detailing the diversity profiles of those in and out of the scheme.
This report would be presented to the Equality and Diversity Committee.
AH
012/114

KHP Update
The Board, following extensive discussions at the private Board and an earlier
Board seminar had agreed along with KHP partners to proceed to the next stage,
which would be to develop a Full Business Case (FBC) for the merger of the three
foundation trusts.
However, before commencing development of the FBC the partners needed
greater clarity on the legal and regulatory timeline and the South London
healthcare provider landscape. It is also important that KHP engages the
appropriate specialist advice and gains detailed understanding of the budgetary
implications. For these reasons another checkpoint will be built into the process.
During this period, the King’s Fund would also undertake an independent
assessment of the benefits case.
The programme management office, set up to develop the Strategic Outline Case
(SOC) will continue to meet in the interim with representatives from the Trust and
other KHP partners.

012/115

Quarterly Monitor Submission – Quarter 1
The Board:
1. Approved the declarations detailed in the report, subject to changing the
financial risk rating to 3, in line with Monitor’s reporting requirements;
and
2. Authorised GM and TS to sign-off the final submission and the
Governance Statements.
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Item

Subject

012/116

Confirmed Board Committee Minutes

Action

The Board noted the following Committee minute:
−
012/117

Finance & Performance Committee – 22/05/2012.

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

012/118

Date of next meeting
Tuesday, 25 September 2012, 14:30, Dulwich Room, King’s College Hospital.
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Board of Directors – Public Meeting Action Tracker
Meeting
Date

Item

Action

Who

Enc 1.5

Due Date

Notes

Completed
24/07/2012

12/115

Quarterly Patient Experience Report- Authorised GM and
TS to sign-off the final submission and the Governance
Statements.

GM/TS

24/07/2012

12/111

Quarterly Patient Experience Report- AH would conduct
an analysis if the members of staff in the Pension Schem
detailing the diversity profiles of those in and out of the
scheme. This report would be presented to the Equality
and Diversity Committee.

AH

Board of Directors Meeting – 25 September 2012

29/11/2012 This is on the agenda for the
next Equality and Diversity
Committee.
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Enc. 2.1

Report to:

King’s College Hospital Board of Directors

Date of meeting:

25 September 2012

By:

Graham Meek, Acting Chairman

Subject:

Chairman and Non-Executive Directors’ Report

Graham Meek - Acting Chairman
16 July

Chaired Consultants’ Interviews (Anaesthetist for Liver)
KHP Board Meeting

19 July

Chaired KCH Board Seminar on KHP Strategic Outline Case

24 July

Chaired Finance & Performance Committee meeting
Chaired Board of Directors meeting (Private)
Chaired meeting of KCL NED’s
Chaired Board of Directors meeting (Public)

26 July

Jointly chaired KHP Joint Governors’ meeting

27 July

Chaired Kings Commercial Services meeting
Meeting with Tim Smart and Prof Sir George Alberti
Go and See – Marjorie Warren ward

30 July

Chaired Nominations Committee

31 July

Meeting with Tim Smart

6 August

KHP Board meeting

7 August

Chaired Consultants’ interviews (Respiratory Medicine)
Meeting with Nicky Hayes and Jane Walters

14 August

Meeting with Prof Ghulam Mufti
Go and See – Endoscopy
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19 August

Meeting with Prof Sir George Alberti

20 August

Meeting with Cllr. Catherine McDonald (Lambeth)

21 August

Meeting with Nicky Hayes and Jane Walters

Marc Meryon
19 July

Attended Board Seminar

24 July

Attended Finance & Performance Committee

24 July

Attended Board of Directors – Private

24 July

Chaired Equality & Diversity Committee

30 July

Attended Nominations Committee

3 August

Chaired Consultant Interview Panel

7 August

Chaired Consultant Interview Panel

4 September

Chaired Consultant Interview Panel

13 September

Attended meeting of Governors – Private Session

13 September

Attended APM

Chris Stooke
21 August

Chaired consultant Intensive Care Medicine interview panel

6 September

Attended meeting with Jennifer Cormack (King's College) re helipad
fundraising

10 September

Attended Governors Transport Feeder Group meeting

11 September

Chaired consultant Nephrologist interview panel

13 September

Attended KCH Governors meeting

13 September

Attended KCH Public meeting

Faith Boardman
19 July

Briefing Meeting with Roland Sinker

19 July

Board's Strategy Seminar
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24 July

Finance and Performance Committee

24 July

(Private) Board of Directors Meeting

24 July

Equality and Diversity Committee

24 July

Public Board of Directors' Meeting

24 July

Go and See Visit to A&E

6 August

Provided comments/support on JD/recruitment material for
Programme Director for merger proposals.

Alan McGregor
19 July

Strategy Committee

19 July

Board Seminar

24 July

Finance and Performance Committee

24 July

Board of Directors Private Meeting

24 July

Equality and Diversity Committee

24 July

Board of Directors Public Meeting

24 July

Farewell Dinner R. Foster and M. James

26 July

Chaired: Quality and Governance Committee

31 July

Go and See Friends Stroke Unit

6 August

KCH Trust Education Committee

3 of 3

This page has been left blank

Enc 2.3

Report to:

Board of Directors

Date of meeting:

25 September 2012

By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Board Report

1. Executive Summary
This month we held our Annual Public Meeting and I was pleased to report on so many of
King’s successes and highlights from 2011/12. However, as reported previously, this year is
proving more challenging, with record numbers of emergency patients presenting at the
hospital and being admitted. This is continuing to impact on our ability to treat some elective
patients in a timely way. Further detail is given in the Finance and Performance reports.
We recently received the results of the National Patient Cancer Survey, which we need to
understand and respond to carefully. A full report will come to the Board in October. I am
however encouraged by our very positive recent inpatient HRWD results, with patients
expressing high levels of satisfaction, and achieving our target for the 5th month in a row,
despite the activity pressures described above.
We are beginning to establish positive working relationships with the clinical commissioning
groups operating in shadow form. I am encouraged by the level of collaboration and
determination to help.
In parallel, we are also making progress with KHP and South London Healthcare Trust.
2. Finance – month 5
At the end of month 5 (August) the Trust has an operational deficit position of £50k, against,
a planned year to date surplus of £1.928m. This is a variance from plan of £1.978m
The Trust’s overall Monitor financial risk rating at month 5 remains at 3. This is in line with
the overall risk rating in the annual plan.
3. Performance – month 5
During month 5 the Trust achieved against all of its access targets for emergencies, 18 week
referral to treatment and cancer waits. Moving into month 6, all access targets remain a
pressure for the Trust as we clear more of our longer waiters from our waiting list and
manage the continuing emergency demand.
There were no additional cases of MRSA bacteraemia attributed to the Trust in August,
keeping the year to date total at 1. We reported 8 Trust-attributable cases of C-difficile in
month 5, which takes our year to date total to 26. This is better than our projected quota of
32 for the year so far and a significant improvement compared to the same period last year
where we had reported 54.
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4. King’s Health Partners and South London
The Strategic Outline Case for the integration of King’s Health Partners (KHP) has been
considered by the Partner Boards and all 4 partners of KHP have agreed that we should now
develop a full business case and integrated business plan for the potential merger of the
three foundation trusts. If a full business case for this proposal is approved by the boards of
the partner organisations and the regulators, it is hoped that the merger could take legal
effect in about two years. The partners, however, recognise that there are uncertainties
around the timeline to the new organisation which may delay this timeframe.
In July, KHP in partnership with St George’s submitted an expression of interest for the
creation and accreditation of an Academic Health Sciences Network (AHSN) for south
London. The next stage of the process is the submission of a full prospectus by the 01
October. Following this there will be interviews for all prospective AHSNs in November. It is
anticipated that the first wave of AHSNs will be licensed in 2013 and the remainder in 2014.
We are hopeful of being licensed in the first wave.
Following the recent appointment by the Department of Health of Matthew Kershaw as Trust
Special Administrator (TSA) for South London Healthcare Trust (SLHT), KHP have been
involved in on-going discussions with the TSA and his office regarding the potential solutions
for the delivery of sustainable NHS care in south east London. The TSA recently initiated a
‘Market Engagement Process’ seeking to identify any parties who may be interested in being
part of one or more of the solutions for SLHT. All NHS trusts and a significant number of
independent health care providers have been invited to submit expressions of interest (EOI)
in being part of one or more of the solutions. The deadline for submission of EOI was 14
September. GSTT, KCH and SLAM have submitted an EOI on behalf of KHP.
Jill Lockett has been appointed to the post of Director of Performance and Delivery following
the departure of Frances O’Callaghan who has left to take up a position as Director of
Strategy at Barts Health NHS Trust. Jill is currently Service Director for the Behavioural and
Developmental Psychiatry CAG within South London and Maudsley and has senior
experience in mental health, commissioning, primary care and acute environments.
5. Strategy
The KCH research and development team submitted an application to the annual Health
Service Journal awards for the ‘Progressive Research Culture’ award and have successfully
been shortlisted. Interviews will be held with all shortlisted teams in October and the winners
announced at the awards ceremony in November.
The Integrated Care Programme now has 50% of GP practices in Lambeth and Southwark
signed up. Teams of staff are being trained to complete Holistic Health Assessments on
people over 65 years of age and in doing so identify vulnerable people who may need to be
case managed. Their care will be coordinated through newly formed Community
Multidisciplinary Teams. The aim is that older people who are at risk will be identified earlier,
receive joined up care and avoid being admitted to hospital unnecessarily. Initial work is to
start on extending the integrated care approach to patients with long term conditions. With
Stuart Bell taking up a new position in Oxford, Sir Ron Kerr has volunteered to be SRO for
the programme
6. Department for Transport consultation on local rail services
Local transport services are essential to patients, staff and visitors to King’s. Sustainable
travel and transport issues affecting the hospital and local community are monitored by the
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sub-committee of the Council of Governors responsible for community engagement, via the
work of the Transport Feeder Group.
The Transport Feeder Group is made up of governors and local community representatives
who have a shared interest in transport issues. Recently, the Group responded to two public
consultations by the Department for Transport relating to the refranchise of the Thameslink,
Southern services and Southeastern rail services. The responses included a number of
observations and recommendations regarding the future provision of both services,
emphasising the importance of increasing the number of rail services from key London
stations to destinations such as Peckham, Dartford, Bellingham and Kent and Medway, and
trains that stop at Denmark Hill station.
The Group will shortly begin planning a campaign to bring the proposed Bakerloo Line
extension through Camberwell.
7. Capital, Estates & Facilities
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.
Infill Block 4 - The planning application has been submitted for the proposed new four
storey clinical building, to be located in the south east corner of the site overlooking the
Ruskin Park. The design includes two theatres directly linked into the main hospital street
and a mixture of single and multiple bedded wards, providing an additional 47 bed spaces,
together with the associated clinical support areas.
Infill Block 5 – A site appraisal has been carried out to develop a six storey building in the
area currently occupied by the RD Lawrence and Annie Zunz wards. The development
would have direct links to the existing hospital and will accommodate approximately 100
beds. Designs continue to be developed; the intent is to submit a planning application during
this calendar year.
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.
8. Media & Events (13 July – 13September 2012)
Press and broadcast coverage
27 July - There was local media coverage about King’s Emergency Department duo Dr Ed
Glucksman and Briony Sloper who both carried the Olympic Torch. Dr Glucksman was
nominated by his children, whilst Briony was nominated by colleague Lynne McGrane.
6 August – King’s featured heavily in a documentary about a man who decided to donate his
kidney altruistically. Patient Tom’s care was managed at King’s by Transplant Co-ordinator
Magnus Roseke and other members of our transplant co-ordination team. His donor surgery
was carried out successfully earlier this year under the care of surgeons at Guy's and St
Thomas'.
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7 August - A surgery performed by Mr Nick Thomas, Consultant Neurosurgeon, was the
focus of a BBC Online article. Mr Thomas successfully removed a tumour out of the nose of
a promising young racing driver.
21 August – Chief Executive Tim Smart was quoted in The Times and on ITV News about
the benefits of NHS hospitals like King’s helping to develop services overseas. Tim stated
that to help make services viable and sustainable, NHS hospitals have to look for other
sources of income, including from abroad. The reports also highlighted that the expertise
within the NHS can improve healthcare in emerging countries.
4 September – Professor Kypros Nicolaides was interviewed for ITV and Channel 5 News.
Both reports ran a story about Professor Nicolaides’ research which could stop the need for
pregnant women to have invasive tests for Down’s syndrome. The new tests are noninvasive and 99% accurate.
11 September – The King’s neonatal and maternity departments featured heavily in a
documentary on Channel 4 called One Born: Multiple Births. The programme was about
multiple births and the complications that can arise when having twins or triplets. Two of the
four couples were treated at King’s. Dr Leonie Penna and Professor Nicolaides were both
interviewed as part of the programme.
Events and Visits
9 July - The Rt Hon Harriet Harman QC met staff and patients on a tour of our stroke
services. Ms Harman was taken through the stroke patient pathway by Dr Robert Weeks,
Consultant Neurologist and Maria Fitzpatrick, Nurse Consultant in Stroke Management.
20 August – The Worshipful Mayor of Southwark, Councillor Althea Smith visited the
neonatal ward at King’s. The Kiwiani’s charity also brought the Olympic Torch into the
Golden Jubilee Wing to raise money for the neonatal ward.
13 September - We held our Annual Public Meeting on Thursday, 13 September in the
Weston Education Centre. Blood pressure and blood sugar tests were available to members
of the public attending the meeting, and they had the opportunity to have their body mass
index measured. After the formal meeting, attendees had a choice of break-out sessions to
participate in where King’s experts offered information and advice on heart related illnesses,
and on when you should (and shouldn’t) come to the Emergency Department for treatment.
9.

Consultant Appointments

Following Advisory Appointment Committees over the summer there have been a number of
consultant appointments.
Specialty
Anaesthetic/ITU
Interventional Radiology
Renal Medicine
Anaesthetics Liver
Haematology 3 posts
Thrombosis Haematoncology
Emergency Medicine 5 posts

New/
Existing
New
New
New
New
New posts
New posts

Appointee(s)

Start Date

Dr Victoria Metaxa
Dr Thoraya Ammar
Dr Robert Elias
Dr Zoka Milan
Dr Deborah Yallop
Dr Shireen Kassam
Lara Roberts
Dr Graham Fleming
Dr Robuiel Hoque

1/12/2012
T.B.A
17/9/12 TBC
1/11/2012
T.B.A
19/11/12
6/12/12
10/9/12
10/9/12
4 of 5

Enc 2.3
Specialty

New/
Existing

Appointee(s)

Start Date

Dr Fleur Cantle
Dr Jacqueiline Butler
Dr George Nada
Replacements Gita Auplish (Peri)2 PA
s
Rachel Thomson(
End)2 PA’s
Nectaria Polycarpou
(End) 2PA’s
Soureya Kasenally
(Rest) 2PA’s
Bhavan Bhuva

T.B.A
T.B.A
T.B.A
3/9/12
3/9/12

Respiratory Medicine 2 posts

New

Dr Geofrey Warwick
Dr Iran Patel

1/9/2012
2/1/2013

Stroke Neuro

New

Dr Bart PiechowskiJowiak

1/3.2013

Dental Endontics ,
Restorative & Periodontics 5
posts P/T

10.

3/9/12
t.b.a
3/9/12

Chief Executive’s Brief

The CEO Brief for September is attached.
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CHIEF EXECUTIVE’S
BRIEF
September 2012 Issue 73
An update from the Chief Executive to all staff at King’s College Hospital
I hope you have all had an opportunity to recharge your baeries over the summer, because the winter will
soon be upon us, and we know it will be very tough. We have done very well to hold things together during a
parcularly challenging period. I think the Olympics and Paralympics have put many of us, and London as a
whole, in a good mood. However, the fact is that our acvity levels have remained too high, and we have
dri"ed oﬀ our ﬁnancial trajectory. In reality I know that many of you haven’t had a chance to recharge, and it
worries me that is the case.
I am encouraged that the new clinical leaders of our main commissioners want to work with us to manage
demand for our services, and we need to respond posively to their overtures. I think if we can ﬁnd ways
with them of reducing the number of emergency admissions in the winter, it will help our paent safety
performance, the quality of paent experience and our ﬁnancial performance. We really only need a
reducon of about 5 or 6 per day to make a real diﬀerence.
I believe that if we can achieve that, it will also have a posive eﬀect on the results we see from naonal
surveys. It is a paradox that we get posive direct feedback about the Trust (including a very recent CQC
inspecon), but the surveys are always disappoinng. I can only think this is because we are such an acute
hospital, that paents experience a less ‘caring’ culture than they would like. The recent Macmillan Cancer
Paents survey struck me in this way. Can it really be true that some of the best hospitals in the country for
cancer care, Imperial, King’s and UCLH, are in the boom ﬁve for paent experience?
As we proceed through the next stage of our KHP journey, these are issues that will be on the minds of our
stakeholders. All four partners in KHP have decided that we should now develop a full business case and
integrated business plan which may lead to a decision to merge the three FTs. I don’t want to pretend that
this will be quick or easy, and it may not be aﬀordable. So the next few weeks will see greater engagement
with the leaders of Clinical Academic Groups to build ﬁve year strategies. Our Board believes that this journey
will secure the long term future of King’s, and with it, the jobs that maer so much to the populaons of
Lambeth and Southwark.
I know this is a maer of great interest to many of us here at King’s and we have another series of
‘roadshows’ in train—on 12th and 26th September . I encourage you to come to these, or to ask one of your
colleagues to report back. We have also set up an email address which you can engage with anonymously if
you like— just email kch-tr.feedback@nhs.net. I would like to hear your concerns, because I want to be able
to address them to the best of my ability.
I suppose the biggest variable in these plans is the future of South London Healthcare. As you know, the
Secretary of State has appointed a Trust Special Administrator (TSA). We, and all other healthcare
organisaons in southeast London, are working with him and his team to enable him to submit a plan to the
Secretary of State for Health early in 2013. It is clearly important that we play a full part in this, and we also
need to be very thoughAul about how the KHP journey might be aﬀected. We also have a new Secretary of
State for Health, and have yet to discover whether his appointment will have any eﬀect on the Health and
Social Care Act or on the TSA process.
So, lots going on! And it was great to join in the Eid celebraons recently. That and the central part the NHS
and some of our colleagues played in the Olympics and Paralympics have made this a memorable summer. If
only the weather would play its part!
Tim Smart
Chief Execuve
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An update from the Chief Executive to all staff at King’s College Hospital
Paent Experience programme
‘It’s all about the paent experience’; that’s what we tell
ourselves and each other everyday. Our King’s values have
been developed to ‘inspire conﬁdence in our care and
always aiming higher’.
To
support
these
objecves,
the
Outpaent
Transformaon project has developed the ‘Paent
Experience Programme’. This iniave is aimed at our
frontline staﬀ in service management delivery roles to
support them in providing paents with the best possible
experience in our outpaent clinics.
The ﬁrst module of the programme, held in July, provided
ﬁrsthand feedback from paents about their experiences
and what really ma)ers to them. It also oﬀered the
managers an opportunity to share ideas and consider what
acons they can take as a group and as individuals to
improve the outpaent experience. As one parcipant
observed, ‘somemes it’s easy to forget paents in the
process’.
Ann Wood, Divisional Manager for Ambulatory Care and
Local Networks said, ‘It is somemes easy to overlook how
important Outpaents are to King’s reputaon. Nearly
600,000 people walk through our Outpaent doors every
year. We need to provide a posive experience to each and
everyone of those people’.
The course is over eight months and is a mix of workshops
and acon learning sets to support Delivery Managers and
Supervisors to make posive changes to their departments
and environments. The uptake across Divisions has been so
posive that a 2nd cohort for the programme will be held in
September. To end the programme each delegate will
present their improvement project at an awards ceremony
which will take place in March 2013. Contact Details –
Jenny Steel, EDT; Rob Dennis, ACLN; Mike Joyce, CLT

New Clinical Guidelines System
The new Clinical Guidelines System will be launched in the
next couple of weeks. The current cliniweb system is
technically unsustainable and is about to collapse, so King’s
has had to acquire a new system. This has, however, given
us the opportunity to integrate more with our colleagues at
GSTT. The IT departments here and at GSTT have
developed the guidelines and audit systems used at GSTT
for use at King’s.
As well as being technically robust and retaining easy
access to local guidelines for clinicians 24/7 in all wards,
clinics and departments, the new Clinical Guidelines
System will oﬀer many other beneﬁts over the old cliniweb
system, including:
A simpliﬁed electronic raﬁcaon process enabling authors
to up-load new or up-dated guidelines onto the system and
view the guideline’s status in the approval process ;
improved version control and archiving for guidelines; an
automated system for monitoring the review dates of
guidelines and automated reminders; access to guidelines
not reviewed in the past two years; NICE guidelines will be

accessed direct from the NICE website.
A new Clinical Audit Support System will replace the old
Access-based CASS and be much more user-friendly and will
provide vastly improved reports at specialty, Division and
Trust level. Part of the work has included revamping the
cliniweb pages to link you to the new systems. Look out for
our news item in a couple weeks with details of the launch.
For further informaon, please contact the Clinical
Eﬀecveness Department.

Changes to vascular services at King’s
A further reminder to staﬀ that intervenonal vascular
services will this month start integrang across King’s
Health Partners, with full integraon of services being
achieved in December this year.
In pracce, this means the majority of inpaent vascular
services being concentrated at St Thomas’ Hospital.
However, at King’s, we would sll retain a 24/7 vascular
service – given our role as a Major Trauma Centre for
London. We will also connue to provide outpaent,
diagnosc, and daycase vascular services. To coincide with
the transfer, a new 16 bedded vascular ward will open at St
Thomas, and by September three new clinical nurse
specialists will have been appointed to help deliver the new
service.
Clinical teams directly aﬀected have already been briefed,
and more detailed informaon about the transfer will be
sent out to all King’s staﬀ in the next two weeks. For further
informaon, please contact Bob Cook, Project Manager. for
Vascular Integraon, Robert.cook@gs).nhs.uk

“How are we doing “ arrives in outpaents
More than 600,000 people a)end our outpaent clinics
each year and we are commi)ed to ensuring that their
experience is a posive one.
This year, 1.4 million of CQUIN money is linked to improving
outpaent experience. The CQUIN has two parts: roll-out
of a new trust-wide How are we doing? outpaent survey
and achieving targeted improvements in key areas that we
know are important to our paents.
The new survey launched in at the end of August and will
roll out across the Trust in the coming months. We need all
staﬀ - Consultants, nursing teams and recepon staﬀ to get
behind the survey and make it a success for Kings and for
our paents.
or further informaon please contact Rachel Sugarman, PPI
& Membership Manager ex. 3462

Date of last MRSA bacteraemia: 17 April 2012
Clinical area: Donne Ward (Ambulatory)
Cause: Deep skeletal infecon in a paent with previous
MRSA bloodstream infecon at another facility.
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Month 5 Executive Financial Summary
Income
Pay
Non-Pay
Capital Charges, Interest and Dividends
SLR Recharges
Internal Recharges

Total

Annual Budget
£'000
642,272
(367,361)
(261,793)
(19,131)
15
(2)

(6,000)

YTD Budget
£'000
261,940
(152,759)
(99,165)
(7,891)
(197)
0

1,928

Enc. 2.4

YTD Actual
£'000
265,023
(151,367)
(105,735)
(7,889)
1
(83)

Month 5 YTD
Variance
£'000
3,083
1,392
(6,570)
2
198
(83)

Month 4 YTD
Variance
£'000
2,770
1,822
(5,714)
94
183
(83)

Movement in
Month
£'000
313
(430)
(856)
(92)
15
0

(50)

(1,978)

(928)

(1,050)

• Income and Expenditure Position - The Trust is reporting a year to date deficit position of £50k, £1.97m adverse from plan, and an
adverse movement of £1.05m from Month 4. The Monitor Rating for the year is 3 in line with the Annual Plan target to date.
• The CIP programme is off target by £2.5m YTD, primarily due to income generation schemes. This reflects the overall position of the
trust and in total, £8.6m of the forward plan is red rated. Proposed actions to recover this position are identified on page 19.
Key Drivers of the Financial Position
• Despite the specific income CIP shortfall (page 15), the overall income position is still positive. This is due to off –tariff drug
reimbursement (at cost) above plan to the value of £2.5m; and a general increase in activity above last year’s outturn at the same
period. In particular, emergency activity has risen for which only a marginal rate is received. The resulting lack of elective capacity
has reduced the ability to over perform at the desired margin. This is particularly evident in reduced levels of activity in specialist
areas such as Cardiac, Neurosciences and Liver.
• Non Pay cost pressures – In particular Drugs, Clinical Supplies, Utilities (price inflation) and External contracts such as the Pathology
JV.
• Cost Improvement plans have underachieved to date. This is linked with the income position, as 50% of the plan is income related.
However, £603k is still due to underperforming expenditure CIPs.
• There are additional potential cost pressures not yet within the financial position, relating to further investment in nursing
establishment, and additional support to ED to enable achievement of access throughout the winter.
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I&E Summary
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This Chart shows the significant subjective over and underspends across the trust. It is important to note the
relationship between drugs spend and income overperformance, which significantly offset one another.
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I & E Summary
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Income is over-performing by £3.083m YTD. However, £2.57m of this relates to off tariff drugs,
without which the net over-performance drops to £513k. Significant over-performance is being
seen in Emergency activity, and also within Obstetrics, where activity is higher than year to date
from previous years. However, income for of tariff devices is £770k adverse YTD, particularly in
Cardiology and General Surgery, indicating a reduction in complex, high margin activity
compared to previous years. Elective and Tertiary activity is lower in key margin generating
areas (especially within cardiac services).
Pay is under-spent year to date by £1.392m, an adverse movement in month of £430k. £300k
of the monthly movement was in nursing which is now £760k overspent YTD. Acuity on many
wards has demonstrably increased, and additional temporary staff have covered this additional
workload. Work continues to agree establishments and enable permanent recruitment to these
posts. Medical staffing is under-spent by £1.1m YTD, with vacancies within R&D, TEAM, and
Dental. Vacant posts are being recruited to although this needs to be undertaken with a view to
the current capacity constraints and the ability to see additional activity.
Non Pay is overspent by £6.57m, an adverse movement of £856k: The main drivers of this
overspend are Drugs (£3m) and Clinical supplies (£1.75m). Further analysis of this is on the
next slides. Other overspends relate to:
• Premises and fixed plant costs (£978) :Gas £505k – price inflation, additional insurance costs
£163k, maintenance overspend £198k.
• External Contracts (£482k) :Medihome £115k, Consultancy £300k – this includes EY PMO
costs, and various external contractors providing operational and legal support to various
projects e.g. outpatient transformation, interpreting.
• Non-NHS services (314k) :This relates to projected current over-performance on the
pathology joint venture contract.
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Temporary Pay Analysis Trend
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The graph to the left shows spend on bank and agency
nursing over the previous 13 months. The trend for Bank
is reducing, however over the previous two months the
trend for agency has increased significantly. Agency usage
has increased particularly in TEAM, LRS and W&C. The
Trust is reviewing the rates charged by agencies in line
with LPP rates and updating bank rates. Acuity has
increased on wards increasing staffing levels. Actions are
to recruit substantive staff where possible to increase
establishments, and to reduce the agency rates being
charged in each area, and also to switch to bank.

The graph to the right highlights the reduction in
spend on agency medical staffing over the
previous 11 months, with a steady downward
trajectory. This is in the main due to additional
posts being built into the establishment and
recruited to substantively. Increasing activity
demands may put pressure on the usage of
agency medical staff in coming months in order
to achieve planned RTT targets, and this must
be monitored closely as access to beds and
theatres will limit productivity.
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Temporary Pay Analysis by Division
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Agency spend (shown to the left) is 11%
down on the same period year to date
last year, with reductions in CSDS and
Critical Care offset by increases in all
other areas.

Bank spend (shown to the right) is 8%
down on the same period year to date
last year, with reductions in LRS and
Critical Care, and increased in Networked
services, and TEAM
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Non Pay Analysis
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Clinical Supplies are £1.75m overspent YTD, and the
table to the left outlines the increase in spend over the
previous 17 months, compared to activity. There is a
clear correlation between an increase spend with
activity. However, YTD there is an under-spend on high
cost consumables – which points to a lack of activity in
high-margin specialist work (i.e. Cardiac) year to date.
The increased spend has been on activity which
generates lower income. Budgets have been set at
outturn and therefore overspends to date relate to in
year increased costs. A full stock-take in September will
ensure the increased costs are not related to holding an
increased stock level
Drugs are £3.01m overspent year to date, with
£2.5m being recoverable through additional
income, including Haematology and HIV. The
remaining overspend of £500k YTD is consistent
with overall increases in activity YTD.
The table to the right shows a comparison of Drugs
spend and income for months 1-5 in 2012/13 and
the previous year. Year to date expenditure is
significantly increased on the previous year,
although income is also significantly increased.
Drugs budgets were funded at outturn.
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Divisional Financial Performance
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This Chart shows the significant divisional over and underspends across the trust.
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Divisional Variance Analysis
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Significantly off-track areas are as follows:
• Liver – is £1.1m adverse, £778k adverse movement. Income is £274k underperforming, mainly in Gastro and HPB. Nursing is
£235k overspent, particularly in theatres. Drugs are £322k overspent, although this is mostly recovered through income. Removing
the effect of drugs will move the income position further adversely. Liver are also £115k overspent YTD for bed-days on Annie Zunz,
investigations are ongoing as to whether this is genuine. Access and capacity issues are limiting profitability with this service, and
solutions to this are key to resolving the financial position.
• Surgery - £888k adverse, £249k adverse movement. Income is £774k adverse, shown in General Surgery and relating to bariatric
RTT activity. Similarly to Liver, projected RTT income has not yet been achieved in Surgery, as on-site and off-site options are
delayed and expensive.
• Neurosciences - £810k adverse, £374k adverse movement. Neurosurgical income is underperforming by £625k; additional beds
are now on line which will close this gap, although access remains an issue. Drugs are £265k overspent, although this is
predominantly recovered by income.
• Private Patients - £1m adverse YTD, adverse movement of £349k. Income targets were set £700k above outturn, to account for
the full year effect of increased charges possible because of refurbished Guthrie beds. However, international referrals from Greece
and Cyprus in particular have reduced significantly due to the economic situation. Also, there is reduced access to Theatres and
ICU which are limiting the level of activity and income which can be put through. As a result, both activity and acuity are reduced on
previous years. Expected BMT activity from Libya should close some of the gap.
• Child Health - £452k overspent, £610k adverse movement. The monthly movement was in the main a budget correction between
Child Health and Women's, which moved favourably. Medical staffing are £157k overspent, due to a one-off banding appeal
settlement. Nursing is £409k overspent, including NICU (£203k) – this despite increased funding. Income is over-performing,
however mainly in Emergency activity £149k, and Drugs £95k – NICU income is £170k adverse YTD.
• Central Income - £972k adverse YTD, favourable movement of £364k. The Trust led QIPP guaranteed savings are budgeted for
here, and year to date a prudent assessment of any over-achievement has been made, leading to the adverse variance. It is
anticipated that this position will improve when the monitoring arrangements are agreed with NHS SEL. The CQINN achievement is
to be confirmed and 95% has been accrued to date.
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Financial Risk Rating Ratios
Financial Criteria

Weight
(%)

Metric to be scored
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Month 5

Month 5
Rating

12/13
Plan

12/13 Plan
Rating

Achievement of Plan

10

EBITDA achieved (% of plan)

83.5%

3

96.6%

4

Underlying Performance

25

EBITDA Margin (%)

5.0%

3

5.6%

3

Financial Efficiency

20

Net Return after Financing (%)

-0.2%

3

0.8%

3

20

I&E surplus margin (%)

0.0%

2

0.6%

2

25

Liquidity Ratio (days)

16.4

3

16.8

3

Liquidity
FINANCIAL RISK RATING
Financial Criteria

Metric to be scored
5

Achievement of Plan
Underlying Performance
Financial Efficiency
Liquidity

Finance Risk Rating

3

3

RATING CATEGORIES
4
3
2

1

{Weighted Average of Financial Criteria}

EBITDA achieved (% of plan)
EBITDA Margin (%)
Net Return after Financing (%)
I&E surplus margin (%)
Liquidity Ratio (days)

Rating 5
Rating 4
Rating 3
Rating 2
Rating 1

100
11
3
3
60

85
9
2
2
25

70
5
-0.5
1
15

50
1
-5
-2
10

<50
<1
<-5
<-2
<10

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

YTD
Budget
£'000
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YTD
Expend
£'000

YTD
Variance
£'000

Last Month
Variance
£'000

Movement
in Month
£'000

PAY

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

(123,173)
(138,734)
(54,077)
(18,168)
(1,419)
(29,737)
(2,053)
(367,361)

(51,330)
(57,617)
(22,503)
(7,554)
(591)
(12,308)
(855)
(152,758)

(50,033)
(58,377)
(21,974)
(7,194)
(620)
(12,369)
(803)
(151,370)

1,297
(760)
529
360
(29)
(61)
52
1,388

1,309
(460)
630
277
13
17
36
1,822

(12)
(300)
(101)
83
(42)
(78)
16
(434)

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

(60,011)
(58,003)
(31,585)
(25,617)
(24,996)
(19,131)
(2)
(61,566)
(280,911)

(24,976)
(24,168)
(13,155)
(10,674)
(5,960)
(7,891)
0
(20,430)
(107,254)

(26,528)
(27,201)
(14,284)
(10,569)
(5,959)
(7,889)
(83)
(21,190)
(113,703)

(1,552)
(3,033)
(1,129)
105
1
2
(83)
(760)
(6,449)

(831)
(2,286)
(1,298)
100
2
94
(83)
(1,218)
(5,520)

(721)
(747)
169
5
(1)
(92)

Total Expenditure

(648,272)

(260,012)

(265,073)

(5,061)

(3,698)

(1,363)

All Income

642,272

261,940

265,023

3,083

2,770

313

Income and Expenditure

(6,000)

1,928

(50)

(1,978)

(928)

(1,050)

NON-PAY

458
(929)

Page 12

Income and Expenditure by Division
Division

AMBULATORY SERVICES

NETWORKED SERVICES

CRITICAL CARE, THEATRES
AND DIAGNOSTICS

LIVER, RENAL AND SURGERY

Trauma, Emergency and
Acute Medicine

WOMENS AND CHILDRENS

Private Patient Service

Corporate Services

Trust total

Enc. 2.4

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

Annual Budget
£'000
103,529
(43,951)
(24,718)
(174)
34,686
155,143
(56,956)
(46,163)
662
52,686
40,502
(66,687)
(56,215)
0

YTD Budget
£'000
41,947
(18,332)
(10,209)
(73)
13,333
63,541
(23,715)
(18,967)
277
21,136
16,686
(27,723)
(23,368)
0

YTD Actual
£'000
43,228
(17,397)
(11,817)
(73)
13,941
64,379
(23,850)
(20,171)
293
20,651
17,400
(27,296)
(25,846)
199

YTD Variance
£'000
1,281
935
(1,608)
0
608
838
(135)
(1,204)
16
(485)
714
427
(2,478)
199

Last Months
Variance
£'000
581
705
(1,494)
0
(208)
664
7
(898)
(13)
(240)
672
383
(1,642)
157

Movement
£'000
700
230
(114)
0
816
174
(142)
(306)
29
(245)
42
44
(836)
42

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

(82,400)
135,684
(56,810)
(25,158)
595
54,311
72,394
(50,161)
(6,215)
0

(34,405)
55,626
(23,666)
(10,125)
248
22,083
29,875
(20,840)
(2,586)
0

(35,543)
55,054
(23,843)
(10,326)
48
20,933
31,356
(20,943)
(3,235)
1

(1,138)
(572)
(177)
(201)
(200)
(1,150)
1,481
(103)
(649)
1

(430)
372
(21)
(488)
(100)
(237)
1,842
16
(532)
1

(708)
(944)
(156)
287
(100)
(913)
(361)
(119)
(117)
0

16,018
93,746
(53,101)
(7,822)
0
32,823
16,302
(2,774)
(4,036)
(1,259)
8,233
24,972
(36,921)
(91,466)
174
(19,131)
0
642,272
(367,361)
(261,793)
(19,131)
15
(2)

6,449
37,829
(22,077)
(3,215)
0
12,537
6,793
(1,162)
(1,682)
(525)
3,424
9,643
(15,244)
(29,013)
73
(7,891)
0
261,940
(152,759)
(99,165)
(7,891)
(197)
0

7,179
39,010
(22,358)
(3,709)
0
12,943
5,803
(1,165)
(1,520)
(337)
2,781
8,793
(14,515)
(29,111)
(214)
(7,889)
0
265,023
(151,367)
(105,735)
(7,889)
1
(83)

730
1,181
(281)
(494)
0
406
(990)
(3)
162
188
(643)
(850)
729
(98)
(287)
2
(504)
3,083
1,392
(6,570)
2
198
(83)

1,327
786
(86)
(300)
0
400
(644)
17
38
86
(503)
(1,503)
801
(398)
(214)
94
(1,220)
2,770
1,822
(5,714)
94
183
(83)

(597)
395
(195)
(194)
0
6
(346)
(20)
124
102
(140)
653
(72)
300
(73)
(92)
716
313
(430)
(856)
(92)
15
0

(50)

(1,978)

(928)

(1,050)

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

Total

(6,000)

1,928
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Private Patient Income
Private Patient Projected Cap %
Private patient income *
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2012/2013
£'000

2011/2012
£'000

13,927

16,882

Total patient related income **

551,998

545,093

Proportion (as percentage)

2.52%

3.10%

* 2012/2013 figures are forecast to year-end based on current month actuals
** 2012/2013 figures as per annual plan

Section 44 of the 2006 Act requires that the proportion of private patient
income to the total patient related income of the NHS Foundation Trust should
not exceed 3.5 per cent, its proportion when the organisation was an NHS
Trust in 2002/03.
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2012/13 CIP Update
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PERFORMANCE AGAINST PLAN

ACLN
CCTD
TEAM
LRS
NWS
W&C
Facilities
Corporate
Trustwide
TOTAL

CIP
Identified
1,905
3,615
1,104
2,537
4,073
2,322
250
1,243
22,068
39,119

YTD Target YTD Actuals
761
1,418
352
919
1,670
766
109
520
7,284
13,799

701
1,156
261
850
1,218
647
88
520
5,820
11,262

Variance
-60
-262
-90
-68
-452
-119
-22
0
-1,464
-2,537

Year to date under performance against CIPs amounts to £2,537k, 82% achievement. The main areas of under-achievement relate to the
following areas:•£436k relates to coding optimisation income targets either led centrally by the Contracts/Coding team (£270k) or Divisional management
teams (£166k). An action plan has been presented to Clinical directors to target Complications and Comorbities coding to reduce this underacheivement
• £354k relates to Private Patient income under achievement. Although at full capacity the activity is low value patient case-mix and Liver
transplant work has been transferred to the Private Sector (London Bridge Hospital).
• £275k relates to diagnostics demand management targets not being achieved across specific Divisions.
• £276k relates to an income shortfall based on productivity targets (e.g. reduced patient length of stay) across specific Divisional wards.
• £865k relates to RTT income under achievement, most notable in Bariatrics (£457k), Liver (£150k) and Orthopaedics (£113k). £4.2m of these
schemes are RAG rated Red.
• £153k relates to Procurement savings schemes the majority of which is due to the Neurosurgery Spinal implant tender (£125k)
•The CIP targets are phased towards the second half of the year. If they were equally spread across the year, the plan to date would be have been
£16.3m. Although a total CIP of £39.1m has been identified to date, £8.7m is red RAG rated.
The data analysis for the diagnostic demand management and coding optimisation income CIP’s is based on 3 months’ activity and the savings
achieved are potentially under-stated. The Trust-wide income target above includes RTT activity, PCT activity QIPP and repatriation targets, central
coding optimisation and Private Patient income targets.
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2012/13 CIP Update
Cost saving
Division Cost saving Cost saving
specific Procurement Pharmacy
Original Plan

Revised Plan
YTD Plan
YTD Actual
YTD Variance

12,000
9,978
3,725
3,288
-437

2,800
1,760
625
472
-153

1,000
0
0
0
0

Enc. 2.4

Cost
saving Cost saving
Income PCT
Cost saving Cost saving Integrated Energy Income
Demand
Agency Staff Medical Service infrastructure RTT Income Coding Income Commercial Management Income Productivity
Reduction Productivity Reviews
savings activity improvements / Private Patients
failure
Gains
Total
2,000
903
314
306
-7

200
200
0
0
0

800
250
0
0
0

900
20
8
0
-8

8,000
8,219
2,080
1,215
-865

2,000
4,023
1,741
1,305
-436

1,000
1,200
354
0
-354

9,000
9,000
3,750
3,750
0

2,600
3,567
1,202
926
-276

42,300
39,119
13,799
11,262
-2,537

Key Variance Notes
•Divisional Schemes: £437k adverse variance YTD: £275k Divisional diagnostic demand management schemes not reducing the
number of tests.
•Procurement schemes: £153k adverse variance YTD: Spinal implant tender savings to be confirmed and agency savings not
achieved due to preferred agencies unable to fill positions.
•RTT Income: £865k adverse variance YTD: RTT activity for Endoscopy, Colorectal Surgery & Neurosurgery have started ahead of
plan but Bariatrics, Liver & Orthopaedics are behind the scheduled target. £4.2m of these schemes are RAG rated Red.
•Coding improvements: £436k adverse variance YTD: £270k adverse variance in respect to Contract dept led savings and £166k in
respect to Divisional led savings. There is a time-lag to verify achievement of these savings.
• Private Patient income: £354k adverse variance YTD: Insufficient capacity issues and low value case-mix patients. £200k of the
annual target relates to PP work outside of the Guthrie Ward.
•Demand Management income targets set by PCTs: No adverse impact YTD: The Trust is over-achieving on PCT contract values
by £3m YTD and this is well beyond the PCT demand management targets. Dental, Cardiology & Neurosurgery services are under
performing, but are currently being offset by over-performance within other Divisions to achieve this target Trust-wide. The Trust is overperforming by £790k on emergency admissions and £268k on A&E attendances YTD and these positive variances are not included in
the demand mgt CIP reporting.
•Divisional income targets based on specific productivity gains: £276k adverse variance YTD: Although the Trust is overperforming as a whole against all internal income targets, a number of schemes do not have sufficient evidence to confirm achievement
of reduced patient length of stay. The continuing increase of non-elective emergency patient activity is also restricting the benefit of
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these schemes in respect to theatre utilisation and waiting list pressures.

2012/13 CIP YTD Performance by Division
Notes
ACLN:
under

Enc. 2.4

£60k adverse variance: £38k Pharmacy schemes under achievement, and £22k Demand Management
achieved

CCTD:
£262k adverse variance: £167k Demand Management, £33k activity increase (2 schemes), £25k
Anaesthesia training and list efficiencies, £21k Procurement, £16k Pharmacy schemes under achievement
TEAM:
partly

£90k adverse variance: £62k Coding, £28k Demand Management, £8k B5 Divisional income opportunities,
offset by over achievement on Pharmacy schemes

LRS:
Nursing

£68k adverse variance: £21k FP10s, £14k Demand Management, £7k Pharmacy under achievement, £7k
workforce shift pattern overlap reduction, £11k Transplant co-ordinator vacancy

NWS:
Saturday
BMT

£452k adverse variance: £125k Neuro Spinal implant tender, £104k Cardiac coding £63k Cardiology
lists, £40k Platelet reduced use, £24k Demand Management, £33k Cardiac Theatre Utilisation, £25k Libyan
patients

W&C:
Liver

£119k adverse variance: £35k increase in self funded patients and HPV patient numbers, £41k Paediatric
private patients,£22k Paediatric Theatre Utilisation, £20k Demand Management

Facilities:

£22k adverse variance: Reduction in Consultancy / Legal fees

Corporate:

On plan: all schemes achieving

Trustwide:
income

£1,464k adverse variance: £865k RTT income, £292k Private Patient income, £270k Coding optimisation
(Months 4 & 5 based on Months 1 - 3 actuals), £38k Commercial income
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2012/13 CIP YTD risk assessment
RAG RATING OF SCHEMES

ACLN
CCTD
TEAM
LRS
NWS
W&C
Facilities
Corporate
Trustwide
TOTAL

Green

Amber

Red

1,380
2,546
654
1,914
2,426
1,927
167
1,243
9,762
22,020

453
385
77
242
105
20
30
0
7,124
8,436

72
684
374
381
1,543
375
53
0
5,182
8,664

£39.119m CIPs identified against a stretch
gross target of £42.3m.
However £8.664m (22.1%) Red RAG rated.
RAG ratings are based on YTD performance if
scheme has already started:•
•
•

Red – less than 50% achievement
Amber – less than 95% achievement
Green – over 95% achievement

If scheme has not yet started, RAG rating is
based on delivery plan status.

Enc. 2.4

This section below outlines the key red RAG rated CIP schemes with
reference to the annual CIP scheme target (£). The rating for each
scheme is either on current delivery performance or lack of assurance
regarding future delivery.
ACLN:
required.

£32k Ophthalmic Nursing Review – substitution

CCTD:
reduced

£400k Pathology Demand Management

£25k Junior Dr post Removal – substitution required.
-

MRSA testing agreed with Divisions (duplicate tests for
patients moving wards).
£80k Day Surgery Unit reduction in DNA rate / hospital
cancellation – no detailed plan

TEAM:
evidence
made
LRS:
plan.
required.
NWS:
signature
W&C:
running
Trust wide:
demand.

£251k Coding (of which Division led is £217k) - data
required to support achievement.
£66k Pathology Demand Management – no reduction
£357k Pathology Demand Management – no detailed
£51k Band 8a Transplant Co-ordinator –substitution
£250k Cardiac coding – data evidence required
£200k Libyan BMT Patients – awaiting contract
£97k Liver Private Patients
- no detailed plan.
£59k Increased Theatre utilisation – currently over£2.1m Bariatrics RTT income – capacity issues &
£1m Private Patient /Commercial income - case-mix.
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Actions

Enc. 2.4

In order to recover the current financial overspend, and to mitigate future red rated CIP risks, a recovery
plan of £8.6m is needed to restore the plan to balance. Divisional action plans are being developed,
along with trust wide working groups to ensure delivery of cross cutting benefits. Key actions and
projected amounts are included below, these are to be monitored and managed through the Programme
Office on a weekly basis.
Area

Amount
£m’s

Actions to recover current CIP plan deficit
Divisional CIP recovery plans (including income, Diagnostics)

2.8

Complications and Comorbities coding – targeting key areas

1.2

Utilisation of additional cost effective capacity to generate margin

1.6

Sub Total

5.4

Further savings plans
Substantive Nursing Recruitment – reduce agency v establishment
costs

0.4

Non Pay controls – higher approval threshold

0.5

Trust led QIPP achievement

0.5

Business case/investment deferral

1.0

Targeted Vacancy management/role of VAP

0.8

Sub Total

3.2
Total

8.6
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Month 5 Capital and Cash Summary

Enc. 2.4

Capital Summary
 Capital Plan
 The annual budget remains in line with the annual plan of £26.686m although there have been a number of
phasing changes and budget changes between schemes.
 The Capital Plan on page 23 is phased to take account of Monitor’s Tier 2 External Borrowing Limit approval
process which will take 3 months to complete. The Critical Care build enabling works are being tendered but will
not commence until external funding is approved for the scheme. The enabling works are estimated to take a
year to complete and a further 18 months to complete the new build.
 Capital Expenditure
 Capital expenditure to month 5 was £7.026m against a year-to-date budget of £8.786m, an underspend of
£7.642m.
 The forecast overspend at year-end is £1.147m against the plan.

Working Capital Summary
 As at month 5 outstanding debtors totalled £26.6m including Private Patient and Overseas Visitors debts.
 PCT SLA Over-Performance 2011/12 – £1.9m prior year PCT SLA over-performance invoices remain outstanding.
 PCT SLA Over-Performance 2012/13 – Quarter 1 over-performance invoices totalling £5.6m have been raised, of
which £4.3m remains outstanding. The majority of the remaining Q1 invoices are expected to be paid in October
2012.
 The Cash balance at the end of Month 5 was £19.616m against a forecast cash balance of £19.637m.
 The Trust’s Working Capital Facility is £35m and the Trust has not utilised this Facility in the current financial year.

Prudential Borrowing Limit
 The Trust’s Tier 1 borrowing limit has been increased by Monitor from £124.1m to £141m for 2012/13.
 The Trust is currently utilising £89.528m (63%) of its 2012/2013 Tier 1 Prudential Borrowing Limit (Long-term borrowing)
of £141m leaving headroom of £51.472m.
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Capital Variances

Enc. 2.4

Capital Scheme Projected Variances
 The following projects are forecast to over-spend at year-end at this point in time:
 Endoscopy building works - £230k - Additional costs due to decontamination equipment
requirements, unforeseen works, changes to specification and contract programme delayed by 3
months caused by work stoppages due to noise (site located in main site with adjacent clinical
services).
 Endoscopy x-ray room 3 - £100k - provision of a further X-ray room.
 Unit 6 & Unit 4 developments - £300k - Unit 6 change of use of 1st Floor to clinical area (Assisted
Conception Unit) and Unit 4 additional cost to include transformer for power supply.
 Maternity MLU/MAU Expansion - £100k - Due to capacity pressures the original plan to
accommodate MAU/MLU had to be further expanded leading to additional costs and programme
slippage into 2013/14. Additional delays were caused due to departmental work commitments in
agreeing and signing off the clinical design. The Special Purpose Vehicle is currently procuring the
works and are in the detailed design stage.
 Emergency Department - £100k – Additional costs due to the implementation of a new tannoy
system as well as external remodelling works of the new ED Meet-and-Greet/Entrance to improve
pedestrian access and car.
 MRI building works - £50k – additional build costs approved
 Other Major/Minor Works schemes - £213k
 IT Equipment - £54k – Blood tracking project – 2011/12 budget not carried forward.
Capital Developments/Cost Pressures
 The following costs are yet to be confirmed and have not been included in the plan YTD.
 PET CT Scanner building works – estimated £1.3m required for enabling works
 Pharmacy Out-patient Prescribing building works (TBC pending option)
 Cyber-knife enabling works (TBC)
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Projected 3 Year Capital Plan

Enc. 2.4
Propose d Annua l Pla n

Key Projects
1

Maternity (MLU/MAU Expansion)

2
3

2012/13
Total

2013/14
Total

2014 / 15
Total

£'000

£'000

£'000

500

1,000

Emergency Centre (excludes MH/Suite 1)

1,000

1,000

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

3,500

-

4

Clinical Research Facility (Building)

1,338

-

5

Unit 6 Development

2,127

6

Mapother House Relocation

7

Unit 4 Development (2 Floors - Training Rooms / Offices)

8

Energy Performance Contract

9

Windsor Walk Development - development lease space for Paeds expansion

-

-

-

500

1,700
500
-

-

-

-

3,100

1,200

-

10,000

10

Refurbishment/Upgrade of Day Surgery

11

Liver Lab Research Facility (Donated £435k)

12

Refurbishment of Brunel Ward (PP) - pending Infill Block 4/5

13

Byron Adult Cystic Fybrosis Inpatient Facility - pending Infill Block 4/5

14

Pharmacy Outpatient Dispensing Relocation

-

-

-

15

Renal Dulwich Site

-

-

1,500

16

Cardiac Catheter Lab (£4.3m) - pending Infill Block 4/5

-

-

-

17

Paediatric Expansion (£300k) - pending Infill Block 4/5

18

Critical Care (2 Storey option incl. Plant)

7,000

19

CCU Enabling Works - Upgrading of Underground Oil Tanks and Roadway

1,000

-

-

20

CC Fibre Optic Cabling

500

-

-

21

CC Decanting/Infrastructure (Infill Blk 4)

500

-

-

22

CC Decanting/Infrastructure (Infill Blk 5)

500

-

-

23

CC Expansion (Waste Compound)

500

-

-

24

Other Major Works

750

-

-

25

Minor work schemes

1,200

1,300

1,300

26

Information Technology - Tangible Assets

950

1,000

1,500

27

Information Technology - Intangible Assets

50

900

500

28

Medical Equipment new and replacement (incl Donated)

956

500

1,000

26,686

49,583

32,000

Depreciation non-cash charge

14,996

16,292

17,466

Acorns to Oaks Appeal (CRF)

242

0

0

0

349

0

Liver Lab Facility Pledges

435

0

0

Paediatric Expansion Funding

300

0

0

Cystic Fybrosis Foundation

430

0

0

43

0

0
0

Tota l

200

-

-

1,185

-

-

-

2,300

-

-

-

430

300

-

-

37,983

15,000

Available Funding details
Cash from

operations

Charitable donations

Charitable Trust (Critical Care Equipment)

Medical Equipment purchases
PDC Received

PDC

0

0

Cash from External Loans

2011/12 - Salix (PC Powerdown / LED Lighting)

0

0

0

10,000

38,283

15,000

FTFF (Critica l Ca re De ve lopme nt)
Utilisa tion of Inte rna l Ca sh Re source s
Tota l

Tier 1 Available Headroom (Limit £124.1m)
Tier 2 Available Headroom (Limit £199m)

240
26,686

(5,341)
49,583

(466)
32,000

33,761
108,661
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Capital Expenditure Summary
Month 5

Enc. 2.4

Budget
Total per capital category

Annual
Plan
12/13

Expenditure

Period
Budget

Actual YTD

Cost to
Complete

Total Cost
12/13

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

21,350
1,200
1,686
950
50
1,165
285

6,815
369
566
396
36
485
119

5,686
89
378
213
36
435
189

16,707
1,161
1,308
791
14
730
96

22,393
1,250
1,686
1,004
50
1,165
285

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

26,686

8,786

7,026

20,807

27,833

Budget
Gross capital expenditure b/f
Gross Cost

Period
Budget

Actual to
date

Anticipated
Changes

Y/E
Forecast

26,686
26,686

8,786
8,786

7,026
7,026

20,807
20,807

27,833
27,833

1,450
1,450

604
604

624
624

826
826

1,450
1,450

Capital Charge against Capital Resource Limit

25,236

8,182

6,402

19,981

26,383

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

14,996
10,000
240
25,236

5,960
2,222
8,182

5,959
443
6,402

10,000
9,981
19,981

14,996
10,000
240
25,236

Variance : + over / (-) under

-

-

-

-

Less:
Capital Donations held on Trust, NOF monies
Total

1,147
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Cash Flow Variances

Enc. 2.4

 The Cash balance at the end of Month 5 was £19.616m, £21k less than the forecast cash balance of £19.637m.
PCT Debtors have increased and this has resulted in the slowing down of creditor payments.

 PCT contract over-performance payments of £4.3m remain outstanding (see page 28). 50% of the RTT monies are
due to be paid in September by SEL PCTs (£2.7m).

 To 31 August 2012, income of £2.2m above forecast has been received from the Joint Venture, GSTS Pathology.

This level of income is due to continue for the remainder of the year and the forecast cash flow has been amended
accordingly.

 Payroll payments, including National Insurance and P.A.Y.E. were £4.8m less than forecast to 31 August 2012. This
is partly due to staff vacancies and a phasing review will be carried out for month 6.

 Payments to NHS Professionals for bank and agency staff were £1.6m less than forecast in August 2012 and are
scheduled to be paid in September 2012.

 Capital invoice payments were £1.8m less than forecast due to slippage on capital schemes. It is expected that

these payments will increase over the remainder of the year with the capital spend forecast to exceed budget by
£1.1m.

 Revenue creditors were paid £1.2m less than forecast due to the non-receipt of income above. Creditor payments
will increase as PCT Over-performance income is recovered.
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Cash Flow

Enc. 2.4

TOTA L
A NNUA L PLA N
Forecast
£'000s
Balance B/F

27,607

QTR 1
2012/13
A CTUA L
£'000s

Jul-12

A ug-12

A CTUA L
£'000s

A CTUA L
£'000s

QTR 2
2012/13
Forecast
£'000s

QTR 3
2012/13
Forecast
£'000s

QTR 4
2012/13
Forecast
£'000s

27,607

16,969

13,149

16,969

17,080

19,657

116,087
45,452
97,848
2,890
210,712
71,176
19,562
3,156
28,038
1,766
29,615
467
18,267
5,012
23,616
16,450
8,624
4,306
4,200
20,420
42,881
21,421
4,156
796,122
(197,338)

24,983
9,879
21,403
454
45,541
11,069
4,210
651
6,066
294
0
361
3,658
732
5,125
3,529
1,848
909
600
5,301
9,703
3,574
896
160,786

8,744
3,458
7,380
94
14,012
7,710
966
137
1,995
127
0
106
938
335
0
0
0
0
600
1,888
2,420
2,882
232
54,024

8,432
3,235
7,116
164
17,362
6,163
1,642
271
1,977
148
396
0
1,755
20
3,362
1,433
1,232
778
300
1,531
2,120
1,465
193
61,095

25,958
10,198
21,947
500
47,631
19,435
4,024
641
5,972
408
858
106
3,943
1,416
5,043
3,521
1,848
1,069
1,200
4,719
7,722
5,847
740
174,746

26,346
10,515
22,353
726
46,995
15,252
4,248
699
6,000
399
7,767
0
4,000
1,074
5,043
3,525
1,848
873
900
3,900
9,546
4,500
945
177,454

23,280
8,916
19,287
726
42,327
15,252
4,248
699
6,000
399
16,471
0
4,000
1,074
5,043
3,525
1,848
873
900
3,900
9,546
4,500
945
173,759

229,339
170,486
36,282
4,156
32,685
5,452
39,823
10,982
16,441
222,433
768,079

47,516
36,225
6,541
896
8,422
1,126
8,648
2,996
3,462
48,163
163,995

15,856
12,348
1,862
232
2,540
326
2,998
999
898
16,085
54,144

16,034
12,016
2,919
193
2,673
400
2,877
999
581
13,473
52,165

47,927
36,397
9,013
740
7,863
1,126
8,775
2,996
2,579
43,693
161,109

50,211
36,699
7,773
945
6,150
1,200
8,400
2,994
3,900
51,796
170,068

50,211
36,699
7,773
945
6,150
1,200
8,400
998
3,900
47,224
163,500

8,930

13,637

7,386

10,259

1,455
133
0
0
0
0
0
0
61
(8)
17
0
0
626
179
2,463

6,480
629
(161)
3,919
0
0
0
62
183
(18)
17
0
0
1,878
537
13,526

6,413
200
(200)
0
(5,000)
281
225
0
183
(16)
18
241
50
1,878
537
4,810

10,247
880
(880)
4,174
(10,000)
0
0
62
183
(17)
18
0
0
1,878
537
7,082

Income

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

28,043

Capital & Financing Items
Capital gross exp (Purchased)
Capital gross exp (Donated)
Capital Income (Donated)
PDC Dividends (TDR)
Loan Received
Loan Repaid (Energy Centre)
Loan Repaid (Business Park)
S alix Loan Repaid
Capital Element of Finance Lease repayment
Interest on investments
Interest Paid on Revolving Credit Facility
Interest on Loans (Energy Centre)
Interest on Loans (Business Park)
Interest on PFI & Finance Leases
PFI Contingent Rental Payments
sub-total

33,948
2,451
(1,827)
8,093
(15,000)
562
450
124
855
(78)
70
488
103
8,765
2,506
41,510

(3,209)

(120)

3,866
156
0
0
0
281
225
0
184
(16)
17
247
53
1,879
537
7,429

2,503
335
0
0
0
0
0
0
61
(4)
0
0
0
626
179
3,700

Net Inflow / Outflow

(13,467)

(10,638)

Forecast Balance C/F

14,140

16,969

(3,820)
13,149

6,467

111

2,576

3,177

19,616

17,080

19,656

22,834
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Analysis of Cash Balances (Monthly)

Enc. 2.4

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

Monthly Cash Balances

GBS- Citibank

Cash Balance

30,000

25,000

£'000

20,000

15,000

10,000

5,000

Mar-12

Apr-12

May-12

Jun-12

Jul-12

Aug-12

Date

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

Enc. 2.4

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

Balance (£'000)

70,000

60,000

50,000

£'000

40,000

30,000

20,000

10,000

30-Sep-11

31-Oct-11

30-Nov-11

31-Dec-11

31-Jan-12

29-Feb-12

31-Mar-12

30-Apr-12

31-May-12

30-Jun-12

31-Jul-12

31-Aug-12

Date

Graph B shows the fluctuation of cash balances on a daily basis.
This graph highlights the receipt of SLA contract income around the 15th of each month (indicated by the peaks
between £30-40m), and the reduction of our cash balance between the 17th and 24th when large monthly payments
e.g. payroll, P.A.Y.E and N.I. are paid.
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SLA Over-Performance Invoices 2012/13
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Qtr 1 Invoice d
1,802,501

Ne t Total
1,802,501

Cas h Re ce ive d
0

Outs tanding Cas h
1,802,501

690,419
494,103
464,436
1,217,352
354,715
271,728
211,153
152,275
143,350
131,787
109,529
103,544
100,882
93,476
238,137
48,290
44,200
28,651
25,777
24,482
134,747
48,858
87,962
15,732
14,112
12,784
10,627
24,936
6,341
(1,550)
(5,374)
(2,397)
(12,346)
(26,926)
4,721
(20,830)
(29,569)
(29,596)
(30,498)
(42,716)
(46,606)
(59,500)

690,419
494,103
464,436
1,217,352
354,715
271,728
211,153
152,275
143,350
131,787
109,529
103,544
100,882
93,476
238,137
48,290
44,200
28,651
25,777
24,482
134,747
48,858
87,962
15,732
14,112
12,784
10,627
24,936
6,341
(1,550)
(5,374)
(2,397)
(12,346)
(26,926)
4,721
(20,830)
(29,569)
(29,596)
(30,498)
(42,716)
(46,606)
(59,500)

0
0
0
(822,631)
0
0
0
0
0
0
0
0
0
0
(154,366)
0
0
0
0
0
(111,732)
(30,879)
(69,987)
0
0
0
0
(15,239)
(5,074)
0
0
(9,118)
0
11,569
(20,215)
0
0
0
0
0
0
0

690,419
494,103
464,436
394,721
354,715
271,728
211,153
152,275
143,350
131,787
109,529
103,544
100,882
93,476
83,771
48,290
44,200
28,651
25,777
24,482
23,015
17,979
17,975
15,732
14,112
12,784
10,627
9,697
1,267
(1,550)
(5,374)
(11,515)
(12,346)
(15,357)
(15,494)
(20,830)
(29,569)
(29,596)
(30,498)
(42,716)
(46,606)
(59,500)

New ham

(71,960)

(71,960)

0

(71,960)

E of E (NSC)

(85,321)

(85,321)

0

(85,321)

Waltham Forest

(88,472)

(88,472)

0

(88,472)

Greenw ich Teaching

(90,119)

(90,119)

0

(90,119)

East Midlands SCG (Milton Keynes)

(175,223)

(175,223)

0

(175,223)

Eastern and Coastal Kent

(330,493)

(330,493)

0

(330,493)

South Central SCG

(355,018)

(355,018)

0

(355,018)

5,607,093

5,607,093

(1,227,672)

4,379,421

Lambeth
Bexley Care
SACS (f or WEST SUSSEX PCT)
Croydon
Southw ark
Lew isham
West Kent
SACS (f or EAST SUSSEX PCTs)
E of E (NORTH ESSEX)
Croydon (f or Renal)
South West SCG
E of E (SOUTH ESSEX)
Bromley
East Midlands SCG (Northants)
Barnet
Surrey
Kingston
East Midlands SCG (Trent)
Brent Teaching
Yorkshire and Humber SCG
E of E (Bedf ordshire)
Westminster
Havering
Kensington and Chelsea
Ealing
E of E (Herts)
Haringey Teaching
Sutton and Merton
Barking and Dagenham
Redbridge
Camden
Hillingdon
Richmond and Tw ickenham
Wandsw orth
Hammersmith and Fulham
Harrow
East Midlands SCG (Leics)
City and Hackney
Enf ield
Tow er Hamlets
Medw ay
Islington
Hounslow
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Statement of Financial Position
(Balance Sheet)
STATEMENT OF FINANCIAL POSITION AS AT

NON-CURRENT ASSETS
Intangible Assets
Property, Plant & Equipment
Investments in associates (and joined controlled operations)
On-Balance Sheet PFI
Trade and Other Receivables, Non- Current
Total Non-Current Assets
CURRENT ASSETS
Inventories
Trade and Other Receivables
Other Financial Assets
Prepayments
Cash & Cash Equivalents
Total Current Assets
CURRENT LIABILITIES
Interest-Bearing Borrowings
Deferred Income
Provisions
Current Taxes Payable
Trade and Other Payables
Other Financial Liabilities
Total Current Liabilities

Enc. 2.4

31 March 2012

Qtr 1
30 June 2012

31-Jul-12

31-Aug-12

Consolidated
Annual Plan
Forecast

£'000

£'000

£'000

£'000

31 March 2013
£'000

1,276
271,215
78
75,679
3,530
351,778

1,088
272,160
78
75,155
3,530
352,011

1,028
273,888
78
74,980
3,530
353,504

1,006
274,091
78
74,805
3,530
353,510

996
281,735
78
73,438
3,530
359,777

10,963
29,131
8,668
3,844
27,607
80,213

11,070
46,892
9,365
4,056
16,970
88,353

11,204
47,383
10,821
3,742
13,149
86,299

11,211
49,629
5,861
4,430
19,616
90,747

11,500
31,700
8,246
4,000
22,835
78,281

(1,135)
(6,181)
(983)
(7,939)
(32,591)
(26,159)
(74,988)

(629)
(6,793)
(838)
(7,901)
(31,581)
(34,165)
(81,907)

(629)
(6,273)
(786)
(7,784)
(35,252)
(31,041)
(81,765)

(629)
(6,720)
(692)
(7,853)
(39,565)
(31,672)
(87,131)

(1,135)
(4,700)
(990)
(8,200)
(33,400)
(24,529)
(72,954)

Total Assets less Current Liabilities

357,003

358,457

358,038

357,126

365,104

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

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

(12,084)
(6,232)
(76,388)
(94,704)

(12,084)
(6,232)
(76,388)
(94,704)

(12,084)
(6,232)
(76,388)
(94,704)

Total Assets Employed

262,300

263,753

263,334

262,422

257,955

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

135,678
85,979
0
40,643

135,678
86,212
0
41,863

135,678
86,212
0
41,444

135,678
86,151
0
40,593

135,678
87,667
0
34,610

Total Taxpayers' Equity

262,300

263,753

263,334

262,422

257,955




Trade and Other Receivables includes NHS and Non-NHS debtors on page 31
Trade and Other Payables includes NHS and Non-NHS Creditors on page 32

(25,948)
(5,542)
(75,659)
(107,149)

Page 29

Working Capital - Debtors

Enc. 2.4

Total Outstanding

0 - 30 days

31 - 60 days

61 -90 days

Over 90 days

£

£

£

£

£

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

9,786,421
3,652,157 3,122,511
16,561,089
(654,331)
15,906,758

2,132,842
928,282
1,024,109
2,228,670
2,228,670

3,737,763 4,547,183
859,187
9,144,133 9,144,133 -

241,976
281
179,655
62,040
62,040

4,157,792
32,975
1,059,559
5,250,326
(654,331)
4,595,995

203,424
270,877
50,847 754,868
1,280,015
1,280,015

23,177
743,675
13,738
368,046
1,121,160
1,121,160

4,543
287,471
260,232
552,245
552,245

526,440
582,869
54,307
767,546
1,931,162
(571,327)
1,359,835

10,265,293

490,205

Non NHS Bodies
Scottish, Welsh & Irish Health Bodies
King's College London University
King's Charitable Trust
Other Non NHS Bodies
Non NHS Trade Debtors
Provision for Bad Debts
Non NHS Bodies Total
Total Accounts Receivable
% of Total Outstanding - Month 5
Month 4

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

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

757,583
1,884,891
91,416
2,150,692
4,884,582
(571,327)
4,313,255

21,445,672
100%
100%

3,508,685
16%
32%

48%
27%

2%
7%

7,181,488
33%
34%

3,223,378
(137,931)
3,085,447

710,661
710,661

548,062
548,062

627,833
627,833

1,336,822
(137,931)
1,198,891

1,949,025
(617,887)
1,331,138

131,971
131,971

61,605
61,605

74,593
74,593

1,680,855
(617,887)
1,062,968

842,632

609,667

702,427

5,172,404

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

3,017,677
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Working Capital - Creditors
Overall Total
£
NHS Bodies

0 - 30 days
£

Enc. 2.4

31 - 60 days
£

61 -90 days Over 90 days
£
£

2,939,413

143,931

1,275,085

265,547

1,254,849

Non NHS Bodies

20,038,384

5,326,071

10,073,456

3,147,315

1,491,542

Total

22,977,797

5,470,002

11,348,541

3,412,863

2,746,392

100%
100%

24%
25%

49%
50%

15%
15%

12%
10%

% of Total Outstanding - Month 5
- Month 4

Invoiced trade creditors – excludes accruals and employer costs
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Public Sector Payments Policy

Enc. 2.4

Public Sector Payments Policy
Paid to NHS Organisations

2012/13

Amount Paid on Time

Through
AP

Direct
Debit

Total

Through
AP

Direct
Debit

Total

% of

% of

% Paid

Cum Ave

£'000

£'000

£'000

£'000

£'000

£'000

AP

DD

on Target

on Target

April

2,100

2,593

4,693

654

2,593

3,247

31%

100%

69%

69%

May

4,549

3,531

8,080

944

3,531

4,475

21%

100%

55%

62%

June

2,136

3,415

5,551

842

3,415

4,257

39%

100%

77%

67%

161

2,861

3,022

111

2,861

2,972

69%

100%

98%

75%

2,169

3,919

6,088

1,026

3,919

4,945

47%

100%

81%

76%

11,115

16,319

27,434

3,577

16,319

19,896

32%

100%

73%

July
August

Paid to Non NHS Organisations

2012/13

Amount Paid on Time

Through
AP

Direct
Debit

Total

Through
AP

Direct
Debit

Total

% of

% of

% Paid

Cum Ave

£'000

£'000

£'000

£'000

£'000

£'000

AP

DD

on Target

on Target

April

14,533

7,404

21,937

11,715

7,404

19,119

81%

100%

87%

87%

May

14,098

8,438

22,536

7,258

8,438

15,696

51%

100%

70%

78%

June

14,714

8,429

23,143

10,436

8,429

18,865

71%

100%

82%

79%

July

18,757

7,405

26,162

9,734

7,405

17,139

52%

100%

66%

76%

August

12,906

7,414

20,320

5,981

7,414

13,395

46%

100%

66%

74%

75,008

39,090

114,098

45,124

39,090

84,214

60%

100%

74%
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Glossary

Enc. 2.4

CIP – Cost Improvement Plan
SLA – Service Level Agreement
PDC – Public Dividend Capital
PSPP – Public Sector Payment Policy
Working Capital Facility - represents a sum of money reserved by the relevant bank for potential use by
the Foundation Trust
Asset - An asset is a resource controlled by the enterprise as a result of past events and from which future
economic benefits are expected to flow to the enterprise
Liability - an entity's present obligation arising from a past event, the settlement of which will result in an
outflow of economic benefits from the entity
Equity - the residual interest in the entity's assets after deducting its liabilities
EBITDA – Earnings before Interest, Taxation, Depreciation and Amortisation
EBITDA Achieved (% of Plan) – measures the achievement of earnings against plan
EBITDA Margin (%) – Measures Earnings as a percentage of total income indicating underlying
performance
Return on Assets excluding Dividends – Net surplus before Dividends as a percentage of average assets
indicating financial efficiency
I & E Surplus margin net of dividends – Net surplus as a percentage of total income indicating financial
efficiency
Liquidity Ratio (days) - The liquidity ratio (days) indicates the number of days that net liquid assets can
cover operating expenses without further cash coming from cash sales of fixed or long-term assets.
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Executive Summary (1/4)

Enc. 2.5

1. Trust Wide 2012-13 Performance for Month 5:
• Good Performance
Patient access targets were achieved for the 4-hour waiting time standard in A&E (95.5% compared to the
95% national target for all attendance types), and for all Referral Time to Treatment (RTT) and cancer
waiting times in August 2012.
No further MRSA cases were attributed to the Trust during August so the Trust has 1 case YTD which is
lower than our quota of 2 cases for Q2. 8 further c-difficile cases were reported during August, so the
Trust has declared 26 cases to date, lower than our quota of 32 cases for the same period. This
compares favourably to the 54 cases that were reported at this point last year.
• Performance challenges
Whilst the 4-hour waiting time standard was achieved in August, the A&E department has been under
considerable pressure in September. This is in part driven by increased admissions and a move to new
ways of working, (eg reduced CDU capacity). Based on performance so far for September, achievement
of the 4-hour target for Q2 overall remains fragile.
All RTT targets have been achieved in Q2 to date although achievement of the RTT Admitted target for
September remains a risk as we continue to admit a higher number of long waiting patients.
The number of patients waiting over the 6-week diagnostic waiting time target has reduced from 316
cases in July to 252 cases in August, representing 5% of the diagnostic waiting list. The majority of these
patients (190 cases) are waiting for an endoscopy procedure. There are only 86 reportable endoscopy
patients waiting over 6 weeks as at the end of the second week in September, and we plan to clear the
backlog by the end of November.
Although there were only 2 further cases of VRE bacteraemia reported in August with a total of 12 cases
YTD, this is higher than the internal trajectory of 8 cases (and the 7 cases reported for the same period
last year). 1 case was reported in Liver and 1 case was reported in Child Health.

3

Executive Summary (2/4)

Enc. 2.5

• Concerns going forward:
Emergency Access Targets: The pressure to manage emergency access demand and maintain
compliance with the 4-hour waiting time standard has worsened in September. For the first half of
September 93.3% of patients have been seen within 4 hours for all attendance types and the target is
therefore not currently being met. The current Q2 compliance for this indicator is 95.06%, just above the
national target.
Waiting List Access Targets: The Trust is planning to continue to achieve the RTT non-admitted and
incomplete pathway targets for September. As previously stated, achievement of the RTT Admitted
pathway target is at risk for September, as we continue to treat more of our longer-waiting patients.
Health Care Acquired Infection (HCAI): 1 MRSA bacteraemia has been attributed to the Trust YTD to
August and remains a risk, but no regulatory action will be taken if the number of cases remains lower
than the de minimis limit of 6 cases for the remainder of the year. C-difficile remains a risk due to the low
trajectory that has been set for this year. The Trust is below its threshold at August – but 8 cases were
attributed during the month meaning 26 cases attributed to the Trust YTD - compared to the trajectory of
32 cases. Hand hygiene audit compliance (which provides a leading indication for managing infection
control) has reduced from nearly 80% last month to nearly 76% in August. Audit compliance was 87.6%
for actual audits undertaken.
• Actions

Emergency Access Targets: Additional actions have been introduced, and further details can be found in
the Emergency Care Action Plan Update provided later in this report as a specific performance report.
Waiting List Access Targets: Further details on division action plans can be found in the RTT Q2 Update
provided later in this report as a specific performance report.
HCAI: Enhanced actions from the 2011-12 HCAI Action Plan continue into the new financial year, and
further details can be found in the update provided later in this report as a specific performance report.
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Executive Summary (3/4)
2.
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Regulatory
• Monitor Q2 interim position

The Trust is rating itself a score of 0 in the Monitor Compliance Framework for the Q2 interim position,
giving the Trust a governance risk rating of Green as all performance indicators have been achieved to
date for the quarter.
• Care Quality Commission (CQC) Quality Risk Profile (QRP)
There was no QRP published in August. An update will be included in the next month’s report.
• Unannounced CQC Inspection – 29 August 2012
The Trust had an unannounced CQC inspection on the 29th August 2012 focusing on CQC nutrition and
dignity criteria. The wards visited were Friends Stroke Unit, Annie Zunz, Byron, Marjorie Warren, and
Donne. We had positive comments from the inspectors and are awaiting the official report.
• 2011 National Cancer Survey – published August 2012
The National Cancer Survey results were published in August 2012 and results were lower than expected
regarding patient experience. A detailed action plan has been developed which outlines the key next
steps and developing actions.
3. Contractual
• CQUIN 2012/13
Q1 evidence has been submitted to the commissioners and the Trust is awaiting formal feedback. The
Trust is expecting 100% achievement of the CQUIN with an associated financial value of £1.3m.
A joint meeting has been agreed with GST and Commissioners to review Alcohol Health Advice.
Annie Zunz, Matthew Whiting and Lister wards have been selected to participate in the local improvement
for the IP Experience CQUIN from Q2.

5

Executive Summary (4/4)

Enc. 2.5

Suite 3 and Suite 7 have been selected to participate in the local improvement for 5 questions for the OP
Experience CQUIN.
4. Specific Performance Reports
• Emergency Care Action Plan Update
The Emergency Care Action Plan continues to be updated and monitored at the monthly Emergency Care
Board meetings, the weekly Emergency Care Board Operational Group meetings, and daily breach RCA’s
chaired by the Chief Operating Officer (COO). Details of additional priority actions that are being introduced
and the latest Action plan can be found in the update, provided later in this report, including: intensified
weekend working and discharges, 24/7 AAU model introduced, increased Medihome use and additional
Emergency Department and Medical staff at peak times.
• RTT Q2 Performance Update
Weekly RTT review meetings continue to ensure plans are in place to treat backlog patients. Additional
weekly monitoring has been setup to determine current and next month projections of Incomplete RTT
pathway waiting time positions, and to monitor additional activity delivered on-site at weekends as well as
off-site activity. The DH has introduced new 52-week breach reports from September.
For diagnostic waiting times, Medinet continue to provide additional capacity to treat endoscopy waiting list
patients on-site, and clinical triage of referrals into the service is contributing to the reduction of patients
waiting over 6 weeks.
• Infection Control
Further details on the Infection Control enclosure (ICE) facilities that the Trust is exploring, and enhanced
actions details for 2012-13 can be found in the HCAI Action Plan, provided later in this report.
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Trust Month 5 Performance
Summary
Domain*

Key Highlights

Clinical
Effectiveness

8

7

Safety

6

6

Patient
Experience

7

3

Finance & Operational
Efficiency

7

7

Staffing measures

2

0

Enc. 2.5

Key Actions

All Patient access targets for Referral to Treatment (RTT), Cancer Waiting Times and Emergency care 4-hour performance
have been achieved for July. Elective and Non-Elective ALOS worsened in August compared to July by 0.1 and 0.4 days
respectively and are above target. Repatriation bedday delays reduced from 294 to 153 beddays (effectively just under 5
beds per day on average for August compared to 10 during July).
Key concerns are:
• RTT Admitted pathway standard – whilst the 90% target was achieved for August, achievement of this target for
September remains a risk as we see higher numbers of longer-waiting patients.
• Emergency Clinical Indicators – 95.5% of patients were seen in A&E within 4 hours, achieving the 95% target for Monitor.
Leading indicators for efficiency: Recording of Expected date of discharge (EDD) has increased to just over 50% across all
divisions but the 90% internal target has not achieved within any division this month.

• Details of the latest actions and divisional
plans can be found in the specific performance
update reports in this paper for Emergency Care
and RTT performance
• Daily meetings now held with the COO to
review breaches in A&E
• Weekly Cancer waiting list review meetings
continue to take place to track individual
patients.

No new MRSA cases were attributed to the Trust during August and it is now over 150 days since our last reported case.
Key concerns are:
•VRE – 2 new cases reported this month: 1 in Liver and 1 in Child Health. 12 cases have been reported to date which is higher
than the 7 cases reported at this point last year and compared to the internal target of 8.
• C Difficile – 8 cases reported during August, 4 of which were reported on Liver wards. 26 cases have been reported to date
compared to the trajectory of 32 cases, which is less than half of the cases reported at this point last year.
• Red AIs and red shifts - 4 Red AIs were reported in August: 3 in Maternity (1 each in Labour, Obstetrics Community Care
and Antenatal Care) and 1 in Liver (Post-Transplantation). There were 39 red shifts still reported in August, mainly in TEAM.
Leading indicators of safety:
MRSA Screening - elective MRSA screening was 99.5% for August and 98.1% of emergency patients were screened.
Hand Hygiene – audit compliance fell to 75.9% this month overall (compliance was 87.6% for actual audits performed).

• Continued focus on managing MRSA infection
and screening.
• Divisions who have been red-rated on
Infection Control will be determined by 24
September.
• Weekly CDT meetings continue to review
locally reported cases , and distinguish between
true or colonised cases.
• Develop an action plan to improve
antimicrobial stewardship based on the DH
document: “Start Smart, then Focus”

Overall HRWD score remains at 86% in August, achieving the 86% target – and each section score achieved their targets
except for Environment, which is 2% below target at 77%.
Key concerns are:
28 Day Cancellation Standard – 6 breaches of this standard in August (3 breaches were due to lists over-running).
2011 National Cancer Survey – results published in August 2012 were lower than expected regarding patient experience.
Leading indicator of patient experience:
Single Sex Accommodation – there were 15 ICU delayed discharge breaches reported in August compared to 55 in July.

• Continued focus on patient experience
through Energising for Excellence, Safety
Express and Ward 20/20 initiatives.
• Developing a Trust-wide plan for HRWD

At Month 5, the Trust has a net variance from plan of -£1.977m. Further details can be found in the Finance part of this
paper.
Key concerns are:
Theatre Utilisation Rate – the overall rate fell by 2% in August to 82%, but still achieving the 80% target. Main Theatres fell
from 86.2% in July to 84.1% in August, achieving the target, but DSU Utilisation fell by 1.5% to 76.1% and remains below the
80% target.
DNA Rate worsened slightly to 12.7% and is higher than the 12.2% target .
New:Follow Up ratio – the ratio has remained static at 2.4, and is above the 2.3 target set for this year.

• Actions for recovering the Trust’s financial
position can be found in the Finance part of this
paper.
• New to Follow review meetings have now
been held with the majority of the divisions.
•Outpatient Redesign work group to review high
levels of hospital cancellations and patients who
repeatedly DNA their appointments.

Key concerns:
Vacancy rate has reduced considerably from 11.7% reported last month to 8.1% this month – and remains just above the 58% target tolerance.
Mandatory & Statutory Training – the overall training index score has fallen slightly to 52, and below the 100 index target .

• Strategy on mandatory & statutory training
has been agreed at the Organisation Safety
Committee and Kings Executive.

*Number of red/green indicators by domain from Trust scorecard
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2012-13 M4 Division Performance –
Key Areas of Concern
Division

Areas of Concern

Womens & Children

• Finance position
• Ante-natal booking within 12+6 weeks (Obstetrics)
• Discharge Date Compliance
• Hand Hygiene Audits
• Infection Control (Child Health)

Liver, Renal and Surgery

• Finance position
• RTT Admitted & Incomplete pathways (Surgery)
• Infection Control: CDT/VRE and Hand Hygiene audits
• Elective ALOS
• Pressure Sores (Liver and Surgery)

Networked Services

• Finance position
• RTT Admitted and Non-Admitted (Neurosciences)
• PCI/MINAP data completeness
• Elective and Non-Elective ALOS
• Hand Hygiene Audits

TEAM

• Emergency Care Performance (4-hour target)
• HRWD
• CDT and Hand Hygiene Audit
• Red Shifts

Critical Care, Theatres and Diagnostics

• Hand Hygiene Audits
• Delayed Discharge hours (Critical Care)
• IP Diagnostic Waiting Times
• Pressure sores

Ambulatory Services & Local Networks

• Elective & Non-elective ALOS (Ambulatory)
• Hand Hygiene Audit (Dental)
• Outpatient Hospital Cancellations and DNA rate

Enc. 2.5
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Divisional Summary (1/3)
Comment

Women’s
& Children

Liver, Renal
& Surgery

Enc. 2.5

Finance Position: At the end of month 5, the division has an adverse variance of -£681k
Child Health: SHMI outcomes have improved from 195 from 191. Elective ALOS has increased to 4.8 days,
above the 3.9 day target. Discharge Date Compliance increased to 69% but remains below target (90%).
There were 2 Infection Control cases – 1 VRE and 1 CDT, both on Princess Elizabeth. Hand Hygiene Audit
compliance has increased to 88% but remains below target (95%), with all locations performing audits.
Combined MRSA screening remained at 99.6% due to 1 unscreened emergency patient on Rays of Sunshine.
3 Red Shifts were reported - 2 on Thomas Cook HDU, 1 on Neonatal Intensive care Unit.
Gynaecology: Elective ALOS has increased to 2.4 days but remains below the 2.4 day target; Non-Elective
ALOS has reduced to 1.8 days and is achieving the 1.8 day target. Discharge Date Compliance has improved
slightly to 69.6% but remains below the 90% target. Hand Hygiene audit compliance has decreased to 43.8%,
remaining below the 95% target. Audits were not performed in 1 location – compliance was 90% for those
audits actually performed. MRSA screening has decreased to 98.8% and remains below target due to 3
unscreened patients on Katherine Monk ward and 1 CDU patient. VTE assessments performed were at
89.6%, remaining below the 90% national target. DSU theatre utilisation has decreased to 73.2% and remains
below the 80% target.
Obstetrics: Ante-natal booking within 12+6 weeks has increased to 80.8% for the adjusted measure
compared to the target 90%. The standard measure has decreased to 70.6. Total C-Section rate continues to
achieve target, whilst elective rates remain within the tolerance thresholds. All HRWD composite scores are
below target. Hand Hygiene audit compliance has decreased slightly to 40% and remains below the 95%
target; however, two out of five locations had no audits performed. 66.6% compliance was achieved in audits
performed. VTE Assessment remains above the 90% target at 96.4%.

Key Action / Focus

Finance Position: At the end of month 5, the division has an adverse variance of -£1.334m
Liver: Endoscopy median waiting time is below target of 28.0 days at 18.0 days. Non-Elective ALOS below
target of 14.4 days at 13.8 days but Elective ALOS above target of 6.0 days at 6.6 days. Discharge Date
compliance still very low at 2.8%, with limited uptake of EPR. There were four new CDT cases – two on
Dawson Ward, one in LITU and one on Trundle Ward, and one new VRE case in Liver HDU. Hand Hygiene
audit compliance increased to 75.0% with 1 location not performing audits - 92.1% compliance was achieved
in audits performed. Two Pressure Sores (both Grade 2) reported – one in LITU and one on Dawson Ward.
VTE assessments performed remain below the national 90% target at 53.7%.
Renal: Elective ALOS above target of 2.2 days at 3.7 days, and Non-Elective ALOS above target of 9.0 days
at 11.9 days. Discharge date compliance has increased to 77.1%. Hand Hygiene audit compliance increased
to 97.9% with all locations performing audits. One Red Shift reported on Fisk & Cheere Ward. VTE
assessments performed remain above the 90% target at 99.9%.
Surgery: Elective ALOS remains above target of 3.6 days at 4.5 days and Non-Elective ALOS also remains
above target of 4.8 days at 7.0 days. Discharge date compliance is at 56.0%. 76% of RTT admitted patients
treated within 18 weeks compared to the 90% target and 76% of RTT incomplete pathways waiting under 18
weeks compared to 92% target. Two new CDT cases reported - one each on Matthew Whiting and Lister
Wards whilst Hand Hygiene audit compliance is 91.5% with all locations performing audits. MRSA screening is
below 100% due to 10 emergency patients not being tested. 7 Red Shifts reported - 4 on Cotton Ward, 2 on
Lister Ward and 1 in ASU. One Grade 2 Pressure Sore reported in ASU. VTE assessments performed remain
above the 90% target at 95.4%.

- Finance position

- Finance position
- SHMI (Child Health)
- Discharge Date Compliance:
Child Health & Gynae
- Infection Control: Child Health
- Hand Hygiene Audits
- MRSA Screening
- Red Shifts: Child Health
- VTE Assessments : Gynae
- HRWD: Obstetrics
- Ante-natal booking within
12+6 weeks (Standard and
Adjusted): Obstetrics

- RTT Admitted and Incomplete
Pathways: Surgery
- Elective ALOS
- Non-Elective ALOS
- VTE assessments: Liver
- Discharge date compliance
- CDT/VRE: Liver & Surgery
- Hand Hygiene Audit
- Red Shifts: Renal & Surgery
- MRSA Screening: Surgery
- Pressure Sores: Liver &
Surgery
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Divisional Summary (2/3)
Comment

Networked
Services

TEAM

Finance Position: At the end of month 5, the division has an adverse variance of -£879k
Cardiovascular: Elective ALOS is now 0.6 days above target of 5.2 days. Non-elective ALOS is 1.1 days above
target of 7.1. Discharge date compliance has improved to 56% from 54% last month, remaining below the 90%
target. Emergency readmission rate has improved further to 4.3% and is below target for the second month
running. There were 4 unplanned admissions to ICU - 1 from Victoria & Albert HDU, Friend’s Stroke Unit,
Coronary Care Unit and David Marsden wards. Hand hygiene has reduced slightly to 83% from 84% last month,
below the 95% target. Repatriation bedday delays has decreased from 73 beddays to 26 this month. PCI
MINAP data completeness for the month has increased to 88.5% from 78% last month but remains below the
target.
Neurosciences: Non elective ALOS is above target by 1.4 days in Neurosurgery and 2.8 days in Neurology.
Discharge date compliance improved slightly to 75% from 74% last month, compared to the 90% target. There
were 101 repatriation bed day delays, increasing from 96 days last month. RTT admitted performance dropped
further below the national target of 90% at 80% (last month 81%) due to 24 Neurosurgery admission breaches.
RTT non-admitted improved to 92%, but is still below the 95% target due to 18 Neurology breaches. Hand
hygiene dropped to 75% from 91% last month, below the 95% target - no audits were submitted for the
Admissions lounge/pre-assessment area or for Neurophysiology. 88.6% was achieved for audits performed.
There were 13 unplanned admissions of Neurosurgery patients to ICU - 10 from Kinnear Wilson HDU ward.
There was 1 red shift on Kinnear Wilson HDU.
Haematology: In-hospital mortality index (SHMI) outcomes were 145 compared to the expected index of 100.
Cancer waiting times were achieved with the exception of 1 reported breach of the 2 week cancer waiting time
standard. Discharge Date Compliance dropped to 89%, below the 90% target. Hand hygiene was 89.5%.
MRSA screening achieved 100%. There were 5 unplanned admissions to ICU – 3 from Derek Mitchell Unit and
2 from Waddington.
Finance Position: At the end of month 5, the division has a positive variance of £617k
TEAM: SHMI outcomes continue to perform well, with an index of 59 compared to the expected index of 100.
Non-Elective ALOS has increased by 0.2 days, from 7.0 days in July to 7.2 days in August, but is still achieving
its target of 7.9 days. This increase is driven by Geriatric Medicine patients. The number of Outlier beds has
decreased by 2.9 beds on average from 9.0 beds in July to 6.1 beds in August. The main outlying areas were
2.4 beds in Surgery, 1.4 beds in Cardiovascular, 0.8 beds in Neurosciences and 0.7 beds in Womens Health.
All patient access targets were achieved in August with the exception of Non-Admitted completed pathways
which were just below the 95% target. Emergency Care performance was 95.5% for the 4-hour waiting time
target in August, but this target is under pressure for achieving in September. Hand hygiene compliance
remains low in August at 74.4%, and is below the 95% target – with no data being supplied for two locations.
90% compliance was reported for actual audits performed. No MRSA or VRE cases reported in August but 1
CDT case was reported on Donne ward. One Grade-2 Pressure sore was reported Mary Ray ward. HRWD
scores have improved overall and all four KPI scores have just missed their respective targets by a maximum of
3%. Red shifts have decreased from last month with 31 shifts in July compared 25 shifts in August - 13 Red
Shifts were reported on CDU, 7 on Marjorie Warren, 3 on Mary Ray and 1 each on Annie Zunz and Twinning
wards. Coding Completeness by Cut-off Date has reduced by 18% from July to 78% against the target of 95%.

Enc. 2.5
Key Action / Focus
- Finance position
- Elective and NonElective ALOS (Cardiac)
- Discharge Date
compliance
(Cardiovascular &
Neurosciences)
- PCI MINAP data
Completeness
- RTT (Neurosciences)
- Hand hygiene
compliance
- SHMI (Haematology)

- Outlier patients
- Emergency Care
Performance (4-hour target)
- CDT
- Hand Hygiene audits
- RTT non-admitted
Completed pathways
- Pressure sores
- HRWD
- Red Shifts

Divisional Summary (3/3)
Comment

Critical Care,
Theatres and
diagnostics

Ambulatory
Services and
Local Networks

Finance Position: At the end of month 5, the division has a positive variance of £480k
Critical Care (CC): Bed occupancy throughput has increased by 1% to 108%, and remains above the 85%
target. No bacteraemia recorded this month. Hand Hygiene compliance has decreased slightly by 8.6% to
68.7% and remains below the 95% target. 3 Red and Amber adverse incidents were reported this month
compared to 1 last month. Emergency MRSA screening has remains at 100%. 2 hospital acquired Grade 2
pressure sores were reported on ICU. Delayed Discharge Hours have decreased by 59% to 590, due mainly to
General medicine, General Surgery, and Neurosciences.
Diagnostics: The number of Ultrasound IP same-day requests performed within 24 hours has increased to
81% from 69% in July but remains below the target of 90%. RTT completed pathway targets all achieved
100% in August. Hand Hygiene has increased from 52% in July to 72% in August, but is below target the 95%
target. MRSA Screening is at 100%. No AI’s were reported this month compared to 2 in July. 1 H&S reported BBV incident was reported this month. Same day CT waiting times have gone up by 30% to 94%,
achieving the target of 90%. DNA rate has decreased from 57% in July to 30% in August.
Theatres: 57% of RTT Admitted pathways were completed within 18 weeks, not achieving the 90% target, as
additional backlog patients are being treated within the quarter. 2 OTD cancellations for no theatre team
member or anaesthetist were reported this month. Hand Hygiene Audit compliance has reduced by 9% to 69%
and remains below the target of 95%. No AI’s reported this month. Number of sessions closed with 14 days
notice or more has increased to 4 from 1 in July. DNA rate has increased slightly to 16.1%, mainly due to
DNAs for follow up appointments. Right on Time Starts remain below the target of 51% at 25%. 13% increase
in Early Finishes at 33 and above target of 9.

Finance Position: At the end of month 5, the division has a positive variance of £252k
Ambulatory: Elective ALOS is 14.5 days above the target primarily due to the discharge of 1 diabetic patient
and 1 GUM patient who stayed for 138 days and 135 days respectively. Non elective ALOS is 11.6 days above
target due to the discharge of 2 diabetes patients who stayed for 184 days and 150 days. All 18 weeks RTT
targets have been achieved. Hand Hygiene Audit compliance is 85.5%, below the 95% target. Audits were not
performed in 1 area – compliance was 96% for those audits actually performed. Outpatient Cancellations – by
Hospital has improved to 1835 but remains above its 1475 target. New to follow up ratio has improved to 2.8
but remains higher than its 2.7 target.
Dental: All patient access targets have been achieved. Elective ALOS has increased to 1.5 days, not achieving
its 1.1 day target. Non Elective ALOS has increased to 2.6 days, not achieving its 2.1 day target. Hand
Hygiene Audit compliance has decreased to 59% compared to the 95% target. Audits were not performed 4
areas – compliance was 98% for those audits actually performed. There was 1 breach of the Data Quality
composite indicators, failing to achieve the ‘New NHS No – OP’ indicator. DNA Rate has increased to 12.6%,
not achieving its 8.4% target. OP Coded Activity has dropped slightly to 95% but is in line with its 95% target.

Enc. 2.5
Key Action / Focus
- Bed occupancy throughput:
Critical Care
- Red/Amber incidents
- Hand hygiene
- Waiting Times : Diagnostics
- Delayed Discharge:
Critical Care
- Pressure sores
- RTT Admitted (Anaesthetics)

- New to Follow up ratio
- Elective & NonElective ALOS
- Outpatient Hospital
Cancellations (Ambulatory)
- Hand Hygiene Audit: Dental
- Data Quality: Dental
- DNA rate
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2011-12 M5 Trust & Division
Heatmap (1/2)
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2011-12 M5 Trust & Division
Heatmap (2/2)
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Regulatory/Contractual Performance
2012/13 (1/3)

Enc. 2.5

Regulatory
• Monitor Month 5 position:
The Trust has achieved all performance indicator targets in the Monitor Compliance framework for August,
and is rating itself Green for the position to date in Q2. The Trust achieved the RTT Admitted pathway target
for August, however achievement of this target for September is at risk due to the higher number of longer
waiting patients who are planned to be seen within the month. Due to the continued pressure to meet
sustained high levels of emergency demand and admit additional elective activity, maintaining cancer waiting
time targets and the Emergency 4-hour target remains a risk for Q2.
The Trust had no MRSA bacteraemia cases reported in August, and therefore maintained 1 attributed case
YTD. This is consistent with the threshold, but remains a risk as previously reported. The Trust has now
managed over 150 days without a reportable case of MRSA. 8 C-difficile cases were reported in August,
bringing the number of attributed cases YTD to 26 compared to the 54 cases that were reported at this time
last year. This is also below the threshold of 32 cases for YTD, but remains a risk.
The Trust set out in its Annual Plan to achieve a Green governance rating for Q2 which may be at risk,
subject to achievement of the Emergency 4-hour and RTT Admitted targets in September.
Actions:
Weekly RTT waiting list review meetings continue to take place to track longer waiting patients against
trajectories that have been agreed at a specialty level. An umbrella contract with BMI hospitals has now been
agreed. Further opportunities for weekend working and off-site options continue to be explored.
Weekly Cancer waiting list review meetings continue to take place to track individual patients which now
include a review of patients on 31-day pathways, as well as those on 62-day wait pathways, which has been
the historic area of focus.
Weekly meetings of the Emergency Care Board Operational Group continue to take place.
Daily A&E breach review meetings have now been introduced, chaired by the COO.
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Monitor 2012-13 Q2 interim
position

Enc. 2.5

Monitor Scorecard

####

Aug-12

####

Enclosure 2
Metric

Units

Weighting

YTD Threshold

Qtr 1

Qtr 2

Clostridium difficile year on year reduction YTD

Number

1.0

MRSA bacteraemia post 48hrs YTD

Number

1.0

32
LOOKUP(F3,
2

11
18
1
2

26
19
1
2

Acute targets - National requirements

31 day wait for second or subsequent treatment

1.0

Surgery

%

94

99.2

97.9

Anti cancer drug treatments

%

98

100.0

100.0

Radiotherapy

%

94

98.7

100.0

62 day wait for first treatment

1.0

from urgent GP referral to treatment: all cancers

%

85

92.0

88.5

consultant screening service referral: all cancers

%

90

94.2

90.7

96

98.4

98.1

Acute targets - minimum Standards
31 day wait from diagnosis to first treatment: all cancers

%

0.5
0.5

Two week wait from referral to date seen:
all cancers

%

93

95.7

96.1

for symptomatic breast patients (cancer not initially suspected)

%

93

100.0

99.5

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

%

1.0

90

89.2

90.1

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

%

1.0

95

98.2

98.2

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

%

1.0

92

91.0

92.3

Maximum waiting time of 4 hours in ED from arrival to admission,
transfer or discharge

%

1.0

95

95.5

96

Self-certification against compliance with requirements regarding access
to healthcare for people with a learning disability

%

0.5

N/A

Achieved

Achieved

2.0

0.0

A&E:

Total Score
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Regulatory/Contractual Performance
2012/13 (2/3)

Enc. 2.5

Regulatory
• CQUIN 2012/13 Q1 update.
Q1 evidence has been submitted to Commissioners and we are awaiting formal feedback. The Trust is
expecting to achieve 100% achievement of the CQUIN scheme standards, with an associated financial
value of £1.3m.
• CQUIN 2012/13 Q2 update.
Key milestones/risks for the achievement of Q2:
• IT support: to enable data collection and reporting from electronic patient records for the
Dementia and Alcohol CQUINs.
• IP Experience: Annie Zunz, Matthew Whiting & Lister wards have been selected to participate in
local improvement for this CQUIN. The Trust has agreed a 3% improvement across the three
areas with the commissioners.
• OP Experience: the new Outpatient HRWD survey was released in early September. The Trust
will have a trust wide uptake and locally focused improvement target associated with this scheme.
Suite 3 and Suite 7 have been selected to participate in the local improvement on the following 5
questions:
1.Were you told how long you had to wait?
2.How clean was the outpatient department including any toilets you used?
3.Did a member of staff explain the results of tests in a way you could understand?
4.Were you involved as much as you wanted in decisions about your care and treatment?
5.Overall, how would you rate the care you received at the OP department

Targets will be finalised at the end of Q2.
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Regulatory/Contractual Performance
2012/13 (3/3)

Enc. 2.5

Regulatory
CQUIN Actions: Joint meeting agreed with GST and Commissioners to review Alcohol Health Advice.
Continue to hold internal meetings to track progress against IT projects, and inpatient and outpatient
experience milestones.
• Care Quality Commission (CQC) Quality Risk Profile (QRP):
There was no QRP published in August. An update will be included in the next month’s report.
• Unannounced CQC Inspection – 29 August 2012
The Trust had an unannounced CQC inspection on the 29th August 2012 focusing on CQC nutrition and
dignity criteria. The wards visited were Friends Stroke Unit, Annie Zunz, Byron, Marjorie Warren, and
Donne. We had positive comments from the inspectors and are awaiting the official report.
• 2011 National Cancer Survey were published in August 2012.
Results were lower than expected regarding patient experience on the National Cancer Survey.
Responses highlighted the need to review how we communicate with patients and what information is
made available throughout their treatment. As a summary of the detailed action plan, please see the
following next steps and developing actions:
Further analysis of results including patient comments
Review tumour group specific results
Invite cancer patients in to attend focus groups to get more detailed feedback
Learn from best practice at GST
Develop outreach of resources available within Macmillan Information and Support Centre to
improve patient access to information
• Fully implement Information Prescriptions
• Advanced communication skills course; explore feasibility to run in-house course
• Develop tumour-specific action plans to complement trust-wide actions
•
•
•
•
•
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Emergency Care Action Plan
Enc. 2.5

Continued Governance arrangements include:
• The Emergency Care Board continues to meet monthly and the Emergency Care Board Operational
Group continues to meet weekly.
• The Emergency Care Action Plan continues to be tracked and developed.
• Daily breach review meetings with the Chief Operating Officer have now been introduced.
• Outcome metrics reflecting the delivery of the action plan are being devised.
Priority actions taken include:
• Increased staff at weekends (within the Emergency Department, Wards, Pharmacy and Therapy
services)
• Bed availability on a Monday morning by increasing discharge planning on a
Thursday/Friday/Saturday and Sunday,
• Increase use of Medihome,
• 24/7 AAU model introduced,
• Increase nursing and medical staff within the Emergency Department and Adult Assessment Unit at
times of peak to manage surges of patients.
The latest Emergency Care Action Plan can be found in the following pages:
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Emergency Care Performance Action
Plan (2/6)
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Emergency Care Performance Action
Plan (3/6)
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Emergency Care Performance Action
Plan (4/6)
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Emergency Care Performance Action
Plan (5/6)
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Emergency Care Performance Action
Plan (6/6)
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RTT Q2 Performance Update (1/2)
Enc. 2.5

1.

Incomplete Pathways target (minimum 92% treated within 18 weeks)
• The table below summarises the Trust plan not to achieve the Incomplete pathway target during Q1,
and plan to achieve from Q2 onwards.
• The Trust has achieved the 92% Incomplete pathway standard one month earlier than planned in
June, and has continued to achieve the target during Q2.
Planned
Actual

2.

March
88.9%

April
89.9%
90.1%

May
90.6%
90.6%

June
91.6%
92.2%

July
92.1%
92.6%

August
92.1%
92.3%

Sept
92.1%

• From September the Trust has been asked by the SHA to complete a template listing all current
patients waiting over 52 weeks. This follows plans that the DH has recently outlined to introduce a zero
tolerance approach to 52 week waits, expecting organisations to provide exception reports for every
breach on a monthly basis. This is with a view to introducing 52 week breaches as a Serious Incident
category.
Admitted Completed Pathways target (90% admitted within 18 weeks)
• In Quarter 1, over 91% of patients were admitted within 18 weeks during April and May, therefore
achieving the 90% target. As planned, the Trust did not achieve the 90% target for June with 85.7% of
patients admitted within 18 weeks. The Trust did not therefore achieve this RTT Admitted target for Q1
overall as far as the Monitor Compliance framework is concerned.
• In Quarter 2, over 91% of patients were admitted within 18 weeks in July and over 90% admitted
within 18 weeks in August, which has meant the Trust has achieved this target so far.
• However, delivery of this target for September is at risk due to the number of longer-waiting patients
who are scheduled to be admitted at both on-site and off-site locations within the month.
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RTT Q1 Performance Update (1/2)
Enc. 2.5

3.
•
•
•

•

RTT Monitoring
Weekly RTT meetings are in place and chaired by the Head of Capacity Planning/Assistant Director of
Performance, to review progress against RTT action plans and trajectories that have been set.
Additional weekly monitoring has been introduced to support these meetings to report against the
forecast current and next month waiting list position for breach patients, and future booked activity.
Additional validation and reporting processes have been put in place to identify and monitor all off-site
activity and additional on-site activity that is being delivered as part of the Waiting List Initiative monies
that the Trust will receive for this financial year.
Admitted breach targets have been set and agreed with each specialty – which will be monitored at the
weekly RTT meetings for current and next month positions.

4.

Division Action Plans update
Additional activity is being provided on-site and through an umbrella contract with BMI hospitals as
follows:

•
•
•
•
•
•

Bariatric Surgery: additional activity planned both on-site and off-site
HpB Surgery: additional theatre list agreed at The London Bridge Hospital
T&O: ensuring day-case lists scheduled in DSU are full-booked, and commenced off-site inpatient activity
Urology: weekly off-site list now operational
Urogynae: patients scheduled for w/c 17 September to be treated at Shirley Oaks hospital
Neurosurgery: weekly lists commenced at The Blackheath Hospital from September
Additional options for off-site working continue to be explored
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Infection Control: Trust position –
July 2012
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1.

MRSA (post 48 hour) bacteraemias – good performance:
One Trust attributable case reported in 2012-13
•
One in Ambulatory (Apr 2012)
MRSA screening:
•
99.5% Elective (in August 2012)
•
98.1% Emergency (in August 2012)

2.

VRE bacteraemias – poor performance:
2 cases of VRE bacteraemia in August for a total of 12 cases YTD (trajectory of 8 cases for the same
period.)

3.

C-difficile – good performance:
•
26 CDT cases reported to DH (as per National Guidance) in 2012-13 (trajectory of 32 cases YTD):
•
Surgery - 7 cases compared to 9 in 2011/12 (YTD August)
•
TEAM - 2 cases compared to 11 in 2011/12 (YTD August)
•
Critical Care - 4 cases compared to 2 in 2011/12 (YTD August)
•
Cardiac - 1 case compared to 4 in 2011/12 (YTD August)
Trust attributable CDT Cases over the last 4 quarters:
•
2011-12 Q2 – 25 cases
•
2011-12 Q3 – 22 cases
•
2011-12 Q4 – 18 cases
•
2012-13 Q1 – 11 cases
A further 47 cases have been reported locally as per the April DH testing guidance. All of these cases
have been included in the Root Cause Analysis process and been managed as per Trust CDT guidance.
This continues to place additional pressure on isolation provision.
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C-difficile Action Plan Update
(1/2)
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1.

Root cause analysis process:
The weekly CDT review meetings is fully established and has become more important in reviewing locally
reported cases to distinguish true or colonised cases. These review meetings will be further
strengthened by developing local assurance that lessons learnt from the review meetings are
implemented.

2.

Antibiotic stewardship
Implementation of an action plan to ensure the Trust’s compliance with the recently published DH
guidance document “Start Smart, then Focus” which sets out measures to improve antimicrobial
stewardship.

3.

Cleaning
A project underway, led by Senior Infection Control nurse to:
•
Plan for the use of Hydrogen Peroxide Vapour (HPV)
•
Co-ordinating work done by divisional teams, Medirest and the Facilities team to ensure
consistently high standard of cleaning, both the environment and nurse cleaning. To commence
with Liver division.

4.

ICE (infection control enclosure)-pod isolation facilities
A product recently brought to the market by Bioquell. It is a semi-permanent structure that is constructed
bespoke for each bed space. The Trust is exploring the possibility of using these pods to:
•
Provide more flexibility in isolation room provision
•
Increase the uptake of HPV usage by reducing the time required to implement this technology.
It is important to note that this technology is not a direct replacement for increasing isolation
room provision but does provide more flexibility.
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Report to:

Board of Directors

Date of meeting:

25th September 2012

Subject:

Quarterly Patient Safety Report

Author(s):

Mr Michael Marrinan (Medical Director) & Richard
Hinckley (Head of Patient Safety & Risk)

Presented by:

Mr Michael Marrinan (Medical Director)

Sponsor:

Mr Michael Marrinan (Medical Director)

Status:

For discussion

1. Background/Purpose
This report outlines the key patient safety issues that have been reported through the
governance framework in the quarter April -June 2012.
2.

Action required

The Board of Directors is asked to note the contents of this report and make any
recommendations as necessary.
3. Key implications
Legal:

There are no direct legal implications

Financial:

Financial impact from failure to maintain discount on CNST
insurance premium (2012/13 contribution without risk discount
is c. £12.4 M)

Assurance:

This summary highlights key patient safety issues and the
actions taken to mitigate risk where this has been possible

Clinical:

Significant clinical issues affecting the safety of patients are
highlighted

Equality & Diversity:

Equality and
appropriate

Performance:

Summary performance against the Trust’s 2012-13 Safety
Quality Priorities is provided

Strategy:
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•

Diversity

issues

are

highlighted,

where

Risk identification as outlined in Risk Management
Strategy

Enc 2.6.1
Estates:

Where risks impact on the Trust’s Estate or future Estates
plans these will be highlighted

Reputation:

Areas of significant risk could potentially damage reputation at
King’s through poor clinical outcome and patient experience

Other:(please
specify)

N/A

Executive Summary
1. Executive Summary
•

The CQC made an unannounced inspection on Wednesday 29th August 2012,
focussing on the standards relating to nutrition and dignity. The Inspectors visited
Friends Stroke Unit, Annie Zunz, Byron, Marjorie Warren and Donne wards and used
this opportunity to talk to both patients and staff. The feedback was positive and the
Trust was found to be compliant with the relevant standards. Two minor issues were
identified which we will be reviewing.

•

An informal visit by an NHS Litigation Authority (NHSLA) Acute Risk Management
Standards Assessor is scheduled to take place on 25 October 2012. Monitoring the
Trust compliance against the Standards is being undertaken through our quality
governance reporting framework, by the Patient Safety, Patient Outcomes, Patient
Outcomes and Organisational Safety Committees.
The NHSLA has a newly appointed Chief Executive, Catherine Dixon, who has
indicated her intention to review the approach by which the NHSLA assesses Trusts
going forward. We will continue to monitor NHSLA compliance through existing
mechanisms until further detail about the review is available.

•

A KHP patient safety event (Safety Connections) is due to be held on October 11 &
12 at the London Southbank University. The focus is on preventing harm-free care
across the partner organisations.

•

With the introduction of the Trust’s new patient safety framework in April 2011, there
has been an increased focus on patient safety with two new committees - the Patient
Safety Committee and the Serious Incident Committee – reporting through the
Quality & Governance Committee to the Board. The Serious Incident Committee,
chaired by the Medical Director, systematically reviews all Serious Incidents and
ensures appropriate action is taken and learning is shared across the organisation.

•

The Trust currently has zero safety alerts outstanding – this compares favourably
with other acute London teaching hospitals.

•

A patient safety scorecard has been developed to enable effective monitoring of key
safety metrics and will be implemented shortly. A copy of the agreed metrics is
attached as an appendix.
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Important Patient Safety Issues
2.

Safety Quality Priority: Minimising avoidable harm in hospital which results
from patient falls, pressure ulcers and venous thromboembolism (VTE)
•

This Safety Quality Priority is monitored at the Patient Safety Committee.
Regular reports are received at this Committee from the Trust leads for falls,
pressure ulcers and VTE.

Patient Falls
Specific initiatives are being implemented to reduce incidence of patient falls which
include:
•
•
•

Weekly review of all patient falls by the Falls Nurse Specialist
Development of an electronic falls and bed rail risk assessment. This will
replace the current paper form over time and allow the Falls Team to review
assessments in real time
Report of all patient falls across the Trust produced each month and
circulated to clinical teams for review and action

A trust-wide audit of the completion of the falls and bed rails risk assessment is
currently being conducted. Patient falls continue to be monitored by the Falls
Strategy Group which reports to the Patient Safety Committee.
Pressure Ulcers
As noted in previous reports there has been a significant reduction in hospital
acquired stage 2, 3 and 4 pressure ulcers in the last 5 years. In 2011-12, 6 of the 117
hospital-acquired pressure ulcers were assessed as grade 3 (and zero grade 4). In
the first quarter of 2012-13, 3 of the 31 hospital-acquired pressure ulcers were
assessed as grade 3 which represents 50% of the total grade 3 reported for the
entirety of 2011-12.
Recent actions which are being implemented to reduce incidences of pressure ulcers
include:
• The system for assessing pressure ulcers (Waterlow score) has been revised
– patients are now considered at risk if the Waterlow score is 10 or above
(rather than 15 or above as previously)
• Dynamic mattresses are to be put in place if score greater than 10, and
seating cushions provided for all patients at risk
• Gel cushions for heel and elbow ulcers are currently being trialled in ITU
• Use of heel protectors or prevalon boots is being promoted
• Turning charts are being vigorously promoted
Pressure ulcers are rigorously monitored through the Tissue Viability Team and the
Safety Express Programme.
VTE
The prevention and management of VTE is an important safety issue – it has been
estimated that VTE accounts for up to 25,000 preventable deaths in the UK every
year (Health Select Committee 2005).
At King’s the prevention and management of VTE is principally achieved through risk
assessment, appropriate thrombo-prophylaxis and review of RCA data. Progress in
these areas is summarised below:
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•
•
•

The 95% rate of inpatient VTE risk assessment for the Apr-Jun 2012 quarter
was above the Trust yearly CQUIN target of 92%. The rate is comparable with
that of other London acute teaching hospitals
The rate of appropriate thrombo-prophylaxis (TP) in Apr-Jun 2012 was
approximately 95%, above the yearly CQUIN target of 92%
There has been a 20% decrease in the rates of hospital-acquired thrombosis
(HAT) between 2010/11 and 2011/12. This outcome measure indicates that
the focus on improving VTE risk assessment and appropriate thromboprophylaxis has delivered real improvements in patient safety

The Thrombosis Team have implemented specific actions to further reduce harm
from VTE which include:
•
•
•

4.

KCH will be a pilot site for the national HAT registry which is in development.
This will enable more effective national benchmarking of VTE performance
HAT data analysis is now incorporated into the agendas of Specialty Morbidity
& Mortality meetings
There has been an increased focus on ensuring that patients are provided
with information leaflets about VTE prevention, and in July 82% of patents
had received this information

Safety Quality Priority: Improving the identification and escalation of acutely ill
patients
Work to improve the management of acutely ill-patients is led by the Director of
Nursing and Midwifery. A number of priority focus areas have been identified,
including:
• Further development of communication systems for effective handovers
(including documentation of handovers)
• Fully embedding the escalation protocol
• Implementation of the pan-London Do Not Attempt Resuscitation (DNAR)
form
• Further development of systems to ensure access to senior medical staff and
clinical specialists whenever required (including out of hours)
• Development of pathways for the management of sepsis and community
acquired pneumonia
• Roll-out of the electronic vital signs software (Wardware) which will enable
easy identification of abnormal physiology in real-time
The deteriorating patient reporting structure has recently been clarified and the
Patient Safety Committee monitors overall progress against this quality priority.

5.

Infection Control
Specific targets for MRSA bacteraemia and CDT are set by the Department of Health
and performance against these targets is listed below.
•
•
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MRSA bacteraemia: the Trust is below trajectory for MRSA bacteraemia (one
case against a trajectory of 2 year-to-date)
The Trust has had 18 reportable cases of CDT (year-to-date) compared to a
trajectory of 26 cases for the same period.

Enc 2.6.1
The Trust has in place an infection control governance framework to ensure that
hospital acquired infections are identified and investigated and appropriate action is
taken to prevent recurrence. The Infection Prevention and Control Committee
continues to monitor Trust infection control performance and reports to the Patient
Safety Committee.
6.

Medication Safety
• Medication errors remain the most reported type of incident. The vast majority
of reported medication errors result in no harm – for the period from April
2011 to June 2012 86% of reported medication errors resulted in no harm and
none in serious harm. The high level of reporting and low rate of serious harm
incidents indicates there is a positive medication safety culture at King’s
•

Electronic prescribing (EPMA) has now been rolled out to Liver and Private
Patients and phase 1 implementation is complete. Phase 2 will involve rollout
to remaining areas. EPMA improves medication safety by improving legibility,
increasing consistency of drug prescribing and dosing, and providing
automatic warnings when drugs are prescribed which are contraindicated by a
patient’s allergic status

•

3 medication safety metrics have been developed to monitor the medication
safety

Recommendation
The Board of Directors is asked to note the content of this report.
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Appendix - Patient Safety Scorecard
Safety Quality Priorities
Metric
Deteriorating
Patients

Falls

Pressure
Sores
VTE

Medication
safety

Units

1. Deteriorating patient incidents

Number

2. Deteriorating patient incidents graded amber/ red

Number

3. Total reported inpatient falls

Number

4. Reported patient falls with moderate or major
injury/ death

Number

5. Hospital-acquired preventable grades 2, 3 & 4

Number

6. % VTE risk assessments completed

%

7. % of appropriate VTE prophylaxis administered

%

8. Medication incidents per 100 beds

Rate

9.Tenfold errors

Number

10. Incidents with harm involving high risk drugs

Number

Adverse Incidents
Reporting

Severity

Investigations

Status

11. Reporting rate per 100 admissions

%

12. % reported within 1 day

%

13. % approved within 5 working days of reported
date

%

14. Incidents with severity = major harm & death,
divided by total reported

%

15. Never Events

Number

16. Serious Incidents (SIs) investigated within 45
working days

%

17. Amber investigations investigated within 45
working days

%

18. SI action plans closed within 6 months (of
reported date)

%

19. Amber action plans closed within 6 months (of
reported date)

%

20. % of reported incidents that have been rejected

%

21. % of reported incidents that remain
unapproved

%

Risk Registers
Risk profile

Risk
Movements
Risk
acceptance

22. Total risks on register

Number

23. Total red risks

Number

24. Total new risks added

Number

25. Total risks removed

Number

26. Total risks upgraded in score

Number

27. Total risks downgraded in score

Number

28. Risks on the register for >1 year

Number

29. Red risks on the register for > 1 year

Number

Safety Alerts
Overdue

30. No. of safety alerts overdue

Number

31. No. due to expire within next 3 months

Number
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Period

Current
Period

Target

Status vs target
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Safeguarding Children and Young People Annual Report 2011/12
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Rosalinda James – Named/Lead Nurse – Safeguarding Children
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Sponsor:
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1. Background/Purpose
This Annual report provides an overview of safeguarding activity and progress against Section 11
requirements/CQC compliance.
2.
Action required
The Board is asked to note the contents of this report and make any recommendations as necessary.
3.

Key implications

Legal:

There are no direct legal implications

Financial:

In relation to the flagging system there are some financial implications related to
resource within ICT.

Assurance:

This report identifies key areas and actions taken

Clinical:

Significant quality issues that arise are summarised.

Equality & Diversity:

This report has been subject to an equality impact assessment. Actions
addressed in this paper are not believed to disadvantage any groups of patients or
staff.

Performance:

Risks related to the numbers of staff that are trained will be monitored through the
performance meetings

Strategy:

Risks highlighted in this report are recorded on the Trusts Risk Register and are
monitored via the quarterly report to the Quality and Governance Committee.

Estates:

There are no direct Estates implications
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Executive Summary
Background
King’s College Hospital NHS Foundation Trust together with Guys and St Thomas NHS
Foundation Trust the South London and Maudsley NHS Foundation Trust and Kings College
London, forms the Kings Health Partners Academic Health Sciences Centre. The Trust is
situated on the borders of Lambeth and Southwark. It is a large teaching hospital delivering a
full range of secondary care services for the local population and tertiary specialist services to
patients nationally and internationally. For children these include critical care, liver disease and
transplantation, neurology and neurosurgery and respiratory disease. The Trust is a
designated major trauma centre for adults including young people over the age of 16 years
and has a dedicated Paediatric Emergency Department which sees approximately 30,000
children a year. The Trust’s Maternity Department sees approximately 5,500 registerable
births, 12% of the women booking for care have some identifiable safeguarding need and 15
babies each month are born subject to a child protection plan. The Trust’s local client group is
ethnically and culturally diverse, mobile and with high levels of social deprivation. Our nonlocal cohort of patients has additional vulnerabilities due to chronic illness, severe injury or
trauma, whether accidental or non-accidental.
The period of this report has seen changes in commissioning structures following government
re-organisation of health services and after the publication of the Munro Review of Child
Protection in May 2011, changes within child protection systems nationally, are beginning to
take effect.
The Trust has continued to work closely with partner agencies and the Local Safeguarding
Children’s Boards (LSCB) to ensure that its safeguarding services are compliant with Section
11 and CQC requirements and importantly, meet the needs of the children and young people
presenting at King’s College Hospital.
Section 11 requirements
The Children’s Act 1989/2004 provides a statutory basis for services for children and young
people. The Trust is required under Section 11 of the Children Act, to ensure that it has robust
arrangements in place to safeguard and promote the welfare of children and young people.
The key Section 11 requirements for effective arrangements to safeguard children and how the
Trust meets them are outlined below:
Senior management commitment to the importance of safeguarding and promoting children’s
welfare:
The Board of Directors of King’s College Hospital NHS Foundation Trust is accountable for and committed
to ensuring the safeguarding of children in their care. The Trust has a Safeguarding Children Team
comprising a whole time equivalent (WTE) Named Nurse and Named Midwife, a Named Doctor with 3
sessions dedicated to safeguarding (WTE Consultant Paediatrician) and two WTE Clinical Nurse
Specialists.
A clear statement of the agency’s responsibilities towards children available for all staff:
The Trust child protection policies and procedures are robust, up to date, and regularly reviewed. They are
accessible to all staff via the Trust intranet on a dedicated child safeguarding page. The Safeguarding
Children Policy was revised and ratified in August 2010. The policy makes clear the roles and
responsibilities of all staff. The Trust’s CQC declaration, last updated in July 2012, is on the Trust website,
which gives details of how the Trust meets it’s responsibilities under Section 11.
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A clear line of accountability within the organisation for work on safeguarding and promoting
the welfare of children:
The Executive Director of Nursing and Midwifery, Dr Geraldine Walters, has Board level responsibility for
safeguarding children. The Safeguarding Children Team (SCT) acts on her behalf to ensure that the board
is assured that all necessary measures are taken to safeguard children.
Service development that takes account of the need to safeguard and promote welfare and is
informed, where appropriate, by the views of children and families:
Young people and families participate in the Trust’s extensive ‘How are we doing?’ patient feedback
programme. The Trust is currently rolling-out a trust-wide outpatient survey and is working with Child
Health to tailor this survey for children and young people. Through its Foundation Trust membership and
volunteering programme the Trust is working with local schools and FE colleges.
Staff training on safeguarding and promoting the welfare of children for all staff working with or
(depending on the agency’s primary functions) in contact with children and families:
Safeguarding children training is provided at levels 1, 2 and 3 depending on the level of involvement and
responsibility staff have for safeguarding children. Level 1 is taught via E-learning. Level 2 is taught by Elearning and face to face training. Level 3 face to face training is provided in-house by the safeguarding
team with multi-agency contribution.300 additional level 3 training places have been made available from
August to October2012. Staff also access LSCB training at Lambeth and Southwark.
Safe recruitment procedures in place:
The Trust fully complies with both NHS standards and current legislation and meets statutory requirements
in relation to carrying out Criminal Records Bureau checks for new starters. All those working with children
have an enhanced Criminal Records Bureau check.
Effective inter-agency working to safeguard and promote the welfare of children:
The Trust is committed to working with partner agencies and providing information to them where
necessary to ensure the ongoing safety of children once they leave hospital. The Executive Lead, Deputy
Director of Nursing and Named Professionals are members of both Lambeth and Southwark Safeguarding
Children’s Boards and contribute to the work of Board sub-groups. The Trust has participated in 1 Internal
Management Reviews during the period of this report.
Effective information sharing:
The Trust follows national guidance on information sharing which is incorporated into the Safeguarding
Children and Young People Policy and Information sharing guidance is included in all training. A
safeguarding prompt list in use in child health areas, aids information sharing. The weekly midwifery
safeguarding meeting and the discharge checklist in use in midwifery promote good information sharing,
as does the Emergency Department multi- agency Child Review Meeting and a proforma for the
assessment of safeguarding and psycho-social issues in young people presenting with major trauma.

The Trust is registered with the CQC and able to demonstrate compliance with essential
standards of safety and quality as set out under the Health and Social Care Act 2008. The
CQC declaration of compliance was updated on the website in July 2012.The declaration
addresses how the Trust meets its’ safeguarding responsibilities under Section 11 of the
Children’s Act.
The Trust’s safeguarding declaration highlights two key areas for ongoing improvement:
i) Training: In May 2012 The Trust recognised the need to increase attendance at Level 2
and 3 safeguarding training sessions and an action plan was put in place. Following this
in July 2012 the Trust has 50% staff trained at level 2 and 60 % staff trained at level
3.The Trust aims to be compliant with training requirements by 30th November 2012.
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ii) ‘Flagging’ of vulnerable children/women: whilst the Trust has processes and systems in
place for identifying vulnerable children/women and staff trained to take the appropriate
action, there is no electronic alert system in place that ‘flags’ the patient on the
electronic patient records Trust-wide. A specification for such an interface and ‘flagging’
system was developed with the IT department and a database to support the flagging
system continues to be under development.
Both of these issues are recognised as a risk for the Trust and as such are recorded on the
Trust Risk Register. They are key priorities for the forthcoming year.
The Trust submitted a Provider Compliance Assessment (PCA) to the CQC in regard to
Outcome 7 of the CQC Essential Standards (Safeguarding people, who use services, from
abuse) in December 2010. In accordance with CQC requirements, the PCA has been
updated to reflect the position as at July 2012.
Inspection
The Trust was inspected as part of both Lambeth and Southwark’s Ofsted inspections. Noncompliance with safeguarding training was identified in both inspections. Southwark’s
inspection also identified the lack of a Trust-wide IT flagging system to identify children on a
child protection plan and asked the Trust to accept lists of children from Lambeth and
Southwark to be placed on the IT system in the Emergency Department. At the time of this
report Southwark’s lists are being uploaded but lists have not yet been received from
Lambeth.
Safeguarding Children Team work plan
Positive progress continues with the safeguarding children work plan, in summary:
Information leaflets for parents and families regarding child protection procedures ready
for launch in October 2012
New safeguarding database in place since July 2012 (although there are some teething
issues that IT are addressing)
Training event on child death procedures to take place in September 2012
New software ‘Wired’ that allows immediate access to staff safeguarding training records
for accurate monitoring of compliance in place since July 2012 .
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Safeguarding Children and Young People Annual Report
2011/2012
This report relates to the period from August 2011 to July 2012 and addresses the King’s
College Hospital NHS Foundation Trust’s (‘the Trust’ or ‘Kings’) responsibilities towards
safeguarding the welfare of children and young people from birth to 18 years of age. Up to
date training figures are provided to July 2012. For the purposes of this report the term
‘child’ or ‘children’ will be used to denote any child/young person under the age of 18 years.

2. Statutory Framework
The Children’s Act 1989/2004 provides the statutory basis for services for children and
young people. The Trust is required, under Section 11 of the Children Act, to ensure that it
has robust arrangements in place to safeguard and promote the welfare of children and
young people. This report details how the Trust discharges it’s responsibilities under
Section 11 and in accordance with guidance contained in Working Together (2010) 1 and the
London Child Protection Procedures2. This report will be shared with both Lambeth and
Southwark Safeguarding Children’s Boards.

3. Governance Framework
Executive leadership and strategic management
The Trust’s Board of Directors is accountable for and committed to ensuring the
safeguarding of children and young people in their care. The Executive Director of Nursing
and Midwifery has Board level responsibility for safeguarding children. The Safeguarding
Children’s Team (SCT) acts on her behalf to ensure that the Board is assured that all
necessary measures are taken to safeguard children. Safeguarding children is incorporated
within the Board Assurance Framework, which is reviewed by the Trust Board every 3
months. The Trust Board receives an annual report from the safeguarding children team.
The Trust’s accountability for and commitment to its responsibilities for safeguarding is
clearly stated on the Trust website. Roles and responsibilities of all staff are detailed in the
Safeguarding Children and Young People policy and highlighted on Trust induction for all
new staff and in training. The Director of Nursing is a member of the Executive Board of
Southwark Safeguarding Children Board and the Deputy Director of Nursing is a member of
the Executive Board of Lambeth Safeguarding Children’s Board.
Named Professionals
The Trust has a Named Nurse, Named Midwife and Named Doctor for Safeguarding
Children. The roles and responsibilities of the Named Professionals are as outlined in
Working Together (2010) and the Trust’s Safeguarding Children and Young People Policy.
Safeguarding Children Team (SCT)
The Trust has a Safeguarding Children Team, comprising the Named Doctor, Named
Nurse, Named Midwife and two Clinical Nurse Specialists (CNS) for Safeguarding Children,
one of whom has responsibility for the delivery of safeguarding training (Table 1 shows the
team members by whole time equivalent, dedicated to safeguarding). The team is
supported by an administrator. The Named Nurse reports to the Deputy Director of Nursing
1
2

Department of Health (2010), Working Together to Safeguard Children
rd
London Safeguarding Children Board 4 Ed (2010), London Child Protection Procedures
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as part of the Executive Nursing and Practice Development Team. The centralisation of the
team reflects its’ Trust-wide remit and responsibility to hold services to account for the
delivery of safeguarding practice.
In the Emergency Department (ED) the Head of Nursing (with responsibility for children)
and Lead Consultant for Children have lead responsibility for safeguarding children within
the department, working closely with the ED Liaison Health Visitor and the Trust
Safeguarding Children Team. There is also a Liaison Health Visitor based in the Neonatal
Unit, with whom the SCT meets on a weekly basis.
Table 1 – Safeguarding Children Team members by Whole Time Equivalent (WTE)
Role
WTE
Named Doctor
0. 3*
Named Nurse
1.0
Named Midwife
1.0
Clinical Nurse Specialist (CNS)
1.0
CNS/trainer
1.0
*WTE Consultant Paediatrician with 3 sessions dedicated to safeguarding

Reporting Structure
Safeguarding Children Committee
The Trust has a Safeguarding Children Committee, chaired by the Deputy Director of
Nursing. The committee has multi-agency membership, bringing together the Trust’s clinical
leads and named professionals with colleagues from partner agencies and Lambeth and
Southwark Local Safeguarding Children Boards (LSCB). This committee reports through
the Trust’s Quality and Governance Committee (sub committee of the Board).
The Safeguarding Children Team reports quarterly (and as necessary) to the Quality and
Governance Committee to enable detailed consideration of key issues and
recommendations and ensure that trust-wide issues are acted upon and embedded across
the organisation.
The Executive Lead for Safeguarding Children and Deputy Director of Nursing, together
with The Named Nurse and Doctor, represent the Trust on the membership of the Lambeth
and Southwark Local Safeguarding Children Boards (LSCB). Members of the Safeguarding
Children’s Team contribute to the work of the LSCB’s through membership of LSCB subgroups.
Safeguarding Operational Meeting
The Safeguarding Children’s Team meets every two weeks with the Deputy Director of
Nursing. This meeting provides management oversight of the work of the SCT. It also
provides an opportunity to identify key risks, escalate difficult cases, and monitor progress
with Individual Management Reviews/Serious Case Reviews and the safeguarding children
work plan.
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Safeguarding Children Steering Group
The Named Nurse chairs the Safeguarding Steering Group comprising the Safeguarding
Children’s Team, Liaison Health Visitors and clinical/practice development colleagues from
across Child Health, the Emergency Department (ED) and other key clinical services. This
group meets bi-monthly to review practice and training, discuss pertinent cases and ensure
progress on the safeguarding children work plan. The Steering Group reports to the Trust
Safeguarding Children Committee.
Figure 1 – Safeguarding Children Reporting Structure
Trust Board

Quality and Governance Committee

Safeguarding Children Committee

Safeguarding Children Steering Group

Safeguarding Children Operational Meeting

4. Regulatory Framework
Care Quality Commission (CQC) Essential Standards
The Trust reports to Outcome 7 (Safeguarding people who use services from abuse) of the
CQC Essential Standards. To this end, the Trust submitted a Provider Compliance
Assessment (PCA) to the CQC, in regard to Outcome 7. In accordance with CQC
requirements the PCA has been updated to reflect the position as at July 2012.
CQC Review of arrangements in the NHS for safeguarding children
The Trust is registered with the CQC and able to demonstrate compliance with essential
standards of safety and quality as set out under the Health and Social Care Act 2008. The
CQC declaration of safeguarding children compliance was updated on the website in July
2012. The declaration addresses how the Trust meets its’ safeguarding responsibilities
under Section 11 of the Children’s Act.
The Trust’s current safeguarding declaration highlights two key areas for ongoing
improvement:
i) Training: the Trust has made progress with training but is not yet compliant with
the numbers of staff that require training. An action plan was put in place in May
2012 to address this
ii) ‘Flagging’ of vulnerable children/women: whilst the Trust has processes and
systems in place for identifying vulnerable children/women and staff trained to
take the appropriate action, there is no electronic alert system in place that ‘flags’
the patient on the electronic patient records Trust wide. An IT system is required
which interfaces with the different electronic patient records systems in use
across the Trust. A specification for such an interface and ‘flagging’ system was
developed with the IT department. This is a priority within the Trust’s IT work plan.
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There have been a number of delays related to this due to capacity issues within
IT. However the database to support the flagging system is under development.
Both of these issues are recognised as a risk for the Trust and as such are recorded on the
trust Risk Register. They are key priorities for the forthcoming year.
Safe Recruitment
The Trust adheres to the mandatory Employment Check Standards issued by NHS
Employers and Government legislation which supports safeguarding. CRB disclosures are
obtained for all relevant groups that work with children and/or vulnerable adults as defined
by the Safeguarding Vulnerable Groups Act. In 2010 the Trust renewed its Recruitment
Policy.
All contractors including for bank/agency/locum staff are asked to confirm that they fully
comply with the NHS Employment Check Standards and that they have appropriate
governance and audit procedures in place to assure compliance with their own procedures.
Contractors are required to provide assurance that workers receive induction training and
annual update training relevant to the normal duties the worker is expected to perform and
in line with King’s policies and procedures. Clinical agency staff are provided, by their
agency, with induction information which includes reference to the roles and competencies
for healthcare staff as determined by the intercollegiate document. Safeguarding
responsibilities/profiles are also included within the paediatric job profiles.
The Trust is compliant with the standards/procedures required by the local authorities, local
safeguarding children boards and the London Child Protection Procedures which are
consistent with those outlined by NHS Employers. Under these procedures, the Trust is
required to identify and act on allegations against members of staff which have implications
for safeguarding children. Where such concerns arise, staff are asked to identify this to their
manager, the appropriate HR manager and safeguarding children’s team. The Named
Nurse will report the concern to the Local Authority Designated Officer (LADO), who will
advise on the safeguarding aspects of the case. The Trust has developed a policy regarding
referrals of such cases to the ISA, to ensure consistency of practice throughout the
organization.

4. Policy Framework
The Trust works primarily to the London Child Protection Procedures. These are
supplemented by local procedures, from Lambeth and Southwark LSCB’s, in specific areas
of practice such as parental mental health, substance misuse, learning disability and
domestic violence. The Trust Safeguarding Children and Young People Policy was revised
in August 2010 to ensure it reflected guidance in Working Together 2010, NICE guidelines3
and learning from Serious Case Reviews. The Safeguarding Children and Young People
Policy also incorporates the safeguarding supervision policy, to ensure that staff are
adequately supported and lessons are learnt from complex or difficult cases.
All safeguarding procedures are available to staff via the Trust intranet. A search for ‘child
protection’ or ‘safeguarding’ links to the Safeguarding Children page. The page gives details
of how to contact the Safeguarding Children Team and provides links to key documents
(e.g. Working Together, Children Act, 2004), policies and guidelines, referral forms,
3

NICE (2009) When to suspect child maltreatment, CG89
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information on training and on child death reporting. As new policies/guidance are launched
they are uploaded by the Safeguarding Children’s Team administrator.

5. SCT Operations 2011-2012

The Named Nurse left the Trust in July to take up a position in nurse training at Great
Ormond Street. A new Named Nurse was recruited from within the SCT. The Trust moved
quickly to recruit another clinical nurse specialist but this was not succesful. At the time of
this report a second attempt to recruit to the team is in progress. A member of the nursing
staff from Child Health has been seconded to the team for 3 months from the beginning of
September 2012. It is hoped that there will be two benefits from this arrangement, the
safeguarding team will be supported while there is a vacancy and the secondee will be a
safeguarding resource to their team when they return to their clinical role.
The role of the SCT
The role of the team is to:
Promote staff awareness of safeguarding issues through training, rolemodelling and acting as an expert resource.
Ensure polices, procedures and guidelines are in place and disseminated to
staff
Support staff to manage complex cases
Support staff to contribute to strategy meetings and child protection
conferences
Liaise closely with other Designated/Named professionals for safeguarding
and other partner agencies including the police and social care, in accordance
with the guidance contained in ‘Working Together’ (2010)
Work with the Local Safeguarding Children’s Boards (LSCB) to continually
monitor and improve local safeguarding practice.
Conduct audit of Trust safeguarding practices and participate in LSCB audit
programmes as appropriate.
Advise and provide assurance to the Trust in regard to the discharge of its
responsibilities according to Section 11 of the Children’s Act and to appraise
the Trust of pertinent new local, national and statutory guidance as
appropriate.
Conduct Individual Management Reviews for Serious Case Reviews (SCR) in
which the Trust is asked to participate and lead on the implementation of
learning from SCR’s.
Staff are asked to refer to the SCT any child or young person under the age of 18 years
about whom they have reason to be concerned, in terms of that individual’s welfare or
safety. Referral is by telephone to a member of the SCT. Contact details for the SCT are
given out at all training sessions. They are available from the Trust intranet. Ward areas
also hold a safeguarding folder of key contact/information.
The SCT keep a database of all referrals made to them which is compliant with Caldecott
data protection requirements. Referrals range from advice regarding parenting issues, to
significant harm and subsequent Section 47 enquiries (Section 47 of the Children’s Act
1989 details the action required by a local authority where a child is suspected to be
suffering, or likely to suffer, significant harm).
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Identifying Children and Young people at Risk
The SCT conduct a daily ward round in Child Health areas and on the antenatal/postnatal
ward, and can be contacted by all staff at any time Monday to Friday. In out-of-hours
periods staff are supported by a Paediatric Nurse Practitioner on duty and the Paediatric
Consultant on call. The SCT conducts a weekly meeting in the Neonatal Unit to review
cases with staff and provide guidance. A weekly multi-disciplinary meeting is also held in the
Emergency Department attended by a member of the SCT. This clinical contact provides
opportunity to talk with individual staff and opportunities for teaching and sharing
guidance/learning. Individual or group supervision or ‘de-briefing’ is offered to staff when
dealing with complex cases. A multi-agency safeguarding meeting is held weekly in
midwifery to identify and plan for vulnerable women and unborn babies. In addition to
access to the Named Midwife a supervisor of midwives is available on call to staff 24 hours
a day and a midwifery manager.
Supervision
During the period of this report regular safeguarding supervision has been embedded for
case holding midwifery practices and staff in the antenatal clinic and provided by the Named
Nurse/Trust lead, Named Midwife and Senior midwives in the Trust. The Named Midwife
and two clinical nurse specialists receive case supervision from the Named Nurse/Trust
lead and the team also meets weekly with the Named Doctor and fortnightly with the Deputy
Director of Nursing, who chairs the Trust Safeguarding Children Committee. The Named
Nurse and Named Midwife meet regularly with the Designated Nurse from Southwark for
supervision. The SCT also has day-to-day access to the advice and support of the
designated Doctor and Nurse in both Lambeth and Southwark.
Referrals 2011-2012
Table 2 represents the referrals to the SCT by borough residence from 1st August 2011 to
31st July 2012 during which period there were 537 referrals.
st

Table 2 – no of referrals to the SCT July 2012 to 1 August 2012, by borough of residence
There were 537 cases referred to the Safeguarding Children Team during this period. The age range for
referral is 0 – 18 years.
Borough of residence
Lambeth

No. of cases
129

Southwark
Lewisham
Other borough
Total

156
54
198
537

Safeguarding in Maternity Services
In the period of this report King’s provided maternity care for 5308 registerable births.
Pregnant women are invited to attend the antenatal clinic for a comprehensive booking
appointment with a midwife. Routine questioning at this appointment indicates that
approximately 12% of these women have some identifiable safeguarding need.
Risk factors fall mainly into 5 categories:
- Maternal / parental mental health problem
- Parental alcohol or substance misuse
- Domestic Violence
- Parental learning disabilities
- History of poor parenting leading to neglect, children being subject to a Child
Protection Plan or removed into Local Authority care
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Complex cases with multiple risk factors are increasingly common, requiring a robust multi
disciplinary and multi agency response. This has been facilitated by referral pathways and a
weekly midwifery safeguarding meeting. Currently 15 babies per calendar month born at
King’s are subject to formal child protection planning prior to birth. Some of these babies will
become subject to legal orders shortly after birth. During the period of this report 19 women
presented in labour who had not been booked at any hospital for care and an Interim Care
Order had been sought for 40 babies following birth. Despite the high degree of multiagency intervention required following the birth of these vulnerable babies only 2 babies
stayed in the maternity unit longer than would be clinically indicated. In these 2 cases the
family contested their discharge from hospital into foster-care and 1 baby had been born
unexpectedly at KCH.
Table 3 – no of babies subject to formal child protection procedures August 2010 to July 2011, by borough of
residence
Borough of residence
Lambeth
Southwark
Croydon
Lewisham
Other borough
Total

No. of cases
77
79
7
13
12
188

The Named Midwife for safeguarding provides advice and support to all maternity staff and
maintains a daily presence in the maternity unit. There are 11 midwifery group practices
(MGP’s) based at King’s, some specialise in specific areas such as teenage pregnancy,
women with mental health concerns or substance misuse. When serious safeguarding
concerns are identified and capacity allows, the women are referred to the appropriate
midwifery team for ongoing care. In Southwark, women also benefit from the support of
Children’s Centre Midwives who are based in the community and provide additional support
and access to community based services.
Group practice midwives and Children Centre midwives attend multiagency meetings and
child protection conferences pertaining to women in their care, to optimise integrated
working and effective communication sharing. Where possible, joint visits are arranged with
other agencies, in order to provide continuity of care and effective information sharing.
The midwifery referral system requires the lead midwife to assess the woman’s specific
needs, complete referrals to the appropriate specialist agencies for further assessment,
follow up referrals and implement recommended actions. The midwife remains the lead
professional throughout the pregnancy and is professionally accountable for liaison with
partner agencies and documenting the outcome of referrals.
The referral midwifery pathway is supported by a weekly safeguarding meeting which is
chaired by the Named Midwife. Approximately 6 vulnerable women are discussed at the
safeguarding meeting each week. The meeting has multi-agency attendance, including
representatives from Lambeth and Southwark Children and Young People’s Services
(CYPS), mental health services and primary care. Women are discussed at or close to the
28th week of pregnancy, plans and actions are recorded detailing which professional is
responsible for the required actions. The records of the meeting are circulated to all
attendees. Positive feedback has been received from partner agencies regarding the
improved communication between midwives, social workers and the perinatal mental health
team.
11
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The Named Midwife maintains records of babies born at King’s who are subject to child
protection and child in need plans. This information is shared with the ED department on a
weekly basis to promote effective information sharing in the Trust. The Named Midwife also
receives weekly feedback from the ED Child Review Meeting and women are checked
against the midwifery electronic record and an ‘alert’ added. Where women have been sent
from ED to the Early Pregnancy Unit (EPU) for a scan, the Named Midwife will liaise with
the EPU to establish outcome and ensure appropriate liaison.
Safeguarding in the Emergency Department (ED)
Safeguarding activity
2011- 2012 has been a time of ongoing high activity in the Paediatric Emergency
Department (PED) with approximately 30,000 attendances. Safeguarding remains a high
clinical priority in the PED and this is reflected in the emphasis placed on training and
‘safety netting’.
Child Review Meeting
The volume of cases discussed at the weekly Child Review Meeting remains high with over
60 children and young people per week being reviewed. Although this meeting performs an
important ‘safety netting’ function it is of note that in the majority of case the actions required
at the time of consultation have already been undertaken by the staff in the PED.
This meeting continues to be supported by Lambeth social care and the information the
attending social worker contributes is of very high value. A Southwark social worker does
not attend the meeting but information is sent to the meeting.
‘Flagging’ of vulnerable children
Vulnerable children are ‘flagged’ as a ‘special case’. The ED proforma is scanned into the
department’s computer system. It triggers a message on screen the first time the screen is
activated of a known vulnerable child either for staff to contact social care for further
information or follow a specific treatment plan or inform particular staff members.
Information is now regularly received from Southwark social care which enables children on
a child protection plan to be flagged to staff. Lambeth have also identified the need to send
information about children on a plan to be flagged. Local and national maternity alerts are
also loaded onto the ED computer system by the IT team.
Safeguarding assessment and identifying vulnerable children outside of local boroughs
The department has fully implemented a computerised safeguarding risk assessment as a
mandatory field on the assessment documentation for all children who attend ED.
When a child presents to ED the triage nurse completes a safeguarding risk assessment.
Explicit safeguarding questions are built into the triage assessment with every family being
asked about health visitor and social care involvement. If previous social care involvement,
or any safeguarding concern is highlighted at triage or at any time during the attendance, a
telephone call is made to social work for the child’s borough of residence to check if the
child is known to social services for what reason.
Youth Violence
Violence continues to be a major problem for young people attending Kings, both as local
residents and as part of the Trust’s work as a major trauma centre. The department
continues to work closely with third sector partners ‘Redthread’ to follow up young victims of
violence who attend ED. Lewisham social care has also been liaising with the ED and
12
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‘Redthread’ about a referral pathway for young people who are victims of violence to a
‘youth MARAC panel.’
The ED is actively involved in anonomised data sharing with the local crime reduction
partnerships. We share timing and location of incident on all violence-related attendances to
the ED, to help to drive local policing priorities.
Sexual Health and Trauma
The ED department led the developed a proforma for assessment of young people
presenting with sexual health concerns which was reported on in last years annual report.
The use of this proforma will be audited in 2012-2013.A trauma proforma introduced last
year to support the care of children and young people from admission to discharge will also
be audited in 2012-2013.
Redevelopment of the Emergency Department
A phased redevelopment of the Emergency Department is currently in progress.
The new layout will remove the need for a child to pass through an adult area to gain
access to x-ray and the rest of the hospital. As part of an expansion of the footprint of the
paediatric area the department will incorporate a dedicated adolescent suite with its’ own
waiting area and 3 consultation rooms. There will also be a formalisation of the paediatric
observation area into 3 cubicles with dedicated facilities.
Safeguarding Children Training
As of January 2011 the Trust re-aligned its training levels to comply with the revised
intercollegiate document on safeguarding competencies for healthcare staff. This revised
program commenced in January 2011 and it identified greater levels of staff requiring
training above level 1 and as a result, the Trust became non-compliant with CQC
requirements for training. Regular training sessions were in in place for the rest of the year
and some staff areas arranged for their staff to be trained in large groups on staff
development days. However, progress with training particularly at level 3 was limited by the
lack of availability of training rooms of sufficient size. A 20% turn-over in staff added a
further challenge. In May 2012 it was apparent that a training action plan needed to be put
into place as the Trust was failing to train sufficient numbers of staff.
Table 4– reclassification of training levels from January 2011
Staff group

Before
January
2011
Level 1

As of January 2011

All clinical staff working in a
health care setting

Level 1

Level 2

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

Level 2

Level 2 or 3 depending on level of
responsibility

Level 3

Level 3

All non-clinical staff working in
a health care setting

Level 1
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Table 5 - Safeguarding Children Training Action Plan – May 2012
Recommendation

Action needed to comply

New ‘Wired’ software to be used to
establish Trust wide list of training
compliance
by
individual
name/post and Division.

EDT to provide a list for each
Division of staff compliance with
training, by individual name/post
title.

A lead to be allocated within each
division to act as a contact point to
coordinate training

Each division to identify to the
Executive Safeguarding Lead a
lead professional to act as a
contact point for the coordination of training.
All divisional coordinators to
attend a weekly meeting with the
Executive Safeguarding Lead
and provide an update of
compliance within their division.
Trust wide training compliance
lists (Wired) to be sent to all
divisional managers monthly, to
be checked against divisional
records and outstanding training
requirements identified. To be
reported to Director of Ops

All divisional coordinators to
provide a weekly update to
Executive Safeguarding Lead
(DoN)
Divisional training compliance
records to be checked monthly
against
Trust
wide
training
compliance lists (Wired) to confirm
outstanding training requirements.

Additional training places to be
commissioned
for
Level
3
sufficient to achieve compliance in
by end August 2012 (approx 300
places)

Each person who requires training
to have a date booked for training
within the next 3 months.

Each person who requires training
to have a date booked for training
within the next 3 months.

Safeguarding level 2 training to be
delivered
on
all
induction
programmes.

EDT to work closely with the
safeguarding children team &
DDNS/DoN
to
commission
additional
external
training
provision such that sufficient
courses are made available to
achieve compliance by end
August 2012
Divisional
managers/divisional
lead to ensure that all staff who
are
non-compliant
complete
Level 2 E-learning or are booked
onto a Level 2 or Level 3 training
session (as indicated) within the
next 3 months
Divisional
managers/divisional
lead to ensure that all staff who
are
non-compliant
complete
Level 2 E-learning or are booked
onto a Level 2 or Level 3 training
session (as indicated) within the
next 3 months
Provision to be made on all
induction programmes for face to
face delivery of Level 2 training.
All new staff will complete
training during induction and this
will be matched to records of
completion on Wired checked by
EDT

Who is
responsible for
implementation
Training
Governance
Manager/ Executive
Director of
Workforce
Development
Divisional managers

When will it
be
achieved?
Mid May
2012

Progress

Mid May
2012

Complete –
leads
identified

Divisional
Managers/Executiv
e Lead

1 meeting
by: End of
May

Divisional
Managers/HoN’s/
Director of Ops

1st report to
Director of
Ops by May
performance
meeting

Executive Director
of Workforce
Development/
Education and
Development
Manager/Deputy
Director of Nursing

st

Courses
commissioned
by June 2012

Divisional
Managers/HoN’s/
Director of
Ops/Executive Lead

All dates
booked by
end of June

Divisional
Managers/HoN’s/Dir
ector of
Ops/Executive Lead

All dates
booked by
end of June

Executive Director
of Workforce
Development/
Education and
Development
Manager

End of June
2012

Complete

Weekly
meeting
established

Complete
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Nursing compliance with training
to be monitored by the DDNS/DoN
at weekly NMAS meeting
Compliance for all other clinical
staff to be monitored by Director of
Operations
at
monthly
performance meetings

Executive Safeguarding Lead and
Director of Ops to receive monthly
reports of Divisional Compliance
from EDT
Progress
with
Trustwide
compliance to be reported to the
Trust Quality and Governance
Committee
The Trust’s CQC declaration to be
updated monthly

Nursing compliance will be
reported by the HoN/Matron for
each area to the NMAS meeting
together with action plans for
addressing any shortfall.
Division managers will report
compliance for all other clinical
staff (all other staff eligible for
levels 2 & 3 training) at the
monthly divisional performance
meetings led by the Director of
Operations
EDT to send monthly updated
lists by division to Executive
Safeguarding
Lead,
DDNS,
Named Nurse and Director of
Ops.
The Executive Safeguarding
Lead and DDNS/Named Nurse
to provide a training report to the
committee
including
a
breakdown of compliance by
Division
The CQC declaration (including
training report & action plan) to
be
updated
monthly
and
uploaded on to the Trust website

HoN’s/Executive
lead

Weekly
meetings
st
from 1 of
May 2012

Divisional
Managers/Director
of Ops

June Meeting

Executive Director
of Workforce
Development/Traini
ng Governance
manager
Executive
Safeguarding Lead
and DDNS/Named
Nurse
Deputy Director of
Nursing/Named
Nurse

st

1
report
from
‘Wired’
received
July 2012

Updated May
2012
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Following the implementation of the plan the percentage of staff trained is a follows:
Table 5 - Percentage of staff who have received safeguarding children training as of July 2012
Level

No. staff eligible

% staff trained

Level 1

1808

96.8%

Level 2

4110

50%

Level 3

1069

60%

Managers have identified staff that require training and have divisional training plans in
place to get staff through safeguarding training by November 2012.
Safeguarding training continues to receive very positive evaluation from staff. Confidence in
relation to safeguarding following training has been audited (see 7 Audit). Increasing
awareness amongst staff is reflected in a continued increase in referrals to the safeguarding
children team, from services/departments which would be generally considered to be adult
areas.

Child Death Review
Since 1st April 2008 all agencies have been obliged to report any child death to the Local
Safeguarding Children Board (LSCB). This is in response to statutory guidance in Working
Together (2010) which requires the LSCB to be notified of all child deaths, whether
expected or unexpected (i.e. the death of a child that was not anticipated as a significant
possibility 24 hours before the death, or where there was a similarly unexpected collapse
leading to or precipitating the events that led to the death) and to review all child deaths
under 18 yrs of age.
Once deaths have been reported to the appropriate borough they are reviewed by a child
death overview panel (CDOP) consisting of doctors, nurses/midwives and other children’s
services professionals. The CDOP decides whether recommendations and actions are
needed to help prevent child deaths in the future and the broad lessons are shared with
partner agencies in order to influence and improve services and life chances for children
and families. All deaths occurring in Lambeth and Southwark are reviewed at a joint Child
Death Overview Panel (CDOP). The panel membership includes the Trust Named Doctor
and Clinical Nurse Specialist for Safeguarding Children.
All deaths involving a child or young person under the age of 18 years are notified by
clinical teams to the Safeguarding Children’s Team. Once a death is notified to the SCT the
safeguarding nurses notify the Designated Doctor for Child Death at Lambeth and to the
Designated Doctor in the locality where the child resided. In the event of an unexpected
death the SCT will initiate a ‘Rapid Response Procedure’ via the local Designated Doctor,
as outlined in the London Child Protection Procedures.
The safeguarding administrator supports the CNS in notifying all deaths and collating data
on child deaths. The SCT keeps a database of all child deaths notified to them since April
2008. Table 6 shows deaths from August 2011 to July 2012 by classification, Table 7 by
borough of residence, Table 8 by ward where the child died and Table 9 by age.
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Table 6 - Child deaths from August 2011 to July 2012 by classification
Classification
Unexpected deaths
Expected deaths
Not stated
Total no. of deaths

No. deaths
24
43
1
68

Table 7 - Child deaths from August 2011 to July 2012 by borough of residence
Borough
Lambeth
Southwark
Lewisham
Other non-local borough
Total no. of deaths

No. deaths
9
14
6
39
68

Table 8 - Child deaths from August 2011 to July 2012 by ward
Ward
Paediatric Intensive Care
Neonatal Ward
Labour ward
Emergency Department
Toni & Guy
Critical Care
Theatre
Total no. deaths

No. deaths
23
13
18
4
2
2
2
68

Table 9 - Child deaths from August 2011 to July 2012 by age
Age range
<28 days
<1 year
1-5 yrs
6-10 yrs
11-15 yrs
16-18 yrs
Total no. of deaths =

No. deaths
34
11
6
3
9
4
68

Challenges in child death reporting
To date, clinician engagement with CDOP processes has been patchy. Forms are often
returned late to the safeguarding team and are frequently not completed in sufficient detail.
This means that the safeguarding CNS is obliged to glean information from the records and
from the clinicians involved, in order to complete forms. It is hoped that the Child Death
study day in September 2012 will lead to more engagement from senior clinical staff. A
further challenge for the Trust is how learning from the Child Death process can be
assimilated by clinical staff.
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6. Partnership Working
Inter-agency working
The Trust has close working relationships with both Lambeth and Southwark Local
Safeguarding Children Boards (LSCB). The Named Nurse and Named Doctor are Board
members. The Director of Nursing is an Executive Board member at Southwark LSCB, and
the Deputy Director of Nursing is an Executive Bard member at Lambeth LSCB. The Trust
is represented on the sub-committees of Lambeth LSCB and Southwark LSCB’s.
The Midwifery Safeguarding meeting has multiagency membership and allows for
professional support and challenge and joint learning. Trust staff have good working
relationships with the local police and social work teams, both of whom contribute to
safeguarding children training.
Information sharing
The Trust follows national guidance on information sharing4, which is incorporated into the
Safeguarding Children and Young People Policy. Information sharing guidance is included
in all training, as appropriate to the level of training. As discussed, the Safeguarding Prompt
List is used to encourage information sharing and includes a prompt to ensure that consent
to information sharing has been sought. The Midwifery Safeguarding Meeting and the
discharge checklist in use in Midwifery also promotes good information sharing. The weekly
Emergency Department multi-agency meeting is also an effective forum for informationsharing. A decision to override consent for information sharing may be taken in discussion
with senior staff/the SCT if necessary to safeguard the welfare of a child. The Trust’s legal
team and Caldecott Guardian are consulted where appropriate. The Trust’s legal team have
introduced a ‘Form of Undertaking’ to agree and document the release of information to the
police. This is incorporated into the Trust policy on Working with the Police, which includes
advice on working with the police in safeguarding cases.
Patient and Public Involvement
Young people and families participate in the Trust’s extensive ‘How are we doing?’ patient
feedback programme. This includes a monthly inpatient survey and Day Surgery Unit
survey, as well as a quarterly survey of dental outpatients. The Trust is currently rolling-out
a Trust-wide outpatient survey and is working with Child Health to tailor this survey for
children and young people. Through its Foundation Trust membership and a new
volunteering programme Kings is working with local schools and FE colleges. The SCT,
together with staff from Child Health, are currently developing information leaflets for
families regarding information sharing and child protection processes.

4

DCSF (2008) Information Sharing Guidance for practitioners and managers
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7. Audit
Audit of safeguarding records in Child Health
The Safeguarding Children Steering Group developed an audit tool to enable routine audit
of safeguarding cases in child health. This audit is in progress at time of writing.
Audit of perinatal pathway
The perinatal pathway introduced in May 2010 is currently being audited by the Named
Midwife.
Audit of safeguarding awareness following training
An audit of 303 staff that completed face-to face training at level 2 found high levels of
confidence in identifying children and young people at risk of harm and also high levels of
confidence in their ability to follow procedures to safeguard those children and young
people.
An audit of 83 staff that completed level 3 training also found high levels of confidence in
staff that they would be able to identify children and young people at risk and follow
procedures to ensure that they would be safeguarded.
Audit in the Dental Institute
The Dental Institute, with support from the safeguarding team, carried out an audit of
children attending paediatric dentistry with a high level of dental disease. Following the audit
a pathway was developed to assist dental staff to identify dental neglect and offer
supportive strategies to families to address their children’s poor oral health. If families fail to
engage with the support offered or other forms of abuse are identified the pathway directs
staff to gain support from the SCT and to refer to social care. The audit is being presented
to conference later this year and has been put forward for an award.
Audit of maintenance of records in Child Health
This audit is a follow up from the Records Audit completed in May 2009, and November
2010. The audit monitored records against standards taken from the Clinical Records Audit
Management System (CRAMS).This included standards for the basic requirements for
clinical notes ,whether temporary sets were being used, demographic front sheet in place
,admission data, clinical care records, records of treatment and procedures and discharge
or transfer records. In comparison with the audits of 2009 and 2010 there were significant
improvements against all standards. The audit will be repeated as part of the audit cycle on
the safeguarding children work plan.
Audit of early discharge protocol from labour ward
Following an IMR in 2011 a checklist for safely managing the early transfer of mother and
baby to community care was updated and consideration of safeguarding risks added. Once
completed the checklist is ‘signed off’ by the senior midwife in charge of the labour ward.
This process was audited and presented to the Safeguarding Committee in June 2012.The
summary table below shows considerable improvement in the application of the checklist.
The audit will be repeated later in the year and presented to the Safeguarding Children
Committee.

Table 10 Summary of Early Transfer Audits
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Standard audited
Mother and baby eligible for ET
Early transfer checklist in records
Checklist complete
Co-ordinator reviewed transfer
Transfers to out of area addresses

Jan-Feb 2012
83%
48%
57%
1 case only
21%

April 2012
100%
86%
67%
75%
36%

8. Individual Management review (IMR)
An IMR was carried out during the period of this annual report. The IMR found evidence
that learning from previous Serious Case Reviews had been imbedded in practice. For
example the use of the safeguarding prompt list, recording supervision levels, good
standard of record keeping including the recording of key conversations. There were no
recommendations for KCH from the IMR other than ensuring the recording a child’s culture
and religion. This has already been addressed with senior staff and is included in
safeguarding training.

9. Inspection
Lambeth inspection
Lambeth received ‘Outstanding’ for its Safeguarding and Children Looked After Services
were found to be providing a service of exceptionally high quality. Of the 22 sections of the
evaluation schedule, Lambeth received 17 ‘Outstanding’ and five ‘Good’ grades. This
places Lambeth with the best in Children’s Social Care service in England.
The inspection made recommendations for KCH:
To identify staff who need training in child protection and ensure appropriate
training is
provided (within six months).
Training compliance to be monitored at KCH Quarterly Quality & Governance
Committee
Performance and compliance monitored at SEL Cluster Acute Contracts meetings
Training compliance and performance to be reviewed and monitored at NHSL
Quarterly Safeguarding Executive Committee
Compliance of 80% for level 2 and 3 to be achieved by 30th November 2012
Southwark inspection
The Southwark inspection found Guy’s and St Thomas’ NHS Foundation Trust and King’s
ED departments operate effective systems to highlight children they identify as vulnerable or
repeat attendees. They inform GPs, health visitors, school nurses and social workers that a
child has attended the department. Staff knew how to make a referral, were aware of
thresholds, knew who to talk to for information, advice, clarification and support and did not
raise concerns about the process. Dedicated paediatric accident and emergency
departments are in place at both hospitals with appropriately trained specialist paediatric
staff and a high level of child protection training, which is good practice. Weekly multidisciplinary vulnerable pregnancy meetings enable social care and midwives to meet to
discuss and monitor referrals. This co-ordinated approach ensures that child protection
plans are usually made well in advance to safeguard the baby once born.
Neither acute hospital has IT arrangements to ensure comprehensive information is
available to all including a Trust-wide flagging system across their data bases or fully
comprehensive arrangements to check child protection lists. The hospitals have
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arrangements for asking suitable questions to ascertain social worker involvement. At KCH
the maternity unit has a separate records system on which vulnerable women are flagged
but this cannot link into their wider systems. KCH had developed a Trust-wide database but
the interface to its systems had not yet been developed.
As at May 2012 KCH compliance with training at levels 2 and 3 relevant to staff roles was
poor, with 40% trained at level 2 and 59% at level 3. A recovery plan overseen by the PCT
is now in place to address the deficits within three months.
Recommendations:
Southwark NHS Primary Care Trust, Guy’s and St Thomas' NHS Foundation Trust and
Kings College Hospital NHS Foundation Trust to ensure robust arrangements are in place
to identify and communicate concerns about children who are at risk or in need of
protection, and are effective.
KCH to agree to accept child protection lists from local Boroughs and upload to the
Emergency Department system from June 2012.
Response to inspections:
A training plan was put in place in May 2012 to vigorously tackle our shortfall in training.
The ED department currently receives lists from Southwark of children on child protection
plans which are used to flag these children and we are expecting lists from Lambeth. A
Trust wide flagging system for all vulnerable children continues to be a work in progress.

10. Next steps
The work plan for the following year will focus on the following priorities:
Continue to ensure staff undertake safeguarding training commensurate with their
role to achieve the CQC requirements
Introduce parent/family information leaflets regarding safeguarding processes and
monitor their use
Ensure the new safeguarding database is adjusted and fit for purpose
Implement a Trust-wide alert system for identifying vulnerable women, children
and young people and those on a child protection plan
Audit the sexual health proforma and trauma proforma introduced last year
SCT to consider ways to support learning from the Child Death Overview process

11. Conclusion
Kings College Hospital has a complex and challenging client group and the demand for
safeguarding services is high. The Trust has robust policies, procedures and systems in
place for safeguarding children. There is significant executive level commitment to
safeguarding. With the continued support of our partner agencies and the Local
Safeguarding Children’s Boards the Safeguarding Children’s team will endeavour to
continue to offer strong leadership and guidance to the staff of King’s.
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12. Glossary
Child Death Overview Panel (CDOP)
Since 1st April 2008 all agencies are obliged to report any child death to the Local
Safeguarding Children Board (LSCB). This is in response to statutory guidance in “Working
Together to Safeguard Children 2006” chapter 7. To this end LSCB’s were required to
establish a CDOP to undertake an overview of all child deaths within the locality. The CDOP
is a multi-agency panel comprising healthcare professionals from primary care, acute Trusts
and Public Health, social workers and police. The CDOP has responsibility for reviewing the
deaths of all children, with priority given to those deaths that are both unexpected and
unexplained. This process uses a standard set of data based on information available from
those who were involved in the care of the child, and other sources such as medical
records, police reports and post mortem reports. The CDOP decides whether
recommendations and actions are needed to help prevent child deaths in the future. The
broad lessons are shared with partner agencies and reported nationally, in order to
influence and improve services and life chances for children and families.
Child Review Meeting
This is a weekly multi-disciplinary and multi-agency meeting held in the Emergency
Department (ED), which reviews admissions of vulnerable children/young people to the
department in the preceding week. This allows for multi-agency consideration of cases and
sharing of information that may not have been known at the time of presentation. This
enables further plans/referrals to be initiated as indicated.
Independent Safeguarding Authority (ISA)
The role of the Independent Safeguarding Authority’s is to help prevent unsuitable people
from working with children and vulnerable adults. Referrals are made to the ISA when an
employer or an organisation, has concerns that a person has caused harm or poses a risk
of harm to children or vulnerable adults.
Individual Management Review (IMR)
The single agency case review report conducted for a Serious Case Review and submitted
to the requesting LSCB.
Local Safeguarding Children Board (LSCB)
The Children’s Act 2004 requires that every local area must have a local safeguarding
children board to coordinate and to ensure the effectiveness of their member agencies in
safeguarding and promoting the welfare of children. Local safeguarding children boards
(LSCBs) are statutory, replacing the former area child protection committees (ACPCs). The
core membership of LSCBs is set out in the Children’s Act 2004, and includes LAs, health
bodies, the police and others.
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Rapid Response Procedure
The multi-agency response procedure conducted following and unexpected death of a child,
under the requirements of Child Death Review Procedures. The purpose of rapid response
is to ensure that the appropriate agencies work together to respond quickly to the
unexpected death of a child, ensure support for the bereaved family, identify and safeguard
any other children and evaluate the reasons for and circumstances of the death, in
agreement with the coroner when required.
Section 11
Refers to Section 11 of the Children’s Act (2004) which details the responsibilities of
healthcare Trusts, and other agencies, with regard to the promotion of the safeguarding and
welfare of children
Section 47
Refers to Section 47 of the Children’s Act (1989) which details the action required by a local
authority where a child is suspected to be suffering, or likely to suffer, significant harm.
Serious Case Review (SCR)
A Serious Case Review is a multi-agency case review lead by the Local Safeguarding
Children Board (LSCB) which is conducted when a child comes to significant harm or dies
as the result of abuse or neglect (or suspected abuse or neglect). The findings of SCR’s are
reported to and the process regulated by Ofsted. This includes scrutiny of all IMR’s from
agencies participating in an SCR.
Unexpected Death
According to the London Child Protection/Child Death Review procedures an unexpected
death is the death of a child that was not anticipated as a significant possibility 24 hours
before the death, or where there was a similarly unexpected collapse leading to or
precipitating the events that led to the death.
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1. Background/ Purpose
This annual report provides an overview of the responsibilities of the Trust with regards to
safeguarding adults at risk and identifies our progress against CQC and other key
requirements.
2. Action required
The Board is asked to note the contents of this report and make any recommendations
as necessary.
3. Key implications
There are no direct legal implications
Legal:
The are currently no financial implications
Financial:
This report highlights key areas and actions taken
Assurance:
Clinical:
Equality
& Diversity:

Performance:
Strategy:

Estates:

Actions set out in this report will advise on safeguarding adults at risk
Key issues which require further action are highlighted
The actions set out will ensure that adults at risk are identified,
protected and their rights respected.
Implementation of the
recommendations of “Healthcare for All” reduces inequality in access,
treatment and outcomes for people with learning disabilities.
Risks related to the numbers of staff that are trained will be monitored
through the performance meetings
Safeguarding adults reports through the Healthcare for All Committee
and onto the Patients’ Experience Committee. Safeguarding adults
reports through the Quality and Governance committee and onto the
Board of Directors
There is no direct impact on Estates
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Background
King’s College Hospital NHS Foundation Trust (Kings) together with Guys and St Thomas NHS
Foundation Trust (GSTT), the South London and Maudsley NHS Foundation Trust (SLAM) and
Kings College London, forms the Kings Health Partners Academic Health Sciences Centre. The
Trust is situated on the borders of Lambeth and Southwark. It is a large teaching hospital delivering
a full range of secondary care services for the local population and tertiary specialist services to
patients nationally and internationally. These include critical care liver disease and transplantation,
neurology/neurosurgery and respiratory disease. The Trust is a designated major trauma centre for
adults. The Trust has approximately 1 million patient contacts a year. The Trust’s client group is
complex and challenging, comprising an ethnically- and culturally-diverse inner city population, from
areas of high social mobility and of social deprivation. This population includes adults who are at
risk from abuse or neglect and those with a learning disability, who are known to have more difficulty
accessing healthcare and have received poor quality services in England as a whole.
There is also a significant number of ‘out of area’ patients with additional vulnerability due to chronic
illness or severe injury/trauma, whether accidental or non-accidental who come to Kings for
treatment.
The Trust has continued to work closely with partner agencies and the Local Authority Safeguarding
Adults Boards (SAPB) to ensure that its safeguarding services are compliant with Pan London
Policy2 and CQC outcomes 7 and 163 requirements and importantly, meet the needs of adults at risk
and people with learning disabilities presenting at King’s College Hospital.
1. Scope of this report
This report relates to the period from April 2011 to March 2012 and addresses King’s College
Hospital NHS Foundation Trust’s (‘the Trust’ or ‘Kings’) responsibilities towards safeguarding adults
at risk who are over the age of 18, including adults with learning disabilities (Appendix 2 and 3).
Current training figures are provided up to July 2012. This report also identifies the future work plan
(Appendix 1). This report sets out our responsibilities and progress to date. It also alerts the Board
to areas of future risk in relation to safeguarding adults and provides a full action plan with target
dates where appropriate in Appendix 1.
2. Governance Framework
The Trust refers to the Independent Safeguarding Authority (ISA), the Care Quality Commission
(CQC), NHS London and other bodies (see Appendices 3 & 4). They place a responsibility on the
Trust to implement appropriate arrangements to safeguard adults at risk and to engage in
interagency working in support of investigation of suspected abuse. The Board Assurance
Framework identifies safeguarding adults as a key issue, specifically the failure to identify an adult
at risk and therefore fail to protect them from further potential ill treatment. Failure to carry out an
adequate assessment may therefore result in staff not acting in patients best interests and
addressing their needs.
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3. Policy Framework
Figure 1 – Safeguarding Adults Reporting Structure at July 2012
Trust Board

Quality and Governance committee

Healthcare for all Committee

Safeguarding Adults & Mental Capacity Act
Steering Group

Proposed LD patient and carer forum

4. Training
Support and training for front-line staff is essential for safe working, including specific learning
disabilities training. NHS London requires 90% of staff to be trained in learning disabilities.
As level 1 is only basic awareness, most clinical staff (4561) need additional competence to level 2
(see Tables 1 & 2). An action plan has been drawn up to begin to address the shortfall
-

Significant progress has been made towards the implementation of the Mental Capacity Act, in
that e-learning is readily available and the MCA is included in detail in level 2 training. The
Safeguarding adult’s team has gathered evidence of the implementation of the Act including
staff knowledge and confidence in practice. As a result of this information an MC resource pack
was developed and an awareness raising day in the GJW in July 2012 attracted lots of interest
and will be re-run in October 2012. There will also be a formal Mental Capacity Act launch event
and workshop later in the year involving lead clinicians.

-

The ‘Healthcare for All’ report of 20084, identifies areas of proactive work that is required to
support people with learning disabilities. HR is working toward the ‘Two Ticks’ disability
accreditation framework.

-

The ‘Healthy Passport’ is readily available on the intranet and external KCH webpage and has
been actively promoted throughout the hospital and externally at open days and Local Authority
meetings.
Table 1 – Classification of training levels
Staff group
All non-clinical staff working in a health
care setting

Level
Level 1
Awareness

All clinical staff working in a health care
setting
Safeguarding Adults investigators

Level 2
Alerters
Level 3
Investigators
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Table 2 –Staff who have received safeguarding adults training as of July 2012
Level

No. staff eligible

% staff trained

Level 1

7273

97%

Level 2

4561

30%

Level 3

5

0%

•

Level 2 face to face safeguarding adults training for all staff is currently delivered at
• Nursing and Midwifery Induction
• Monthly sessions at the WEC
• Bespoke sessions for other staff by arrangement

•

Following the implementation of the WIRED system it is now possible to identify by name the
numbers of staff who are not compliant with level 2 training. Further work will need to be
undertaken to ensure that challenge of the compliance figures takes place at PIG and also at
NMAS. Currently the limited resource within the team would not support increased training
from the exiting personnel.
A ‘train the trainers’ programme will be implemented in the latter part of 2012 and coincides
with the Dementia CQINN initiative which will assist in meeting the training compliance
targets.
Level 3 training is being offered by Southwark Local Authority in the latter part of 2012

•
•

5. Safe Recruitment
The Trust adheres to the mandatory Employment Check Standards issued by NHS Employers and
Government legislation, which supports safeguarding. In December 2009 KPMG completed an
independent audit of the Trusts recruitment procedures and reported a ‘substantial assurance’ to the
Board of compliance with its own procedures and the Employment Check Standards. In September
2010 the Trust was awarded the highest level of achievement to reduce its litigation premium. This
included an analysis of pre-employment checks. The Care Quality Commission conducted a check
on pre-employment checks additionally on the 3 December 2010 and were satisfied with our
compliance. All contractors (including for bank/agency/locum staff) are asked to confirm that they
fully comply with the NHS Employment Check Standards and that they have appropriate
governance and audit procedures in place to assure compliance with their own procedures. We
have an internal departmental process to further check compliance against the Standards by way of
independently checked monthly recording. The monthly checks are reported to the Senior Human
Resources Management Team.
6. Operational Management
The Safeguarding adult’s team was established in July 2009 and comprises a full time Coordinator
Band 8A, a Learning Disability Coordinator (30 hours Band 7) and a part-time administrator Band 4.
(see Table 3). The key responsibilities of the vulnerable adult’s team are as follows
•
•
•
•
•
•

response to alerts for all adults at risk groups
support for mental capacity and best interests decision making issues
training for all staff groups in safeguarding and mental capacity
interagency working
audit activity
policy development
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•

implementation of Healthcare for All4 targets relating to the health care of people with a
learning disability.

Table 3 – Safeguarding Adults Team members by Whole Time Equivalent (WTE)
Role
Lead clinician
LD co-ordinator
Administrator

WTE
1.0
0.8
0.8

It has been identified that the current structure within the safeguarding team does not meet the
demands of the adult safeguarding activity and therefore a review of the staffing within the team will
be undertaken in September 2012.
7. Safeguarding Adults activity
The safeguarding adult’s team has had an increasing number of safeguarding alerts and referrals
since the last review. Over the past 12 months, 733 referrals were received from various boroughs
(see Table 4). This represents an increase of 74% from last year.
Table 4 – No. of referrals to the Safeguarding Adults Team April 2011 to March 2012, by borough of
residence
Borough of
residence
Lambeth
Southwark
Lewisham
Other borough
No Fixed Abode
Total

Number
of cases

Percentage
270
282
58
116
7
733

36.8%
38.5%
7.9%
15.8%
1.0%
100%

The vast majority of referrals relating to alleged abuse relate to suspected abuse that occurred in
the community. Abuse alleged to have taken place in the hospital is less than 5%.
The majority of referrals relate to suspected neglect, physical or sexual abuse, or to vulnerable
people who require protection from potential abuse (see Table 5)
Table 5 – referrals to the Safeguarding Adults Team April 2011 to March 2012
Reason for referral/concern
Alleged abuse cases:
Neglect
Physical abuse
Financial abuse
Sexual abuse
Psychological
Self Harm / Neglect
Institutional abuse
Discriminatory abuse

% of cases
40
30
11
05
02
12
00
00
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Reason for referral/concern
% of cases
Liaison (non-abuse) cases
Adult at risk liaison
286
LD liaison
185
Best interest decisions
06
Discriminatory abuse
00
Liaison (non-abuse) cases
Adult at risk liaison
LD liaison
Best interest decisions

46
46
08

Of the cases where abuse was not suspected, most were either preventative work with adults at risk
of abuse or liaison to support patients and families/carers. Many of these cases required substantial
interagency liaison, assisting with care and discharge planning and ensuring follow up was arranged
with local authority and community health teams. Liaison makes up approximately 65% of referrals.
There were 14 cases where the team offered support to clinicians in applying best interest
procedures under the Mental Capacity Act (2005).
Learning disabilities
The Healthcare for All report (2008)4 of the independent inquiry into access to healthcare for people
with learning disabilities called for all NHS health services to make ‘reasonable adjustments’ for
supporting people with learning disabilities and their families and carers including provision of
systems of practical support and service co-ordination and accessible information. Key areas also
include staff training on learning disabilities, patient and carer involvement, review of accessibility.
A ‘Healthcare for All’ action plan (see Appendix 3 for summary) has been scoped out and continues
to be implemented. The Learning Disabilities Co-ordinator has enabled King’s to improve recording
of visits to the Trust by those with learning disabilities, allows reasonable adjustments to be offered
through safeguarding adults systems and increases the understanding by general staff of the
requirements of this patient group.
Information sharing
In addition to statutory information sharing with Local Authorities, we also share information with
other agencies, within the guidance of the Caldecott guardian. Information sharing occurs on a
weekly basis related to current safeguarding adult cases with King’s discharge co-ordinators,
hospital based social workers and local learning disabilities teams.
Achievements during 2012
-

The Safeguarding Adults lead was invited to speak at UK Association for Continence Advice
(ACA) annual conference in May and their London conference in July and will be presenting
again in 2013

-

The Safeguarding team are working with AgeUK Camden Opening Doors project addressing
health inequalities that older LGBT service users may encounter in hospital settings

-

Safeguarding and Learning Disabilities have been represented at several open days and events
in the Boroughs.
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-

A safeguarding adults article has been accepted for publication by Nursing Times.

Progress and gaps within the assurance framework – reference
The Trust has a dedicated safeguarding adult’s page which is accessible on KWIKI via the Trust
Intranet and contains up to date information on all matters relating to adult safeguarding including
what to do if staff have concerns.
The safeguarding adult’s team have developed a secure database for recording safeguarding adults
and learning disability referrals and has been designed using the recent NHS Pan London2
guidance criteria.
It has been identified that there is a need to develop a trust wide flagging system for both children
and adults with safeguarding concerns and a database which has secure access and contains all
the information related to individual cases. Currently adult safeguarding and learning disability
‘special cases’ are added to the Emergency Department Symphony IT system so that staff can be
informed of any relevant information which would affect their care. The safeguarding adults team
are working with IT to find an interim solution for a Trust wide flag using existing technology
Green status
• The Trust currently responds to safeguarding alerts within an appropriate timeframe
• A bespoke database has been developed within the team to reflect the Pan London2
guidance
• On target to have implemented ISA requirements
• Annual report presented to the Board
• Level 1 safeguarding leaflet distributed to all staff achieved 100% target in November 2011
• Weekly ED review of adults at risk meeting and monthly review of frequent attenders
• NHS London SAAF including PREVENT completed August 2012

Amber status
•
•

Train the trainer programme to be implemented to address level 2 training figures
Currently staffing levels within the team are struggling to meet the demands of the adult
safeguarding activity. A review of the team activity will be undertaken in September 2012.

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

Review Trust’s capacity and capability to deliver on safeguarding adults requirements both
current and anticipated,
Review the effectiveness of systems to enable us to understand and plan to meet the full
range of needs of people with learning disabilities
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The Committee is asked to:
1. Note the contents of this report which provides an overview of risk and governance.
2. Make any recommendations as necessary
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Appendix 1
King’s Safeguarding Adults Action plan
Requirement and target date
Identification and protection of adults at risk
including people with learning disabilities:
Healthcare for All recommends that we collect the
data and information necessary to allow people with
learning disability to be identified by the health
service and their pathways of care tracked
Database and tracking system required to identify
patients if and when re-admitted.
Support and training for front-line staff:
Target: 100% of staff (all groups) trained to level 1
80% (clinical staff) trained to level 2

Achieved to date
Action plan / to be addressed
Reporting / referral system in
Working with EPR for solution using existing technology to
place and database of cases is track and flag
in place
Tracking system not yet in
place

Level 1 Training is still
available via e-learning for
non-clinical staff
Level 2 training provided at
corporate induction (replacing
level 1) from December 2011.

A ‘train the trainers’ programme to be implemented late
2012 to coincide with the dementia CQINN

Investigators training (level 3)
is being offered by Southwark
LA

Identify essential staff for level 3 training

Medical staff induction partially
achieved through bespoke
sessions

Medical staff safeguarding induction to be addressed
using web-based training
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Requirement and target date
Interagency working regarding safeguarding
alerts and cases
Best practice drawing on recommendations of
serious case reviews such as the Stephen Hoskin
case (Cornwall) calls for development of a system
for Emergency department review of safeguarding
alerts including people with learning disabilities

Achieved to date
Basic system in place with
attendance at partnership
boards and subgroups, and
working with social services

Action plan / to be addressed
Emergency department pathways for pregnant women
with mental health problems to be developed

Weekly review of adults at risk
in ED and a monthly frequent
attenders review in place
Daily/weekly information
sharing from secure database
to ED and SS’s
ED pathways for identifying
adults at risk, including people
with alcohol withdrawal, and
mental health problems have
been developed

Workforce
Following the change of Government in 2010 the
registration part of the Vetting and Barring Scheme
was put on hold pending further review. The Trust
introduced the elements that became law in October
2009, including the requirement to refer cases of
concern to the Independent Barring Board.

Implementation of Mental Capacity Act and
Deprivation of Liberty Safeguards
This requires us to ensure proper process for the

There is a duty to make
referrals to the ISA where an
individual has harmed or
risked harm to a child or
vulnerable adult.

Process pathway for SGA/LD referrals being developed by
the SGA team with SS’s and hospital SW’s

The Trust will introduce any new measures once the
Government has concluded the timeframe and detail of
their introduction following their review.
The Government did outline their plans in July 2012
following their review. This is now being considered by
NHS Employers and NHS Organisations generally (August
to October 2012).

Induction training is in place
This process has been initiated but ongoing support for
for all staff. This provides basic implementation is required including the development of
awareness of the MCA.
electronic consent, procedures for supporting research,
involving people who lack capacity and addressing
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Requirement and target date
Assessment of mental capacity and making best
interests decisions, including involvement of the
Independent mental Capacity Advocate (IMCA)
service
All clinical staff who are involved in capacity
assessment and best interests decisions to be
trained to level 2 over 3 years

Achieved to date
Consent training via ICON elearning is mandatory for
medical staff and incorporates
an appropriate level of MCA
training.

Action plan / to be addressed
Capacity assessment for people with learning disabilities.
This needs to be done through ongoing safeguarding
service. Some strategic work and policies / procedures
can be jointly developed with GSTT.

Non-medical staff do not
access ICON training therefore
alternative training must be in
place. E-learning is available
and a limited number of
supplementary taught
sessions commissioned by the
Local Authorities.

Basic awareness information to be combined with
safeguarding awareness and attached to payslips October/November 2011

Legal team administer IMCA
referrals and advise on
complex cases. Safeguarding
team provide front-line support
for complex individual cases
(1- 2 referrals per week)
Mental Capacity Act training and application

MCA issues to be embedded
into level 2 safeguarding
training. A resource pack has
been designed.
Low levels of training uptake

Restraint Policy

Discussed at
MCA/Safeguarding Adults
steering committee as a policy
for restraint is advised in the
Pan London Policy2

‘Prevent’ (anti terrorist awareness) has been included in
level 2 training

Safeguarding team to provide ongoing support to front-line
staff
Legal team to provide ongoing legal advice and
administration of IMCA
Ongoing resource for safeguarding team required to
ensure in-house support and staff training is provided
Plan to re-launch MCA e-learning with structure of support
from Safeguarding adults and Legal departments
Awareness raising days/Policy & workshop launch day
and ward champions to be developed
Focus group to write draft policy to include appendices for
different requirements in areas of the hospital.
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Requirement and target date
Pan London SAAF
The framework draws on related standards such as
CQC Essential Standards of Quality and Safety;
ADASS National Framework of Standards for Adult
Protection and the proposed NHS Outcomes
Framework. It applies these to safeguarding adults
within healthcare settings.

Achieved to date

Action plan / to be addressed

Achieved to date
The Trust signed up to the
early implementers
safeguarding adults self
assessment framework in
January 2011.

Action Plan/to be addressed

SAAF completed August 2012
including PREVENT
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Appendix 2
Definition of an ‘adult at risk’:
An adult aged 18 years or over ‘who is or may be in need of community care services by
reason of mental or other disability, age or illness; and who is or may be unable to take care of
him or herself, or unable to protect him or herself against significant harm or exploitation’ (DH,
2000). This definition is taken from the current Department of Health guidance to local
partnerships. An adult at risk may therefore be a person who:
• Is elderly and frail due to ill health, physical disability or cognitive impairment
• Has a learning disability
• Has a physical disability and/or a sensory impairment
• Has mental health needs including dementia or a personality disorder
• Has a long-term illness/condition
• Misuses substances or alcohol
• Is a carer such as a family member/friend who provides personal assistance and care to
adults and is subject to abuse
• Is unable to demonstrate the capacity to make a decision and is in need of care and
support
King’s safeguarding adults policy refers to vulnerable adults who are over the age of 18 years
and who are under the care of staff employed by King’s College Hospital NHS Foundation
Trust, or patients who are admitted to the Trust and where the staff suspect abuse has taken
place outside the Trust.
In real terms the people most likely to be assessed as vulnerable are those adults who:
•
•
•
•
•

Are elderly and very frail
Suffer from mental illness, including dementia
Have a physical or sensory disability
Have a learning disability
Suffer from a severe and incapacitating physical illness
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Appendix 3:

Healthcare for All and Six Lives recommendations

The Healthcare for All4 Report made 10 key recommendations for improvement.
Recommendations relevant to Acute Trusts / Teaching Hospitals are:
Recommendation 1
Those with responsibility for the provision and regulation of undergraduate and postgraduate
clinical training must ensure that curricula include mandatory training in learning disabilities. It
should be competence-based and involve people with learning disabilities and their carers in
providing training.
Recommendation 2
All healthcare organisations, including the Department of Health should ensure that they collect
the data and information necessary to allow people with learning disability to be identified by
the health service and their pathways of care tracked.
Recommendation 3
Family and other carers should be involved as a matter of course as partners in the provision of
treatment and care, unless good reason is given, and Trust Boards should ensure that
reasonable adjustments are made to enable them to do this effectively. This will include the
provision of information, but may also involve practical support and service co-ordination
Recommendation 4
Section 242 of the National Health Service Act 2006 requires NHS bodies to involve and
consult patients and the public in the planning and development of services, and in decisions
affecting the operation of services. All Trust Boards should ensure that the views and interests
of people with learning disabilities and their carers are included.
Recommendation 10
All Trust Boards should demonstrate in routine public reports that they have effective systems
in place to deliver effective, ‘reasonably adjusted’ health services for those people who happen
to have a learning disability. This ‘adjustment’ should include arrangements to provide
advocacy for all those who need it, and arrangements to secure effective representation on
PALS from all client groups including people with learning disabilities.
Six Lives Report
The Health Service Ombudsman and the Local Government Ombudsman made three
recommendations:
All NHS and social care organisations in England should review urgently:
o

o

The effectiveness of the systems they have in place to enable them to
understand and plan to meet the full range of needs of people with learning
disabilities in their areas, and
The capacity and capability of the services they provide and/or commission for
their local populations to meet the additional and often complex needs of people
with learning disabilities, and should report accordingly to those responsible for
governance of those organisations within 12 months of the publication of the
Ombudsmen’s report.

_____________________________________________________________________
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Appendix 4
Relevant legislation and other drivers
•

‘No Secrets’ (DoH 2000)1 guidance on safeguarding adults (currently under revision
with new NHS guidance expected early 2010 and Legislation announced that will
require Safeguarding Adults Boards to be created with similar structure to
Safeguarding Children Boards)

•

Mental Capacity Act 2005 and Deprivation of Liberty Safeguards 2009

•

Safeguarding Vulnerable Groups Act 2006 and Vetting and Barring Scheme (effective
from October 2009)

•

“Healthcare for All: report of the independent inquiry into access to healthcare for
people with learning disabilities” 2009 and “Six Lives: the provision of public services to
people with learning disabilities: A report by the Health Service Ombudsman and the
Local Government Ombudsman “

•

NHS London Learning disabilities performance and self-assessment framework 2010:
The Trust is expected to work with commissioners to address this and to be
prepared for requests for information for the response to the NHS and Parliamentary
Ombudsman in March 2010. The Framework covers requirements of ‘Six Lives’ and
‘Healthcare for All’4, Mental Capacity Act, Human Rights Act and DDA specific to
people with learning disabilities. Key areas for acute trusts also include:
•
•
•
•
•

•
•

having a named skilled ‘link person’ for learning disabilities
90% of staff to have received training
making complaints procedures accessible
addressing the needs of people from minority ethnic groups
preparation of data on discharge planning for people with learning
disabilities.

Duty to Cooperate legislation – this is being prepared by the Department of Health and
will impose a legal duty on NHS and LA to work together to improve adult care including
exchange of information regarding safeguarding concerns
Care Quality Commission regulations 2010 on ‘Safeguarding Vulnerable people who
use services’
Regulation 9 – The registered person must make suitable arrangements to
ensure that service users are protected against the risk of abuse by means of—
taking reasonable steps to identify the possibility of abuse and
prevent it before it occurs; and
responding appropriately to any allegation of abuse made by a
service user or a person acting on behalf of a service user.
Regulation 16 – Consent to care and treatment
16. The registered person must have—
(a) suitable arrangements in place for obtaining, and acting in
accordance with, the consent of service users in relation to the care
and treatment provided for them; and

_____________________________________________________________________
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(b) regard to any guidance issued by the Secretary of State or other expert body
in relation to the matters referred to in paragraph (a).
•

The NHS Litigation Authority Risk Management Standards for Acute Trusts (2008)
standards 2 and 3, which requires us to have systems in place for managing and
monitoring risks associated with safeguarding adults and for training and supporting
staff in the management of risks. The Trust is currently at level 2 and would like to
achieve level 3 by 2010.

References
1.‘No secrets’: guidance on developing and implementing multi-agency policies and procedures
to protect vulnerable adults from abuse (DoH 2000 reviewed 2010)
2. SCIE Report 39: Protecting adults at risk: London multi-agency policy and procedures to
safeguard adults from abuse (2011)
3. CQC Safeguarding and Safety Outcome 7: Safeguarding people who use services from
abuse. Quality and Management Outcome 16: Assessing and monitoring the quality of service
provision
4. Healthcare for All: report of the independent inquiry into access to healthcare for people with
learning disabilities (DoH 2008)
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1.

Background/Purpose

This report provides an overview of the actions undertaken by the Trust to achieve SameSex Accommodation (SSA) compliance.
2.

Action required

The Board is asked to note the contents of this report which was discussed at the Quality
and Governance Committee.
3.

Key implications

Legal:
Financial:

EMSA compliance forms part of the Care Quality Commission
registration
Non-compliance will incur financial penalties.
The cost of undertaking changes to the Estate has been included in
the 2010/11 capital programme

Assurance:

Detailed quarterly reports are made to the Board of Directors to
highlight progress with the delivery plan

Clinical:

Significant quality issues that have arisen are summarised. The
priority to admit patients and treat them promptly still remains.

Equality & Diversity:

Performance:

This report has been subject to an equality impact assessment.
Actions addressed in this paper are not believed to disadvantage
any groups of patients or staff. Addressing the areas of noncompliance will ensure that all patients are treated in SSA
Daily monitoring via the SSA database takes place and
performance is monitored by the LSL Alliance bi-monthly. All
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Strategy:
Workforce:
Estates:

Reputation:

breaches are also reported on UNIFY to NHS London
Risks highlighted in this report are recorded on the Trusts Risk
Register and are monitored via the quarterly report to the
Governance Committee.
All relevant staff have been made aware of the requirement to place
patients in SSA
Changes to some clinical areas have been identified and are being
progressed. There is a process to ensure that all future
developments are SSA compliant
Failure to be single sex complaint would impact on the trust’s future
reputation
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1.

Performance during 2011/2012

The table below demonstrates the performance in relation to eliminating mixed sex
accommodation between April 2011 and March 2012 and their location.
Between June and October 2011, the trust was free from MSA breaches, but disappointingly
in November 2011 reported breaches on 2 occasions and in January 2012 a further 2
occasions affecting 4 other patients due to a day cases not being discharged prior to
admission of the following list of patients who were of the opposite gender, as a result of a
drive to create single sex lists. February and March 2012 were the first breach free months
since 2011.

Ward
Day Surgery Unit
Day Surgery Unit
Todd SSDU Ward
Todd SSDU Ward
Day Surgery Unit

No. of Breach
Date of Breach
Patients
06-Apr-11
28-Jun-11
22-Nov-11
30-Nov-11
06-Jan-12
Feb - 12
March - 12

1
2
1
1
2
0
0

No. of Affected Total
Patients
Breaches
5
6
5
7
2
3
2
3
4
6
0
0
0
0
TOTAL YTD
25

A number of initiatives have been implemented over the course of the year to improve
performance, including
 All children over the age of 10 years who are admitted to a ward are asked their
preference for single gender and similar age accommodation which is recorded in
their notes.
 Alteration of theatre lists in day surgery to alternative times with more single sex and
adult or child lists.
 The purchase and use of portable screens in endoscopy, angiography and cardiac
catheterisation.
 Completion of building alterations in Waddington and Clinical Decision Units in the
Emergency Department.
 Trust approval of business plan to redevelop the Endoscopy department to ensure
single sex provision, to be completed in November 2012.
Performance from April 2012 to date.
From April 2012 the number of breaches related to ITU have increased (“step down
breaches”). A step down breach occurs when there is a failure to discharge a patient out of
ITU within a 6 hour time frame after a decision to discharge the patient has been made. The
table below highlights the number of step down breaches that have occurred since April
2012 to date.
MSA breaches reported
Month
April 2012
May 2012
June 2012
July 2012
Total

Delayed discharge
breaches
41
29
54
55

MSA reported breaches

179

179

41
29
54
55
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These breaches have occurred in part because of the limitations of the ITU environment and
an inability within ITU to segregate the patients of different gender; and in part due to the
increased pressure on beds in the Trust resulting in there being a lack of beds* to discharge
intensive care patients to when they are ready to leave the intensive care unit.
In a situation where there is a shortage of beds there are a number of competing priorities;
the first priority in is to ensure that patients who require isolation due to infection are
appropriately placed, and then that patients who are in the Emergency Department, are the
appropriately placed. The priority is then to discharge patients from Intensive Care to clinical
environments where the patients can be safely cared by staff with the right clinical skills and
expertise, and preferably in a single sex environment. We aim to preserve single sex ward
areas within the hospital at all times.
This is a capacity issue and the situation cannot be remedied by a change in practice or
approach, however, efforts are made to preserve the privacy and dignity of patients as far as
is possible when they are in ITU. A reduction in demand or an increase in single sex critical
care capacity is required to solve the problem. A capital development of critical care will
begin next year. We would welcome a further visit from commissioners and stakeholders to
review the measures we are putting in place in the meantime.
Patient Satisfaction in relation to single sex accommodation
As breaches across the trust overall have decreased, patient feedback through the HRWD
survey has seen a corresponding overall improvement. Despite the ITU delayed discharge
breaches there has been no corresponding deterioration in the HRWD scores and although
these patients would not be surveyed in ITU, they are surveyed once on the ward,
suggesting that delays in discharge from ITU are not negatively viewed by patients.

* Since winter 2011 and as a result of becoming a trauma centre the numbers of patients passing through ED per
day ranges from 350 – 400 per day with around 60 – 70 of those being admitted and a further 40 admissions
occurring via the elective route. This pressure has continued since the winter and as a minimum 110 patients per
day need to be discharged in order to accommodate these admissions and to ensure that there is flow through
the system.
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For Report

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.
4
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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
5
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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.

3.

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.

6
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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.
3.2

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
7

Enc 2.6.5
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
8
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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
9

Enc 2.6.5
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
11
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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
12
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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
14
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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
17
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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
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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

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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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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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
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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
Leadership
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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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

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

Results on IC scorecard

Director of Nursing

Director of Nursing
Director of Nursing
Director of Operations.

Director of Operations
DIPC

Director of Nursing
Medical director
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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.
Completed November 23rd 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
From April 2012

Board assurance

Progress

Report
Report twice
yearly in DIPC
quarterly report

Board level
responsibility

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

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

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

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.

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

Dep DIPC /
Infection
Control Doctor

49

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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Report to:

Board of Directors

Date of meeting:

25 September 2012

Subject:

Annual Workforce Report 2011-2012

Presented by:

Angela Huxham, Executive Director Workforce Development

1.

Background/Purpose

The report summarises the Trust’s 2011-2012 workforce profile, directorate activity,
progress and achievements in the period since the last report and outlines planned future
developments.

2.

Action required

The Board is asked to note the report.

3.

Key Implications

Legal:
Financial:
Assurance:
Clinical:
Equality and Diversity:
Performance:
Workforce:
Strategy:
Estates:

4.

1

Legislation on workers and the workplace continues to expand
Staff pay account for two thirds of Trust expenditure
The Board receives assurance on workforce matters via the Board
Committee structure
Effective workforce strategy has been evidenced to significantly
impact on organisational performance 1
King’s compliance with statutory equality duties are reported to the
Equality and Diversity Committee
As outlined in this report
King’s workforce has grown 21% in 5 years
Effective workforce strategy been evidenced to significantly impact
on organisational performance1
Growth in King’s workforce challenges support services capacity
and the availability of non-clinical space

Components

Section 5 – Introduction
Section 6 – Review of 2011-12
Appendix 1 – Workforce profile
Appendix 2 – Staff Management Performance Scorecard as at 31 March 2012

West, M.A. & Borrill, C.S. (2002) Effective human resource management and lower patient mortality; West, M.A., Borrill, C.S.,
Carter, M., Scully, J.W., Dawson, J. & Richter, A. (2002-2005). Working together: Employee involvement in organisational
performance in the NHS.
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Annual Workforce Report 2011/12
5.

Introduction

King’s workforce growth continues its upward trend. At 31 March 2012, 9645 staff were
contributing to patient care either at the front line or in a support capacity. Whether
employed by the trust or Medirest, volunteering or working in an ‘honorary’ capacity, each
individual comes into direct or indirect contact with Workforce Directorate services during the
lifecycle of their engagement at the hospital. Workforce growth challenges our capacity to
deliver and sustain quality and efficiency. This paper sets out the challenges, initiatives,
solutions and achievements since last year.
The Board receives specific compliance assurance in respect of Workforce Directorate
functional activity and performance via Executive and/or Board Committee as follows:
• Equality and Diversity Committee: King’s statutory equality duties
• Education Committee (through Strategy Committee): Pre-registration, postgraduate,
medical and non-medical education and training activity and performance;
educational standards (e.g. GMC survey results); MDECS compliance as a Lead
Provider; and Learning and Development Agreement compliance
• Organisational Safety Committee (through Quality and Governance Committee):
Statutory and mandatory training as required by our regulators
• King’s Executive (through Quality and Governance Committee): National staff
attitude survey

6.

Review of 2011-2012

6.1

Workforce Trends:
King’s workforce data is set out at Appendix 1. Over the 5 years to 31 March 2012,
the employed workforce had grown by 21% (Appendix 1, page 1); since accreditation
in 2009, King’s Health Partners had generated a 160% increase in honorary contract
holders and the volunteer programme had increased the voluntary staff to over 500
(Appendix 1, page 3). There are also 800 staff working for facilities contractor
Medirest.

6.2

The Workforce Directorate supports the delivery of the Trust’s organisational strategy
and objectives, through delivering education and a range of support services. These
include developing staff to maximise their career potential, facilitating operational
areas in their workforce management and supporting staff while at work.

6.3

The 2011 national staff survey results indicated an overall improvement in key
indicators (Appendix 1, page 9). Targeted divisional action plans are addressing
issues raised through the survey.

6.4

Appendix 2 is the Staff Management Performance Scorecard as at 31 March 2012. It
demonstrates the challenge facing the organisation in meeting mandatory training
compliance targets. In 2012-13, King’s will be reassessed against the NHS Litigation
Authority Acute Risk Management Standards with new targets now at 95%. 2011-12
introduced the framework to achieve significant improvement in 2012-13.

6.5

Education
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Last year’s report highlighted three principal issues of concern which led to the
establishment of a KCH Education Committee reporting into the Board Strategy
Committee. Chaired by the Director of Workforce Development with KHP, KCL, KCH
executive and KCH multi professional representation, the committee is well placed to
engage constructively and influence national, regional and local developments.
6.6

Last year’s first concern related to unsuitability of on-site education facilities at King’s.
By the close of 2011-12, clinical recall training (resuscitation, moving and handling,
etc.) had moved into a dedicated new suite in Jennie Lee House. By the end of
October 2012, King’s new Education and Training Centre will be complete and in
operation on the KCH Business Park with an official launch on 30 November 2012.
Well equipped with interactive technologies, the centre will bring together in one place
a range of award winning leadership programmes, management and professional
development; skills, apprenticeship and vocational training; corporate, nursing and
midwifery induction; and other compliance courses. The efficiencies generated from
co-location of resources and direct administrative control of room bookings will deliver
additional capacity for re-investment in staff development and significantly reduce
wasted time for front line staff and trainers.

6.7

King’s postgraduate medical and dental conference centre remains in KCL’s Bill
Whimster suite in the Weston Education Centre (WEC). But with the near completion
of KCL’s refurbishment of the WEC, King’s continues to press for a new purpose built
simulation suite for both undergraduate and postgraduate usage.

6.8

The second concern related to the future architecture for education commissioning and
contracting both nationally and regionally. With the establishment of the new Health
Education England (HEE) this autumn, trusts across London have worked in
conjunction to determine the regional architecture for new Local Education and
Training Boards (LETBs). London has moved to establish 3 LETBs, a South London
LETB and two LETBs north of the river. Two members of King’s Education Committee
have seats on the SLLETB Project Board, other members are very much engaged in
influencing principles and planning.

6.9

South London LETB will receive its share of London’s £1.2bn funding to spend on the
region’s education and development of new and existing healthcare professionals and
support staff. King’s Education Committee has an important role in informing and
influencing the SLLETB’s priorities.

6.10 The third concern related to proposed changes in MPET (Multi Professional Education
and Training) funding, King’s currently receives £45m. Aside from the proportion
which will in future be managed by LETBs, the Service Increment for Training (SIFT)
remains under threat of reduction. The SLLETB provides an additional route for King’s
to exert its influence in addition to the Finance voice.
6.11 On behalf of KHP, King’s again secured success as Lead Provider for Phase 2
bundles of postgraduate education provision under the Medical and Dental Education
Commissioning System. As the 3 London LETBs establish themselves, the future
arrangements for medical education commissioning and provision across London can
be anticipated to be the subject of review.
6.12 Systems Infrastructure
To support the operational frontline, 2011-12 objectives majored on the
implementation and embedding of systems infrastructure, providing management with
the tools and visibility to deploy their staff resources with maximum efficiency. The
2012-13 challenge is embedding these to realise the potential financial gains and
transform historical approaches to staff resource management.
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6.13 Three new systems currently in implementation are medical e-job planning, medical erostering and WIRED. The first two provide doctors and service managers with
visibility of planned individual activity and working patterns. The third is a trust wide
record of mandatory training, transparently identifying individual compliance and giving
managers the information they need to improve performance against target.
6.14 Non-medical e-rostering roll out was substantially completed in March 2012 for over
4000 staff. It provides managers with an e-tool to plan complex ‘off duty’ rotas,
eliminates the inefficiencies of paper, facilitates a direct interface with payroll and
optimisation of accumulated under/ over contracted hours. Study days, annual leave
and mandatory training can be planned appropriately affording opportunity to reduce
Bank/ Agency usage. Staff users of e-rostering have gained the benefit of
transparency, fairness, the ability to ‘self-roster’ and the assurance that they neither
‘gain’ nor ‘lose’ paid time.
6.15 During the year, we introduced document verification technology which speeds the
process of pre-employment identity checking and provides enhanced assurance that
new hires are working legally. In consequence, a UK Borders Agency inspection in the
New Year passed without issue. King’s work in this area is featured as a case study
on the NHS Employers website.
6.16 ‘Brand’ is all important in a competitive market and in November 2011 we launched our
new e-recruitment microsite. It features our recently developed e-recruitment brochure
and importantly showcases why King’s is an employer of choice. Potential job
applicants can get a feel for our culture, values and ethos by exploring all that the trust
has to offer in career and development opportunities plus the benefits of KingsFlex,
on-site childcare, etc. The microsite complements our unique ‘on-boarding’ website to
which each successful candidate is introduced to their new employer even as they
work out their notice prior to joining.
6.17 National and Regional Infrastructure
King’s benefits from our resourcing team’s nationally acknowledged expertise in erecruitment systems. We were invited by the Department of Health to work with their
software provider on the development of the new national e-recruitment tool, NHS
Jobs 2. King’s experience and input has ensured that essential modifications and
improvements have been taken on board. NHS Jobs 2 will be launched in December
2012.
6.18 In 2011, King’s Associate Director : Workforce Planning was recognised for her early
work in initiating the ‘streamlining staff movements’ project for which she together with
an NHS London colleague, received a national award. Since then King’s has
continued to lead the regional project working closely with the London Deanery and
London HR Directors to achieve the e-transfer of key employee records with staff as
they move between NHS organisations. The success of the new link is attested by its
use in 93% of acute trusts in the capital. The efficiencies gained benefit all trusts, as
the need for junior doctors on rotation to repeat pre-employment checks like CRB and
most significantly, mandatory training are significantly reduced.
6.19 King’s education and development team is leading regional rationalisation of
mandatory training. Working closely with ‘Skills for Health’, this work stream supports
the staff movements project by enabling trusts to accept from new hires any accredited
‘in-date’ compliance training completed with a previous NHS employer.
6.20 Medical Productivity and Revalidation
The Workforce Directorate’s medical management team were key members of the
Medical Director’s productivity project team. Providing essential professional advice
and input they supported a major review of consultant job plans in identifying ‘double
counting’ inefficiencies or inconsistencies, ensuring that necessary changes were
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implemented in accordance with contractual terms and conditions and employee
relations best practice. The outcome was a transparent, centrally held, analysable
data-base of consultant activity and productivity metrics for each specialty. This will
continue to be sustained and managed within the directorate giving further potential for
service/ individual productivity improvements.
6.21 New General Medical Council (GMC) requirements mean doctors must demonstrate
their fitness to practise and be revalidated every five years with regular appraisals
based on GMC medical and behaviour standards; in preparation, 360° appraisal
training has been rolled out, regular self-assessment has taken place with subsequent
review and development of key policies and frameworks to ensure the Trust’s
readiness for the implementation of revalidation at the end of 2012.
6.22 Employee Relations
Within the last 12 months the NHS has been subject to three episodes of national
industrial action. A majority of NHS and other public sector trade unions called a
national strike on 30 November 2011 (but not the BMA or RCN). Working closely with
staff side colleagues, the employee relations team minimised disruption for patients
and succeeded in maintaining good on going employee relations. Further industrial
action was called by Unite on 10 May 2012 and a strike by the BMA on 21 June 2012.
These actions were less well supported by union members than in the previous
November but again, close partnership and liaison with regional officers and local
stewards avoided disruption to patient services.
6.23 Appendix 1, page 9 summarises employee relations activity and 2011 national staff
survey outcomes.
6.24 Resourcing
Our transactional processing and quality delivery are continually challenged by
increases in workforce. Our advisory and design roles in the recruitment and training
of volunteers, for example, added to the programme’s success but challenged the
administrative capacity and our availability of space to train the increased intake.
Vacancy and turnover targets were consistently met in 2011-12 (Appendix 1, page 3)
and quality has been sustained but creative new solutions are actively being sought in
2012-13.
6.25 National Terms and Conditions Implementation
Arising from the ‘Agenda for Change’ (AfC) pay reforms in 2004, Trusts were required
to give notice to terminate existing ‘on-call’ arrangements effective from April 2011 and
to agree local arrangements. In partnership with local staff side, a King’s multiprofessional group developed a new on-call scheme for formal consultation and
became one of the first trusts nationally to reach agreement and implement. The final
tranche ‘went live’ with the new Scheme in April 2012.
6.26 A second AfC reform involved nationally set recruitment and retention premia (NRRP)
for specific jobs. At King’s, NRRP pay supplements applied to maintenance craft
workers and chaplains. A 2009 equal pay test case led to the cessation of national
premia and King’s undertook a comprehensive review to determine whether market
pressures locally justified the continuation of local RRP, which it did not.
6.27 During 2011 the Trust completed local administration of the national ‘Pensions Choice’
exercise. The potential impact of further pensions reform and HMRC changes were
outlined in information sessions made available particularly for ‘high earners’ as the
ones most likely to be impacted. Those choosing to leave the NHS Pension Scheme
could explore the 'retire and return' options set out under KingsFlex.
6.28 Appendix 1, page 5 identifies NHS Pension Scheme membership and ethnicity. Optout of scheme membership had risen by 3.5% to 24% in March 2012. The introduction
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of statutory ‘auto-enrolment’ into a pension scheme from April 2012 may generate a
fall in the opt-out rate leading to potential cost pressures of up to £7.5m employer
contributions.
6.29 Health, Wellbeing and Engagement
Appendix 1, page 4 summarises King’s sickness absence. Focused activity and
support to line managers with preventative interactions has seen a halt in the rise in
sickness absence during 2011-12. In 2012-13, the team has been restructured to
introduce a dedicated resource focus to identify absence ‘hot spots’ for a targeted
approach. We aim to reduce absence to our 3% target.
6.30 In 2011-12, a dedicated physiotherapy service was introduced into the Occupational
Health and Wellbeing team. Appendix 1, page 8 demonstrates the rise in uptake of
the service from 287 patients in 2011, to 366 in 2012. Year one of the new service
saw days lost due to musculoskeletal complaints down by 30% (c.3900 days).
6.31 In 2012 the Trust achieved the NHS Sport and Physical Activity Challenge Gold Award
for our Active King’s initiative which encourages staff to improve their lifestyle choices.
6.32 During 2011-12 King’s implemented the DH Equality Delivery System (EDS) after an
independent assessment against the EDS outcomes. A full set of equality objectives
are now being mainstreamed into daily business.
6.33 King’s ‘staff engagement’ score continues in the top 20% nationally in the NHS staff
survey.

7.

Recommendation

The Board is asked to note the activity and achievements in 2011/ 12 and the developments
going forward into 2012-13.
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Name

Board of Directors

Chair

Trust Chair

Executive Lead

Chief Executive

Secretary

Director of Corporate Affairs & Trust Secretary

Membership

All members of the Board of Directors

Quorum

4 Directors of which two are non-executive directors and two are
executive directors.

Frequency

Monthly with the exception of August.

Attendees

Director of Corporate Affairs
Director of Capital, Estates and Facilities
Director of Strategy

Main Purpose

To determine the overall strategy and monitor performance of the
Trust, ensuring it meets its statutory and regulatory obligations and
provides the best possible service to patients, within resources
available.

Schedule of
decisions
reserved for the
Board

•

Strategy, Business Plans and Budgets.

•

Standing Financial Instructions.

•

Establishment, terms of reference and reporting arrangements for
all sub-committees of the Board.

•

Significant items of capital expenditure or disposal of assets.

•

Arrangements for the appointment/removal and remuneration of key
staff.

•

Quality, financial and performance reporting arrangements.

•

Audit arrangements.

•

Investment policy for exchequer funds, and the discharge of trustee
responsibilities in relation to appeal funds or other donations.

•

Approval of the Annual Report and Accounts, including the Quality
Report/Accounts

Review Frequency: Annually
Last Reviewed: Version 1.0 – Approved by Board of Directors - 19 April 2012
Revised Version 2 for Board Approval - 25 September 2012
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•

Approval of Board Assurance and Risk Management
Strategy/Policy

•

Approval of the Annual Plan and self-certification statements,
having had regard to the views of the Board Council of Governors.

•

Approval of submissions to regulators.

Review Frequency: Annually
Last Reviewed: Version 1.0 – Approved by Board of Directors - 19 April 2012
Revised Version 2 for Board Approval - 25 September 2012

Enc 3.1.2

TERMS OF REFERENCE
Name of Committee

Finance and Performance Committee

Chair

Non-Executive Director

Executive Leads

Chief Financial Officer & Chief Operating Officer

Secretary

Corporate Governance Officer

Membership

All Board Members and Deputy Director of Finance, Assistant Director
Of Performance and Contracts and Head of Capacity Planning &
Service Development.

Quorum

Three members including at least one Non-executive Director and two
Executive Directors from the CEO, CFO and COO.

Frequency

Monthly

Overall Purpose



To monitor monthly finance, operational and quality performance
of the Trust.



Provide assurance to the Board of compliance against Monitor
governance and financial risk ratings.

Terms of Reference

1. Monitor the Trust’s Balanced Scorecard and other Trust-wide
performance issues, be made aware of the key current
performance issues and any indicators where there is a downward
trend in performance, and receive assurance that actions are being
taken to bring performance back on target.
2. Regularly review the Trust’s performance against the Care Quality
Commissions’ Annual Health Check assessment criteria and plans
to address any adverse performance.
3. Receive reports from Divisions on strategy, operational, quality and
financial performance against Trust’s KPIs, including plans to
address any key performance issues.
4. Review Trust performance against Monitor governance and
finance risk ratings prior to submission to the Board, including the
Annual Plan and quarterly submissions to Monitor.
5. To review the following financial areas:
− Financial Budgets
− Financial Statements
− Outline Capital Programme
− Delegated limits
− Financial Strategy
− Working Capital Requirements
− Projected and Actual Cash Flow
− Use and availability of working capital facilities

Review Frequency: Annually
Last Reviewed: Version 1.1 – Approved by F&P Committee – 24 July 2012
Revised Version 1.1 for Board Approval - 25 September 2012
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−
−
−
−
−
−
−
−
−
6.

Aged debtors and creditors
Capital Programme and major variances
Resource Implications of Risk Assessments from the Quality
and Governance Committee
Full year and medium term forecasts
Funding requirements
Borrowing requirements
Income and Expenditure
Balance Sheet position
CIP Updates including RAG rated proposals
To address any other matters arising to do with the Trust’s
Finance and Performance.

Reports to

Board of Directors

Receives reports from

Reports from all Reporting Committees are incorporated into the
monthly Performance Report.

Reporting Committees

Operations Committee
Performance Improvement Group
Divisional Monthly Performance Meetings
Capital Estates and Facilities Group
Business Continuity Group
Continuity Planning and Disaster Recovery

Review Frequency: Annually
Last Reviewed: Version 1.1 – Approved by F&P Committee – 24 July 2012
Revised Version 1.1 for Board Approval - 25 September 2012
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Finance & Performance Committee
Annual Report
April 2011 to March 2012
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1.

Introduction

The Trust’s Board of Directors has in place a delegated governance framework which
is underpinned by six Board committees. From April 2011- March 2012 these were:
Finance & Performance, Strategy, Equality & Diversity, Audit, Quality & Governance
and Remuneration & Appointments. Within this framework, the main purpose of the
Finance & Performance Committee is to monitor monthly finance, operational and
quality performance of the Trust and to provide assurance to the Board of compliance
against Monitor governance and financial risk ratings.
To coincide with the Trust’s financial reporting cycle this Committee annual report
covers the period from April 2011 to March 2012. During this time the Committee met
eleven times and this report summarises those meetings and the work of the Finance
& Performance Committee.
2.

Membership and Terms of Reference

The Finance & Performance Committee was chaired by the Trust Chair, a NonExecutive Director Michael Parker (until his end of term in November 2011) and then
by the Non-Executive Director Graham Meek. The Finance & Performance Committee
includes all members of the Trust Board, together with the Assistant Director of
Performance & Contracts, Deputy Director of Finance and Head of Capacity Planning
& Service Developments. Other persons may attend at the invitation of the Chair. This
enables a much fuller discussion and consideration of the key performance and
financial issues facing the Trust than it is possible to have during a busy Board of
Directors meeting.
Specific remit for the Finance & Performance Committee includes:
To review Trust-wide performance issues and where a downward trend in
performance to receive assurance that corrective actions are being taken to
bring performance back on target.
Regularly review the Trust’s performance against the Care Quality
Commissions’ Annual Health Check assessment criteria and plans to address
any adverse performance.
To review all the financial areas listed in the Committees Terms of Reference
(ToR)
To review Trust performance against Monitor governance and finance risk
ratings
The full ToR) are appended to this report for information in Appendix 1. The current
ToR was approved by the Committee in July 2011 and subsequently by the Board.
They will be reviewed in June 2012. Meetings are scheduled once every month and a
record of attendance is maintained.
There is a standing item at every Board of Directors meeting to receive the minutes
from Board Committee meetings, including the Finance & Performance Committee.
The terms of reference and annual reports of Board Committees, including the
Finance & Performance Committee, were formally received and discussed by the
Board of Directors at Board meetings between April and September 2011. The
purpose of this is to allow Executive and Non-Executive Directors to record their views
2
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on the performance of the various committees and to support the ongoing process of
Board self-certification.
3.

Work of the Finance & Performance Committee during 2010/11

3.1

Monitoring the Trust’s Balanced Scorecard and other Trust-wide
performance issues

The Trust’s scorecard for 2011/12 consisted of 57 key performance indicators grouped
into 5 sections:
Clinical effectiveness
Safety
Patient Experience
Financial & Operational Efficiency
Staff Measures
At each meeting the Committee received the latest Trust scorecard, showing, for each
indicator, the target, this month’s performance, last month’s performance and last
year’s performance; along with the RAG status and the trend in performance. Also
included were:
A divisional heat map showing the RAG rating of each Division’s performance
on each indicator for that month;
A graph for each indicator showing the trend in performance over the last 12
months.
Monthly Performance Report
Each month the committee receives a Performance Report which provides an outline
of:
Trust Performance – including key highlights, concerns and actions
Divisional Performance – including key actions/ areas of focus per Division
Regulatory/Contractual Performance – in relation to Monitor governance ratings
and CQUIN targets
The monthly report also includes Performance Reports on a specific area or issue and
reports for information. These have included:
Infection Control
18 Weeks Referral to Treatment Admitted target
Access Target Capacity Plan for every quarter in 2011/12
Emergency Quality Indicators 2011/12
Operational Objectives 2011/12
Monitor Compliance Framework Consultation and Operating framework
2011/12
3.2

Review the Trust’s performance against the CQC’s Quality Risk Profile

The Committee regularly reviews the Trust’s performance against the Care Quality
Commissions’ Quality Risk Profile and plans to address any adverse performance.
3.3

Receive reports from Divisions on strategy, operational, quality and
financial performance against Trust’s KPIs

Within the monthly Performance report a break down of performance by each Division
is included. The breakdowns comprise:
3
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Executive comment on performance
Key Divisional issues and the identified actions being taken to address
performance
In 2011/12, the Committee received extensive reports from the Trust’s 6 divisions:
06 September 2011
Critical Care Theatres & Diagnostics, Trauma Emergency & Acute Medicine
presented;
25 October 2011
Women’s & Children’s and Networked Services presented;
29 November 2011
Ambulatory Care & Local Networks and Liver Renal & Surgery presented.
3.4

Review Various Financial Areas of the Trust

The Committee received a Finance Report each month. The reports covered the
following areas:
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)
k)
l)
m)
n)
o)
p)

Overall financial position with key headlines;
Financial risk rating ratios;
Income and expenditure performance by division;
Expenditure by type;
Private Patient Income
Agency spend
Cash flow projection;
Delivery of CIPs;
Debtors analysis;
Creditors analysis;
Capital funding;
Capital expenditure;
Monitor risk rating.
Monthly I&E for financial year (actual and projected)
Monthly cashflow for financial year (actual and projected)
Monthly balance sheet for financial year (actual and projected)

The Committee also had discussion and received specific Finance and performance
reports on:
Medium Term Financial Strategy
Service Line Reporting
Schedule of Assurance
Annual Plan
The Committee also received a monthly Treasury Management report.
3.5

Self-Assessment and Checklist.

See also Appendix 2 for the Committee’s Self-Assessment and Checklist.
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Appendix 1
TERMS OF REFERENCE
Review Frequency: Annually
Last Reviewed: Version 1.1 – Approved by F&P Committee – 24 July 2012
Revised Version 1.1 for Board Approval - 25 September 2012

Name of Committee

Finance and Performance Committee

Chair

Non-Executive Director

Executive Leads

Chief Financial Officer & Director of Operations

Secretary

Corporate Affairs

Membership

All Board Members and Deputy Director of Finance, Assistant Director
Of Performance and Contracts and Head of Capacity Planning &
Service Development

Quorum

Three members including at least one Non-executive Director and two
Executive Directors from the CEO, CFO and Director of Operations

Frequency of meetings

Monthly

Overall Purpose




Terms of Reference

To monitor monthly finance, operational and quality performance
of the Trust.
Provide assurance to the Board of compliance against Monitor
governance and financial risk ratings.

1.

Monitor the Trust’s Balanced Scorecard and other Trust-wide
performance issues, be made aware of the key current
performance issues and any indicators where there is a
downward trend in performance, and receive assurance that
actions are being taken to bring performance back on target.

2.

Regularly review the Trust’s performance against the Care
Quality Commissions’ Annual Health Check assessment
criteria and plans to address any adverse performance.

3.

Receive reports from Divisions on strategy, operational, quality
and financial performance against Trust’s KPIs, including plans
to address any key performance issues.

4.

Review Trust performance against Monitor governance and
finance risk ratings prior to submission to the Board, including
the Annual Plan and quarterly submissions to Monitor.
To review the following financial areas:
- Financial Budgets
- Financial Statements
- Outline Capital Programme
- Delegated limits
- Financial Strategy
- Working Capital Requirements
- Projected and Actual Cash Flow
- Use and availability of working capital facilities

5.
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- Aged debtors and creditors
- Capital Programme and major variances
- Resource Implications of Risk Assessments from the Quality
and Governance Committee
- Full year and medium term forecasts
- Funding requirements
- Borrowing requirements
- Income and Expenditure
- Balance Sheet position
- CIP Updates including RAG rated proposals
6.

To address any other matters arising to do with the Trust’s
Finance and Performance.

Reports to

Board of Directors

Receives reports from

Reports from all Reporting Committees are incorporated into the
monthly Performance Report.
Operations Committee
Performance Improvement Group
Divisional Monthly Performance Meetings
Capital Estates and Facilities Group
Business Continuity Group
Continuity Planning and Disaster Recovery

Reporting Committees
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Finance & Performance Committee
Self Assessment
April 2011 to March 2012

Date: 01 June 2012

1

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

Finance & Performance Committee
April 2011 to March 2012
Graham Meek
Professor Sir George Alberti

Issue
1

2

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

Priority: 1 High; 2 Medium; 3 Low

Priority Yes No N/A

1

Yes

3

Yes

Comments/Action


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



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



2

TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Deputy Chair:
3

4

5

Finance & Performance Committee
April 2011 to March 2012
Graham Meek
Professor Sir George Alberti

Are the terms of reference regularly
approved by the board?

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

1

Yes

2

Appropriate size

Yes

Suitable skills of members

Yes

Quorum arrangements defined

Yes

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

Priority: 1 High; 2 Medium; 3 Low

1

Yes



The Risk Management Strategy, which includes the
Finance & Performance Committee ToR, is reviewed
annually by the Governance & Audit Committees prior
to consideration and approval by the Board of
Directors. The Audit Committee reviewed the Risk
Management Strategy on 20th September 2011; and
the Board of Directors approved it on 27th September
2011.



Membership includes all the Non-Executive and
Executive Directors, including the Trust Chair and the
Chief Executive.
Quorum requires the attendance of 3 members
including at least one Non-Executive Director and two
Directors. A record of attendance is maintained
together with the minutes. All meetings of the Finance
& Performance Committee have been quorate during
2011/12.





7 Non-Executive Directors (one is the Trust Chair).

3

TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Deputy Chair:
6

7

Finance & Performance Committee
April 2011 to March 2012
Graham Meek
Professor Sir George Alberti

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



2


Yes
Yes

2

Yes





Priority: 1 High; 2 Medium; 3 Low

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

All new Board of Directors receive training / briefing on
Risk Awareness and the Board Assurance Framework
(including risk assessment and grading). This is
achieved through a scheduled Board workshop on an
annual basis and/or additional 1:1 training as required.
Training register maintained by the Assistant Director
of Governance. All Directors training was in date for
the period 2011/12. Graham Meek and Christopher
Stooke became members of the Committee with effect
from 20 December 2011, the last meeting of the
Committee in 2011 and Faith Boardman became a
member from 27 March 2012.
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TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Deputy Chair:

8

Finance & Performance Committee
April 2011 to March 2012
Graham Meek
Professor Sir George Alberti

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

2

Yes





9

10

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

Priority: 1 High; 2 Medium; 3 Low

2

Yes

2
Yes
Yes

Minutes of the committee from April 2011 to March
2012 were all submitted/ received by the Board. This is
tracked on the Board work planner held by the
Assistant Board Secretary and confirmed in the Board
minutes.
Finance & Performance Committee annual report is
submitted to the Board for comment and approval.



Non-executive Directors have cross membership of
Board Committees (including Strategy Committee).



The committee work plan is managed by Corporate
Governance Officer. Additional items are scheduled
into the agenda at the request of committee members
or the BoD, or as significant /emerging issues are
identified.

5

TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Deputy Chair:
11

Finance & Performance Committee
April 2011 to March 2012
Graham Meek
Professor Sir George Alberti

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

2

Yes





12

Are changes to the Committee’s current
and future workload discussed and
approved at Board level?
Annual review of Terms of Reference
and its relevance
Board approval of Terms of
Reference

Priority: 1 High; 2 Medium; 3 Low

2

Yes
Yes

This is managed on behalf of the committee by the
Director of Finance and Performance, with the
Corporate Governance Officer, in planning and
maintaining meeting agendas.
An Action Tracker is received by the committee at
each meeting to ensure timely completion of actions
and is amended where appropriate.



Following a work plan review:
i)
With effect from April 2011, feeder
committees are now Operations
Committee, Performance Improvement
Group, Divisional Monthly Performance
Meetings, Capital Estates and Facilities
Group, Business Continuity Group, and
Continuity Planning &Disaster Recovery.



The Board of Directors is required to review and
approve the Risk Management Strategy (includes the
Committee’s ToR and Annual Report) and BAF Policy
on an annual basis. This is scheduled into the Board
of Director’s work programme. To be aligned with the
Trust-wide review of the Board governance structure.
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TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Deputy Chair:
13

14

15

Finance & Performance Committee
April 2011 to March 2012
Graham Meek
Professor Sir George Alberti

Does the Committee have a mechanism
to keep it aware of topical, legal and
regulatory issues?
Standing agenda item
Member assigned with portfolio
role for legality/regulatory issues

E: Resources
Has the Committee formally assessed
whether there is a need for the support of
a “Company Secretary” role or
equivalent? (This may be a relevant
professional lead in this area.)
Has the Committee considered the costs
that it incurs: and are the costs
appropriate to the perceived risks and the
benefits?
Attempt to quantify the ‘cost’ of each
annual cycle of the committee
programme and assess relative to its
performance

Priority: 1 High; 2 Medium; 3 Low

3



Topical, legal and regulatory issues are covered in the
standing agenda items – Finance and Performance
reports.



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



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

Yes
Yes

3

Yes

3

N/A

7

TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Deputy Chair:
16

Finance & Performance Committee
April 2011 to March 2012
Graham Meek
Professor Sir George Alberti

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

17

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

18

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

19

G: Papers and Minutes
Are Committee papers distributed in

Priority: 1 High; 2 Medium; 3 Low

1



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

Yes
Yes
2

Yes



The timings of meetings have been adjusted as
necessary.

2

Yes



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



Papers are circulated to committee members five days

8

TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Deputy Chair:
20

Finance & Performance Committee
April 2011 to March 2012
Graham Meek
Professor Sir George Alberti

sufficient time for members to give them
due consideration?
Are minutes received as soon as possible
after the meetings?

2

Yes

2

Yes

before the meeting.



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

2

Yes

22

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

2

Yes

23

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

3

Yes

21

Priority: 1 High; 2 Medium; 3 Low

Draft minutes are produced for the Exec lead and
Chair to approve as soon as possible after the
meetings. Actions arising from the meeting are then
circulated shortly afterwards.
Full minutes are circulated to members along with all
other papers 5 days before the next meeting.



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



The Board receives the Finance & Performance
Committee annual report and non-committee members
have opportunity to comment.
Description of the role of the committee and NED
membership is recorded in the Trust annual report.
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King’s College Hospital Board of Directors
Finance & Performance Committee
Minutes of the meeting of the Finance & Performance Committee held at 08.30am on Tuesday 26
June 2012 in the Dulwich Committee Room, King’s College Hospital
Present:
Graham Meek (GM)
Chris Stooke (CS)
Marc Meryon (MM1)
Faith Boardman (FB)
Tim Smart (TS)
Simon Taylor (ST)
Roland Sinker (RS)
Dr Mike Marrinan (MM)
Dr Geraldine Walters(GW)
Angela Huxham (AH)
Jacob West (JW1)
Jane Walters (JW)
Peter Fry (PF)

Chair of Committee
Non-Executive Director
Non-Executive Director [item 2.3]
Non-Executive Director
Chief Executive Officer
Chief Financial Officer
Executive Director of Operations
Executive Medical Director
Executive Director of Nursing & Midwifery
Director of Workforce Development
Director of Strategy
Director of Corporate Affairs
Assistant Director of Performance & Contracts

In attendance:
Tooba Ahmadi (TA)
Sue Slipman (SS)

Corporate Governance Officer (Minutes)
Shadow Non-Executive Director [Item 2.3]

Apologies
Sue Field (SF)
Prof Sir George Alberti (GA)
Prof Alan McGregor (AM)
Simon Dixon (SD)

Head of Capacity Planning & Service Development
Trust Chair/ Non-Executive Director
Non-Executive Director
Deputy Director of Finance

Item

Subject

012/51

Apologies & Welcome

Action

Apologies for absences were noted.
012/52

Declarations of Interest
No declarations of interest were reported.

012/53

Approval of Minutes of the previous meeting
The minutes of the meeting held on 22 May 2012 were approved as a correct record
subject to the following amendments:
Page 5: Mandatory Education & Training System
Bullet point 3 – Change to read “…will provide complete transparency for
1
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Item

Subject

Action

mandatory training requirements”;
Bullet point 4 – Change to read “….The system would allow drilling down to the
named individual’s training requirements”;
Delete bullet point 6;
Last 3 bullet points – Replace the words “education & training” with “mandatory
training”.
012/54

Actions Tracking/ Matters Arising
The action tracker was noted and it was agreed to present an update on Service Line
Reporting (SLP) on 25 September 2012 F&P meeting.
The Committee also noted that the Trust would implement the new performance
management system ‘Veritas eVision’ in the next 6 months. Once the system is
implemented the Committee would receive the performance report in a new
format

012/55

Performance Report – Month 2
RS presented a summary of month 2 (May) performance. The report included the full
review of Winter Q3/4 from the Trust’s Emergency Care Board (ECB) providing
assurance to the Board that the Trust is conducting detailed analysis on factors affecting
the organisation and the resulting action plans to ensure compliance with key targets.
The Committee noted the following highlights in the Performance Report:
Overall Performance
Despite continued high levels of emergency activity, the targets for Cancer Waiting
Times, Referral Time to Treat (RTT) for both admitted and non-admitted pathways,
were all achieved;
Waiting List Access Targets have not been achieved in Q1, as planned by the Trust.
A high level action plan outlining the Trust’s actions and timescales to achieve the
Incomplete pathway and the Admitted completed pathway targets have been
developed and included in the report.;
C.difficile has improved year on year with 9 cases attributed to the Trust during the
first 2 months of Quarter 1, which is slightly ahead of trajectory;
Areas of concern remain, managing all access targets, due to continued acute bed
pressures from emergency demand.
Weekly ‘Emergency Care Board Operational Group’ meeting chaired by PF/Sue
Bowler tracking the action plans continues;
It is recognised that the patient to staff ratios in TEAM requires additional staffing to
improve pressure sores;
Action plans are in place to manage RTT long waiters, C.difficle and Mixed Sex
breaches; and
2
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Item

Subject

Action

The Review of Winter (Q3/4) report in Appendix 1 details the additional resources
and action plans in place to provide care and improve waiting list access targets;
Regulatory Performance
The Trust is rating itself a score of 1.0 in the Monitor Compliance Framework for Q1;
There have been improvements in 2 outcome areas in CQC Quality Risk Profile
(QRP), resulting in an overall improvement from low neutral to high green in June;
Contractual Performance
Although, not formally confirmed, the Commissioners have informed the Trust that it
has achieved 94% of the 2011-12 CQUIN schemes. This was a drop of 6% due to
the national inpatient survey;
Specific Performance – Winter Review
RS reported that the extensive Winter Review report and data analysis in Appendix 1
and 2 of the Performance report had been informed by internal and external reviews,
which included the London Ambulance Service (LAS) and commissioners.
The data is being analysed to understand the increased activity and increased acuity of
attendance outside of normal seasonal variance. The review also consists of a series of
action plans across the Trust to prepare for next winter and better engage with external
partners.
The Committee noted the report and the data analysis. The following key points were
discussed:
From the data analysis, the main issues appears to be the cuts in Social Care,
deteriorating patients out of hospital, management of the LAS network and
management within the South London network.
It was highlighted that the Social Services cuts were inevitable. However, the Trust
should engage in discussions with the Council to identify pathways that would aid
the current situation. It was agreed that FB would assist RS in engaging with the
Councils and Social Services.
It was suggested that analysing North and South London data and services may be
helpful in identifying areas of significant variation where specific actions can be
focused on and implemented to improve service provision
The Trust is looking to have consultants available 24/7 in the hospital to address
peak activity periods.
The Committee noted the reports and thanked the team for the useful winter review
analysis.
012/56

Finance Report – Month 2
ST presented the Finance report for month 2 and highlighted that due to the early time in
the financial year the positions do not include the Divisional Income baselines and the
CIPs. A firmer financial position will be provided in the month 3 finance report.
3
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Item

Subject

Action

The following key points were highlighted:
Whilst the overall Finance positions does not allocate out the divisional income and
CIPs, the positions are an accurate reflection of the current position and broadly on
plan;
CIP planning is underway with key milestones currently on track. The latest RAG
rating has now shifted to Amber from Red since the production of this report;
Following the demonstration of Service Line Reporting (SLP) to this Committee in
February, further progress has been made to develop the SLP incorporating the
comments received from the Committee. It is anticipated to switch to SLP as the
method of financial reporting throughout the Trust from Month 3;
Agency and bank spend remains at high levels due to high occupancy and demand
as winter activity levels have continued throughout April and May. This will be
reflected in Month 3 Finance report.
The Committee noted the Finance report and discussed the following points:
Private Patients’ year-end working progress assessments are underway. The
notable change in Private Patient income since last year was the Drugs and
Non-pay expenditure, generated by high-level activity;
There are negotiations with the Commissioners to agree on a secure funding for infill
Block 4 and 5 to underpin the over performance and high levels of activity that the
Trust is experiencing. A business case will be required should the Commissioners
agree on the funding. Tier 2 borrowings will not be required for infill blocks
development;
Renewing the Working Capital facility is in progress and it is anticipated that the
pricing will remain at a competitive rate.
The Committee noted the Finance Report.
012/57

Proposed New Developments
The Committee received a report on the proposed new developments – Infill Block 4
and 5.
Further discussion of this item took place in the Committee’s private session and has
been minuted accordingly.

012/58

Finance & Performance Committee Annual Report, ToR and Self Assessment
This item was deferred for the next Finance & Performance Committee meeting on 24
July 2012.

012/59

Treasury Management Report
The Committee noted the month 2 Treasury Management Report.

012/60

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

012/61

Date of next meeting
Tuesday 24 July 2012, 08.30 – 10.00, Dulwich Committee Room.
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