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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, 25 September
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)
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Dr. Michael Marrinan (MM)
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Prof. Simon Lovestone (SL1)
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Apologies:
Prof. Sir George Alberti (GA)
Chris Stooke (CS)

Chair
Non-Executive Director

Item

Subject

012/119

Apologies

Action

Apologies for absence were noted.
012/120

Declarations of Interest
SS advised that she was a Non-Executive Director at the National Employment
Saving Trust (NEST) a UK employer’s pension scheme.

012/121

Chair’s Action
There were no chair’s actions.
1

Enc 1.4

Item

Subject

012/122

Minutes of previous meetings – 24 July 2012

Action

The minutes of the meeting held on 24 July 2012 were approved as a correct
record.
012/123

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

012/124

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

012/125

Update on Council of Governors Activities
The Chair provided an update on Governor activities:
Governors met on 13 September and noted that they wanted further
opportunities to engage with NEDs. NEDs have agreed to participate in each of
the Governor Sub-committees and Groups, starting with effect from the next
round of meetings.
John Coutts of the Foundation Trust Network will attend the Governor
Development Day on 18 October 2012 to provide further insights the impact,
the provisions of the Health and Social Care Act 2012 will have on their role.
Nanda Ratnaval was appointed Vice Chair of the Nominations Committee.
Chris Mottershead will serve another term on the Council as KCL
representative.
Forthcoming meetings of the Governors include :
o Membership and Community Engagement (MCE) – 10 October
o Patient Experience and Safety (PESC) – 24 October
o Strategy – 26 October

012/126

Chief Executive’s Report
The Board noted the Chief Executive’s report for the period.
TS reported:
Finance and performance continue to be a challenge for the Trust with activity
levels still on the increase;
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Item

Subject

Action

Operational performance is on an upward trajectory;
The Trust was disappointed by the results of recent National Cancer Survey
and the Board will have a report in October;
KHP is aiming to play a full role in ensuring there is a good outcome for the
South London healthcare landscape whilst trying to make progress and
maintain momentum on the KHP agenda;
The Board will have an opportunity to consider and approve a detailed
budgetary proposal for the development of the KHP Full Business Case in
October; and
Stuart Bell has now left South London and Maudsley (SLaM). Gus Heafield,
Director of Finance will be acting Chief Executive of SLaM until a new CEO is
appointed.
012/127

Finance Report – Month 5
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:
In month 5, the Trust had a small deficit, due to the continuing capacity
constraints which have led to a fall in income. In addition there has been a
downturn in private patient activity;
The Trust is looking into how it can release more capacity so that the Trust can
bring in all of its tertiary patients; and
The Trust capital development schemes are planned meticulously and
contingency plans are put in place to mitigate against any adverse risks.

012/128

Performance Report – Month 5
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:
Although the Trust’s emergency performance improved in August the position
remains fragile given considerable pressures in the A&E department in
September;
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Item

Subject

Action

Similarly, the Trust achieved its 4-hour ED waiting time standard in August but
the position for Q2 also remains fragile;
The Trust expects to improve its performance for endoscopy in November
when the new expanded facility is opened; and
Health care acquired infections performance is much improved in comparison
to last year.
QUALITY AND SAFETY FOCUS
012/129

Quarterly Patient Safety Report
The Board noted the quarterly patient safety report.

012/130

Safeguarding Children Report
The Board noted and discussed the annual safeguarding children report which was
considered in detail at the Quality and Governance Committee on 6 September
2012.
The following key points were raised:
Over the past year there is a continued increase in the number of referrals;
The two areas of high activity are maternity services and A&E;
There is a new disclosure process in place;
The Trust is working proactively with others to address safeguarding issues;
and
Following inspections from CQC and Ofsted, which highlighted that Trust
recording of its training was an issue, the Trust has implemented a new
training record system WIRED to track training receive by staff.

012/131

Safeguarding Adults Report
The Board noted and discussed the annual safeguarding adults report which was
considered in detail at the Quality and Governance Committee on 6 September
2012.
The following key points were raised:
Adult safeguarding is a newer national initiative to increase the importance of
recognising safeguarding issues for vulnerable, disabled and older patients;
Currently a small team manages adult safeguarding issues for the Trust and
reports into the Quality and Governance Committee; and
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The Trust is working with SLaM and other to link up patient treatment and
flagging safeguarding issues using initiatives such as the patient passport.
012/132

Eliminating Mixed Sex Accommodation (EMSA)
The Board noted and discussed the report on eliminating mixed sex
accommodation which was considered in detail at the Quality and Governance
Committee on 6 September 2012.
The following key points were raised:
There have been real improvements in general ward areas;
There had been 25 breaches to date;
The Trust monitors EMSA on a daily basis; and
The Trust is working to further address issues with EMSA breaches and it is
hoped that the expansion of critical care will go some way to alleviating some
of these challenges.

012/133

Infection Control Annual Report 2011-12 and Annual Plan for 2012-13
The Board noted the annual infection control report for 2011-12 and the annual
plan 2012-13. There has been significant progress over the year as a result of
initiatives implemented by the Trust and reinforcing key messages. Going forward
the Trust has robust plans to further improve its infection control process and
practices.

012/134

Annual Workforce Report
The Board noted the annual workforce report. AH also provided an extensive
update on the changing infrastructure of the national education programme and
future funding arrangements.
The Board commented that it would be useful to see some further analysis and
benchmarking around staff turnover and to gain greater insights into how staff are
feeling. It was noted that the Trust was currently reviewing its processed for
accessing the impact of the volunteer group.
It was agreed that the Trust would look, with the leadership of AH, at how
best to have regular engagement with staff about how they are doing which
would supplement the annual review and allow the Trust to better
understand and address any emerging issues. It was suggested that this
could be by way of a regular staff survey, which would enable correlation
with patient survey results.

AH
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Item

Subject

012/135

KHP Update

Action

The Board received an extensive update from Simon Lovestone (SL1) of KHP
which included and update on the grand challenges, research infrastructure and
external outreach.
Some of the key points raised are as follows:
Grand Challenges – KHP developing four strategic paths for further
development in the Academic Health Sciences Centre research. They are drug
development and discovery, research informatics, personalised medicine and
individualised therapies and new public health, primary care and prevention.
Work is currently underway to identify where KHP is excelling and where there
is room for further development. KHP is also utilising informatics in the form of
the electronic medical records to conduct research.
Research infrastructure – KHP is looking at how to change its processes and
infrastructure to best promote research.
External Outreach – KHP has been offered a joint legacy with Imperial to
have access to the 2012 Olympics drugs testing lab which is now the National
Phenome Centre. This is a significant achievement for KHP because the
facilities are state of the art and host latest technology. KHP has also received
a grant from the MRC and NHIR.
SL also advised that scientific catalysis, the economic climate, funding
opportunities, initiatives such as the Francis Crick Institute and the working
climate in London are all drivers to promoting and enhancing research potential
in London.
The Board thanked the SL1 for his update.
012/136

Board of Directors Terms of Reference
The Board approved the Board of Directors Terms of Reference, subject to
changing the description of the Director of Corporate Affairs and the Director of
Strategy as non-voting directors.

012/137

Finance & Performance Terms of Reference
The Board approved the Finance & Performance Terms of Reference.

012/138

Complaints Annual Report
The Board noted the Complaints Annual Report.
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Item

Subject

012/139

Finance & Performance Committee Annual Report and Self-Assessment

Action

The Board noted the Finance & Performance Committee Annual Report and
Self-Assessment.
012/140

Confirmed Board Committee Minutes
The Board noted the following Committee minute:
Finance & Performance Committee – 22/05/2012.

012/141

Any Other Business
Volunteers Programme – No. 10 Visit
The Board noted that a King’s delegation consisting of JW, JW1, Sam Block
former Head of Volunteering and Sarah Bunn current Head of Volunteering had
been invited to meet with one of the Prime Ministers Policy Advisor at No. 10
Downing Street to discuss volunteering in healthcare.

012/142

Date of Next Meeting
Tuesday, 30 October 2012 at 14:30 in the Dulwich Committee Room.
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C12/134

Annual Workforce Report - It was agreed that the Trust
would look, with the leadership of AH, at how best to have
regular engagement with staff about how they are doing
which would supplement the annual review and allow the
Trust to better understand and address any emerging
issues. It was suggested that this could be by way of a
regular staff survey, which would enable correlation with
patient survey results.

Board of Directors Meeting – 30 October 2012

AH to provide an update to
the Board in December.
AH/All

18/12/2012
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Report to:

King’s College Hospital Board of Directors

Date of meeting:

30 October 2012

By:

Graham Meek, Acting Chairman

Subject:

Chairman and Non-Executive Directors’ Report

Graham Meek - Acting Chairman
25 Sept

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

27 Sept

Meeting with Prof. Irene Higginson
Chaired Consultant Interviews (Pain Management)

28 Sept

Chaired King’s Commercial Services Board meeting

5 Oct

Meeting with Tim Smart and Jane Walters
Attended Official Opening of CT Scanner

9 Oct

Meeting with Tim Smart

Sue Slipman
18 Sept

Go and See visit to A&E

25 Sept

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

27 Sept

Chaired Consultant Appointment Panel

28 Sept

Attended King’s Commercial Services Board meeting

18 Oct

Chaired Governors’ Development Day

Alan McGregor
17 Sept

Meeting with Dr Diana Rose (SLaM) re: engaging patients in
clinical research.

19 Sept

Attended Denmark Hill Campus Liaison Group meeting

21 Sept

Meeting with Geraldine Walters and Mike Marrinan re: draft
National Quality Board’s Report letter from David Bennett

Enc. 2.2
25 Sept

Attended Finance and Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended meeting of KCH NEDs
Attended Board of Directors meeting (Public)

26 Sept

Meeting with Dr Roy Vincent re: Clinical Biochemistry and GSTS
Meeting with Professor Keith Muir (Glasgow) re: Stroke Medicine

4 Oct

Meeting with Professor Irene Higginson re: University NED role

8 Oct

Attended Education Committee meeting

11 Oct

Go and See visit to the Friends’ Stroke Unit

Chris Stooke
18 Sept

Attended meeting with Neil Hewitson, KPMG internal audit

25 Sept

Attended Finance and Performance Committee meeting
Attended Board of Directors meeting (Private)
Chaired Audit Committee meeting
Attended meeting of KCH NEDs

28 Sept

Attended KCH Commercial Services Board meeting

10 Oct

Attended Governors’ Membership & Community Engagement
Committee meeting

Marc Meryon
25 Sept

Attended Finance and Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Audit Committee meeting
Attended meeting of KCH NEDs
Attended Board of Directors meeting (Public)

19 Oct

Go and See visit to the New Born Unit

Faith Boardman
25 Sept

Attended Finance and Performance Committee meeting
Attended Board of Directors meeting (Private)
Chaired Audit Committee meeting
Attended meeting of KCH NEDs
Attended Board of Directors meeting (Public)

04 October

Represented KCH at NHS London Board Development Day

10 Oct

Attended Governors’ Membership & Community Engagement
Committee meeting
Go and See visit to A&E

Enc. 2.4a

Report to:

Board of Directors

Date of meeting:

30 October 2012

By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Board Report

1. Executive Summary
At the end of the first half of the year, we will be rated ‘double green’ by Monitor, which is
better than the plan we submitted. This is testament to an enormous leadership effort across
the Trust. But the winter is coming and our challenges are not behind us, not least in
financial terms.
There has also been an enormous amount of work in terms of thinking through the solution
to the South London Healthcare Trust unwind; the KHP business case for merger and also in
helping the Council of Governors prepare for the commencement of the 2012 Health and
Social Care Act, which presages an expansion of their role.
2. Finance – month 6
At the end of month 6 (September) the Trust has an operational deficit position of £3.8m,
against a planned year to date deficit of £1.87m. This is a variance from plan of £1.9m
The Trust’s overall Monitor financial risk rating at month 6 remains at 3. This is in line with
the overall risk rating in the annual plan.
3. Performance – month 6
During month 6 the Trust achieved all of its access targets for emergencies, 18 week referral
to treatment and cancer waits. In addition to this, there were no cases of MRSA bacteraemia
attributable to the Trust, keeping the year to date total to 1. An additional 7 Trust-attributable
cases of C-difficile were reported in September, which takes the year to date total to 33; a
total which is below the quarter 2 quota of 38. All of these strong performances mean that
for quarter 2 the Trust will be given a governance rating of ‘green’ by Monitor.
As we move into quarter 3, all access targets remain a challenge, especially as we expect to
see a further rise in emergency activity in the winter months.
4. King’s Health Partners and South London
Following consideration of the Strategic Outline Case for the integration of King’s Health
Partners (KHP) by the boards of the partner organisations, and their agreement to develop a
full business case, work is now underway to progress this. The timetable for completion of
the full business case is currently being determined but it is hoped that work may start in late
2012 or early in 2013. Should it ultimately be approved by the boards of all partners, it is
hoped that the merger could take legal effect in about two years. However there are
uncertainties around the timeline to the new organisation which may cause delay.
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KHP in partnership with St George’s submitted of an expression of interest for the creation of
an Academic Health Sciences Network (AHSN) for south London and currently await second
stage approval. After completion of the second stage there will be interviews for all
prospective AHSNs in November.Following the appointment by the Department of Health of
Matthew Kershaw as Trust Special Administrator (TSA) for South London Healthcare Trust
(SLHT), KHP have continued to be 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. On the 14 September GSTT, KCH and SLAM submitted expressions of interest on
behalf of KHP which indicated an interest in being part of the solution. Discussions with the
TSA and his office continue; his first draft report for public consultation is expected on the 29
October.
5. Strategy
The Integrated Care Programme has recently established two Community Multidisciplinary
Teams (CMDT) to co-ordinate the care of vulnerable people who may need to be case
managed. 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. The two CMDTs have been
established in North Lambeth and Bermondsey & Rotherhithe. Chairs for each have been
appointed – both are local GPs. In addition, the King’s 24 hour hotline for GPs to telephone
and discuss care of older people with a geriatrician has gone live.
6. SARS and ‘Flu: Preparedness and Response Planning
The Influenza Pandemic working group recommenced monthly meetings from September
and will review current influenza status, including seasonal flu and other viral outbreaks or
epidemics.
Trust plans for responding to SARS and an influenza pandemic have been recently updated
to incorporate current Department of Health guidance and are available to staff on the x:
drive in the Emergency Preparedness folder.
The arrangements in these plans describe the general response which would be necessary
to deal with an influenza pandemic, but with a specific focus on the H5N1 (avian flu) virus
and the H1N1 (swine flu) virus. The plan outlines the specific internal arrangements for key
departments and functions in the Trust e.g. the Emergency Department, Critical Care, bed
management and infection control. The plan also notes external arrangements with primary
care and London boroughs (including social and voluntary services).
Business continuity management plans are key within influenza preparedness as these
plans provide guidance on managing critical services during any period of unusual pressures
or interruptions to services.
There is currently a vaccination programme for staff, including walk-in sessions in the
Boardroom and walk-in clinics at the Occupational Health and Wellbeing Department. They
are being promoted via the Trust intranet.
7. PICANet Report 2012
The Paediatric Intensive Care Audit Network (PICANet) is a national audit coordinated by
the Universities of Leeds and Leicester. It collects data on all children admitted to
participating UK paediatric intensive care units (PICUs). King’s PICU is part of the network
and through participation in PICANet’s clinical audit seeks to continually improve paediatric
intensive care at King’s.
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In PICANet’s annual report, published last month, King’s PICU recorded a Standardised
Mortality Rate (SMR) of 0.84. The SMR reflects the ratio of observed deaths to expected
deaths, taking into account the severity of illness of the patient population. Acuity of illness in
patients admitted to King's PICU is very high, including patients with liver disease and
trauma, which carry a high risk of death. To have achieved an SMR of less than 1.0
(observed deaths = expected deaths) demonstrates a progressively better performance,
improved quality of data and improved quality of care. King’s performed well in comparison
to its peers, recording a lower SMR than Great Ormond Street, Evelina Children’s Hospital
and Imperial College Healthcare NHS Trust.
8. Capital, Estates & Facilities
Endoscopy Project - Works to the new endoscopy unit in Hambleden Wing are due for
completion at the end November. In addition the unit will have its own dedicated
decontamination unit, which will be commissioned and ready for use at the beginning of
February 2013.
Acute Assessment Unit – After the commissioning of the new endoscopy decontamination
unit and associated reconfiguration works to make the exiting space fit for purpose, plans for
a new AAU unit is in the old Endoscopy space.
Temporary Clinical Decision Unit – A temporary portakabin unit is being located adjacent
to Denmark Wing to provide an eight bed CDU to help support the current demand in the
Emergency Department. This will be operational during November 2012.
Clinical Research Facility - At the end of September users moved into the ground and first
floors of the new building. Work continues to prepare the second floor for occupation.
Helideck: Ruskin Wing and Critical Care Unit – The feasibility study for the helideck is
progressing and the next stage will be to produce a detailed design that can be aligned to
the Critical Care Unit programme. It is anticipated that enabling works for the CCU will
commence early in 2013.
9. Press Coverage (14 September – 18 October 2012)
24 September – Dr Andrew Dowson, Director of Headache Services at King’s,
expert comment for a Daily Mail article about migraine prevention. Dr Dowson
sometimes a desire for chocolate or cheese may actually be a craving for sugar
can be a sign of an impending headache. As a result, eating carbohydrates will
symptoms by keeping blood sugar levels even.

provided
said that
— which
stave off

25 September - A radical operation performed by Mr Shaun Matthews, Consultant Oral and
Maxillofacial Surgeon at King's, was covered by the Daily Mail. The pioneering jaw surgery
on patient Lauren Reed involved replacing both her jaw joints with artificial implants,
enabling her to live pain-free for the first time in 20 years.
28 September - There was an article in the South London Press about Kevin Stewart, a
charity worker, who came to King’s with the Olympic Torch to help raise money for our neonatal ward. The South London Press gave him an “Our Heroes award.”
25 September – The promotion of the “Life beyond Limits” photo exhibition was featured in
the Daily Telegraph. The exhibition was held in the Ruskin Wing at King's from 26
September to 5 October, and aimed to increase awareness of myelodysplastic syndromes
— a rare blood cancer.
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29 September – The Daily Mail reported on a successful trial conducted at King’s, in which
57% of patients who took part went into remission after taking a new bacteria to combat
irritable bowel syndrome.
10.

Consultant Appointments

Following Advisory Appointment Committees in September and October there have been
three consultant appointments.
Specialty

Appointee(s)

Start Date

Liver Transplant

New/
Existing
Existing

Krishna Menon

Jan 2013 (tbc)

Ophthalmology Retina

Existing

Haralabos Eleftheriadis

20/11/2012

Chemical Pathology

New

Royce Vincent

24/09/2012

11.

Chief Executive’s Brief

The CEO Brief for October is attached.
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CHIEF EXECUTIVE’S
BRIEF
October 2012 Issue 74
An update from the Chief Executive to all staff at King’s College Hospital
I would like to start by saying thank you for your connuing good work, but then to move on to
being frank about some current important issues. In recent weeks, the introducon of some new
working pracces in the Emergency Pathway have enabled us to improve our performance
signiﬁcantly, and at the same me we have been able to reduce our back log of long waiters. We are
on course to achieve a be er posion at the end of the quarter than we were forecasng, although
we have sll had to cancel too many elecve admissions.
We have also managed to end the quarter with the Monitor rang of our ﬁnancial performance
according to plan. However, during the summer, our ﬁnances deteriorated to an extent that if we
connue with this trend, we will fall below our Monitor plan, which is something we need to
avoid. The cause of the deterioraon is complex and not simple to resolve, but in large part it is to
do with the fact that too many of our high value procedures have been displaced by roune work. So
we are increasing our bed capacity both on site and in other locaons to help recover this. We are
also taking some acons centrally to further control our discreonary spend by, for example,
replacing temporary staﬀ with permanent.
You may have heard about the appointment of a Trust Special Administrator (TSA) at South London
Healthcare Trust. The future of the three hospitals that make up that Trust is currently being
debated, and the TSA has been tasked by the Secretary of State to develop a plan for their future by
the end of October. We are deeply involved in that process, along with the rest of King’s Health
Partners, and will keep you informed of any developments as they arise.
At the same me, we are nearing the point where we will start to develop the business case to
assess whether the KHP merger should take place. This is a complex piece of work which will take
some me, and I thank those of you who have been to staﬀ roadshows. The discussion there has
been very helpful, and there will be further opportunies to engage as the momentum increases.
So there is a lot going on. Some good, some not so good. On the upside we connue to increase the
numbers of our volunteers, and we are a racng a enon for the scheme as a whole at the highest
levels. We are also making good progress on developing plans and funding for a helipad and the
development of crical care. And we have now gone nearly six months without an MRSA infecon.
When I arrived, we barely went ten days without a bacteraemia. This has been the result of a
concerted team eﬀort, and everyone is to be congratulated.
Finally this month, I should like to acknowledge the departure from SLAM of Stuart Bell, who has
been CEO there for many years, and a founding member of KHP. He has become CEO at Oxford
Health, where we wish him well. Gus Heaﬁeld, who many will know as the Finance Director of SLAM,
has been asked to assume the role of Acng CEO. I look forward to working with him. I should also
like to acknowledge the contribuon to KHP that was made by Frances O’Callaghan, who has moved
to Bart’s.
Tim Smart
Chief Execuve

An update from the Chief Executive to all staff at King’s College Hospital
Important news aﬀecng staﬀ using Denmark
Hill staon
From 9 December 2012, the South London Line service
linking Victoria to London Bridge via Denmark Hill, will be
replaced by an extension to the East London Line ( ELL) .
This will create a south-western branch of the overground
network from Surrey Quays to Clapham Junc.on via
Peckham Rye, Denmark Hill and Wandsworth Road and will
connect Clapham Junc.on with Highbury and Islington,
resul.ng in a new London orbital rail service.
Although we are disappointed that the loss of the SLL will
reduce the number of direct services from Denmark Hill to
Victoria and London Bridge, and campaigned ac.vely to
retain these services, the new line extension will result in
signiﬁcant journey .me savings and alterna.ve transport
routes from South West London for our pa.ents, visitors
and staﬀ.
We are working closely with Transport for London (TfL) to
ensure that our pa.ents and staﬀ are informed well in
advance of the changes, along with alterna.ve route
op.ons going forward. Look out for further updates on
Kingsweb and staﬀ and pa.ent informa.on sessions to be
announced shortly. If you have any speciﬁc queries about
the ELL changes the please contact Carolyn Ruston, Head of
Stakeholder Rela.on, on x 4186 or Carolyn.ruston@nhs.net

R&D team shortlisted for Health Service Journal
award
We have been shortlisted for the Health Service Journal
(HSJ) Progressive Research Culture Award. This recognises
the fantas.c progress we have made in developing a
culture of research excellence throughout King’s. By giving
more support to individual researchers and research
groups, the Trust has incorporated research into a greater
number of the clinical services we provide. This helps
pa.ents see research as an ac.ve part of what we do, and
has helped us to develop the gold-standard model for
research management in south London.
As many of you will have seen ﬁrst-hand, there has also
been a signiﬁcant expansion of research within the Trust. In
2011, we increased the number of studies being conducted
by 34%, and 30% more of our Consultants are now leading
research studies. The winner of this award will be
announced in November.
King’s were also announced as a ﬁnalist in the HSJ
Eﬃciency awards in the procurement category. This was
for our auto-replenishment pa.ent cos.ng project. We
started this project in 2009, which involved introducing
over 100 automated systems for our disposable medical
supplies and pharmacy. The change has helped us to
reduce the value of our inventory by around £1m and
improved our understanding of how we spend this money.
We have also been able to improve the eﬃciency of
ordering stock, saving over 4,000 hours of clinical staﬀ
.me. This project is a successful example of cross working
across the Trust.

Complete the staﬀ survey to win M&S vouchers
850 King’s staﬀ have been randomly selected to take part in
this year’s NHS staﬀ survey. We want as many staﬀ as
possible to reply to ensure that your views are represented.
The informa.on collected by the survey helps us to
understand what it is like to work at King’s. You can
highlight any concerns you may have, and ul.mately help us
to provide beEer care for pa.ents. When you have
completed and returned your survey, you will be entered
into a prize draw for up to £150 of Marks and Spencer’s giH
vouchers. All respopnses are collected by Picker, a third
party company, so responses remain absolutely
conﬁden.al. Picker will also randomly select the winner of
the vouchers.
Some of the changes we have made as a result of previous
staﬀ surveys include seIng up a staﬀ engagement group to
raise awareness of issues across the Trust aﬀec.ng large
numbers of staﬀ. We are also suppor.ng ini.a.ves to
reduce workplace stress, and raise awareness of
musculoskeletal problems for staﬀ working in ‘hot spot’
areas where this is a common problem. For more
informa.on about the staﬀ survey, please speak to Jane
MaEy in HR on x 6115.

Replacing the X drive
The X drive has been used by King’s staﬀ over many years as
a giant storage system for everything and anything. This has
caused major problems as there are:• no facili.es to archive or version documents which
has led to mul.ple versions siIng on the drive
• no search facili.es
• confusing folder names and hierarchy (i.e. humres for
human resources) making documents very diﬃcult to ﬁnd.
The decision has therefore been taken to “switch oﬀ” the X
drive and migrate relevant documents to a new online
document management centre called Kingsdocs which will
be accessed via Kingsweb. ICT have been working closely
with staﬀ across the Trust to ensure that Kingsdocs is the
right solu.on for our document storage needs and pilots
are taking place over the next month together with user
tes.ng.
Every department will have nominated “Super Users” to
help with the process and to act as a point of reference for
staﬀ as the system is rolled out. This will be backed up by a
comprehensive kwiki pages including Q & As to help users
become familiar with the new system. Feedback is
welcomed at kch-tr.kingsdocs@nhs.net, and updates will be
posted on Kingsweb.

Date of last MRSA bacteraemia: 17 April 2012
Clinical area: Donne Ward (Ambulatory)
Cause: Deep skeletal infec.on in a pa.ent with previous
MRSA bloodstream infec.on at another facility.
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1. Purpose



The Finance Reports includes information on the Trust’s financial performance and position which
support the in-year submissions to Monitor on a quarterly basis.
This report covers the Income & Expenditure position, Cost Improvement Programme, Capital and
Working Capital Plans.

2. Action required


The Board is asked to approve the Finance Report
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3. Key implications
Legal:

Reporting to Monitor and Commercial Bank

Financial:

Trust reports financial performance and position against published plan and notifies the
committee of financial risks, cost pressures and action plans to mitigate any material variance
from financial targets.

Assurance:

The summary and appendices provide assurance that the Trust is meeting Financial targets
(internal and those set by Monitor) and is compliant with its terms of authorisation.

Clinical:

There is no direct impact on clinical issues

Equality & Diversity:

There is no direct impact on E&D

Performance:

Financial Performance against annual plan, budgets, CIPs and Monitor Risk Ratings and
Limits.

Strategy:

Performance against the Trust’s Annual Plan including Risk Ratings

Workforce:

There are implications for workforce recruitment in respect to service developments and
vacancies.

Estates:

There are implication on the Trust’s estates strategy.

Reputation:

Finance Committee Report is provided to Monitor and Commercial Bankers as additional
information to support the quarterly Monitor Return.

Other:(please specify)

None.
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Month 6 Executive Financial Summary
Income
Pay
Non-Pay
Capital Charges, Interest and Dividends
SLR Recharges
Internal Recharges
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Annual Budget
£'000
644,191
(367,561)
(263,507)
(19,131)
11
(3)

YTD Budget
£'000
318,068
(183,500)
(126,930)
(9,518)
6
0

YTD Actual
£'000
321,720
(182,306)
(133,766)
(9,519)
(1)
0

Month 6 YTD
Variance
£'000
3,652
1,194
(6,836)
(1)
(7)
0

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

Movement in
Month
£'000
569
(198)
(266)
(3)
(205)
83

(6,000)

(1,874)

(3,872)

(1,998)

(1,978)

(20)

Total

• Income and Expenditure Position - The Trust is reporting a year to date deficit position of £3.87m, £1.99m adverse from plan, and
an adverse movement of £20k from Month 5. The Monitor Rating for the year is 3 in line with the Annual Plan target to date. The
deficit plan to date reflects the impairment accrual of the CRF building of £4m.
Key Drivers of the Financial Position
• The overall income position remains positive but this is due to off –tariff drug reimbursement (at cost) above plan, to the value of
£2.6m. There is also 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 – Drugs and Clinical Supplies relating to increased activity levels. A stock-take at month 6 identified an
increase of Materials Managed stock to the value of £315k which reduced the non-pay over-spend.
• The CIP programme is off target by £2.7m YTD, primarily due to income generation schemes. This reflects the overall position of the
Trust.£9m of the forward plan is currently red rated primarily due to RTT activity income targets and capacity constraints (see page
19). However, £579k is still due to under-performing expenditure CIPs ( page 21).
• There are additional 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. These have been factored into the forecast outturn
position shown later in the report on page 7. The Trust is unlikely to achieve the planned operating surplus of £3.9m excluding
impairments. A breakeven position will attain a rating of 3 but the Liquidity Rating would drop from 3 to 2. The Committee is asked to
approve the ED and Nursing staff additional investments subject to PCT contract negotiations.
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Financial Risk Rating Ratios
Financial Criteria

Weight
(%)
Metric to be scored
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Month 6

Month 6
Rating

12/13
Plan

12/13 Plan
Rating

Achievement of Plan

10

EBITDA achieved (% of plan)

80.5%

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 (%)

0.1%

2

0.6%

2

25

Liquidity Ratio (days)

16.1

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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Forecast Outturn Position 2012/13
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I&E Summary
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This Chart shows the subjective over and underspends across the trust in month. It is important to note the
relationship between drugs spend and income over-performance, which offset one another.

Monthly movement – negative
Monthly movement - positive
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I & E Summary
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Income is over-performing by £3.550m YTD. However, £2.6m of this relates to off tariff drugs,
without which the net over-performance drops to £0.95m. 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 £1m 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 which moved adversely in the month).
Pay is under-spent year to date by £1.191m, an adverse movement in month of £198k. £466k of
the monthly movement was in medical staffing which is now £636k under-spent YTD. 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. All other areas of staffing remained broadly
within budget in the month.
Non Pay is overspent by £6.83m, an adverse movement of £265k: The main drivers of this
overspend are Drugs (£3.17m) and Clinical supplies (£2m). These remain in line with previously
explained trends, with a stock-take in month limiting the clinical supplies overspend by £315k.
 Premises and fixed plant costs (£895k):Gas £558k – price inflation, additional insurance costs,
maintenance costs as previously stated.
 External Contracts (£636k) :Medihome, Consultancy– this includes EY PMO costs, and various
external contractors providing operational and legal support to various projects e.g. outpatient
transformation, interpreting.
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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 periods. The trend for Bank is
reducing, however over the previous two months the trend
for agency has increased. 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 period, 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 4%
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 10%
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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Divisional Financial Performance
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This Chart shows the Divisional adverse (red) and positive (green) variances against plan.
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Divisional Variance Analysis
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Material off-track variances to plan are as follows:
 Cardiac - £837k adverse, £824k adverse movement. This is due to income being less than anticipated in September in
particular. Earlier in the year activity has been down although this was expected to increase. FCE’s for September
were down on trend to date. It is likely that increased capacity and utilisation will mean that levels of income will be
achievable in the future.
 Liver – is £1.5m adverse, £417k adverse movement. Income is £51k underperforming, mainly in Gastro and HPB.
Nursing is £281k overspent, particularly in theatres. Drugs are £485k overspent, although this is mostly recovered
through income. Removing the effect of drugs will move the income position further adversely. Liver are also £143k
overspent YTD on bed-days within medicine. Access and capacity issues are limiting profitability with this service, and
solutions to this are key to resolving the financial position.
 Surgery - £1m adverse, £145k adverse movement. Income is £1.1m 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.
 Private Patients - £980k adverse YTD. 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 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.
 Child Health - £820k overspent, £368k 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.
Page 13

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

(122,425)
(139,644)
(54,127)
(18,153)
(1,419)
(29,740)
(2,053)
(367,561)

(61,345)
(69,527)
(27,053)
(9,063)
(709)
(14,775)
(1,027)
(183,499)

(60,484)
(70,156)
(26,440)
(8,637)
(744)
(14,888)
(959)
(182,308)

861
(629)
613
426
(35)
(113)
68
1,191

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

(436)
131
84
66
(6)
(52)
16
(197)

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

(59,439)
(58,170)
(31,880)
(25,617)
(24,996)
(19,131)
(3)
(63,394)
(282,630)

(29,551)
(29,085)
(16,080)
(12,809)
(11,159)
(9,518)
0
(28,241)
(136,443)

(31,623)
(32,257)
(16,672)
(12,789)
(11,160)
(9,519)
0
(29,264)
(143,284)

(2,072)
(3,172)
(592)
20
(1)
(1)
0
(1,023)
(6,841)

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

(520)
(139)
537
(85)
(2)
(3)
83
(263)
(392)

Total Expenditure

(650,191)

(319,942)

(325,592)

(5,650)

(5,061)

(589)

All Income

644,191

318,068

321,720

3,652

3,083

569

Income and Expenditure

(6,000)

(1,874)

(3,872)

(1,998)

(1,978)

(20)

NON-PAY
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Income and Expenditure by Division
Division

AMBULATORY SERVICES

NETWORKED SERVICES

CRITICAL CARE, THEATRES
AND DIAGNOSTICS

LIVER, RENAL AND SURGERY

Trauma, Emergency and
Acute Medicine

WOMENS AND CHILDRENS

Private Patient Service

Corporate Services

Trust total

Enc. 2.5

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

Annual Budget
£'000
103,177
(43,945)
(24,602)
(174)
34,456
155,123
(56,956)
(46,163)
662
52,666
40,769
(66,685)
(55,860)
0

YTD Budget
£'000
51,071
(21,999)
(12,383)
(87)
16,602
77,223
(28,470)
(22,883)
332
26,202
20,309
(33,265)
(27,936)
0

YTD Actual
£'000
52,632
(20,990)
(14,198)
(86)
17,358
77,074
(28,733)
(23,767)
356
24,930
21,580
(32,843)
(30,408)
231

YTD Variance
£'000
1,561
1,009
(1,815)
1
756
(149)
(263)
(884)
24
(1,272)
1,271
422
(2,472)
231

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

Movement
£'000
280
74
(207)
1
148
(987)
(128)
320
8
(787)
557
(5)
6
32

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

(81,776)
135,890
(56,231)
(25,715)
340
54,284
73,218
(51,015)
(6,184)
0

(40,892)
67,514
(28,109)
(12,612)
170
26,963
36,088
(25,330)
(3,083)
0

(41,440)
66,690
(28,643)
(12,498)
78
25,627
37,562
(25,241)
(3,801)
1

(548)
(824)
(534)
114
(92)
(1,336)
1,474
89
(718)
1

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

590
(252)
(357)
315
108
(186)
(7)
192
(69)
0

16,019
93,784
(53,104)
(7,818)
0
32,862
16,302
(2,774)
(4,036)
(1,005)
8,487
25,928
(36,851)
(93,129)
174
(19,131)
(123,009)
644,191
(367,561)
(263,507)
(19,131)
11
(3)

7,675
45,696
(26,550)
(3,897)
0
15,249
8,151
(1,391)
(2,018)
(502)
4,240
12,016
(18,386)
(42,118)
87
(9,518)
(57,919)
318,068
(183,500)
(126,930)
(9,518)
6
0

8,521
46,610
(26,827)
(4,655)
83
15,211
7,022
(1,397)
(1,550)
(430)
3,645
12,550
(17,632)
(42,889)
(233)
(9,519)
(57,723)
321,720
(182,306)
(133,766)
(9,519)
(1)
0

846
914
(277)
(758)
83
(38)
(1,129)
(6)
468
72
(595)
534
754
(771)
(320)
0
197
3,652
1,194
(6,836)
(1)
(7)
0

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)

116
(267)
4
(264)
83
(444)
(139)
(3)
306
(116)
48
1,384
25
(673)
(33)
(2)
701
569
(198)
(266)
(3)
(205)
83

(6,000)

(1,874)

(3,872)

(1,998)

(1,978)

(20)

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
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Private Patient Income
Private Patient Projected Cap %

Private patient income *
Total patient related income **
Proportion (as percentage)

Enc. 2.5

2012/2013
£'000

2011/2012
£'000

14,044

16,882

551,998

545,093

2.54%

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 YTD Summary
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PERFORMANCE AGAINST PLAN

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

CIP
Identified
1,913
3,615
1,104
2,557
4,125
2,342
250
1,243
21,969
39,119

YTD Target YTD Actuals
921
1,689
426
1,116
2,027
959
130
623
9,185
17,075

875
1,422
310
1,040
1,619
920
99
622
7,457
14,364

Variance
‐45
‐267
‐116
‐76
‐408
‐38
‐31
‐1
‐1,728
‐2,710

Year to date under performance against CIPs amounts to £2,710k, 84% achievement. The main areas of under-achievement relate to the
following areas: £924k relates to RTT income under achievement, most notable in Bariatrics (£519k), Liver (£157k), Neurosurgery (£99k), and Orthopaedics
(£56k). £5.4m of these schemes are RAG rated Red.
 £469k relates to coding optimisation income targets either led centrally by the Contracts/Coding team (£379k) or Divisional management
teams (£90k).
 £475k 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).
 £260k relates to an income shortfall based on productivity targets (e.g. reduced patient length of stay) across specific Divisional wards.
 £231k relates to diagnostics demand management targets not being achieved across specific Divisions.
 £162k relates to Procurement savings schemes the majority of which is due to the Neurosurgery Spinal implant tender (£150k)
 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 £19.6m. Although a total CIP of £39.1m has been identified to date, £9.5m is red RAG rated.
The data analysis for the and coding optimisation income CIP is based on 4 months’ activity and the savings achieved are potentially understated. 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 YTD Performance by Key ThemesEnc. 2.5
Cost saving
Division Cost saving Cost saving
specific Procurement Pharmacy
Original Plan

Revised Plan
YTD Plan
YTD Actual
YTD Variance

12,000
9,978
4,414
4,025
‐388

2,800
1,760
743
581
‐162

1,000
0
0
0
0

Cost
saving Cost saving
Income PCT
Income
Demand
Cost saving Cost saving Integrated Energy
Agency Staff Medical Service infrastructure RTT Income Coding Income Commercial Management Income Productivity
savings activity improvements / Private Patients
failure
Gains
Total
Reduction Productivity Reviews
2,000
903
398
375
‐23

200
200
12
12
0

800
178
0
0
0

900
20
10
0
‐10

8,000
8,219
2,910
1,986
‐924

2,000
4,023
2,124
1,656
‐469

1,000
1,200
475
0
‐475

9,000
9,000
4,500
4,500
0

2,600
3,639
1,488
1,229
‐260

42,300
39,119
17,075
14,364
‐2,710

Key Variance Notes
 Divisional Schemes: £388k adverse variance YTD: £231k Divisional diagnostic demand management schemes not reducing the
number of tests.
 Procurement schemes: £162k 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: £924k adverse variance YTD: RTT activity for Endoscopy, Colorectal Surgery & Neurosurgery have started ahead of
plan but Bariatrics, Liver & Orthopaedics are behind the scheduled target. £5.2m of these schemes are RAG rated Red.
 Coding improvements: £594k adverse variance YTD: £379k adverse variance in respect to Contract dept led savings and £215k in
respect to Divisional led savings. There is a time-lag to verify achievement of these savings.
 Private Patient income: £475k 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 £3.75m 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 over-performing 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: £260k 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 these schemes in respect to theatre utilisation and waiting list pressures.
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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

1,548
2,646
669
1,971
2,943
1,907
143
1,242
10,078
23,147

293
75
62
263
105
64
54
0
5,734
6,649

72
895
374
324
1,078
371
53
1
6,157
9,324

Top 2 Red RAG rating drivers by Division
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:

£32k Ophthalmic Nursing Review – substitution required
£25k Junior Dr post Removal – substitution required

CCTD:

£400k Pathology Demand Management - reduced
MRSA testing agreed with Divisions (duplicate tests for
patients moving wards)
£300k Pharmacy rationalisation of OP dispensing services
– substitution required

TEAM:

£251k Coding (of which Division led is £217k) - data evidence
required to support achievement.
£66k Pathology Demand Management – minimal reduction
made

LRS:

£357k Pathology Demand Management – no detailed plan
£51k Band 8a Transplant Co-ordinator –substitution required

NWS:

£300k Additional EP/NSTEAC lists – substitutions required
£200k Libyan BMT Patients – awaiting contract signature

W&C:

£203k additional patients from St Helier - delayed
£150k NICU Bank & Agency reduction – plan to recruit.

£39.119m CIPs identified against a stretch
gross target of £42.3m.
However £9.324m (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. 2.5

Trust wide: £2.1m Bariatrics RTT income – capacity issues & demand
£1m Neurosurgery RTT income - capacity issues & demand
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2012/13 CIP YTD Performance by Division

Enc. 2.5

Notes
ACLN:

£45k adverse variance: £45k Pharmacy schemes under achievement

CCTD:

£267k adverse variance: £185k Demand Management, £40k activity increase (2 schemes), £22k
Pharmacy schemes under achievement, £15k Anaesthesia training

TEAM:

£116k adverse variance: £89k Coding, £27k Demand Management, £15k Divisional income
opportunities, partly offset by over achievement on Pharmacy schemes

LRS:

£76k adverse variance: £25k FP10s, £17k Transplant co-ordinator vacancy , £11k Hepatitis supplies
retender, £11k Nursing workforce shift pattern overlap reduction, £6k vending machine removal from
satelite site

NWS:

£408k adverse variance: £150k Neuro Spinal implant tender, £75k Cardiology Saturday lists, £50k
Libyan BMT patients, £40k Cardiac Theatre utilisation, £38k additional EP sessions, £19k increased
cover for Neuro lists

W&C:

£38k adverse variance: £29k additional St Helier patients, £13k NICU bank and agency use
reduction

Facilities:

£31k adverse variance: Reduction in Consultancy / Legal fees

Corporate:

£1k adverse variance: Occupational Health Drugs savings not achieving

Trustwide:

£1,728k adverse variance: £924k RTT income, £350k Private Patient income, £379k Coding
optimisation income (Months 5 & 6 based on Months 1 - 4 actuals), £75k Commercial income
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2012/13 CIP YTD Results by Monitor Category Enc. 2.5
SPLIT OF CIP YTD ACTUALS BY MONITOR CATEGORY
Non‐
Clinical Clinical
Other
Income
Pay
Drugs
Supplies Supplies
Misc
Total
305
248
174
129
14
5
875
215
671
136
330
55
15
1,422
36
180
50
21
23
0
310
0
192
289
98
27
0
606
0
19
9
20
31
16
94
17
292
22
6
3
0
340
17
503
319
124
61
16
1,040
933
158
158
260
66
45
1,619
385
439
35
53
8
0
920
0
44
0
0
55
0
99

SPLIT OF CIP YTD TARGETS BY MONITOR CATEGORY

ACLN
CCTD
TEAM
Liver
Renal
Surgery
LRS
NWS
W&C
Facilities

Income
305
265
140
0
0
17
17
1,154
414
0

Pay
248
677
182
217
19
295
530
177
452
44

Drugs
219
158
28
296
10
35
341
126
28
0

Clinical
Supplies
129
334
53
116
21
7
143
450
54
0

Corporate
Trustwide
TOTAL

8
9,185
11,487

80
0
2,388

1
0
902

0
0
1,163

Non‐Clinical
Supplies Other Misc
14
5
56
200
23
0
27
0
37
17
3
0
67
17
66
55
11
0
86
0
535
0
857

0
0
277

Total
921
1,689
426
656
104
356
1,116
2,027
959
130

ACLN
CCTD
TEAM
Liver
Renal
Surgery
LRS
NWS
W&C
Facilities

623
9,185
17,075

Corporate
Trustwide
TOTAL

8
7,457
9,356

80
0
2,321

0
0
872

0
0
917

535
0
817

0
0
81

622
7,457
14,364

SPLIT OF CIP YTD VARIANCES BY MONITOR CATEGORY

ACLN
CCTD
TEAM
Liver
Renal
Surgery
LRS
NWS
W&C
Facilities

Income
0
‐50
‐104
0
0
0
0
‐221
‐29
0

Pay
0
‐6
‐2
‐25
0
‐3
‐28
‐19
‐13
0

Drugs
‐45
‐22
22
‐8
‐2
‐13
‐22
31
7
0

Clinical
Supplies
‐0
‐4
‐32
‐18
‐1
‐0
‐19
‐190
‐1
0

Corporate
Trustwide
TOTAL

0
‐1,728
‐2,131

0
0
‐67

‐1
0
‐29

0
0
‐246

Non‐Clinical
Supplies
‐0
‐0
‐0
‐0
‐6
‐0
‐6
0
‐3
‐31

Other Misc
0
‐185
0
0
‐1
0
‐1
‐10
0
0

Total
‐45
‐267
‐116
‐50
‐10
‐16
‐76
‐408
‐38
‐31

‐0
0
‐40

0
0
‐196

‐1
‐1,728
‐2,710
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2012/13 CIP Plan by Theme and Division

Enc. 2.5

SPLIT OF CIP PLANS TARGETS BY PLAN THEME

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

Cost saving
Division Cost saving Cost saving
specific Procurement Pharmacy
1,157
120
0
2,242
324
0
415
40
0
2,058
330
0
1,311
744
0
751
68
0
250
0
0
1,093
134
0
700
0
0
9,978
1,760
0

Cost
saving Cost saving
Cost saving Cost saving Integrated Energy
Agency Staff Medical Service infrastructure
savings
Reduction Productivity Reviews
0
7
0
0
560
0
0
0
0
0
0
0
0
20
0
0
18
0
0
20
325
0
0
0
0
0
0
0
0
0
0
0
0
173
178
0
903
200
178
20

Income
RTT
activity
0
0
0
0
0
0
0
0
8,219
8,219

Income PCT
Demand
Income Coding Income Commercial Management Income Productivity
failure
Gains
improvements / Private Patients
50
0
0
578
0
0
0
489
251
0
0
399
50
0
0
100
862
200
0
970
110
0
0
1,088
0
0
0
0
0
0
0
16
2,700
1,000
9,000
0
4,023
1,200
9,000
3,639

Total
1,913
3,615
1,104
2,557
4,125
2,342
250
1,243
21,969
39,119
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Month 6 Capital Summary
Capital Plan
 The annual budget has been decreased from the annual plan of
£31.558m to £16.906m due to the re-phasing of the Critical Care
scheme and the slippage of donated projects into 2013/2014.
 Additional projects slipped into 2013/2014 have allowed new
schemes to be included in the capital plan for 2012/2013.
 Any further budget adjustments relate to movements between
schemes ensuring that the overall budget remains unchanged
unless additional donated funding is to be received.
 Critical Care Scheme:
 £15.2m budget and related funding has been re-phased
over the following 3 years to take account of Monitor’s Tier
2 External Borrowing Limit approval process (Business
case and Long-term Financial Plan have been submitted)
which will take 2-3 months to complete.
 The Critical Care build enabling works are being tendered
but will not commence until external funding is approved
for the scheme.
 Phase 1 of the project is due to complete in 2015/2016 and
phase 2 due to complete in 2016/2017.
 Budget slippage to 2013/2014:
 £450k of 2012/2013 budget (Emergency Centre £200k,
Diabetic Foot Clinic £250k) has been deferred to 2013/14
allowing urgent projects to be undertaken in 2012/13. This
reduces the available internal resource to £541k for
2013/14.
 New Projects 2012/2013:
 CDU Enabling Works : £150k
 AAU move to Old Endoscopy : £300k
 Pharmacy Dispensing expansion : £100k
 Helideck (drawings submission for planning permission) :
£50k
 Portakabin B transfer to Dental car park : £150k
 Consulting Rooms for ATOS (Funded by ATOS) : £150k £300k

Enc. 2.5

 New Projects 2013/14:
 PET CT Scanner enabling works : £1.2m
 Cyberknife enabling works : £500k

Capital Expenditure YTD
 Capital expenditure to month 6 was £9.094m against a reforecast
year-to-date budget of £7.353m, a YTD overspend of £1.741m.
 Major Works Schemes overspent YTD primarily due to phasing of
budgets compared to receipt of invoices:
 Critical Care Enabling Works : £658k
 Endoscopy : £100k
 Maternity : £100k
 CRF : £200k
 Unit 4 & Unit 6 : £740k
 Medical and IT Equipment under-spending year-to-date.
Capital Scheme Projected Variances
 The forecast overspend at year-end is £1.978m against the revised
plan.
 Endoscopy : £400k - 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). Provision of a further X-ray room.
 Unit 4 & Unit 6 : £332k - 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.
 CCU Enabling Works : £496k
 Other Major/Minor Work Schemes : £468k
 Medical Equipment purchases : £282k – Purchase of
urgent medical equipment approved through BRSG.
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Projected 3 Year Capital Plan
ACTUALS
Key Projects

Enc. 2.5

Proposed Annual Plan

2011 / 12

2012 / 13
Plan

2012/13
Additional

2012/13
Total

2013 / 14
Plan

2013/14
Additional

2013/14
Total

2014 / 15
Plan

2014/15
Additional

2014 / 15
Total

2015 / 16
Total

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

1

Maternity (MLU/MAU Expansion)

2,322

1,000

(650)

350

-

1,150

1,150

2

Emergency Centre (excludes MH/Suite 1)

6,826

500

300

800

100

1,100

1,200

3

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

460

2,500

1,000

3,500

-

-

4

Clinical Research Facility (Building)

9,827

1,338

400

1,738

-

-

Unit 6 Development

2,605

2,127

-

-

500

500

-

5
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

10

2,127

91

1,700
250

Refurbishment/Upgrade of Day Surgery (Start works Oct 2012 Complete Nov 2012)

(150)

26
-

1,700

1,500

(1,500)

-

100

3,500

1,800

5,300

200

-

-

-

-

(1,050)

-

-

2,300

2,300

-

(1,000)

-

-

430

430

-

1,050

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

-

1,000

14

Renal Dulwich Site

-

15

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

-

16

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

17

Critical Care (2 Storey option incl. Plant) - Phase 1

664

18

CCU Enabling Works - Upgrading of Underground Oil Tanks and Roadway

-

19

CCU Enabling Works - Fibre Optic Cabling

435

0

0

-

14,000 -

13,200

1,000 -

1,000

-

-

-

800

1,500

30,483 -

300

300

23,683

6,800

-

-

-

-

20

CCU Enabling Works - Decanting/Infrastructure (Infill Blk 5)

22

Critical Care (2 Storey option incl. Plant) - Phase 2

23

CC Expansion (Waste Compound) - Phase 2

24

CDU Enabling Works

150

150

-

25

AAU move to old Endoscopy

300

300

-

26

Consulting Rooms for ATOS (Funded by ATOS)

150

150

27

Pharmacy Dispensing Expansion

100

100

28

Helideck (Drawings for submission for Planning Permission)

29

Portakabin B transfer to Dental Carpark

30

Pet CT Scanner Enabling Works

-

1,200

1,200

31

Cyber Knife Enabling Works

-

500

500

32

Other Major Works

500

(500)

-

(500)

-

18,700

33,700

18,200
-

-

0

-

300

50

50

150

150

Refurbishment of Wards (Cathlab/Angio Recovery)

17

183

33

32

500

34

Ultrasound - Building Works (Single Sex / Diginity)

-

500

(500)

-

-

35

Diabetic Foot Clinic - Environmental (H&S) - ON HOLD

-

250

(250)

-

-

(114)

491

114

Minor work schemes

1,068

1,200

38

Information Technology - Tangible Assets

1,359

1,000

39

Information Technology - Intangible Assets

561

500

40

Medical Equipment new and replacement (incl Donated)

1,552

596

27,948

31,558

Total

15,000

-

MRI - Building Works (BRSG) _ Start 17 Sept (3 months)

Outpatients Refurbishment / Dulwich Transfer (Suite 4)

1,500
-

21

500

-

-

CCU Enabling Works - Decanting/Infrastructure (Infill Blk 4)

36

10,000

-

12

37

1,600

0

-

13

25

1,600

200

Liver Lab Research Facility (Donated £435k)
Refurbishment of Brunel Ward (PP) - pending Infill Block 4/5

750

10,000

1,185

11

22

-

-

(183)
0

-

-

500

-

(300)

-

500

250

250

-

-

-

1,200

1,300

1,300

1,300

1,300

(50)

950

1,500

1,000

1,500

1,500

(337)

163

500

400

900

500

500

693

1,000

(500)

500

1,000

1,000

16,906

40,683

(17,053)

23,630

29,300

21,800

51,100

17,466

97
(14,652)

(500)

18,700

Available Funding details
Cash from operations

Depreciation non-cash charge

14,043

14,996

0

14,996

16,292

0

16,292

17,466

0

Charitable donations

Acorns to Oaks Appeal (CRF)

216

242

0

242

0

0

0

0

0

0

Charitable Trust (Critical Care Equipment)

0

0

0

0

349

0

349

0

0

0

Liver Lab Facility Pledges

0

350

85

435

0

0

0

0

0

0

Paediatric Expansion Funding

0

300

(300)

0

0

300

300

0

0

0

0

430

(430)

0

0

430

430

0

0

150

150

0

0

0

0

0

0

198

0

43

43

0

0

0

0

0

0

Cystic Fybrosis Foundation
Consulting Rooms for ATOS (Funded by ATOS)
Medical Equipment purchases

0

0

PDC Received

PDC

100

0

0

0

0

0

0

0

0

0

Cash from External Loans

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

127

0

0

0

0

0

0

0

0

0

800

30,783

6,800

15,000

18,700

33,700

240

(6,741)

FTFF (Critical Care Development)
Utilisation of Internal Cash Resources
Total

16,000
5,750
20,634

(760)
31,558

(15,200)
1,000
(14,652)

16,906

40,683

(23,983)
6,200
(17,053)

(541)
23,630

(3,166)
29,300

3,100
21,800

18,700

(66)
51,100

18,700
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Capital Expenditure Summary
Month 6

Enc. 2.5

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

12,300
1,200
1,423
950
163
585
285

5,198
150
843
300
0
620
242

7,575
217
404
232
36
435
195

6,371
1,033
1,301
718
127
150
90

13,946
1,250
1,705
950
163
585
285

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

16,906

7,353

9,094

9,790

18,884

Budget
Gross capital expenditure b/f
Gross Cost

Period
Budget

Actual to
date

Anticipated
Changes

Y/E
Forecast

16,906
16,906

7,353
7,353

9,094
9,094

9,790
9,790

18,884
18,884

870
870

862
862

630
630

240
240

870
870

Capital Charge against Capital Resource Limit

16,036

6,491

8,464

9,550

18,014

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

14,996
800
240 16,036

7,160
669
6,491

7,160
1,304
8,464

7,836
800
914
9,550

14,996
800
240
16,036

-

-

-

1,978

Less:
Capital Donations held on Trust, NOF monies
Total

Variance : + over / (-) under

-
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Month 6 Working Capital Summary

Enc. 2.5

Working Capital Summary

 As at month 6 outstanding debtors totalled £27.1m including Private Patient and Overseas Visitors debts.
 Total outstanding debts relating to 2011/12 total £2.5m. This includes:
 PCT SLA Over-Performance £400k.
 PCT SLA invoices outstanding £300k
 NCA invoices outstanding £640k (including Scottish, Irish and Welsh Health Bodies)
 Provider-to-provider Diagnostic Service £300k
 Staff recharges to other NHS organisations £370k
 The remaining debt relates to various NHS and Non-NHS organisations and includes Clinical, Commercial
and Non-commercial Trial income, Course fees and other Patient and non-patient related income.

 PCT SLA Over-Performance 2012/13:
 A net total of £9.44m of PCT SLA over- and under-performance invoices have been raised to date relating to



the period for April to July 2012.
£3.8m of this was raised in October 2012 relating to July 2012.
To date (October 2012), £5.85m has been received leaving a net outstanding balance of £3.59m.

Prudential Borrowing Limit

 The Trust’s Tier 1 borrowing limit is £141m for 2012/13.
 The Trust is currently utilising £89.406m (63%) of its 2012/2013 Tier 1 Prudential Borrowing Limit (Long-term borrowing)
of £141m leaving headroom of £51.594m.

 The Trust has submitted a business case and Long-term Financial Plan to Monitor in order to extend it’s Tier 2 borrowing
limit to fund the construction of the new Critical Care unit.

Page 26

SLA Over-Performance Invoices 2012/13

Enc. 2.5

M onth 1&2

M onth 3

M onth 4

31-Jul-12

28-Aug-12

2-Oct-12

Ne t Total
Date Invoice d

2,109,129

Southw ark
SACS (f or WEST SUSSEX PCT)
Bexley Care
Croydon
West Kent
E of E (NSC)
SACS (f or EAST SUSSEX PCTs)
Lew isham
Croydon (f or Renal)
Bromley
Surrey
Wandsw orth
E of E (SOUTH ESSEX)
Barnet
E of E (NORTH ESSEX)
Eastern and Coastal Kent
South West SCG
Kingston
Ealing
Brent Teaching
Haringey Teaching
E of E (Bedf ordshire)
Harrow
Sutton and Merton
City and Hackney
East Midlands SCG (Trent)
Hillingdon
E of E (Herts)
Havering
Westminster
Lambeth

822,631
361,946
544,958
405,637
5,450
(63,437)
89,455
88,007
0
(136,228)
154,366
(19,096)
27,901
104,971
37,936
(266,008)
73,084
24,474
10,192
38,867
16,242
(15,765)
20,215
24,790
(3,318)
43,919
(886)
(11,374)
30,879
111,732
1,231,561

394,721
132,157
145,461
58,799
266,278
(21,884)
121,698
266,708
143,350
239,772
83,771
6,750
81,628
(11,495)
114,339
(64,485)
58,703
23,816
5,540
(10,216)
(3,458)
40,247
(15,494)
(14,163)
(26,251)
281
(4,488)
25,486
17,979
23,015
570,940

891,777
62,268
353,966
343,205
339,987
266,011
47,341
246,921
60,181
168,481
136,806
103,026
47,523
(19,459)
25,622
61,676
(10,954)
54,354
17,885
28,209
15,199
27,104
21,338
19,801
18,546
16,558
17,619
11,667
23,926
(1,172)
802,445

Barking and Dagenham
Redbridge
Waltham Forest
Tow er Hamlets
New ham
Kensington and Chelsea
Hammersmith and Fulham
East Midlands SCG (Northants)
East Midlands SCG (Leics)
Richmond and Tw ickenham
Yorkshire and Humber SCG
Camden
Enf ield
Islington
Hounslow
Medw ay
East Midlands SCG (Milton Keynes)
Greenw ich Teaching

15,239
5,074
(68,429)
(447)
(74,887)
69,987
(11,569)
(34,789)
(4,275)
9,118
55,675
4,317
(15,890)
(27,673)
(26,727)
48,939
(105,996)
(6,341)

9,697
1,267
(20,043)
(30,051)
2,927
17,975
(15,357)
135,671
(16,555)
(11,515)
(29,898)
(5,867)
(13,706)
(18,933)
(32,773)
(91,655)
(69,227)
(83,778)

10,385
(11,766)
(5,575)
27,828
(5,710)
(9,451)
5,003
(11,407)
3,799
(13,784)
(26,697)
(27,519)
(1,548)
(5,452)
(12,553)
(62,693)
(47,272)
(62,444)

South Central SCG

(222,744)

(132,274)

(107,444)

556,372
1,044,384
807,641
611,715
180,690
258,493
601,636
203,530
272,024
374,943
90,680
157,053
74,017
177,897
(268,818)
120,833
102,644
33,617
56,861
27,983
51,586
26,059
30,428
(11,022)
60,758
12,244
25,779
72,784
133,575
2,604,946
35,321
(5,425)
(94,048)
(2,670)
(77,670)
78,511
(21,923)
89,476
(17,031)
(16,181)
(920)
(29,069)
(31,145)
(52,058)
(72,053)
(105,408)
(222,496)
(152,563)
(462,461)

3,361,683

2,245,410

3,833,554

9,440,648

Cas h Re ce ive d
(1,217,352)

Outs tanding
Cas h
891,777

105,996
6,341
222,744

556,372
353,965
343,205
339,987
266,011
258,493
246,921
203,530
168,480
136,806
103,026
75,425
74,017
63,558
61,675
58,703
54,354
33,617
28,210
27,983
27,104
21,338
19,801
18,547
16,558
12,244
11,667
0
0
(0)
(0)
(0)
(1)
(2,223)
(2,783)
(9,451)
(10,354)
(11,406)
(12,756)
(13,784)
(26,697)
(29,069)
(31,145)
(52,058)
(72,053)
(105,408)
(116,500)
(146,222)
(239,717)

(5,848,901)

3,591,747

(690,419)
(464,436)
(271,728)
85,321
(354,715)
(103,544)
(238,137)
12,346
(81,628)
(114,339)
330,493
(62,130)
(48,290)
(28,651)
(24,482)
(4,721)
(10,627)
29,569
(44,200)
(14,112)
(72,784)
(133,575)
(2,604,946)
(35,321)
5,425
94,047
447
74,887
(87,962)
11,569
(100,882)
4,275
2,397
(25,777)

 This table has been
prepared as at 25
October
2012
and
reflects
all
invoices
raised and
payments
received to that date.

 Monthly PCT SLA Overperformance
invoices
are raised approximately
2 months after the end of
the month to which it
relates. This is due to
the SUS timetable and
the
data
validation
process.

 Payment against these
invoices
should
be
received by the 15th day
of the following month
although if there are any
queries
or
disputes
outstanding, payment is
delayed.

 In effect, it takes the
Trust a minimum of 3
months to recover the
cost
of
overperformance from the
PCT.
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Working Capital - Debtors

Enc. 2.5

Total Outstanding

0 - 30 days

31 - 60 days

61 -90 days

Over 90 days

£

£

£

£

£

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

11,253,243
2,114,834
3,623,737
16,991,814
(623,400)
16,368,415

5,816,995
1,976,564
1,723,687
9,517,246
9,517,246

1,486,644
63,040
711,250
2,260,935
2,260,935

1,926,077
58,601
330,711
2,315,389
2,315,389

2,023,526
16,629
858,089
2,898,245
(623,400)
2,274,845

794,911
1,844,968
66,444
2,150,954
4,857,277
(654,331)
4,202,946

100,417
198,057
20,849
574,810
894,133
894,133

118,336
237,829
12,133
402,969
771,267
771,267

88,262
703,794
268,994
1,061,050
1,061,050

487,897
705,287
33,462
904,181
2,130,828
(654,331)
1,476,497

21,849,091

10,411,379

3,032,201

3,376,439

5,029,072

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 6
Month 5

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

100%
100%

48%
32%

14%
27%

15%
7%

23%
34%

3,251,231
(137,931)
3,113,300

814,489
814,489

703,553
703,553

413,816
413,816

1,319,372
(137,931)
1,181,441

2,000,787
(617,887)
1,382,900

57,744
57,744

131,039
131,039

61,685
61,685

1,750,319
(617,887)
1,132,432

5,252,018

872,233

834,592

475,501

3,069,692

 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.
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Working Capital - Creditors

Overall Total
£
NHS Bodies

0 - 30 days
£

Enc. 2.5

31 - 60 days
£

61 -90 days
£

Over 90 days
£

5,092,700

963,271

2,248,364

466,954

1,414,111

Non NHS Bodies

22,124,115

6,551,674

8,756,228

5,365,809

1,450,405

Total

27,216,816

7,514,945

11,004,592

5,832,763

2,864,515

100%
100%

28%
24%

40%
49%

21%
15%

11%
12%

% of Total Outstanding - Month 6
- Month 5

Invoiced trade creditors – excludes accruals and employer costs

Page 29

Cash Summary

Enc. 2.5

Cash Balances
 The Cash balance at the end of Month 6 was £19.689m against a forecast cash balance of £17.080m.

 The Trust’s Working Capital Facility is £35m and the Trust has not utilised this Facility in the current financial year.
Cash Flow Variances
 The Cash balance at the end of Month 5 was £19.689m, £2.6m more than the forecast cash balance of £17.080m.
PCT Debtors have increased and this has resulted in the slowing down of creditor payments.

 PCT contract over-performance payments of £3.6m remain outstanding (see page 27). 50% of the RTT monies
were received in September by SEL PCTs (£2.7m) and the remaining 50% should be received on November 15th.

 To 31 August 2012, income of £2.6m 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 £5.6m less than forecast to 30 September 2012.
This is partly due to staff vacancies and a phasing review will be carried out for month 7.

 Payments to NHS Professionals for bank and agency staff were £1.1m less than forecast in September 2012 and
are scheduled to be paid in October 2012.

 Capital invoice payments were £1.7m more than the re-forecast plan to date due phasing of capital budgets
compared to the payment of invoices. It is expected that these payments will move in-line with budget over the
remainder of the year but a year-end forecast overspend of £1.9m is anticipated.

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

Balance B/F

QTR 1
2012/13
A CTUA L
£'000s

QTR 2
2012/13
A CTUA L
£'000s

QTR 3
2012/13
Forecast
£'000s

QTR 4
2012/13
Forecast
£'000s

27,607

27,607

16,969

19,689

19,657

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-t ot al

101,223
39,961
85,708
2,090
181,139
62,042
16,549
2,612
23,877
1,475
27,117
1,608
15,803
3,298
20,254
14,030
7,392
3,770
3,600
18,279
35,179
18,442
3,540
688,988

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

25,608
10,027
21,612
184
45,347
20,859
3,843
563
5,949
383
2,879
1,247
4,145
418
5,043
3,451
1,848
1,115
1,200
5,178
6,384
5,868
754
173,905

25,293
10,002
21,348
726
45,095
15,057
4,248
699
5,931
399
7,767
0
4,000
1,074
5,043
3,525
1,848
873
900
3,900
9,546
4,500
945
172,719

25,339
10,053
21,345
726
45,156
15,057
4,248
699
5,931
399
16,471
0
4,000
1,074
5,043
3,525
1,848
873
900
3,900
9,546
4,500
945
181,578

Expendit ure
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-t ot al

195,840
146,137
29,928
3,540
28,501
4,652
34,184
9,985
13,632
192,324
658,723

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

47,902
36,514
7,842
754
7,779
1,126
8,736
2,997
2,370
43,124
159,144

50,211
36,699
7,772
945
6,150
1,200
8,400
2,994
3,900
49,643
167,914

50,211
36,699
7,773
945
6,150
1,200
8,400
998
3,900
51,394
167,670

14,762

4,805

13,908

4,993
474
0
3,918
0
0
0
0
0
62
183
(20)
17
0
0
1,878
537
12,042

2,070
360
(990)
0
0
281
225
0
0
0
183
(16)
18
241
50
1,878
537
4,837

4,695
880
(880)
4,174
(800)
0
0
0
0
62
183
(17)
18
0
0
1,878
537
10,730

Income

NHS Clinical Income

Cash from operat ions

30,266

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

15,624
1,870
(1,870)
8,092
(800)
562
450
0
0
124
733
(69)
70
488
103
7,513
2,148
35,038

Net Inflow / Out flow
Forecast Balance C/F

(4,773)
22,835

(3,209)

3,866
156
0
0
0
281
225
0
0
0
184
(16)
17
247
53
1,879
537
7,429
(10,638)
16,969

2,720
19,689

(32)
19,657

3,178
22,835
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Analysis of Cash Balances (Monthly)

Enc. 2.5

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

 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. 2.5

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

Balance (£'000)

70,000

60,000

50,000

£'000

40,000

30,000

20,000

10,000

‐
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

30‐Sep‐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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Statement of Financial Position
(Balance Sheet)
STATEMENT OF FINANCIAL POSITION AS AT

Enc. 2.5

31 March 2012

Qtr 1
30 June 2012

Qtr 2
30 September
2012

Consolidated
Annual Plan
Forecast

£'000

£'000

£'000

31 March 2013
£'000

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 Receivables
Other Receivables
Impairment of Receivables
Other Financial Assets
Prepayments
Cash & Cash Equivalents
Total Current Assets
CURRENT LIABILITIES
Interest‐Bearing Borrowings
Deferred Income
Provisions
Current Taxes Payable
Trade Payables
Other Payables
Other Financial Liabilities
Total Current Liabilities

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

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

941
270,530
78
74,630
3,530
349,709

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

10,963
23,535
8,352
(2,756)
8,668
3,844
27,607
80,213

11,070
21,692
19,143
(3,033)
18,455
4,056
16,970
88,353

11,151
27,107
9,016
(3,592)
21,270
7,100
19,689
91,741

11,500
26,900
8,800
(4,000)
8,246
4,000
22,835
78,281

(1,135)
(6,181)
(983)
(7,939)
(22,849)
(9,742)
(26,159)
(74,988)

(629)
(6,793)
(838)
(7,901)
(16,770)
(14,811)
(34,165)
(81,907)

(567)
(6,353)
(649)
(7,787)
(27,217)
(12,090)
(33,716)
(88,379)

(1,135)
(4,700)
(990)
(8,200)
(23,900)
(9,500)
(24,529)
(72,954)

Total Assets less Current Liabilities

357,003

358,457

353,071

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)

Total Assets Employed

262,300

263,753

258,367

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
85,919
0
36,770

135,678
87,667
0
34,610

Total Taxpayers' Equity

262,300

263,753

258,367

257,955




Trade and Other Receivables includes NHS and Non-NHS debtors on page 28
Trade and Other Payables includes NHS and Non-NHS Creditors on page 29

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

Page 34

Public Sector Payments Policy
Paid to NHS Organisations

Amount Paid on Time

Public Sector Payments Policy
2012/13

Enc. 2.5

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%

August

2,169

3,919

6,088

1,026

3,919

4,945

47%

100%

81%

76%

September

1,641

4,061

5,702

601

4,061

4,662

37%

100%

82%

77%

12,756

20,380

33,136

4,178

20,380

24,558

33%

100%

74%

July

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%

September

12,918

7,583

20,501

4,142

7,583

11,725

32%

100%

57%

71%

87,926

46,673

134,599

49,266

46,673

95,939

56%

100%

71%
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Glossary

Enc. 2.5

CIP – Cost Improvement Plan
SLA – Service Level Agreement
PDC – Public Dividend Capital
PSPP – Public Sector Payment Policy
Working Capital Facility - represents a sum of money reserved by the relevant bank for potential use by
the Foundation Trust
Asset - An asset is a resource controlled by the enterprise as a result of past events and from which future
economic benefits are expected to flow to the enterprise
Liability - an entity's present obligation arising from a past event, the settlement of which will result in an
outflow of economic benefits from the entity
Equity - the residual interest in the entity's assets after deducting its liabilities
EBITDA – Earnings before Interest, Taxation, Depreciation and Amortisation
EBITDA Achieved (% of Plan) – measures the achievement of earnings against plan
EBITDA Margin (%) – Measures Earnings as a percentage of total income indicating underlying
performance
Return on Assets excluding Dividends – Net surplus before Dividends as a percentage of average assets
indicating financial efficiency
I & E Surplus margin net of dividends – Net surplus as a percentage of total income indicating financial
efficiency
Liquidity Ratio (days) - The liquidity ratio (days) indicates the number of days that net liquid assets can
cover operating expenses without further cash coming from cash sales of fixed or long-term assets.
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Enc. 2.6

Board Of Directors
2012-13 Month 6
Performance

Roland Sinker
Chief Operating Officer
1

Enc. 2.6

Report to:

Board of Directors

Date of meeting:

30 October 2012

Subject:

Performance Report, Month 6 2012/2013

Author(s):

Peter Fry, Assistant Director of Performance and Contracts

Presented by:

Roland Sinker

Sponsor:

Roland Sinker

History:
Status:

For Information

1. Background/Purpose
This report provides the details of performance achieved against the governance indicators defined in
the Monitor Compliance framework for the final Quarter 2 July-September 2012 position. It also
contains an update on the Trust’s contractual position at Q2 in relation to its CQUIN performance,
together with specific Performance report updates on the latest Emergency Care Action Plan, Referral
to Treatment (RTT) position at Quarter 2 and the latest C-difficile Action Plan.

2. Action required
Alongside the Monitor Submission Quarter 2 2012/13 report, the Board is asked to approve the
performance reported against the governance indicators defined in the Monitor Compliance framework
for Quarter 2 as detailed within this Month 6 Performance Report.
2

Enc. 2.6

3. Key implications
Legal:

Statutory reporting to Monitor and the DH.

Financial:

Trust reports financial performance against published plan.

Assurance:

The summary and main report provide assurance that the Trust has met all
targets as defined within the Monitor compliance framework for Q2 in 2012/13.

Clinical:

There is no direct impact on clinical issues.

Equality & Diversity:

There is no impact on equality & diversity issues.

Performance:

The summary and main report demonstrates that the Trust has achieved all
performance indicators for Q2 as defined in the Monitor compliance framework.

Strategy:

Performance against the Trust’s annual plan forecasts and key objectives.

Workforce:

None.

Estates:

There is no direct impact on Estates.

Reputation:

Trust’s quarterly and monthly results will be published by Monitor and the DH.

Other:(please specify)

None
3
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Executive Summary (1/4)

Enc. 2.6

1. Trust Wide 2012-13 Performance for Month 6:
• Good Performance
Patient access targets were achieved for the 4-hour waiting time standard in A&E in September (95.4%
compared to the 95% national target for all attendance types). The Trust has therefore achieved this
access target overall for Q2 (95.47%). All Referral Time to Treatment (RTT) and cancer waiting times in
have also been achieved for September and for Q2 overall.
No further MRSA cases were attributed to the Trust during September so the Trust has 1 case YTD which
is lower than our quota of 2 cases for Q2 – it is over 180 days since the first case was reported this year.
7 further c-difficile cases were reported during September, so the Trust has declared 33 cases to date,
lower than our quota of 38 cases for the same period. This compares favourably to the 56 cases that
were reported at this point last year.
• Performance challenges
Given the sustained emergency pressures that the Trust is having to manage, delivery of the 4-hour A&E
waiting time standards for Q3 remains a concern, although performance as at mid-October is over 97.4%.
Continued delivery of the RTT Admitted and Incomplete targets remain a risk for Q3, due to continued bed
pressures and some issues associated with confirming operating lists at off-site hospitals for treating
backlog patients.
The number of patients waiting over the 6-week diagnostic waiting time target has reduced from 252
cases in August to 126 cases in September, just under 2.8% of the waiting list. Only 31 of these breaches
were endoscopies and the Trust plan remains to clear the endoscopy backlog by the end of November
when the new Endoscopy unit opens. There were also 40 MRI and 40 non-obstetric ultrasound breaches
reported. A new MRI scanner is being installed and planned to be operational in February 2013, and
additional booking capacity and sonographer slots have now been created to meet ultrasound demand.
There were a further 4 cases of VRE bacteraemia reported in September with a total of 16 cases YTD,
which is higher than the internal trajectory of 9 cases. There were 2 additional cases reported in each of
5
the Child Health and Liver divisions respectively.
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• Concerns going forward:
Emergency Access Targets: The performance improvement has been delivered following a significant
investment in staffing at peak twilight periods within the A&E department, and implementation of a new
24/7 service model within the Acute Assessment Unit (AAU). The next key area of focus is improving
weekend discharges to ensure elective activity can be delivered on a Monday. For instance, there are an
average of 25-30 medical discharges during the week but an average of 10 discharges over the weekend.
Waiting List Access Targets: In order to maintain compliance with these standards, the Trust is still
exploring additional off-site options to ensure that elective activity can be maintained over the winter
period and second half of the year. Discussions have already taken place with divisions to confirm theatre
capacity that will remain open during the Christmas/New Year period, so that staff and patient availability
can be managed accordingly. Consistent with the Trust’s self-certification with Monitor at the start of the
year, achieving the RTT targets remains a risk.
Health Care Acquired Infection (HCAI): 1 MRSA bacteraemia has been attributed to the Trust YTD to
September 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 the end of Q2 – but 7 cases
were attributed during the month meaning 33 cases attributed to the Trust YTD - compared to the
trajectory of 38 cases. Hand hygiene audit compliance (which provides a leading indication for managing
infection control) has also improved from nearly 77% last month to nearly 84% in September. Audit
compliance was 88.7% 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
6
further details can be found in the update provided later in this report as a specific performance report.
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• Other areas of concern:
Finance: For further details please refer to the Finance part of this paper.
HRWD: Divisions have formulated a number of plans to focus on: closer working with the Facilities teams
in relation to food, noise and cleaning on the wards; review of patient experience associated with
emergency pathway admissions, in particular on the Medical and Acute Assessment units; and detailed
action plan developed following the National Cancer Survey findings.
2.

Regulatory
• Monitor Q2 interim position

The Trust is rating itself a score of 0 in the Monitor Compliance Framework for the Q2 position, giving the
Trust a governance risk rating of Green as all performance indicators have been achieved for the quarter.
This is the first quarter where the Trust has rated itself with a risk rating of Green since 2010-11.
• Care Quality Commission (CQC) Quality Risk Profile (QRP)
The latest QRP profile for October was published on 5 October 2012 with no significant adverse
movement to report. There were 3 outcomes whose rating moved adversely – 2 of which were due to data
items being removed from the rating assessment where the Trust is actually rated better than expected.
This is being queried with the CQC.
3. Contractual
• CQUIN 2012/13
Q1 evidence has been submitted to the commissioners and the Trust is still awaiting formal feedback. The
Trust is expecting 100% achievement of the CQUIN with an associated financial value of £1.3m. Q2
evidence is being compiled and will be submitted at the end of October. Again, the Trust is expecting to
achieve 100% of the CQUIN scheme standards with an associated financial value of £2.5m.
Key areas of risk for schemes in Q3 and Q4 include ensuring that EPR development work is completed in
time to support data collection and reporting for the Alcohol and Dementia CQUINs. Further work is also
7
required to meet uptake and improvement targets in relation to the new Outpatient experience survey.
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4. Specific Performance Reports
• Emergency Care Action Plan Update
Additional priority actions outlined in last month’s update continue: including increased staffing levels at
weekends and specifically within the Emergency Department (ED) and Acute Assessment Unit (AAU) for
periods of peak demand, introduction of a 24/7 AAU model and increased discharge planning throughout
Thursday to Sunday in order to maximise bed availability on a Monday morning. A site visit is being
arranged to visit Ashford Hospital as part of the East Kent FT to review their real-time reporting systems for
the ED.
RTT Q2 Performance Update
Weekly RTT review meetings continue which monitor current month and next month projected breach
positions, as well as the additional activity being delivered as part of the waiting list initiative for 2012-13.
Whilst the overall backlog position has reduced by nearly 800 patients waiting from the end of March 2012 to
the current position, the overall waiting list has not reduced to the same extent. This suggests that there is a
potential demand and capacity issue in maintaining compliance with the Incomplete RTT standard.
Divisions are currently in the process of reviewing the change in referrals, outpatient and admitted activity to
understand the net change in their waiting list position.
Infection Control
Further details on the Infection Control enclosure (ICE) facilities that the Trust has now ordered, 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 6 Performance
Summary
Domain*

Key Highlights

Clinical
Effectiveness

9

5

Safety

6

6

Patient
Experience

7

3

Finance & Operational
Efficiency

7

7

Staffing measures

2

0

Enc. 2.6

Key Actions

All Patient access targets for Referral to Treatment (RTT), Cancer Waiting Times and Emergency care 4‐hour performance
have been achieved for September at Trust level. Elective and Non‐Elective ALOS improved in September compared to
August by 0.4 and 0.3 days respectively but remain above target. Repatriation bedday delays increased from 153 to 213
beddays, effectively just under 5 beds per day on average for August compared to 7 beds per day during September.
Key concerns are:
• RTT pathway targets – whilst the 90% admitted target and 92% Incomplete target were achieved in September and for
Q2 overall, maintaining compliance with these standards in Q3 remains a risk.
• Emergency Clinical Indicators – 95.4% of patients were seen in A&E within 4 hours, achieving the 95% target for Q2.
Leading indicators for efficiency: Recording of Expected date of discharge (EDD) has increased to 54.6% across all divisions
but the 90% internal target was only achieved by Haematology this month (just under 95%).

• 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 continue to be held with the
COO to review breaches in A&E
• Weekly RTT meetings continue to take place
to track longer‐waiting patients
• Weekly Cancer waiting list meetings continue
to take place to track individual patients.

No new MRSA cases were attributed to the Trust during September and it is now over 180 days since our last reported case.
Key concerns are:
•VRE – 4 new cases reported this month: 2 in Liver and 2 in Child Health. 16 cases have been reported to date which is higher
than the internal target of 9 cases (and the same as the number of cases reported at this point last year).
• C Difficile – 7 cases reported during September which means 33 cases have been reported to date compared to the
trajectory of 38 cases, and considerably better than the 56 cases which were reported at this point last year.
• Red AIs and red shifts ‐ 5 Red AIs were reported in September: 2 in Cardiology, 1 in Renal, 1 in Acute Medicine and 1 on
Cotton Ward assigned to Facilities (Maintenance). There were 57 red shifts reported in September ‐ the majority in TEAM.
Leading indicators of safety:
● MRSA Screening ‐ elective MRSA screening was 100% for September and 97.2% of emergency patients were screened.
● Hand Hygiene – audit compliance rose to 83.6% this month overall (compliance was 88.7% for actual audits performed).

• Continued focus on managing MRSA infection
and screening.
• TEAM and Child Health divisions have been
red‐rated based on their IC performance.
• Weekly CDT meetings continue to review
locally reported cases , and distinguish between
true or colonised cases.
• Ongoing implementation of an action plan to
ensure compliance with the DH document “Start
Smart, then Focus” for antimicrobial
stewardship.

Overall HRWD score remains at 86% in September, achieving the 86% target – and each section score achieved their targets
except for Environment, which is 1% below target at 78%. Number of complaints reduced by 18 cases to 55 in September. We
are reporting a more complex set of complaints, as more cases are being managed earlier prior to being a formal complaint.
Key concerns are:
 28 Day Cancellation Standard – 4 breaches of this standard in September (2 breaches were due to lists over‐running, 1 to
the surgeon being unavailable and 1 to an HDU bed being unavailable).
Single Sex Accommodation–there were 32 ICU delayed discharge breaches reported in September compared to 15 in August.

• Continued focus on patient experience
through Energising for Excellence, Safety
Express and Ward 20/20 initiatives.
• Developing a Trust‐wide plan for HRWD
• The Complaints team are now working more
closely with divisions to ensure a more timely
response to patient complaints.

At Month 6, the Trust has a net variance from plan of ‐£1.896m. Further details can be found in the Finance part of this
paper.
Key concerns are:
 Theatre Utilisation Rate – the overall rate remains at 82% in September, still achieving the 80% target. Main Theatres rose
from 84.1% in August to 85.3% in September, achieving the target, but DSU Utilisation fell by 2.1% to 73.7% and remains
below the 80% target.
 DNA Rate improved slightly to 12.6% but is higher than the 12.2% target.
 Outpatient cancellations by the hospital have increased to 8,145, nearly 1000 more cancellations compared to last year.

• Actions for recovering the Trust’s financial
position can be found in the Finance part of this
paper.
• Outpatient Redesign work group is due to
review the clinic processes in October, in view of
the high levels of DNA and hospital‐initiated
appointment cancellations that are being
reported this year.

Key concerns:
● Vacancy rate remains at 8.1% – just above the 5‐8% target tolerance.
● Mandatory & Statutory Training – the overall training index score has improved slightly this month to 53 but remains 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 M6 Division Performance –
Key Areas of Concern
Division

Areas of Concern

Womens & Children

• Finance position
• Ante-natal booking within 12+6 weeks (Obstetrics)
• RTT Admitted (Gynaecology)
• 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
• Non-Elective ALOS
• Pressure Sores (Liver and Surgery)

Networked Services

• Finance position
• RTT Admitted (Neurosurgery)
• 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

• Non-elective ALOS
• Outpatient Cancellations by Hospital
• New to Follow up ratio

Enc. 2.6
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Divisional Summary (1/3)
Comment

Women’s
& Children

Liver, Renal
& Surgery

Finance Position: At the end of month 6, the division has an adverse variance of -£279k
Child Health: Elective ALOS has increased to 3.1 days and non-elective ALOS remains at 3.7 days, both
achieving their 3.9 day targets. Discharge Date Compliance increased further to 73.8% but remains below the
target of 90%. There were 3 Infection Control cases – 2 VRE cases on Thomas Cook and 1 CDT case on
Lion. Hand Hygiene Audit compliance has increased further to 91.6% but remains below the target of 95% audits were performed in all locations. Combined MRSA screening remained at 99.3% due to 2 unscreened
emergency patients on Thomas Cook HDU (1) and Toni & Guy (1) respectively. 13 Red Shifts were reported –
4 on NICU, 1 on Rays of Sunshine and 8 on Thomas Cook HDU wards.
Gynaecology: Elective ALOS has decreased to 1.8 days, remaining below the 2.4 day target; Non-Elective
ALOS remains at 1.8 days, achieving the 1.8 day target. All Patient Access indicator targets have been
achieved with the exception of RTT Admitted completed pathways where 89% of patients were admitted within
18 weeks, just below the 90% target. Discharge Date Compliance has decreased to 62.4%, remaining below
the 90% target. Hand Hygiene audit compliance has increased to 90.5%, but remains below the 95% target audits were performed in all locations. Combined MRSA screening has decreased slightly to 97.4% and
remains below target due to 4 unscreened patients on Katherine Monk. There were 3 Slips, Trips & Falls on
Katherine Monk. All HRWD composite scores are below target except Care Perceptions.
Obstetrics: Ante-natal booking within 12+6 weeks has decreased below the 90% target for the standard and
adjusted measures to 68.1% and 79.5% respectively. The total C-Section rate has increased above the 26%
target to 26.3%, whilst the elective rate remains within the tolerance thresholds. All HRWD composite scores
are below target. Hand Hygiene audit compliance has decreased further to 36.7%, remaining below the 95%
target; however, three out of five locations had no audits performed - 94.4% compliance was achieved in
audits performed. VTE Assessment remains above the 90% target at 92.5%.
Finance Position: At the end of month 6, the division has an adverse variance of -£1.787m
Liver: Endoscopy median waiting time is below target of 28.0 days at 18.4 days. Non-Elective ALOS is above
target of 14.4 days at 17.6 days and Elective ALOS just above target of 6.0 days at 6.1 days. Discharge Date
compliance still very low at 7.4%, with limited uptake of EPR. There were 2 new VRE cases – 1 in LITU and 1
on Trundle Ward, and 1 new CDT case on Dawson Ward. Hand Hygiene audit compliance decreased to
63.6% with 2 locations not performing audits - 95.4% compliance was achieved in audits performed. Three
Red Shifts recorded – 2 on Dawson and 1 on Todd Wards. Two Pressure Sores (both Grade 2) reported on
LITU ward. VTE assessments performed now above the national 90% target at 99.9%.
Renal: Elective ALOS is above target of 2.2 days at 3.4 days, but Non-Elective ALOS below target of 9.0 days
at 8.1 days. Discharge date compliance has decreased to 55.6%. One new CDT case recorded on Fisk &
Cheere Ward. Hand Hygiene audit compliance at 97.7% with all locations performing audits. Four Red Shifts
reported on Fisk & Cheere Ward. One Red AI relating to a patient fall recorded. VTE assessments performed
remain above the 90% target at 99.9%.
Surgery: Elective ALOS remains above target of 3.6 days at 3.8 days and Non-Elective ALOS also remains
above target of 4.8 days at 7.3 days. Discharge date compliance is 75.6%. 73% of RTT admitted patients
treated within 18 weeks compared to the 90% target and 79% of RTT incomplete pathways waiting under 18
weeks compared to 92% target. Hand Hygiene audit compliance is 96.0% with all locations performing audits.
MRSA screening is below 100% due to 9 emergency patients not being tested. 12 Red Shifts reported – 9 on
Lister Ward, 2 in ASU and 1 on Cotton Ward. Six Grade 2 Pressure Sores reported - 4 in ASU and 1 each on
Lister and Matthew Whiting Wards. VTE assessments performed remain above the 90% target at 96.3%.

Enc. 2.6
Key Action / Focus
- Finance position
- Discharge Date Compliance:
- Infection Control: Child Health
- Hand Hygiene Audits
- MRSA Screening
- Red Shifts: Child Health
- RTT Admitted: Gynaecology
- HRWD: Obstetrics & Gynae
- Ante-natal booking within
12+6 weeks (Standard and
Adjusted): Obstetrics

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

Networked
Services

TEAM

Enc. 2.6

Comment

Key Action / Focus

Finance Position: At the end of month 6, the division has an adverse variance of -£1.584m
Cardiovascular: Elective ALOS has increased by 0.2 days to 6 days and remains above the 5.2 day target.
Non-elective ALOS has reduced by 0.8 days to 7.3 but still remains above target of 7.1 days. Discharge date
compliance has improved further to 87% from 57% last month, remaining below the 90% target. There were 2
new CDT cases – 1 on Victoria & Albert and 1 on Victoria & Albert HDU ward. There were 3 unplanned
admissions to ICU – 2 from the Coronary Care Unit and 1 from V&A HDU wards. Hand Hygiene audit has
improved by 6% to 87.7 this month, still remains below target of 95. Repatriation bedday delays have reduced
further from 26 beddays to 7 beddays this month. PCI MINAP data completeness this month has decreased by
3% to 85.8% and remains below the target of 90%.
Neurosciences: Non elective ALOS is above the 13 day target by only 0.4 days in Neurosurgery despite the
discharge of 2 patients with an average LOS of 189 days. Non elective ALOS in Neurology was 6.4 days above
target at 14.9 days due to 136 day stay patient. Elective Neurology LOS was 4.9 days above target due to the
discharge of a 111 day stay patient. Discharge date compliance improved to 81% from 75% last month,
compared to the 90% target. There were 111 repatriation bed day delays, increasing from 101 days last month.
Hand hygiene improved to 90.7 % from 75% last month, but remains below the 95% target. There were 2
pressure sores reported – 1 on Kinnear Wilson and 1 on Frank Cooksey ward. There were 2 unscreened MRSA
emergency patients - 1 on David Marsden (non-Neurosciences patient) and 1 on The Friends Stroke Unit.
Haematology: In-hospital mortality index (SHMI) is 147 compared to the expected index of 100. King’s
Haematology is still a SHMI outlier compared with a new smaller peer group including the Royal Marsden - this
is being investigated. All patient access targets were achieved. Non-elective ALOS increased to 17.6 days,
above the 13.7 day target. Discharge Date Compliance improved to 95%, above the 90% target. Hand hygiene
was 87.7% and is below the 95% target with all locations performing an audit. There was 1 unscreened MRSA
(emergency non-Haematology) patient on a Haematology ward, so the MRSA screening score was 97.7%.

- Finance position

Finance Position: At the end of month 6, the division has a positive variance of £643k
TEAM: SHMI outcomes continue to perform well with an index of 58 compared to the expected index of 100.
Non-Elective ALOS has decreased by 1.1 days, from 7.3 days in August to 6.2 days in September, and is
below its target of 7.9 days by 1.7 days. This decrease is driven by General Medicine patients even though the
ALOS in Geriatric Medicine increased by 4 days in September. The number of Outlier beds has increased by
an average of 5.1 beds in August to 9.9 beds in September, with TEAM patients occupying on average 2.3
beds in Women’s Health, 2.1 beds in Surgery, 2 beds in Neurosciences and 1.3 beds in Cardiovascular. All
RTT and cancer patient access targets were achieved this month. Although Emergency Care Performance
achieved 95.4% for the 4-hour waiting time target in September, this target is still at risk of achieving in
October. Hand hygiene compliance has increased by 6% to 80.8% in September but is still below the 95%
target with no data being supplied for one location - 85.2% compliance was reported for actual audits
performed. No MRSA or VRE cases reported in September but 1 CDT case was reported on Byron ward. One
Grade-2 Pressure sore was reported on Oliver ward. Overall, the HRWD scores have remained constant, with
none of the section scores achieving their respective targets. Red shifts have decreased from last month with
25 shifts in August compared to 21 shifts in September – the main wards were: CDU - 14 Red Shifts, Oliver - 7
and Annie Zunz - 4.

- Outlier patients

- Elective and NonElective ALOS (Cardiac)
- Discharge Date
compliance
(Cardiovascular &
Neurosciences)
- PCI MINAP data
Completeness
- Hand hygiene
compliance
- SHMI (Haematology)
- Non-elective ALOS:
Haematology
- MRSA Screening

- Emergency Care
Performance (4-hour target)
- CDT
- Hand Hygiene audits
- Pressure sores
- HRWD
- Red Shifts

Divisional Summary (3/3)
Comment

Critical Care,
Theatres and
diagnostics

Ambulatory
Services and
Local Networks

Enc. 2.6
Key Action / Focus

Finance Position: At the end of month 6, the division has a positive variance of £1.235m
Critical Care (CC): Bed occupancy throughput has decreased by 6% to 102%, and still remains above the
85% target. 1 new CDT case reported on the Intensive Care Unit. Hand Hygiene compliance has increased
slightly by 4% to 71.3% but remains below target of 95%. 2 Red and Amber adverse incidents were reported.
Emergency MRSA screening remains at 100%. One hospital acquired Grade 2 pressure sore was reported in
the ITU. Delayed Discharge Hours have increased by 117% to 1281, due mainly to General Surgery, Cardiac
and Neurosciences specialties.
Diagnostics: The number of Ultrasound IP same-day requests completed within 24 hours has decreased to
75% from 81% in August, and remains below the target of 90%. Hand Hygiene has increased again from
72.1% in August to 80.1% in September, but is below the 95% target. MRSA Screening is at 100%. No BBV
incidents reported this month. The number of same day CT requests performed has decreased from 94% to
80%, and is below the 90% target. DNA rate has decreased further to 11.4% from 33.3% last month. Reporting
turnaround for Angio & Fluoro IP has increased from 0.4 days in August to 2 days this month and is above
target.
Theatres: 56% of RTT Admitted pathways were completed within 18 weeks, not achieving the 90% target, as
15 backlog patients were treated in September. 3 OTD cancellations (for no theatre team member or
anaesthetist) were reported this month. Hand Hygiene Audit compliance has increased by 4% to 71.3% but
remains below the 95% target. 1 Adverse Incident reported this month. Number of sessions closed with 13
days notice or less has increased to 6 in September from 4 in August. DNA rate has decreased by 24% to
12%, mainly due to DNAs for follow up appointments. Right on Time Starts has decreased from 25.3% in
August to 16.2% in September, and remains below the target of 51%. Early Finishes increased from 33.2% in
August to 36.1% in September, above the 9% target.

- Bed occupancy throughput:

Finance Position: At the end of month 6, the division has a positive variance of £349k
Ambulatory: Elective ALOS has improved from 13.1 to 1.3 days and has achieved the 3.6 day target. Non
Elective ALOS has increased from 17.2 to 24.4 days and is now twice the 12.2 day target. The composite
indicator for Cancer Waiting Times has not been achieved due to 1 breach in the ‘31 day wait for
second/subsequent treatment (drug treatment)’ standard. Hand Hygiene Audit compliance is 80.3%, remaining
below the 95% target - audits were completed in all locations. There was 1 inpatient cancellation in
Ophthalmology which was also a 28 day cancellation as the patient has been previously cancelled. Outpatient
Cancellations – by Hospital has increased to 1991 and remains above the 1475 target. The New to follow up
ratio remains static at 2.8, above the 2.7 target.

-Non-Elective ALOS

Critical Care
- Red/Amber incidents
- Hand hygiene
- Waiting Times : Diagnostics
- Delayed Discharges:
Critical Care
- Pressure sores
- RTT Admitted (Anaesthetics)

-Hand Hygiene Audit:
Ambulatory
-Outpatient Cancellations by
Hospital
-New to Follow Up ratio

Dental: All patient access targets have been achieved. Elective ALOS has improved from 1.6 to 1.1 days,
achieving the 1.1 day target. Non Elective ALOS has increased from 2.6 to 5.6 days and has not achieved the
2.1 day target. Hand Hygiene Audit Compliance has improved to 97.5%, achieving the 95% target - audits
were completed in all locations. Outpatient Cancellations – by Hospital has increased to 965, significantly
above the 473 target.
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Regulatory/Contractual Performance
2012/13 (1/3)
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Regulatory
• Monitor Month 6 position:
The Trust has achieved all performance indicator targets in the Monitor Compliance framework for
September, and is rating itself Green for Q2. The Trust has been reducing the number of longer-waiting
patients requiring admission, and has managed to achieve all RTT waiting time standards including the 92%
Incomplete pathway target and 90% Admitted-completed pathway targets for each month in Q2. All cancer
waiting time standards have been achieved in Q2, and the Trust achieved 95.5% performance against the 4hour waiting time standard in A&E (95% target), despite sustained emergency access pressures during Q2.
The Trust had no MRSA bacteraemia cases reported in September, 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 6 months without a reportable case of MRSA.
7 C-difficile cases were reported in September, bringing the number of attributed cases YTD to 33 compared
to the 56 cases that were reported at this time last year. This is also below the threshold of 38 cases for the
YTD position, but remains a risk.
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. 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. This includes 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 are on-going, chaired by the COO.
A programme of winter planning workshops are scheduled to take place with all divisions to agree and sign-off
20
their winter action plans.

Monitor 2012-13 Q2 position
Enc. 2.6
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Regulatory/Contractual Performance
2012/13 (2/3)
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Regulatory
• CQUIN 12/13 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.
Q2 evidence is being complied and will be submitted at the end of October. The Trust is expecting to
achieve 100% of the CQUIN scheme standards, with an associated financial value of £2.5m.
Good progress in all areas to date, but especially VTE screening, Dementia Training, End of Life Care,
Cancer staging and COPD discharge planning.
Key risks for the achievement in Q3 and Q4:
• IT support: to finalise the data collection and reporting functions which relate to EPR in time to
effectively monitor performance and drive improvement against CQUIN targets. Greatest areas of
impact are the Alcohol and National Dementia CQUINs.
• OP Experience: In order to meet uptake and improvement targets, further work is needed to raise
the awareness of the new Outpatient survey across all staff groups and suites, and to increase
the opportunities for patients to complete the survey on-line in clinic.
• Timetable for commissioner feedback: Whilst the Trust has not yet received formal feedback
from the commissioners in relation to its Q1 performance, there is no contractual deadline agreed
for signing-off each quarter’s performance.
Actions: Receive official sign off for Q1, submit Q2 evidence and agree a timetable and deadline for
comment on evidence submissions with commissioners. Continue to meet with internal IT and
Outpatient experience leads to monitor progress.
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Regulatory/Contractual Performance
2012/13 (3/3)
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• Care Quality Commission (CQC) Quality Risk Profile (QRP):
No significant adverse movement to report.
Outcome 21: Records moved from low green to high green due to additional negative comments in
relation to poor clinical documentation mainly in the Electronic Patient Record (EPR) system, that were
reported in the Audit Commission Payment By Results Coding Audit.
Outcome 12: Requirements relating to workers moved adversely from low yellow to low amber due to
the exclusion of NHSLA which rated the Trust better than expected. Outcome 17: Complaints moved
adversely from low green to low yellow due to the exclusion of 5 NHSLA data items rated much better
than expected. These two areas of exclusion are being queried with the CQC.
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QRP October 2012 position
Enc. 2.6

Analysis of King’s QRP October 2012 (published 5 October 2012):
Overall Risk Estimates
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Emergency Care Performance Action
Plan (1/8)

Enc. 2.6

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 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).
• Maximise 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 Acute Assessment Unit at
times of peak demand to manage surges of patients.
• Arranging to visit Ashford hospital as part of East Kent FT in relation to real-time reporting for ED.

The latest Emergency Care Action Plan can be found in the following pages:
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Emergency Care Performance Action
Plan (2/8)
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Emergency Care Performance Action
Plan (3/8)
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Emergency Care Performance Action
Plan (4/8)
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Emergency Care Performance Action
Plan (5/8)
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Emergency Care Performance Action
Plan (6/8)
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Emergency Care Performance Action
Plan (7/8)
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Emergency Care Performance Action
Plan (8/8)
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RTT Q2 Performance Update (1/2)
Enc. 2.6

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 92% target for each month thereafter in Q2.
March
Planned
Actual

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%
92.4%

• NHS London has requested that the Trust complete a template listing all current patients waiting over
52 weeks, based on the submission of our RTT Incomplete return to the DH/Unify every month. The
number of 52+ week waiters has reduced from 140 patients at the end of August to 130 patients at the
end of September. Nearly 100 of these patients are waiting in General/Bariatric Surgery.
• We are planning to treat all non-General Surgery 52+ week wait patients by the end of December, and
to clear the General Surgery waiters by the end of March 2013. This is dependent upon suitable
capacity being available.
2.

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 both August and September. The Trust has therefore achieved this RTT waiting
time standard for the quarter overall, as far as the Monitor Compliance framework is concerned.
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RTT Q1 Performance Update (2/2)
Enc. 2.6

3.
•
•
•

•
•

4.

•
•
•
•
•
•
•

RTT Monitoring
Weekly RTT meetings continue to take 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.
Incomplete breach targets and 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 reporting positions.
A number of specialty waiting lists are being reviewed in more detail, given their overall waiting list
position has not reduced consistent with the reduction in backlog waiters - suggesting that there is a
potential demand and capacity issue in maintaining compliance with the Incomplete RTT standard.
Division Action Plans update
Additional activity will continue to be provided on-site and through an umbrella contract with BMI hospitals
as follows:
Bariatric Surgery: Weymouth Hospital is no longer supporting bariatric surgery so patients are currently
being treated at King’s using weekend lists and private beds
Colorectal Surgery: activity being undertaken at Fitzroy Place and additional weekend lists in DSU.
HpB Surgery: lists commenced at The London Bridge Hospital, plus weekend working at Kings.
T&O: lists have run at The Sloane plus weekend and extended weekday working at Kings.
Urology: lists commenced at Blackheath Hospital and additional weekend lists in DSU.
Urogynae: additional lists planned for end-November at Shirley Oaks Hospital
Neurosurgery: no activity has taken place due to issues agreeing lists at Blackheath Hospital
35
Additional options for off-site working continue to be explored

Infection Control: Trust position –
September 2012

Enc. 2.6

1.

MRSA (post 48 hour) bacteraemias – good performance:
One Trust attributable case reported in 2012-13
•
One in Ambulatory (Apr 2012)
MRSA screening:
•
100% Elective (in September 2012)
•
97.2% Emergency (in September 2012)

2.

VRE bacteraemias – poor performance:
4 cases of VRE bacteraemia in September for a total of 16 cases YTD (trajectory of 9 cases for the same
period.)

3.

C-difficile – still under DH trajectory but number of cases has increased in Q2:
•
33 CDT cases reported to DH (as per National Guidance) in 2012-13 (trajectory of 38 cases YTD):
•
Surgery - 7 cases compared to 10 in 2011/12 (YTD September)
•
TEAM - 3 cases compared to 11 in 2011/12 (YTD September)
•
Critical Care - 5 cases compared to 3 in 2011/12 (YTD September)
•
Cardiac - 3 case compared to 4 in 2011/12 (YTD September)
Trust attributable CDT Cases over the last 4 quarters:
•
2011-12 Q3 – 22 cases
•
2011-12 Q4 – 18 cases
•
2012-13 Q1 – 11 cases
•
2012-13 Q2 – 25 cases
A further 53 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
(1/1)

Enc. 2.6

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 have now been changed
to strengthen local Divisional and Speciality ownership and review.

2.

Antibiotic stewardship
Ongoing 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) – a number of “hotspot” areas have been
treated over the last month.
•
Working with Bioquell to introduce a proactive and reactive HPV treatment.
•
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. Liver has been
completed with a plan for other divisions in place.

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 has ordered 7 (installation w/c 5th Dec) of 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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2011 National
Cancer Survey
Summary of results
Dr Polly Edmonds, Consultant in
Palliative Medicine and Cancer Lead

Board of Directors 30 October 2012

Introduction
• Postal survey of cancer patients,
aged 16 years and over with a
primary diagnosis of cancer,
admitted as an inpatient or day
case and discharged between
01/9/11 and 3/11/11
• 727 King’s patients were sent a
survey and 363 completed
surveys were returned - a
response rate of 53% %
compared to 68% nationally

Survey questions
• The survey asks patients about their experience of the whole cancer
pathway as follows:

Seeing your GP

Hospital doctors

Diagnostic tests

Ward nurses

Finding out what was
wrong

Hospital care and treatment

Deciding the best
treatment

Information given to you before
leaving hospital and home support

Clinical Nurse Specialist

Hospital care as a day patient /
outpatient

Support for people with
cancer

Care from your general practice

Cancer research

Your overall NHS care

Comparison of 2010/11
performance

•

5 sections show improvement with significant improvement in ‘Ward Nurses’ and
‘Hospital care and treatment’
9 sections have deteriorated with ‘Diagnostic tests’, ‘Support for people with cancer’
and Hospital Doctors’
•

Increase / Decrease by section from 2010 to 2011
120

100

80

60

40

20

0

-20

Support for people with
cancer
Hospital Doctors
Diagnostic Tests
Operations
Seeing your GP
Care from your General
Practice
Information given to you
before leaving hospital and
home support
Finding out what was
wrong with you
Overall NHS Care
Hospital care as a day
patient / outpatient
Clinical Nurse Specialist
Ward Nurses
Deciding the best
treatment
Hospital Care and
Treatment

Summary of results for
tumour groups

Comparison by tumour type –
average question score
2011

2010

No of
responses

Breast

74.4

77.1

70

Colorectal / Lower GI

79.9

73.4

27

Haemato-oncology

72.8

76.9

93

Upper GI (including HPB)

67.4

71.4

80

Urological

65.4

-

32

Year

Comparison with peers
•
•
•
•

GSTT and St George’s retain their 1 and 2 rankings
Barts, the Royal Free and UCH move up
Imperial remains bottom
KCH drops from 3 to 6
London Acute Teaching Hospitals 2011

2011
Score

Ranking
2011

Ranking
2010

Guy’s and St Thomas’

76.6

1

1

St George’s Healthcare

73.5

2

2

Barts and The London

73.5

3

5

Royal Free Hampstead

72.8

4

6

University College Hospitals

72.0

5

4

King's College Hospital

71.6

6

3

Chelsea and Westminster

71.3

7

-

Imperial Healthcare

68.3

8

7

London trusts with the most
indicators in the bottom 20%
• Amongst our peers in London, Imperial, University College
Hospital and ourselves are amongst the London trusts with the
most indicators in the bottom 20% of trusts nationally.

London trusts with the most indicators in
bottom 20% nationally
60
50
40
30
20
10

North
Middlesex
University

Barking,
Havering
and

Ealing
Hospital

Newham
University

University
College
Hospital

North West
London
Hospital

The
Princess
Alexandra

King's
College
Hospital

Whipps
Cross
University

Imperial
College
Healthcare

0

High level themes from
written comments
• Many positive comments
across services
–
–
–
–

“my care was excellent”
“the staff are fantastic”
“very impressed by care at KCH”
“first class care, thank you for
saving my life”
– “exemplary care”
– Patients report being treated with
confidence, compassion, dignity,
respect, professionalism

• Many written comments talk
about experiences in local
hospital and KCH

•

Areas for improvement
– Communication between hospitals
– Communication between teams in
KCH
– Treating patient as an individual
– CNS contact
– Clinic space / waits
– Discharge delays (drugs /
transport) & communication
(medication)
– Access to support: “Macmillan”
– Supported information giving
– Food
– Ward environment (noise,
cleanliness, blocked sinks / toilets)
“fit for purpose”

Next steps – developing and
implementing an action plan
•
•

•
•
•

Review tumour group specific
results
Invite cancer patients in to
attend focus groups to get more
detailed feedback
Learn from best practice at
GSTT
Macmillan values pilot (chemo
day unit then 2 wards)
Single point of access for cancer
CNSs

Next survey:
September –
November 2012

•

•
•

•

•

Develop outreach of resources
available within Macmillan
Information and Support Centre
to improve patient access to
information
Fully implement Information
Prescriptions
Run advanced communication
skills training courses for cancer
clinicians
Most tumour groups have
developed specific action plans
to complement trust-wide
actions
Environment / OPD – link to
existing work streams across
trust
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Report to:

Board of Directors

Date of meeting:

30 October 2012

By:

Geraldine Walters, Director of Nursing & Midwifery;
Chair: Patient Outcomes Committee

Subject:

Quarterly Patient Outcome Report
This quarter’s focus: End of Life Care

Executive Summary
1. An overview of King’s structures to support the delivery of the NHS Outcomes
Framework was provided in the Quarterly Patient Outcome Report to the Board of
Directors in March 2012.
2. This report focuses on the work King’s has undertaken to improve patient outcomes in
one of its two clinical effectiveness quality priority areas: end of life care.

Improving end of life care: why is this a priority for King’s?
3. End of life care encompasses holistic support for people who are approaching death, as
well as support for their families or carers, helping people to live as well as possible until
they die and then to die with dignity. There is a national focus on supporting patients to
die in the place of their choice, and for many people this will be outside hospital. n
practice, however, most people still die in hospital and there is a need to improve the
care these patients and their families receive.
4. London continues to have the highest proportion of deaths in hospital (65.7%) and the
lowest proportion of people dying at home (17.6%).i
5. To drive improvements in end of life care, there is a locally-agreed CQUIN between
King’s and its commissioners, worth £1,224,519. The key elements of this are:
90% of specialist palliative care patients discharged from hospital should have a
palliative care discharge summary completed within 2 working days (stretch target is
92%) – to ensure effective communication with general practitioners, patients and
families.
To ensure that staff have the knowledge, skills and attitude to deliver high quality
care when treating palliative care patients.
To improve the coordination of care and advanced care planning.
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Improving end of life care: how does this support regulatory requirements?
6. CQC Essential Standard 4K requires Trusts to ensure that people who use services
who are at the end of their life will have their care, treatment and support needs met.ii
7. NICE Quality Standards will underpin future commissioningiii and, in recognition of the
national priority placed on end of life care, the NICE Quality Standard: End of Life Care
for Adults (November 2011) was amongst the first to be published. The Quality Standard
incorporates the Department of Health’s: End of life care strategy: quality markers and
measures for end of life care (2009)iv and elements of NICE cancer service guidance.
An initial clinical lead for the NICE Quality Standard has been identified and a preliminary
gap analysis against the 16 Quality Statements has been completed. Progress on
actions identified to achieve compliance with the Quality Standard is recorded on the
new governance IT system, HealthAssure, and reported to the Patient Outcomes
Committee.
8. CQC Essential Standard 16 requires Trusts to assess and monitor the quality of service
provision. King’s is an active participant in the National Care of the Dying Audit
(Hospitals), which is led by the Marie Curie Palliative Care Institute Liverpool in
collaboration with the Royal College of Physicians.

Improving end of life care: performance to date
9. KCH is on track to achieve its end of life care targets.
10. The CQUIN stretch target of 92% of palliative care patients discharged from hospital
having a palliative care discharge summary completed within 2 working days is being
met. Staff are being trained through road-shows, e-learning and face-to-face teaching.
Coordination of care and advance care planning are being achieved through the
implementation of the AMBER care bundle,v which is being maintained on 5 wards and
roll-out to further 3 wards planned by the financial year-end.
11. The 2011 National Care of the Dying Audit report indicated that at King’s:
Slightly fewer deaths were supported by the use of the Liverpool Care Pathway than
national average (a tool used to ensure best practice in the last few hours and days
of life) but that all wards are using it.
Good information provision in relation to death and dying
Variable compliance with the implementation of a robust education and training plan
Variable compliance with the provision of protocols promoting privacy and dignity
Good practice for the prescription of appropriate medication for symptom
management at the end of life
Variable compliance with communication with relatives and carers
Good evidence of on-going assessment on patient, relatives and carers
Variable completion of the Liverpool Care Pathway document.
12. Accurate recording of the use of the Liverpool Care Pathway remains low as paper
records are still in use. This issue has been escalated to the Patient Outcomes
Committee and planned action agreed (see below).
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Improving end of life care outcomes: work still to be done
13. Improvement initiatives continue over 2012-13 and include:
Implementation of the trust-wide education and training strategy
Continued implementation of the Liverpool Care Pathway action plan
Development of a business case to support the development of an electronic version
of the Liverpool Care Pathway, AMBER care bundle and Do Not Attempt
Resuscitation form, to facilitate compliance and audit
Survey of bereaved carers (jointly with Guy’s and St Thomas’s) planned for October
2012.

Improving end of life care outcomes: innovations at King’s College Hospital
14. King’s hosts the Cicely Saunders Institute, the first ever purpose build institute for
research into palliative care, which brings together academics, healthcare professionals,
community organisations, patients and carers in one centre and acts as the hub for a
network of international research.
15. Research focuses on:
Evaluating and improving care for people with cancer, respiratory disease, heart
failure, liver, kidney and neurological disorders
Symptom research – discovering new ways of controlling common distressing
symptoms, including pain, breathlessness, nausea, fatigue and spasticity, and
undertaking clinical trials into new treatments
Measuring outcomes – developing and implementing robust patient-oriented
measures of outcomes in palliative care and rehabilitation
Living and dying in society, - investigating care for older people, support for
caregivers, cultural issues in palliative care and other issues reflecting how the way
we live and die is changing
Needs assessment and policy.
16. Studies include:
The QUALYCARE study, a pioneering project carried out with 1,400 people who
have recently registered a death. The study aimed to help improve the quality of
care provided to people in their last stages of life.
A 3-year National Institute for Health Research (NIHR) funded project carried out
across all the intensive care units at King’s to improve end of life care.
An on-going study to evaluate the impact of the AMBER care bundle.
Recommendation
17. The Board of Directors is asked to note the content of this report.
References
i

Variations in place of death in England: inequalities or appropriate consequences of age, gender and cause of
death? August 2010: National End of Life Care Intelligence Network.
ii
Care Quality Commission (2010): Essential standards of quality and safety. Available from www.cqc.org.uk
iii
Department of Health (2010): The NHS Outcomes Framework 2011/12. Available from www.dh.gov.uk
iv
Department of Health (2009): End of Life Care Strategy: Quality markers and measures for end of life care.
London: Department of Health
v
AMBER care bundle was developed for patients with uncertain prognosis to provide standardised high quality
anticipatory care, integrated with the patient’s treatment. It stands for: Assessment, Management, Best
practice, Engagement for Recovery uncertain patients.
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1.0

Introduction

1.1

Statement of Intent
The Trust will ensure compliance with its legal, statutory and contractual
obligations and strive to minimise unacceptable risk through a rigorous
process for the identification, quantification and mitigation of all risk and
management of any residual risk.
As a unitary board, the Board of Directors is collectively responsible for the
exercise of the powers and performance of the NHS Foundation Trust. The
Trust has in place a distributed governance model with cross membership of
Non-Executive Directors on each of the Board Committees. The Trust
recognises that the principles of governance must be supported by an
effective risk management system that is designed to deliver improvements in
patient safety and care as well as the safety of its staff, patients and visitors.
Failure to implement effective risk management processes could also severely
impact on the Trust’s reputation and services, resulting in serious financial
consequences.
The Risk Management Strategy provides a structured approach to the
management of risk as required by the NHS Litigation Authority (NHSLA) Risk
Management Standards, Care Quality Commission (CQC) Essential
Standards of Quality and Safety and Monitor (Independent Regulator for NHS
Foundation Trusts).
The Trust’s integrated approach to the identification and management of risk is
in line with DOH requirements including the Medicines and Healthcare
products Regulatory Agency (MHRA),the Health and Safety Executive,
Monitor’s Code of Governance and HM Treasury’s Orange Book..
In addition to compliance with all external regulatory requirements and in
support of this, the Trust has in place a comprehensive range of internal
policies, procedures and protocols in accordance with the NHSLA Acute Risk
Management Standards, CQC and other national advisory bodies. Policies
are accessible on the Trust’s X-drive. A number of key policies are listed under
Section 10 below.
The Risk Management Strategy supports the Trust’s Quality Priorities which
for 2012-13 are: patient safety (minimising avoidable harm in hospital which
results from patient falls, pressure sores and venous thromboembolism;
Improving the identification and escalation of acutely ill patients); clinical
effectiveness (to improve: diabetes care; end of life care; dementia care;
cancer staging; and patient experience (improve our responsiveness to the
personal needs of our inpatients and outpatients).

1.2

Background/Context
Risk Management is the proactive identification, classification and control of
events and activities to which the Trust is exposed. A more detailed summary
of risks/ adverse incidents is contained within the Trust’s Policy for the
Management, Reporting and Investigation of Adverse Incidents (including
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Serious Adverse Incidents) – refer to section 10.0. The Trust is fully committed
to the goal of minimising the risks to all aspects of its operations through
optimal use of available resources. It aims to manage and minimise the
impact of such events on the users of services, staff and the organisation and
its contractors.
The Trust recognises that risk management is an integral part of governance
and the management process and will continue to work towards this being an
integral part of the culture of the organisation. This will include disseminating
the message that all staff have a responsibility to identify and minimise
unacceptable risks and providing staff with the tools to assist them in
undertaking this responsibility.
The Trust will endeavour to create an open, just and fair culture that
encourages all staff and contractors to report risks, hazards, near misses and
incidents. In addition, service users and patients’ relatives will be encouraged
to report their concerns or any risk related issues to healthcare professionals
and the Trust’s Patient Advice and Liaison Service and Patient Complaints
Department so that lessons are learned and disseminated across the
organisation.
1.3

Openness and Honesty
The Trust endorses a culture of openness, honesty, and promptness, in its
communications when dealing with incidents, complaints or claims. Good
communication at these times is essential, whether with the individual patient,
relatives, or other external organisations as appropriate. If mistakes are made,
the Trust will be open about acknowledging the fact, and apologise where
appropriate as promptly as possible. Details about the Trust’s approach to
being open are contained within the Being Open Policy – refer to section 10.0.
Similarly the Trust has in place a Policy on Raising Concerns (Whistleblowing)
so that staff can raise matters of concern to senior management without fear
of retribution in the interests of patient safety – refer to section 10.0.

1.4

Definitions
Risk: the chance of something happening that will have an adverse impact on
the achievement of the organisation’s priorities and the delivery of high quality
patient care.
Risk Management: the systematic process of the identification, analysis,
evaluation and control of actual and potential risks to patients, visitors, staff,
contractors, property and to the achievement of the Trust’s strategic priorities.
Impact Type: all risks are categorised according to their principal impact type
as follows: injury/ harm; service failure; financial; reputational/ compliance.
Risk Category: Board Assurance Framework risks are classified by category
rather than type. The categories of Board Assurance Framework risks are:

Version 8.2: Risk Management Strategy – 16/10/2012

4

strategic/emerging; business change; core operational; core external. Refer to
the Board Assurance Framework Policy for more information.
Risk Level: the likelihood of a risk occurring (on a scale of 1-5) multiplied by
its impact (also on a scale of 1-5) to give a score out of 25. The higher the
score the more serious the risk to the organisation. Appendix E outlines in
more detail how the risk level is calculated
Risk Appetite: the risk level (see above) for a risk which the organisation can
tolerate. In practice, most risks which are scored amber or red would not be
tolerated unless all possible strategies to mitigate the risk had first been
considered and (where appropriate) implemented.
Risk Register: a register of risks prioritised according to risk scoring. All risks
recorded on the Trust Risk Register must have the following minimum
information documented: source of risk; description of the risk; net risk score;
action/ treatment plan/s; date of last action plan review. Note that the Trust
has made a decision not to include gross risk score on risk registers (except
for Board Assurance Framework risks where there is a requirement to record
gross risk).
The Trust maintains a two-tiered Risk Register:
Divisional
Each Division has its own Risk Register for recording its own risks
Corporate (organisation-wide)
This includes the Directorate & Corporate Department Risk Registers
which are populated by risks that affect the organisation as a whole.
Significant Risks: the term “significant” represents an activity, event or
situation that has the potential to cause harm to the organisation. Harm can be
defined in terms of physical injury, operational delays, non achievement of
objectives or performance targets, financial impact and loss of reputation or
adverse media attention.
2.0

Objectives and Scope

2.1

Objectives
The objective of the strategy is to promote a consistent and integrated
approach to risk management across all parts of the organisation embracing
clinical, non-clinical, and corporate risks. This underpins and is directly linked
to the Trust’s overarching objectives which include:
 Delivery of high quality, patient centred care by focussing on quality
and safety and improving patient centred care and experiences.
 Transformation of our workforce and supporting systems by adapting
workforce skills and capacity to deliver services and establishing Trustwide governance and performance management systems that support
high quality and efficient care.
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The Trust aims to take all reasonable steps in the management of risk with the
overall objective of providing a safe environment for patients, staff and visitors.
The culture of the Trust will continue to be one of innovation and learning (‘an
organisation with a memory’) to ensure its continued success and good
reputation.
2.2

Scope
This document applies to all employees of the Trust and contractors or other
third parties working within the Trust. Managers at all levels are expected to
take an active lead to ensure that risk management is a fundamental part of
their approach to quality, corporate and clinical governance. This will
contribute to the maintenance of an effective and robust Board Assurance
Framework and informs the Annual Governance Statement within the Annual
Reports and Accounts.

3.0

Organisational Risk Management Reporting Structure and Distributed
Governance Framework
The Trust is committed to continued integration between clinical and nonclinical strands of governance through a unified risk register, an integrated
support structure and the use of a consistent methodology for risk
assessments. To support this aim it has established a distributed governance
framework outlined at Appendix A. The terms of reference of each of the
Board Committees will be reviewed annually.
In line with the Trust’s model of distributed governance, the Board Committees
- Audit, Quality & Governance, Finance & Performance, Equality &
Diversity and the Strategy Committee are all charged with ensuring
compliance with relevant external regulatory bodies and statutory
requirements and scrutinising the assurance framework. The Strategy
Committee has specific responsibility for horizon scanning both the external
environment and the NHS to identify potential risks to achieving the Trust’s
strategic objectives. In addition there is a continuous process of learning from
the experiences of other organisations. For example published reports from
key regulators are always reviewed, with findings compared to existing Trust
practice making changes where needed. The terms of reference of all the
Board Committees are attached under Appendix B.

3.1

Duties of key committees with responsibility for risk management
activities
Board of Directors
The Board of Directors is accountable for the effectiveness of internal controls
and is required to produce an Annual Governance Statement that gives
assurance that reasonable controls are in place to manage the Trust’s affairs
efficiently and effectively through the Board Assurance Framework. The
process for the identification of key strategic risks by the Board is outlined in
the Board Assurance Framework Policy.
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The Board committees
Audit Committee
The Audit Committee, which is chaired by and composed of Non-Executive
Directors, functions as the Trust’s assurance committee by reviewing the risk
management systems and ensuring that the Assurance Framework is built
and managed robustly with appropriate and reliable assurance sources. It
does so through internal and external audit and other external reviews in
accordance with Monitor’s Code of Governance. The Audit Committee will in
addition receive headline reports from the Trust risk register using this
information in determining the internal audit programme as appropriate.
Internal audit reports provide an assessment of the adequacy of risk controls
and identify gaps in assurances. Performance Improvement Observations and
management responses are monitored (via Symbiant Tracker) for completion
by the Audit Committee. Significant risks identified through the internal audit
process should be included within the risk register as appropriate. Identified
actions must be acted upon to mitigate the gaps in controls.
Strategy Committee
The committee assures the Board of Directors of progress against delivery of
the Trust’s Strategic Objectives against which Board Assurance Framework
risks are mapped. The committee has a specific role of reviewing the external
environment for the Trust and King’s Health Partners to identify and assess
significant risks to the organisation and reshaping the Trust’s strategy
accordingly.
Equality & Diversity Committee
This is chaired by a Non-executive Director. The committee monitors the
access to and the equity of provision of the services to patients against the
criteria of geography, socio-economic status and demography referring
identified gaps and risks to the organisation for action. In addition it reviews
the Trust’s employment and procurement practices against legal and national
policy frameworks.
Finance & Performance Committee
This is chaired by a Non-executive Director (Trust Chair) and the Committee
monitors both the financial and operational performance of the organisation,
constantly reviewing the associated risks. The Trust’s Business Resource &
Strategy Group is chaired by the Chief Financial Officer and reports to the
Committee. It considers all new business cases which must include a risk
assessment of all of the options under consideration.
.
Quality & Governance Committee
Reporting to the Board of Directors, the Quality & Governance Committee has
responsibility for monitoring and reviewing the effectiveness of clinical
governance and risk management structures and systems to ensure they are
compliant with the requirements of external regulatory bodies and that they
are embedded across the organisation. The Quality & Governance Committee
is informed by the following committees: the Patient Safety Committee, the
Organisational Safety Committee, the Patient Experience Committee, the
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Patient Outcomes Committee and the Information Governance Steering
Group. In addition, it reviews standing items which include a quality and
governance report, maternity risk management report and a schedule of all
amber risks (scored 12 and above) and red risks from the Trust risk register on
a quarterly basis. Following formal review by the Executive, it is within the
remit of the committee to consider proposals which may have significant
clinical implications making recommendations to the Board as appropriate. It
also reviews standing items on safeguarding adults and children and
information governance on a six-monthly basis. The governance structure is
outlined in more detail under Section 4.0 below.
The adequacy of the Trust’s governance and risk management systems and
processes is subject to scrutiny by the Audit Committee through internal and
external audit and is informed by other accreditation and regulatory bodies.
The membership and terms of reference of the Quality & Governance
reporting committees: Patient Safety, Organisational Safety, Patient
Experience and Patient Outcomes and the Information Governance Steering
Group are set out in Appendix C.
Overview of the Quality & Governance Reporting Committees
Patient Safety Committee
This role of this committee is to seek assurance that patients are receiving
the safest possible care and treatment and monitor implementation of
strategies to improve patient safety across the organisation. This committee
is chaired by the Medical Director.
It has a number of key
groups/committees reporting to it on a regular basis through formal report.
These include the:
Serious Incident Committee
Medical Devices & Supplies Strategy Group
Resuscitation Committee
Hospital Transfusion Committee
Falls Strategy Group
New Clinical Procedures Committee
Medicines Management Group
Deteriorating Patients Group
Infection Prevention & Control Committee
Nutrition Group
Chemotherapy Committee
In addition the Trust leads for Venous Thromboembolism (VTE), pressure
ulcers & catheter associated urinary tract infection formally report on these
issues to this Committee on a six-monthly basis.
Organisational Safety Committee
The role of this committee is to develop and promote an organisational
safety culture which ensures the safety of patients, staff, visitors and Trust
assets. This committee is chaired by the Director of Operations. It has a
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number of key committees/ workstreams reporting to it on a regular basis
through formal report. These include the:
Environment Committee
Safer King’s Community Panel
Trust Health & Safety Committee
Operations Health and Safety Forum
Workforce Health & Wellbeing
Emergency Preparedness & Business Continuity
Manual Handling
Fire & Security
Capital, Estates & Facilities Risk Management Committee
External Reviews
Blood borne Virus Committee
Patient Outcomes Committee
The role of this committee is to achieve continuous improvement in patient
outcomes at King’s. This committee is chaired by the Director of Nursing
and Midwifery. It has a number of key committees/ workstreams reporting to
it on a regular basis through formal report. These include the:
Clinical Effectiveness Committee
Evidence-Based Practice Committee
Public Health Committee
Mortality Monitoring Committee
Organ Donation Committee
Patient Experience Committee
The role of this committee is to achieve continuous improvement in patient
experience at King’s and promote a culture of involving users in the
planning and development of services. This Committee is chaired by the
Director of Corporate Affairs. It has a number of key committees/
workstreams reporting to it on a regular basis through formal report. These
include the:
Healthcare for All Steering Group
Maternity Services Liaison Committee
End of Life Care Group
Older People’s Committee
Links to Governors’ Patient Experience and Safety and Membership
Committees
Information Governance Steering Group
The role of the Information Governance Steering group is to monitor and
review the performance of the Trust against the national standards
identified by the IG Toolkit. It will also monitor untoward occurrences and
incidents relating to Information Governance and ensure that effective
remedial and preventative action is taken. The group is chaired by the SIRO
and
its
membership
includes
the
Caldicott
Guardian.
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Summary
The governance framework of the Board of Directors ensures a co-ordinated
approach to governance and risk management. The framework will be
reviewed at intervals to ensure that the coordinated approach remains
effective and fit for purpose.
3.2

Duties of key individuals for risk management activities
Within the management arrangements the following individuals have been
identified as having particular responsibility for the management of risk. The
Trust will review the risk management portfolios of key players from time to
time to ensure that management arrangements meet the needs of the
organisation.
Non Executive Directors
The Board Committees are chaired by Non Executive Directors. They are
accountable to the Board of Directors through the Chairman. They play an
essential role in ensuring that the Trusts’ governance and risk arrangements
are robust and effective. There is cross membership of Non Executive
Directors between the committees to ensure co-ordination and that informed
decisions are made based upon the organisation’s entire risk profile.
Chief Executive
As accounting officer, the Chief Executive has overall responsibility for
ensuring Governance and Risk Management systems are adequate within the
Trust to cover all of its activities. The Chief Executive is required to sign the
Annual Governance Statement on behalf of the Board of Directors to provide
stakeholders with an assurance that the Trust has met its governance
responsibilities.
Executive and Non-Voting Directors
All Directors of the Trust are accountable to the Chief Executive and have
responsibility for the management of risk within their individual
Departments/Divisions (including maintenance of Department/Divisional Risk
Registers), and for contributing to the construction and ongoing review of the
Board Assurance Framework and the implementation of resulting action plans.
Medical Director
The Medical Director has designated responsibility for leading risk
management. In addition, the Medical Director shares responsibility with the
Director of Nursing & Midwifery for Clinical Governance.
Director of Nursing and Midwifery
The Director of Nursing and Midwifery is the Director of Infection Prevention
and Control for the organisation and the Executive Lead for Safeguarding
Children and Adults at Risk. In addition, the Director of Nursing & Midwifery
shares responsibility with Medical Director for Clinical Governance.
Chief Financial Officer
Chief Financial Officer (CFO) has overall responsibility for financial risk
management and business risk and continuity for the Trust. The CFO is also
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the designated Senior Information Risk Owner (SIRO), with responsibility to
manage information risk on behalf of the Chief Executive and the Board.
Director of Workforce Development
The Director of Workforce Development is, through the function of the
Occupational Health and Wellbeing Department, responsible for ensuring that
the Trust has in place good human resources practices, to minimise risk to
patients and staff. The Director is also responsible for monitoring and reporting
Trust statutory and mandatory training activity.
Chief Operating Officer
The Chief Operating Officer (COO) is the Executive lead for Health & Safety
across the Trust. Through the General Manager, Operations, the COO is
supported by Health and Safety, Fire and Security Advisers and other
managers.
Director of Corporate Affairs
The Director of Corporate Affairs provides the processes, systems and central
coordination of all risk and governance activities to support the Trust’s
compliance with the Care Quality Commission’s Essential Standards of
Quality and Safety (Essential standards), the NHSLA Acute Risk Management
Standards, Monitor’ Quality Governance Framework and other external
requirements to ensure best practice is in place to support the achievement of
the Trust’s strategic priorities.
Associate Director of Governance & Assurance
The Associate Director of Governance & Assurance will ensure that there is a
strategy, process and tools in place to enable the Trust to consolidate risk
management and governance within an efficient and systematic framework
that is embedded within the organisation. This includes maintaining and
developing the Board Assurance Framework to ensure that the Board of
Directors are provided with accurate and intelligent information on which to
base their decisions.
With the support of the Assurance Team, Patient Safety and Risk and Clinical
Effectiveness Departments, the Associate Director of Governance &
Assurance is responsible for co-ordinating the process of monitoring
compliance with the NHS Outcomes Framework, NHS Litigation Authority’s
Acute Risk Management (including maternity) Standards and the Care Quality
Commission Essential Standards through nominated lead directors/ senior
managers and Monitor’s Quality Governance Framework
The Head of Patient Safety and Risk Management
Provides a focal point for the consolidation and aggregation of Divisional and
Corporate risks for reporting and escalation to the Quality & Governance
Committee and the Board of Directors. This forms the basis of the Bottom-Up
population of the risk register and will be used to inform the Board Assurance
Framework. The Trust’s Board Assurance Framework Policy outlines how this
process works.
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The implementation of locally developed and maintained risk registers that are
accurate and timely will be used to inform the business planning process at
local and corporate level and will assist in the identification and prioritisation of
risks which may impact on the delivery of divisional business plans and the
Trust’s Annual Plan.
The Head of Patient Safety and Risk is responsible for the ongoing
development, implementation, and evaluation of risk management systems
(adverse incident reporting and risk assessment) to enable the Trust to make
informed decisions regarding the prioritisation of actions to minimise exposure
to risk and provide assurance to the Board of Directors. These systems will
accord with the requirements of the National Reporting & Learning System
(NRLS), National Quality Board, NHS Litigation Authority Risk Management
Standards and any other related regulatory bodies such as the Care Quality
Commission. The Head of Patient Safety and Risk is responsible for ensuring
that there are systems in place to ensure that all safety alerts are
disseminated, implemented and monitored.
Caldicott Guardian
The Caldicott Guardian is responsible, together with the ICT security manager
and the records manager, for ensuring the highest practical standards for the
confidential handling of patient information and for advising both individuals
and Trust management on confidentiality matters/breaches. Reporting to the
Quality & Governance Committee on a six monthly basis or, more frequently
as required, the Caldicott Guardian also has access to the Trust Chairman
and Chief Executive at any time.
Divisional Managers and Heads of Department
Divisional Managers and Heads of Corporate Departments are responsible for
implementing risk management within their areas as outlined in this document
and for engaging all staff with this process. They are also responsible for
ensuring that their staff receive the necessary level of risk management
awareness training in order to ensure that they are competent to identify,
assess and manage risk within their working environment. They will ensure
that local risk registers are regularly reviewed in Divisional/ Departmental
meetings to ensure timely and systematic maintenance of both the local and
Trust risk register. They are also responsible for implementing and monitoring
action plans and any identified risk management control measures within their
designated area(s) and scope of responsibility ensuring that they are
appropriate and adequate.
Patient Safety and Risk Managers
The Patient Safety & Risk Managers (PSRMs), accountable to the Head of
Patient Safety & Risk act as the conduit for identifying, capturing and
assessing risks through the risk management processes outlined in section
4.5. They will also maintain an overview of existing risks and update them to
take account of progress in completing action plans to reduce their likelihood
or potential impact. They are also responsible for ensuring that: the Trust
complies with external standards; risk management and health and safety is
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incorporated into the operational and business planning processes; risk
assessments are undertaken in accordance with Trust policy; Divisional and
Department risk registers are maintained; incident reporting and subsequent
investigation and follow-up action is undertaken and recorded systematically
on Trust systems (Datix).
All staff (including agency staff and contractors)
All staff within the organisation have a responsibility to utilise the risk
management processes as a mechanism to highlight areas they believe need
to be improved. This includes those processes outlined in section 4.5. Where
staff feel that raising issues may compromise them or may not be effective
they should be aware of and encouraged to follow the Trust’s Raising
Concerns (whistle blowing) guidance on raising concerns and the
requirements of the Public Interest Disclosure Act 1998 (See also the
Department of Health circular HSC 1999/198).
Stakeholder involvement
It is intended to involve stakeholders such as the Council of Governors,
Commissioners, Lambeth and Southwark Health Scrutiny Committees and
Local Involvement Networks ( to be superseded by local Healthwatch from
April 2013), as appropriate, informing and consulting on strategic risks and
developments. This will be done both formally and informally through the wide
range of communication and consultation mechanisms that already exist.
4.0

Risk Management Process
The Trust has in place a number of mechanisms to systematically identify,
assess, mitigate and monitor its risks which, when taken together, provide the
Board of Directors with assurance that the risks to its priorities are being
appropriately managed. The mechanisms outlined in section 4.5 below
operate within a common framework to ensure that the approach to risk
management is ongoing, systematic and consistent. The elements of this
common framework are:

4.1

Identification of risk
Risk can be identified through any of the processes described in section 4.5.
Significant risks identified through these processes that cannot be
immediately managed or resolved should be assessed as described in section
4.2.

4.2

Assessing and recording risk
It will normally be the responsibility of the person identifying the risk to
describe and score the risk. All risks are assessed using the Trust risk rating
tool which can be found at appendix E. This uses a 5x5 matrix which plots
likelihood against impact and produces a risk score, which enables prioritised
risk registers to be produced. The risk rating tool is incorporated into the online
risk assessment template. A paper version of the risk assessment template
can be found at appendix F.
All newly identified Divisional risks must be approved by the relevant
Divisional risk/ governance meeting and all Directorate (organisation-wide)
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risks by the relevant Director. In the event of a serious risk being identified the
relevant Divisional Manager/ Director can approve the risk outside of these
meetings.
Following approval at the relevant committee or by the relevant Director the
risk is transferred to the relevant risk register. The scoring of risks enables
Divisions, Directorates and the Trust to prioritise action and allocate resource.
4.3

Implementing action plans to mitigate risk
All risks on the Risk Register must be accompanied by action plans which
describe what is being done to mitigate the risk.

4.4

Process for monitoring risk registers
The Board of Directors receives and reviews all risks graded 15 or more on a
quarterly basis (refer to the risk rating tool at appendix E for an explanation of
risk scoring). The Board of Directors will seek additional assurance or take
direct action where it considers that risks are not being adequately controlled
or accepted.
The Quality & Governance Committee receives and reviews all risks with a
score of 12 and above on a quarterly basis (refer to the risk rating tool at
appendix E for an explanation of risk scoring). The Committee makes
recommendations to the Board regarding issues identified in the quarterly
reports.
Divisions are required to monitor their Divisional Registers at their local Risk/
Governance meetings at least quarterly. Directorates and Corporate
Departments are similarly required to monitor their Registers at least quarterly.
The following strategies are used to manage risks on all Risk Registers –
these are defined below:
Treat – the implementation of actions to reduce risk impact or likelihood
Tolerate – accept the risk given its probability of occurrence and likely impact.
Risks may be acceptable because: their realisation may be tolerable without
any further action being taken, or; the ability to do anything about the risk may
be limited, or; the cost of taking action is disproportionate to the potential
benefit gained. The Trust’s ability to tolerate risks will depend on its risk
appetite – however as a general rule risks scoring amber or red are not
tolerated unless all possible strategies to mitigate the risk have first been
considered and (where appropriate) implemented
Transfer – outsource risk or insure against risk. Note that some risks are not
(fully) transferable – in particular it is generally not possible to transfer
reputational risk even if the delivery of a service is contracted out. The
relationship with the third party to which the risk is transferred needs to be
carefully managed to ensure successful transfer of risk
Terminate – eliminate the risk altogether by deciding to avoid a course of
action or stopping an activity
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Alternatively where a risk has been completely mitigated and no longer
represents a risk to the organisation it can be archived. The decision to treat,
tolerate, transfer, terminate or archive a risk is made by the relevant Divisional
Risk/ Governance Committee or Divisional Manager/ Director and will be
recorded on the risk register database. The Quality and Governance
Committee or Board of Directors also make these decisions and may override
the action/decision taken by a Corporate department or Division. A record of
all archived risks is kept as an audit trail.
The Board Assurance Framework (BAF) which is informed by the Trust’s risk
register, will be presented to the Board of Directors quarterly or more
frequently as directed by the Board. Consideration should be given to the
above strategies to manage effectively and where possible, mitigate the risks
identified within the BAF thereby reducing the risks to the organisation where
possible.
4.5

Systems and processes for managing risk
Proactive Risk Assessment: involves the ongoing and/or periodic review of
risk in a given locality, service or operation. Proactive risk assessment
normally refers to the ongoing programme of health and safety risk
assessment that assists in the identification of health and safety risks.
Significant health and safety risks identified through this process are
transferred to Divisional or Directorate Risk Registers as appropriate. Note,
however, that it can refer to any proactive form of risk assessment that uses
the risk rating tool described in appendix E.
Board Assurance Framework (BAF): provides a structure and process to
enable the Trust to focus on the obstacles (risks) to achieving its most
important (principle) priorities and be assured that adequate controls are
operating to reduce these risks to acceptable levels. The Board of Directors
proactively reviews risks identified in the Board Assurance Framework on a
quarterly basis. The Board Assurance Framework Policy provides more detail
about this process. .
Management and investigation of adverse incidents: the Trust has a Policy
for the Management, Reporting and Investigation of Adverse Incidents to
encourage the reporting of incidents within a just and fair culture where the
emphasis is on learning lessons and making improvements rather than
seeking to ascribe blame. The policy describes the arrangements for the
reporting, management, investigation and learning from incidents, including
Serious Incidents (SIs) and the requirement to notify SIs to external
stakeholders such as Commissioners. The arrangements for monitoring the
timeliness, thoroughness and appropriateness of the level of investigation and
of ensuring that changes are embedded, is detailed in this policy. Serious
Incidents are reviewed by the Serious Incident Committee, which is chaired by
the Medical Director.
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Business Continuity and Emergency Planning
The Trust has systems in place for the management of the risks associated
with business continuity and emergency planning. The framework is outlined
in the Business Continuity Management Policy, which is underpinned by a
range of business continuity plans. Significant risks are reported to the
Organisational Safety Committee and direct to King’s Executive, and via the
Trust’s risk register and adverse incident reporting system as appropriate.
Safety Alerts: the Trust has a system for managing, implementing and
monitoring safety alerts received through the Central Alerting System (CAS).
This is described in detail in the Policy for the Management of Safety Alerts.
Management of Complaints: the Trust recognises the value of learning from
both complaints and concerns and uses this information to drive
improvements in quality, safety and patient experience. The Patient
Complaints Team lead on the management and investigation of complaints
and work collaboratively with the Patient Advice and Liaison Service who deal
with and seek to resolve concerns raised by patients, relatives and visitors.
The processes for dealing with complaints and concerns is outlined in the
Policy & Procedure for Patient Complaint Handling and the Operating
Guideline for the Patient Advice and Liaison Service.
Claims and Inquests management: The Legal Department ensure the timely
and effective response to any legal claim in accordance with the pre-action
protocol for the resolution of clinical disputes as set out in the Civil Procedure
Rules 1998 (as amended). The Legal Department liaises with HM Coroner
and clinicians in respect of the inquest process. Any concerns or
recommendations (e.g. Rule 43) raised by the Coroner are communicated
appropriately to ensure that remedial action is taken. Claims and inquests
which are linked to an adverse incident are investigated according to the
Trust’s Policy for the Management, Reporting and Investigation of Adverse
Incidents to ensure that appropriate action is taken to reduce risk of
recurrence and improve patient safety and experience. The process for claims
management is set out in the Legal Claims Management Policy and
Procedure, and the inquest management process is detailed in the Policy on
Coroner’s Inquests.
Clinical Audit: there is extensive audit activity within the Trust covering a
range of issues. Findings from these audits are fed back to appropriate
members of staff, and reports made to Divisional clinical audit groups and risk/
governance committees and to the Trust Clinical Effectiveness Committee and
Patient Outcomes Committee. These processes are described in the Clinical
Audit Policy.
Implementation of Best Practice: the Trust has mechanisms in place to
implement the latest guidance and recommendations from the National
Institute for Health and Clinical Excellence (NICE) and the relevant National
Confidential Enquiries. These processes are described in the NICE Guidelines
Policy and the Confidential Enquiries Policy.
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Reviewing and learning from external reviews & recommendations: the
Trust has a systematic approach to ensure that King’s responds to external
reviews and recommendations in a way that will achieve maximum benefit for
the organisation, in terms of improved quality of service, improvements in
patient care, reduced risk and effective use of staff resources. The process is
outlined in the External Reviews and Recommendations Policy.
Training & induction (including statutory and mandatory training): an
extensive variety of training is provided much of which is regulated by
professional bodies (for example the General Medical Council and the Royal
Colleges) while some are linked to individual personal development plans, or
to the implementation of Trust policies. New starters receive a corporate and a
local induction. The Minimum training requirements by staff group are outlined
in the Statutory and Mandatory Training Policy and induction procedures in the
Induction Policy.
5.0

Risk management training and support
The provision of appropriate risk management training is important to ensure
that staff possess sufficient awareness of risk management and are
competent to identify, assess and manage risk within their working
environment. There is an ongoing training programme in all aspects of risk
management (e.g. infection control, blood transfusion etc) which is aimed at
embedding risk management into the culture of the organisation. This training
is detailed in the Trust’s Training Needs Analysis.
All new staff receive risk management awareness training at Corporate
Induction. Raising general awareness across all staff groups will continue to
be undertaken through ad hoc staff briefings and local induction programmes.
In addition, risk management awareness training is provided to identified
senior managers comprising Divisional Managers, Clinical Directors, Heads of
Nursing, and Risk/Governance Leads on a three yearly basis. Divisions may
wish to train additional staff according to operational requirements. This
training is provided by Patient Safety and Risk Managers who also follow-up
non-attendance and arrange individual training sessions where required. This
is monitored by the Head of Patient Safety and Risk on an annual basis.
The Board of Directors receives risk management awareness training which is
scheduled in the Board Work Programme. The frequency of this training is
three yearly or more frequently as required. Attendance is monitored by the
Associate Director of Governance & Assurance who will follow up any nonattendance to arrange individual training sessions.

6.0

Key Performance and Quality Indicators
The Trust Score Card has been developed and includes a range of key quality
indicators identified under Clinical Effectiveness, Safety and Patient
Experience. The Performance and Quality Scorecard is updated at Trust,
Divisional and team level.
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7.0

Internal Audit
As part of the Annual Internal Audit Plan agreed by the Audit Committee,
audits will be carried out to provide assurances to the Board of Directors that
the risk management processes in place comply with the requirements of the
Risk Management Strategy, both centrally and within Divisions/ Directorates.

8.0

Analysis and learning
A Trust-wide quarterly quality and governance report is considered by the
Trust Quality and Governance Committee and is submitted to the Board of
Directors. This contains analysis of data relating to patient safety, patient
outcomes, patient experience and organisational safety. It also includes an
analysis of adverse incident, complaints and claims data. Additionally six
monthly reports are produced for each Division by Patient Safety and Risk
Managers and these analyse clinical and non-clinical data from adverse
incidents, complaints and claims and identify significant trends and patterns.
These are considered by the relevant Divisional Risk/ Governance Committee
and significant issues are reported through one of the following Committees:
Patient Safety; Patient Outcomes; Patient Experience; and Organisational
Safety. This systematic approach to analysis and reporting facilitates learning
and promotes improvements.

9.0

Monitoring and Assurance of this Policy
The arrangements for monitoring are outlined in the table below:

Measurable policy
objectives i.e. what will
be monitored

Monitoring/
audit method

Frequency of
monitoring

Responsibility
for performing
the monitoring

Monitoring
reported to
groups/committees
, inc responsibility
for action plans

Process for the
management of risk locally,
which reflects the
organisation-wide risk
management strategy

Annual Review of
Local Risk and
Governance
Committee
Structures

Annual

Head of Patient
Safety & Risk

Quality & Governance
Committee

Reporting arrangements to
the Board

Review of reporting
arrangements to
the Board

Annual

Director of
Corporate
Affairs/Trust
Secretary

Trust Chair, Chief
Executive & Director of
Corporate Affairs

Reporting Arrangements
into the high level
committee(s)

Review of reporting
arrangements into
relevant Board
committees

Annual

Director of
Corporate
Affairs/Trust
Secretary







Process for ensuring that
all board members and
senior managers receive

Annual Review of
Risk Awareness &
Board Assurance

Annual
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Quality &
Governance
Committee
Audit Committee
Performance &
Finance
Committee
Equality &
Diversity
Committee
Strategy
Committee

Quality & Governance
Committee
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Measurable policy
objectives i.e. what will
be monitored

Monitoring/
audit method

Frequency of
monitoring

Responsibility
for performing
the monitoring

Monitoring
reported to
groups/committees
, inc responsibility
for action plans

relevant risk management
awareness training

Training

Process for following-up
non-attendance (in relation
to risk management
awareness training)

Annual Review of
Risk Awareness &
Board Assurance
Training

Annual

Head of Risk

Quality & Governance
Committee

Process for assessing all
types of risk (including
strategic)

Annual Review of
the Process for
Managing the Risk
Register

Annual

Head of Risk

Quality & Governance
Committee

Board Assurance
Framework Internal
Audit Report

Annual

KPMG/ Ass.
Director of
Governance

Audit Committee

Process for ensuring a
continual, systematic
approach to all risk
assessments is followed
throughout the organisation

Annual Review of
the Process for
Managing the Risk
Register

Annual

Head of Risk

Quality & Governance
Committee

The organisation can
demonstrate that it is
monitoring the approved
organisation-wide risk
register

Quarterly risk
register review to
Quality &
Governance
Committee (risks
scoring 12 or more)

Quarterly

Assistant Director
of Governance &
Head of Risk

Quality & Governance
Committee

Quarterly risk
register review to
the Board (risks
scoring 15 or more)

Quarterly

Assistant Director
of Governance &
Head of Risk

Board of Directors

Annual Review of
the Process for
Managing the Risk
Register

Annual

Head of Risk

Quality & Governance
Committee

10.0 Associated documents
Each of the NHSLA Acute Risk Management Standards is underpinned by a policy.
Some of the related policies are outlined below.
Document name (& link)
Owner
Policy for the Management and Production of Trust-wide
Policies and other Procedural Documents
Policy & Procedure for Patient Complaint Handling
Legal Claims Management Policy and Procedure
Policy on Coroner’s Inquests
Health and Safety Policy
Board Assurance Framework Policy
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Head of Patient Complaints
Head of Legal Services
Head of Legal Services
Trust Health and Safety Advisor
Assoc. Director of Governance &
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Moving and Handling Policy
National Confidential Enquiries Policy
Clinical Audit Policy
Policy for the Management, Reporting & Investigation of
Adverse Incidents
External Reviews and Recommendations Policy
NICE Guidelines Policy
Operating Guideline for the Patient Advice and Liaison
Service
Policy for Management of Safety Alerts
Raising Concerns (Whistleblowing) Policy
Being Open Policy
Statutory and Mandatory Training Policy
Medicines Management Policy

11.0

Assurance
Head of Patient Safety & Risk
Head of Clinical Effectiveness
Head of Clinical Effectiveness
Head of Patient Safety & Risk
General Manager, Operations
Head of Clinical Effectiveness
Patient Advice and Liaison Service
Manager
Head of Patient Safety & Risk
Director of Workforce Development
Assoc. Director of Governance &
Assurance
Associate Director - Education &
Development
Director of Pharmacy

Approval and review
This strategy has been developed in the light of currently available
information, guidance and legislation that may be subject to review.
The Quality & Governance Committee will review the Risk Management
Strategy annually and any recommendations for change will be reviewed by
Audit Committee prior to submission and approval by the Board of Directors.

Approved: 14 January 2003
Revised: 27 April 2004
Revised July 2006
Revised June 2007
Revised July 2008
Revised September 2008
Revised October 2009
Revised July 2010
Revised August 2011
Further revisions September 2011
Revised August 2012

Full policy approved
Full policy reviewed
Full policy reviewed
Partial policy review
Partial policy review
Partial policy review to better reflect the distributed
governance framework and role of the Audit
Committee.
Partial policy review
Full policy review to better reflect full diversity of
systems and processes for the management of risk
Full policy review to ensure that it aligns with
changes to the Trust’s Quality Governance
framework and underpinning reporting committees
Partial policy review to reflect the comments
/considerations of the Quality & Governance, Audit
Committees and Board of Directors
Partial policy review to reflect the comments
/considerations of the Quality & Governance, Audit
Committees and Board of Directors
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Enc 3.1
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Committee
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Quality &
Governance
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Remuneration &
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Committee

Trust
Executive

Performance &
Finance
Committee

Clinical Directors
Nursing & Midwifery Board

Equality &
Diversity
Committee

Strategy
Committee

B
O
A
R
D
A
S
S
U
R
A
N
C
E

Transformation
Board
Investment
Committee

Safeguarding
Information
Governance
Steering Group
Organisational
Safety

BRSG
Operations
Committee
CEFG

Patient Experience
Committee

Performance
Improvement
Group

Patient
Outcomes

Divisional
Performance
Meetings

Patient Safety
Committee

Business
Continuity
Group
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NHSLA 1.1, 1.2,
1.3, 1.4, 1.5, 1.6

Quality and
Governance
Committee

Safeguarding

CQC ES 7

Information Governance
Steering Group

Patient
Experience
Committee

Patient
Outcomes
Committee

Public Health Committee
Clinical Effectiveness Committee
Mortality Monitoring Committee
Organ Donation Committee
Evidence-Based Practice Committee

NHS Outcomes
Framework
NHSLA
Standards
CQC Essential
Standards

1, 2, 3
5.1, 5.8, 5.9
4, 16

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

Patient
Safety
Committee

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

Records Management
Committee

NHSLA 1.8; 4.2
CQC ES 21

Organisational
Safety
Committee
Environment Committee
Safer King’s Community Panel
Trust’s Health & Safety Committee
Op’s Health and Safety Committee
BBV Committee
Staff Management Performance
Scorecard
Workforce; EDT/HR/OH
Emergency Preparedness & Business
Continuity
Manual Handling
Fire & Security
CEF Risk Management Committee
External Reviews

4

5

5

4.1, 5.3, 5.5, 5.6, 5.7

3.3, 3.6, 4.3, 4.4, 4.5, 4.6, 4.7, 4.8, 4.9,
4.10, 5.2, 5.4, 5.5, 5.6, 5.7, 5.10

1.2, 1.4, 1.7, 1.8, 1.9, 1.10, 2.1, 2.2, 2.3, 2.4,
2.5, 2.6, 2.7, 2.8, 2.9, 2.10, 3.1, 3.2, 3.4 ,3.5,
3.7, 3.8, 3.9, 3.10

1, 4, 5, 16, 17

2, 4, 5, 6, 8, 9, 11, 16

8, 10, 12, 13, 14, 20, 21
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Appendix B

Terms of Reference for lead committees
AUDIT COMMITTEE

Name
Chair

Christopher Stooke, Non-Executive Director

Executive Lead

Chief Financial Officer

Secretary

Assistant Board Secretary
Marc Meryon – Non-Executive Director
Graham Meek – Non-Executive Director
Faith Boardman – Non-Executive Director

Membership

Attendees:
Chief Executive
Chief Financial Officer
Director of Corporate Affairs
Counter Fraud Manager
Representatives of Internal Audit (KPMG)
Representatives of External Audit (Deloitte)
The Committee reserves the right to ask any officer of the Trust to attend the
Audit Committee. The Committee will wish to meet with the Internal and
External Auditors and the Fraud Prevention and Detection Team without any
Board Executive Director present.

Quorum

Frequency

Main Purpose
of Committee

2 Non–Executive Director members
Meetings shall be held not less than quarterly and more frequently as
required. The External Auditor, Head of Internal Audit or Head of the Fraud
Prevention and Detection Team may request a meeting if they consider one
necessary.
To monitor the integrity of the externally reported financial performance and
overall governance and risk processes of the Trust and to provide
independent assurance to the Board of Directors on a range of areas
including internal control and risk management, internal audit, external audit
and financial reporting.
Internal Control, Governance and Risk Management

Duties

The Committee shall review and provide assurance to the Board on the
establishment and maintenance of effective systems of internal control and
risk management. The role of the Board’s Quality and Governance
Committee is to monitor the effectiveness of the Trust’s governance and risk
management framework. The role of the Audit Committee is to provide
independent assurance to the Board on the adequacy of these systems
through internal and external audit.
Taking into account the findings and recommendations of the Trust’s internal
and external auditors, the Committee will provide independent assurance to
the Board on:
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-

-

All risks and controls related disclosure statements including the Trust’s
Annual Compliance Statement to Monitor, the Statement of Internal
Control and registration with the Care Quality Commission, prior to
endorsement by the Board of Directors.
The structures, processes and responsibilities for identifying and
managing key risks facing the organisation.
The systems and processes for ensuring that there is compliance with
relevant regulatory, legal and code of conduct requirements
Adherence to internal controls.
Standing Orders for the Board of Directors and the Trust’s Standing
Financial Instructions and Scheme of Delegation.

In carrying out this work the Committee will primarily utilise the work of
Internal Audit, External Audit and other assurance functions. It will also seek
reports and assurances from directors and managers as appropriate,
concentrating on the overarching systems of the Trust’s governance
framework, risk management and internal control, together with indicators of
their effectiveness. The committee will annually review the Risk Management
Strategy.
Internal Audit
-

To monitor and review the effectiveness of the Trust’s internal audit
function.
To appoint, or dismiss, and review the contract of the internal auditors.
To ensure that the Internal Audit function is adequately resourced and
has appropriate standing within the organisation.
To review the internal audit programme and ensure that it is consistent
with the audit needs of the organisation as informed by the Assurance
Framework.
Consider the major findings of internal audit investigations (and
management’s response), and ensure co-ordination between the Internal
and External Auditors.

External Audit
-

-

-

To oversee the Trust’s relations with the external auditor.
To make recommendations to the Board of Governors on the
appointment, reappointment and removal of the External Auditor and
approve the remuneration and terms of engagement of the external
auditor.
Review and monitor the external auditor’s qualification, expertise,
resources, independence and objectivity and the effectiveness of the
audit process, taking into consideration relevant UK professional and
regulatory requirements.
Develop and implement a protocol on the engagement of the external
auditor to supply non- audit services, taking into account relevant ethical
guidance on the provision of non-audit services by the external audit firm.
Report to the Board of Governors, identifying any matters in respect of
which it considers that action or improvement is needed, making
recommendations as to the steps to be taken.
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-

Discuss and agree with the External Auditor, before the audit
commences the nature and scope of the audit.
To review the audit representation letters before consideration by the
Board.
Review External Audit reports, including the Annual Governance Report
together with the management response.
To assess, at the end of the audit cycle, the effectiveness of the audit
process.

Financial Reporting
The Committee shall review the Annual Report and Financial statements
and the report of the Trust’s External Auditors before submission to the
Board focussing particularly on:
-

The integrity of the financial statements.
Any formal announcements relating to the Trust’s financial performance
reviewing significant financial reporting judgements contained in them.
Changes in and compliance with Accounting Policies and practices
Significant adjustments resulting from the audit.
The extent to which the financial statements are affected by any unusual
transactions in the year and how they are disclosed
The going concern assumption.
Ensure compliance with the requirements of Monitor’s Financial
Reporting Manual (FReM) in respect of the annual report and financial
statements.

Fraud, Corruption and Impropriety
-

-

Reporting

The Committee shall review the adequacy of arrangements by which
staff may raise, in confidence, concerns about possible improprieties in
financial reporting and control, clinical quality, patient safety or other
matters.
The Committee shall review the adequacy of the provision of the local
counter fraud service.
Review the adequacy of the policies and procedures for all work related
to fraud and corruption as set out in Secretary of State Directions and as
required by the Directorate of Counter Fraud Services.
Ensure that the Fraud Detection and Prevention Team (FDPT) are
adequately resourced and has appropriate standing within the
organisation.
Review the programme of work of FPDT and consider the findings of
their investigations, including the management response.

The Audit Committee shall annually review its terms of reference and its own
effectiveness and recommend any necessary changes to the Board. The
Audit Committee shall prepare a report on its role and responsibilities and
the actions it has taken to discharge those responsibilities for inclusion in the
annual report and accounts.
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Terms of Reference for lead committees
NAME OF
COMMITTEE/
POLICY GROUP
Chair
Executive Leads

Secretary
Membership

Quality and Governance Committee
Prof Alan McGregor, Non-Executive Director
Medical Director
Director of Nursing & Midwifery
Director of Corporate Affairs
Corporate Affairs
Professor Sir George Alberti, Non-Executive Director (Deputy Chair)
Michael Parker, Trust Chair
Robert Foster, Non-Executive Director
Chief Executive
Medical Director
Executive Director of Nursing and Midwifery
Chief Financial Officer
Executive Director of Workforce Development
Executive Director of Operations
Director of Corporate Affairs
Director of Capital, Estates & Facilities
Ass. Director of Governance
Southwark PCT representatives

Frequency of
Meetings:
Quorum

Main Purpose of
Committee

2 monthly
5 members including at least one Non-executive and Executive Director.
Members are required to attend a minimum of 2 meetings within a 12 month period.
To provide assurance to the Board on all aspects of quality and governance. To review
performance against the three dimensions of quality:
 Patient Safety
 Patient Experience
 Patient Outcomes
And
 Organisational Safety
 Information governance.
 Compliance with a range of external regulatory bodies
Through the quality and governance reporting framework, to monitor compliance with
and the Care Quality Commission’s Essential Standards of quality and safety, NHS
Litigation Authority Standards complementing the role of the Finance & Performance
Committee and provide assurance to the Board.

Terms of Reference

To review the Self Certification Statements and Annual Plan prior to consideration by
the Board of Directors. To monitor progress against the priorities outlined within the
Quality Accounts.
1. To provide assurance to the Board by reviewing performance and monitoring
compliance with the regulatory requirements and national standards set down by
external regulatory bodies including but not limited to the following:
- Care Quality Commission Essential standards of quality and safety
- NHS Litigation Authority Acute Risk Management Standards
- Health Service Ombudsman investigations
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- National Patient Safety Agency
- Human Tissue Authority
- Medicines & Healthcare Products Regulatory Authority
- Health & Safety Executive.
2. To ensure the Trust has in place trust-wide integrated risk management
processes and systems which enable reactive and proactive risk identification.
3. To act in accordance with the Trust’s Board Assurance Framework Policy by
undertaking the systematic review of major risks assessed as red and amber
identified via the Trust’s risk register and to consider the adequacy of controls,
action plans and sources of assurance. To make recommendations to the Board
of Directors on the acceptance or non-acceptance of risks and the escalation of
risks onto the corporate risk register.
4. To receive the Self Certification Statements and Annual Plan,
considering/identifying any associated risks and making recommendations to the
Board of Directors as appropriate.
5. Through the Patient Outcomes, Patient Safety, Organisational Safety and
Patient Experience committees and the Information Governance Steering
Group to monitor and consider:
i). Patient Outcomes
- reports on patient clinical outcomes including mortality
- delivery of clinical effectiveness objectives
- evidence of the effective implementation of clinical good practice,
recommendations arising from national confidential enquiries, NICE guidelines
- participation in national and local audits and other national reports
ii) Patient Safety
- trends arising from incidents/near misses, claims, complaints reports on a
quarterly basis or more frequently if required. To receive detailed reports on
patient safety and the management of risks within maternity and other services.
- the findings of investigations into serious incidents/events making additional
recommendations as appropriate. To receive progress reports against agreed
action plans ensuring that the action taken is adequate and timely. To ensure that
findings, recommendations and actions are systematically reported to the Board.
iii) Organisational Safety
- All aspects of Health and Safety
- Safeguarding Children and Vulnerable Adults
- Mandatory training
- Business Continuity & Emergency Preparedness
iv) Patient Experience
- quarterly integrated reports on patient experience including trends arising from
patient surveys, complaints and PALS and the Trust’s patient experience
indicators
- evidence of compliance against national requirements for delivering Same Sex
Accommodation
- Foundation Trust membership strategy and Involvement
- Patient & Public Involvement Strategy
- progress in implementing the recommendations of Healthcare for All
-implementation of the End of Life Care project
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Across the core components of the framework to ensure that appropriate action
is taken to address significant/serious issues in order to mitigate/reduce the risk
to patients, staff and the Trust and deliver improvements in patient outcomes,
patient safety and experience and operational safety.
To monitor progress against the key quality priorities outlined within the Trust’s
Quality Accounts.
6. Information Governance
receive reports from the Information Governance Steering Group on:
- progress in meeting the requirements of the Information Governance Toolkit
- compliance with the Records Management NHS Code of Practice
- the implementation of Information Lifecycle Management and the
underpinning processes, policies, practices and tools to ensure the Trust has in
place an appropriate infrastructure for retaining information.
7. To report to the Board on the effectiveness of the Trust’s Quality and
Governance arrangements and make recommendations as necessary.
To undertake a Committee Self Assessment of the effectiveness of the
committee’s governance arrangements together with an annual report of the
work of the committee to be submitted to the Board of Directors annually.

Reporting
Committees

The terms of reference will be reviewed annually.
Patient Outcomes Committee
Patient Safety Committee
Organisational Safety Committee
Patient Experience Committee
Information Governance Steering Group
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Terms of Reference for lead committees

Appendix B

Name of Committee

Finance and Performance Committee

Chair

Non-executive Director (Trust Chair)

Executive Leads
Secretary

Chief Financial Officer & Director of Operations
Corporate Affairs

Membership

At least 2 Non-Executive Directors
Chief Executive
Chief Financial Officer
Executive Medical Director
Executive Director of Operations
Executive Director of Nursing & Midwifery
Executive Director of Workforce Development
Director of Capital, Estates & Facilities
Director of Strategy
Director of Corporate Affairs
Deputy Director of Finance
Assistant Director of Performance & Contracts

Quorum

Three members including at least one Non-executive Director
and two Executive Directors from the CEO, CFO and Chief
Operating Officer

Frequency of
meetings
Overall Purpose

Monthly



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
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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
- 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.

Reporting
Committees

Operations Committee
Performance Improvement Group
Divisional Monthly Performance Meetings
Capital Estates and Facilities Group
Business Continuity Group
Continuity Planning and Disaster Recovery
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Terms of Reference for lead committees
NAME OF COMMITTEE/
POLICY GROUP

Equality & Diversity Committee

CHAIR

Maxine James, Non-Executive Director

EXECUTIVE LEAD

Chief Executive

SECRETARY

Corporate Affairs

MEMBERSHIP

Appendix B

Trust Chair
Non-Executive Directors
Chief Executive
Executive Director of Workforce Development
Executive Director of Nursing and Midwifery
Cultural Diversity Group
Ass. Director Communications & Marketing
Associate Director of Human Resources
Consultants’ Committee Representative
Staff Disability Interest Group
Joint Staff Committee
LGBt Forum
Director of Procurement

By Invitation
Chaplaincy representative
External representative

FREQUENCY OF MEETINGS

Quarterly, with Annual Report to the Board to accompany the
Trust Annual Report

QUORUM

One Non-Executive Director and Two Executive Directors

MAIN PURPOSE OF COMMITTEE

In the context of the Trust’s Single Equality Scheme, to monitor
the access to and equity of the provision of the services to
patients; to monitor employment and procurement practice and
policies; and to ensure the effective communication of the
Trust’s Equality and Diversity programmes to Trust
stakeholders.
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TERMS OF REFERENCE

1. To ensure that diversity management is mainstreamed
within the Trust’s performance management framework, to
obviate the need for this Board Committee.
2. To ensure fair access and equity of service provision to the
Trust’s diverse patient population.
3. To evaluate the provision of services and allocation of Trust
resources to patients against the criteria of:
geography
socio-economic status
demography (e.g. gender, ethnicity, age, disability)
4. To review Trust policies and practices and to ensure
conformity with the legal and national policy framework
5. To ensure that the analysis of performance data is
influencing the development of Trust action plans.
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Terms of Reference for lead committees

Chair
Executive Lead
Secretary
Membership

Appendix B

Strategy Committee
Robert Foster, Non-Executive Director
Director of Strategy
Corporate Affairs and Strategic Development Directorate
All Board Members
Deputy Director of Strategy

Frequency
Quorum
Main Purpose of
Committee
Terms of
Reference

Quarterly
5 members, including at least one Non-executive and two Executive Directors.
To shape the development of the Trust’s Strategy, and to assure the
Board of progress against delivery of the Trust’s strategic objectives.
1. To review the external environment for KCH and KHP and shape
the Trust’s strategy accordingly
2. To monitor progress against the Trust’s strategic objectives and
agree corrective action
3. To shape the major functional strategies of the Trust
4. To develop the Trust’s Annual Plan

Format

Objective 1: executives will prepare reviews of the external
environment to aid discussion
Objective 2: executives will prepare a strategic matrix which sets out
Trust performance against its strategic objectives for each quarter
(with input from divisions) and raises key issues for debate
Objective 3: executives will report on two of the Trust’s major
functional strategies per quarter, including:
Workforce
Finance, commercial and IT
Estates and Assets
R&D and academic
clinical services strategy

Reporting
Committees

The major management committees that have a strategic focus will
report in to the Strategy Committee, including:
Workforce strategy committee
Business Resource and Strategy Group
Commercial strategy group
Investment Committee
IT Strategy group
R&D executive group
KHP Clinical Strategy group
Service Strategy group
Transformation Board
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Terms of Reference of Governance Committee support committees/groups
Name of Committee
Chair
Secretary
Membership

Patient Safety Committee
Medical Director
Risk Management Department
Core (permanent):
Director of Nursing and Midwifery (alternative Chair)
Head of Risk Management
Consultant Risk/Governance Lead and/or senior nursing representative
for each Division
Risk Management representatives for each Division
Risk Administrator
As required:
Chairs of Feeder Committees
Safety Alert Lead/s
Blood Transfusion Specialist
Infection Control Nurse
Director &/or Deputy Director of Pharmacy
Trust Lead for patient discharge
Senior Allied Health Professional
Assistant Director of Governance
Head of Legal Services
Trust Health & Safety Advisor
Clinical Director for IT
Junior medical representative/s
Other key staff as required (e.g. Head of Estates or Facilities, Caldicott
Guardian)

Quorum:
Frequency of
Meetings:
Next Review date of
Terms of Reference
Overall Purpose of
Committee
Terms of Reference

7 members including at least one Director and one representative from
each Division
Monthly (minimum of 10 meetings per year). A record of attendance at
meetings will be maintained.
April 2012
To achieve targeted improvements in patient safety across the
organisation
To:
1. Develop and promote an organisational patient safety culture
where the safety of patients is integral to all clinical activity
2. Develop King’s strategic direction in relation to improving patient
safety, including increased collaboration across King’s Health
Partners and development of measurable improvement indicators
3. Promote a climate of openness which encourages open and
honest communication with patients when things goes wrong, and
ensures that staff feel able to discuss these issues with
colleagues without fear of recrimination
4. Identify areas for improvement in patient safety from across the
Trust that emerge from:
Serious Incident investigations
The quarterly Trust Patient Safety Report (which includes
incident trends)

Version 8.2: Risk Management Strategy – 16/10/2012

34

The quarterly Trust Risk Register Report
The quarterly Trust Safety Alert Report
Reports from Feeder Committees
Divisional Risk/Governance 6 monthly reports and exception
reports as required
Reports from commissioned patient safety improvement
workstreams
Specific programmes related to patient safety (First Choice,
PSSQ, etc)
5. Monitor progress in implementation of the Quality Priorities for
patient safety in the Trust Quality Accounts
6. Initiate appropriate patient safety improvement workstreams,
appoint workstream lead/s and monitor workstream
implementation
7. Appoint designated lead/s for safety alert implementation and
monitor compliance with implementation, ensuring that noncompliances are managed through the Trust Risk Register
8. Ensure King’s complies with relevant national requirements
relating to safety, including Care Quality Commission Standards
and NHS Litigation Authority Standards.
9. Ensure that King’s achieves against Domain 5 of the NHS
Outcomes Framework
10. Make recommendations as appropriate to the Executive and the
Quality and Governance Committee on acceptable/nonacceptable safety risks on the Trust Risk Register
11. Identify measurable objectives for the sub-committees and
monitor the performance of the sub-committees against these
objectives
12. Provide assurance to the Quality and Governance Committee that
patient safety is managed effectively and systematically across
the organisation, raising exceptions where appropriate

Reports to:
Receives Reports
from:

13. Link with the Patient Outcomes, Patient Experience and
Organisational Safety Committee where appropriate to drive
improvements in patient safety.
Quality and Governance Committee on a quarterly basis
Monthly:
Serious Incident summary report (from Serious Incident Committee)
Quarterly:
Trust Risk Register Report
Trust Patient Safety Report
Trust Safety Alert Report
6 monthly:
o 6 monthly NRLS organisational feedback reports
o 6 monthly feedback from Feeder Committees
Divisional Risk/governance reports 6 monthly reports (and exception
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reports) as required

Feeder Committees

Objectives

Relevant standards:

Annual
o To receive Divisional & Corporate Risk /Governance annual self
assessment reports which will inform the Trustwide report - Annual
Review of Local Risk Committees submitted to the Quality &
Governance Committee to assure compliance with the Trust’s Risk
Management Strategy (NHSLA Standard 1.1)
o Serious Incident Committee
o Medical Devices & Consumables Committee
o Resuscitation Committee
o Hospital Transfusion Committee
o Falls Strategy Group
o New Clinical Procedures Committee
o Nursing Board & Safeguarding Committee re safety issues as
required
o Medicines Management Group
o Deteriorating Patients Group
o Infection Control Committee
o Nutrition Group
o Venous Thromboembolism
1. Year on year improvements in incident management:
Incident reporting (% reported within 1 working day;
number reported in year; comparisons of incidents & near
misses; reporting by occupational group and Division;
achieve targets set through comparison with reporting rate
in Trusts in NPSA cluster such as incident reporting rate
per 100 admissions )
Incident severity profile (achieve targets set through
comparison with degree of harm of other Trusts in the
NPSA cluster; internal comparison of incident grading)
Incident investigation (SIs investigated within 45 working
days; amber investigated within 20 working days; no.
red/amber incidents not closed within 6/ 3 months
respectively)
Being Open (% red/amber where patients/ relatives
notified and report circulated)
2. Year on year improvements in Risk Register management:
No. red and amber risks
3. Year on year improvements in safety alert management:
No. overdue safety alerts
No. risk register risks that relate to safety alert noncompliance
4. Achieve benchmarks set for safety questions in annual staff survey
and inpatient survey
5. Achieve compliance targets with regard to CQC and NHSLA
Standards
6. Achieve Quality Priorities for Patient Safety
i)
CQC standards – Outcome 2, 4, 5, 6, 8, 9, 11, 16
ii)
NHS Outcomes Standard 5
iii)

NHSLA Standards – 3.3, 3.6, 4.1, 4.3, 4.4, 4.5, 4.6, 4.7, 4.8,
4.9, 4.10, 5.2, 5.4, 5.5, 5.6, 5.7, 5.10
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Terms of Reference of Governance Committee support committees/groups

Name of Committee
Chair
Secretary
Membership

Organisational Safety Committee
Director of Operations
Operations/Workforce Development
Permanent:
Director of Workforce Development ( Deputy Chair)
Deputy Director Nursing
General Manager Operations ( management lead)
Senior Occupational Health representative
Associate Director - Education & Development
Head of Risk Management
Head of Security & Fire
Head of Facilities and/or Estates
Trust Health & Safety Advisor
Patient Safety & Risk Manager representation for each Division
Trade Union representatives
Rotationally (more frequently if required):
Chairs of Feeder Committees / Workstreams
As required:
Moving & Handling Advisor
Associate Director: Workforce Resourcing
Director of Medical Engineering & Physics

Quorum:
Frequency of Meetings:
Next Review date of
Terms of Reference
Terms of Reference

7 members with at least one director present
Bi monthly (A record of attendance at meetings will be maintained).
June 2012
To:
1. Develop and promote an organisational safety culture which
ensures the safety of patients, staff, visitors and Trust
assets
2

.Develop King’s strategic direction in relation to improving
organisational safety, including increased collaboration across
King’s Health Partners and development of measurable
improvement indicators

3

Identify areas for improvement in organisational safety from
across the Trust that emerge from:
H&S risk assessment
The Staff Management Performance Scorecard (eg.
training/induction/registration)
Relevant Serious Incident investigations
Organisational safety issues identified in the quarterly
Trust Patient Safety Report and quarterly Trust Risk
Register Report
External recommendations
Reports from Feeder Committees
Reports from commissioned organisational safety
improvement workstreams

4

Initiate appropriate organisational safety improvement
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workstreams, appoint workstream lead/s and monitor
workstream implementation e.g Safer Hospital at Night
5

Ensure King’s complies with relevant national requirements
relating to safety, including Care Quality Commission and NHS
Litigation Authority (NHSLA) standards.

6

Ensure that King’s achieves against Domain 5 of the NHS
Outcomes Framework

7

Make recommendations as appropriate to the Executive and
the Quality and Governance Committee on acceptable/nonacceptable organisational safety risks on the Trust Risk
Register

8

Identify measurable objectives for the feeder committees and
monitor the performance of the committees against these
objectives

9

Provide assurance to the Quality and Governance Committee
that organisational safety is managed effectively and
systematically across the organisation, raising exceptions
where appropriate

10 Link with the Patient Outcomes, Patient Experience and Patient
Safety Committee where appropriate to drive improvements in
organisational safety.
Reports to:
Receives Reports from:

Quality and Governance Committee on a quarterly basis
Monthly:
Staff Management Performance scorecard
Quarterly:
Trust Risk Register Report
Trust Patient Safety Report
o

Feeder
o
Committees/Workstreams o
o
o
o
o
o
o
o
o
o
o
o
Objectives

Six-Monthly:
Each Feeder Committee. Committees may choose, or may be
required, to report more frequently in order to achieve their
objectives
Annually:
ARMS Training Report
Environment Committee
Safer King’s Community Panel
Trust Health and safety Committee
Op’s Health and Safety Committee
Staff Management Performance Scorecard
Workforce; ED Team/HR/Occupational Health and Wellbeing
Emergency Preparedness & Business Continuity
Manual Handling
Fire & Security
CEF Risk Management Committee
External Reviews
BBV Committee
Nursing Board re: organisational risk issues as appropriate
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11 Year on year improvements in staff training, induction and
registration:
11.1 Training (% overall staff trained)
11.2 Induction (% corporate induction for permanent staff; %
local induction for permanent and temporary staff)
11.3 Registration (TBC)
12 Year on year improvements in organisational serious violence/
aggression related incidents:
Reduction in no. of physical assaults
Others TBC
13 Year on year improvements in H&S risk assessment (TBC eg.
% of completed returns received in timescale)
14 Achieve benchmarks set for identified questions in annual staff
survey (e.g. stress, bullying and harassment, training etc)

Relevant standards:

15 Achieve compliance with targets set for the following standards:
CQC and NHSLA standards.
iv)
CQC standards – Outcomes 8, 10, 12, 13, 14, 20, 21
v)

NHS Outcomes Standard 5

vi)

NHSLA Standards -1.2, 1.4, 1.7, 1.8, 1.9, 1.10, 2.1, 2.2,
2.3, 2.4, 2.5, 2.6, 2.7, 2.8, 2.9, 2.10 3.1, 3.2, 3.4, 3.5,
3.7, 3.8,3.9, 3.10.
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Appendix C
Terms of Reference of Governance Committee support committees/groups
Name of
Committee

Patient Experience Committee

Chair

Director of Corporate Affairs
Patient and Public Involvement Department

Secretary
Membership

Director of Nursing and Midwifery (Deputy Chair)
Deputy Medical Director
Associate Director of Performance and Contracts
Divisional representatives
Clinicians x 3
Director of Nutrition
Head of Patient and Public Involvement
Head of Patient Relations and Complaints
PALS and Patient Support Services Manager
Head of Facilities
Head of Service Development
Head of Chaplaincy
Volunteers Services Project Manager
Change Leaders Team representative
Governor representatives x 2
Maternity Services Liaison Committee representative
As required:

Quorum:
Frequency of
Meetings:
Next Review date
of Terms of
Reference
Overall Purpose of
Committee
Terms of
Reference

Divisional Managers
Chairs of reporting groups/committees
Head of Clinical Effectiveness
Head of Risk
LINKs
4 members including at least one Director or Deputy Medical Director
Monthly
May 2012
To achieve continuous improvement in patient experience at King’s
and promote a culture of involving users in the planning and
development of services
1. Develop King’s strategic direction in relation to improving patient
experience:
Collaboration across King’s Health Partners and development of
measurable improvement indicators for CAGs.
To monitor progress in implementation of the Quality Priorities
for Patient Experience in the Trust’s Quality Report/Account
Develop and promote a culture of putting patients at the centre of all
trust activity ensuring that structures, systems and policies are in place
to deliver both King’s and King’s Health Partners objectives for patient
experience.
Monitor implementation of King’s Patient, Public and Membership
Strategy including associated action plans and the Single Equality
Scheme PPI and Consultation Action Plan
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2. Drive improvement in patient experience
To have a regular programme of ‘listening’ to patients through
patient stories
To monitor the patient experience of King’s services through a
variety of feedback, including the How Are We Doing
programme and other methods.
Monitor Divisional and corporate action plans relating to national
surveys, How Are We Doing and national and local patient experience
CQUIN in order to drive service improvement
Monitor trends in complaints, PALS and patient experience, and actions
taken in response to these, making recommendations for improvement.
Capture good practice examples relating to patient experience and
ensure that these are disseminated and implemented trust-wide,
including the work of the First Choice King’s patient experience
workstreams
Drive year on year improvement in National Surveys in line with the
trust quality and strategic plan objectives
Receive and review any reports from the Health Service Ombudsman,
Healthwatch, Patients’ Association, LINKs or other external bodies and
ensure follow up action as necessary and to invite representatives to the
Committee when appropriate
3. Ensure compliance
Ensure King’s complies with the NHSLA and Care Quality Commission
standards in relation to patient experience and involvement, specifically
in relation to the Essential Standards listed below.
Ensure delivery against Domain 4 of the NHS Outcomes Framework
Ensure delivery of the Care Quality Commission National Patient Survey
Programme
Ensure that King’s complies with statutory requirements and protocols in
relation to patient and public involvement and consultation on changes
to service provision, as outlined under Section 242 of the NHS Act 2006
Ensure delivery and monitoring of specific work programmes related to
patient experience, for example, PROMS (Patient Related Outcome
Measures).
Specifically to promote recruitment of a representative foundation trust
membership, and communicate and actively engage with them to inform
the trust’s overall strategic priorities
To consider recommendations from the Local Authority Overview and
Scrutiny Committees and ensure any appropriate follow up action
Reports to:
Receives Reports
from:

Quality and Governance Committee on a quarterly basis
Feeder Committees:
Healthcare for All Steering Group
Maternity Services Liaison Committee
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End of Life Care Group
Older People’s Committee
Links to Governors’ Patient Experience and Safety and Membership
Committees
Divisions on an exception basis
Objectives

Related Standards

1.Meet targets set out in the King’s Quality Strategy and Annual Plan
2. Achieve year on year improvement in scores for the CQC National Patient
Surveys
3.Achieve How Are We Doing benchmarks
4.Achieve CQUIN patient experience improvement targets
5.Ensure delivery of compliance with relevant CQC Essential Standards and
NHSLA standards
7. Achieve PPI and Membership Strategy targets
CQC standards – Outcome 1,4,5,16 and 17
NHS Outcomes Standard 4
NHSLA Standards – 4.1, 5.3, 5.5, 5.6, 5.7
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Appendix C
Terms of Reference of Governance Committee support committees/groups
Name of Committee
Chair

Patient Outcomes Committee
Director of Nursing & Midwifery

Deputy Chair

Medical Director

Secretary

Clinical Effectiveness Department

Membership

Clinical Directors, or their appointed representatives
Director of Strategy
Head of Performance
Head of Clinical Effectiveness
Lay representative
Chairs of Sub-Committees:
Clinical Effectiveness Committee
Evidence-Based Practice Committee
Public Health Committee
Mortality Monitoring Committee
Organ Donation Committee
Improvement leads:
As appointed
As required:
Assistant Medical Director/s
Assistant Director of Governance
Head of Business Intelligence Unit
Clinical Director for IT
Head of Risk
Head of Patient & Public Involvement
Director of Research & Development
Head of Post-Graduate Medical & Dental Education
Service User Representative
KCH’s National Confidential Enquiry for Patient Outcome and Death
(NCEPOD) Ambassador
Chair, Deteriorating Patients Committee

Quorum:
Frequency of
Meetings:
Next review date of
Terms of Reference
Overall Purpose of
Committee
Terms of Reference

4 members including at least one Director or Assistant Medical Director
Bi-monthly
July 2012
To achieve continuous improvement in patient outcomes at King’s.
To:
1. Develop King’s strategic direction in relation to patient outcomes and
clinical effectiveness, by:
Ensuring effective integration with patient safety, patient experience,
performance, finance and strategy structures and workstreams.
Developing and promoting an ‘outcome-oriented’ organisational culture.
Ensuring that structures and systems are in place to deliver the NHS
Outcomes Framework.
Supporting increased collaboration across King’s Health Partners.
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2. Drive improvement in patient outcomes, by:
Monitoring King’s performance against external and internal patient
clinical outcomes data.
Identifying and prioritising areas for improvement from across the Trust.
Initiating appropriate patient outcome improvement workstreams,
appointing workstream lead/s, setting objectives and monitoring progress.
Identifying measurable objectives for the sub-committees and monitoring
performance against these objectives.
3. Ensure compliance with relevant national and local requirements relating to
patient outcome and clinical effectiveness and raising any exceptions with
the Quality & Governance Committee, including:
Care Quality Commission and NHS Litigation Authority standards
CQUIN (Commissioning for Quality and Innovation) requirements
NICE Quality Standards.
4. Review any risks identified though patient outcomes monitoring work and
ensure they are recorded on the Trust’s Risk Register. To monitor the
patient outcomes-related risks on the Risk Register and to make
recommendations as appropriate to the Executive and the Quality and
Governance on acceptable/non-acceptable risk. To monitor progress
against actions agreed.
Reports to:
Receives Reports
from:
Feeder committees

Quality and Governance Committee on a quarterly basis
Each sub-committee, at least 6-monthly.
Improvement workstreams, in accordance with schedule agreed by the
Committee.
Clinical Effectiveness Committee
Evidence-Based Practice Committee
Public Health Committee
Mortality Monitoring Committee
Organ Donation Committee

Objectives

1.

Providing strategic direction:
1.1 POC will:
Clarify an approach to the identification of the Trust’s patient
outcomes priorities.
Produce a process for the review of external information relating
to patient outcomes information, e.g. information provided by the
CQC Quality & Risk Profile, Dr Foster, CHKS, national audits
and Patient-Reported Outcome Measures (PROMS).
Review the Terms of Reference and objectives of each of its sub
committees to ensure that they will focus on the delivery of the
Trust’s patient outcomes priorities.
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2.

Related standards

Driving improvement:
2.1 King’s will aim to be in the top quartile nationally for:
National outcome indicators, as they become available
Risk-adjusted mortality rates at Trust and Divisional level
Patient outcomes reported through the national clinical audit
programme
Patient-Reported Outcome Measures (PROMS).
POC sub-committees will report on exceptions.
2.2

King’s will prioritise improvement areas according to the established
Quality Account Clinical Effectiveness priorities.

2.3

King’s will achieve internal targets relating to guidelines, clinical
audit and national confidential enquiries, as outlined in the Clinical
Effectiveness Scorecard. Exceptions will be reported to POC by the
Clinical Effectiveness Committee and the Evidence-Based Practice
Committee.

3.

Ensuring compliance:
POC will:
3.1 Ensure compliance with CQC Outcome 4: Care and welfare of
people who use services as it relates to clinical outcomes, through a
quarterly review of any exceptions arising in the Quality Risk Profile
(QRP) issued by the CQC and instigation of actions as appropriate.
3.2 Ensure compliance with CQC Outcome 16: Assessing and
monitoring the quality of service provision as it relates to clinical
outcomes by ensuring that the Clinical Effectiveness Committee
delivers against its objective to ensure the quality of the clinical
audit programmes in place at Trust and Divisional level.
3.3 Ensure requirements of NHS Outcomes Framework are met as
appropriate, for Domains:
1: Preventing people from dying prematurely
2: Enhancing quality of life for people with long-term conditions
3: Helping people to recover from episodes of ill health or
following injury
Through the implementation of the relevant NICE Quality
Standards.
3.4 Ensure compliance with NHSLA standards:
5.1: Clinical audit
5.8: Best practice: NICE
5.9: Best practice: National confidential enquiries
By ensuring that the Evidence-Based Practice Committee and
Clinical Effectiveness Committee delivery annual audits and action
plans of the relevant Trust policies.

4.

Reviewing risks:
4.1 All risk issues identified are added to the Trust Risk Register.

CQC standards – Outcomes 4 and 16
NHS Outcomes Framework – Domains 1, 2 & 3 (clinical effectiveness)
NHSLA standards – 4.2, 5.1, 5.8 and 5.9
NICE Quality Standards
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Appendix D
Glossary
Clinical Negligence Scheme for Trusts (CNST)
CNST was set up to provide NHS Trusts with a means of funding the costs of
clinical negligence litigation, through the NHS Litigation Authority (NHSLA)
since 1995. Three levels of membership (or compliance) with corresponding
reduction in premiums dependent on the Trust’s degree of compliance with
the 50 Acute Risk Management Standards set by the NHSLA.
Care Quality Commission (CQC)
The CQC exists to promote improvements in the quality of healthcare and
public health in England. The Commission has a statutory duty to assess the
performance of healthcare organisations. Subject to the Health and Social
Care Act 2008 (Regulated Activities) Regulation 2009 being enacted in
October 2009, from April 2010 all NHS Trusts who provide regulated activities
must be registered with the Care Quality Commission under the new system.
Inspections of providers by the CQC will be in place from April 2010 to assess
compliance with the Essential standards of quality and safety. The CQC
monitors providers through a Quality Risk Profile which is published 10 times
per year. This information/indicators is triangulated with information provided
by organisations such as the Overview & Scrutiny Committees, LINkS, Health
Service Ombudsman, Safeguarding Boards and many others together with
patients and relatives.
Incident
Any event or circumstance arising that could have or did lead to unintended or
unexpected harm, loss or damage to patients, visitors, staff or the Trust’s
property or reputation.
Medicines and Healthcare products Regulatory Agency (MHRA)
The Executive Agency of the Department of Health protecting and promoting
public health and patient safety by ensuring that medicines, healthcare
products and medical equipment meet appropriate standards of safety,
quality, performance and effectiveness, and are used safely.
Monitor – Independent Regulator of NHS Foundation Trusts
Monitor is a non-departmental public body established under the Health and
Social Care (Community Health and Standards) Act 2003 and is responsible
for authorising, monitoring and regulating NHS Foundation Trusts. Monitor
authorise NHS Foundation Trusts (FTs) to operate. Regulation includes risk
management and arrangements, and governance is one of the key areas
against which Monitor measure NHS FTs. Inspection of the performance of a
foundation trust against healthcare standards is carried out by the Care
Quality Commission (see above), and copies of their inspection reports are
sent to Monitor.
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Monitor have powers to intervene in the running of a foundation trust in the
event of failings in its healthcare standards or other aspects of its activities,
which amount to a significant breach in the terms of its authorisation

USEFUL CONTACTS
Department of Health www.doh.gov.uk
Health and Safety Executive www.hse.gov.uk
Care Quality Commission www.cqc.org.uk
Medicines and Healthcare products Regulatory Agency www.medicaldevices.gov.uk
Monitor www.monitor-nhsft.gov.uk
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Appendix E

Guide to Risk Rating and Management
In order to allow the appropriate allocation of resources to the management of
risks, the associated Likelihood and Impact has to be assessed. There is
therefore a need to make a judgement about the likelihood of that failure
happening should the control measure not be achieved and the most realistic
impact of the failure.
Both are scored on a scale from 1 to 5: applied consistently this provides a
risk matrix that allows comparisons to be made.
1. Likelihood
Measure of Likelihood (Table 1)
Descriptor
Description
Rare (1)
Extremely unlikely to happen/recur – may occur only in
exceptional circumstances. Has never happened before
and unlikely ever to happen (again)
Unlikely (2)
Unlikely to occur/recur but possible. Expected frequency
less than once per year.
Possible (3)
May occur/recur. Expected frequency 1-2 times per year.
Likely (4)
Will probably occur/recur. Has happened before regularly
and will happen again at some time. Expected frequency is
several times per month.
Almost Certain (5) Will occur/recur in the future. Has happened before
regularly and frequently. Expected to occur on a daily
basis.
2. Impact
The (potential) impact of the risk should be assessed by referring to table 2
below. The level of impact should be assessed against each of the 4 types –
the highest impact score is the one that should be used in the risk matrix to
calculate the overall risk level.
3. Calculating the risk level using the risk matrix
The scores for Likelihood (between 1 and 5) and Impact (between 1 and 5)
are simply plotted on the matrix to provide an overall risk level. This is shown
in table 3 below.
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Measure of Impact (Table 2)
Impact scale
Types of
Impact
Injury/ harm
to patients,
staff or the
public
(physical/
psychological
harm)

Service
delivery
/business
interruption

Financial
Reputation/
compliance

1. Negligible

2. Minor

3. Moderate

4. Major

5. Catastrophic

Minimal injury
requiring
no/minimal
intervention or
treatment

Minor injury or illness,
requiring minor intervention

Moderate injury requiring
professional intervention

Major injury leading to longterm incapacity/ disability

Incident leading to death, multiple
permanent injuries or irreversible
health effects.

Increased length of stay or
level of care by 1-3 days

Increased length of stay/level of
care 4-15 days.

Increase in length of stay/ level
of care >15 days

Staff requiring time off work
for up to 7 days

Staff requiring 7-14 days off
work

Staff requiring >14 days off
work

Low staffing level that
reduces the service quality

RIDDOR/ agency reportable
incident/s
Unsafe staffing level or
competence (>1 day)

Mismanagement of patient
care with long-term effects
Unsafe staffing or competence
(> 5 days)

Late delivery of key
objective/services (eg. due to
lack of staff)

Uncertain delivery of key
objective/service (eg. due to
lack of staff)

Poor staff attendance at
statutory & mandatory training

No staff attending statutory
and mandatory training
Non-critical service disruption
(>1 week) or intermittent
failure of critical service
Loss of £1M – 5M
Adverse national media
coverage with <3 days service
well below reasonable service
expectation

Permanent service disruption or
complete breakdown of a critical
service
Loss of >£5 M
Adverse national media coverage
with >3 days service well below
reasonable service expectation. MP
concerned (questions in the House).
Total loss of public confidence.

Multiple breaches in statutory
duty.
Improvement notice/s &
enforcement action.

Multiple breaches in statutory duty.

No time off work for
staff
Short-term low
staffing level that
temporarily reduces
service quality (<1
day)

Limited non-critical
service disruption
(<1 hour but <8
hours)
Loss of <£10K
Potential for public
health concern

Non-critical service
disruption (>8 hours but
<24 hours)

Non-critical service disruption
(>1 day but < 1 week)

Loss of £10 - 50K
Local media coverage –
short term reduction in
public confidence

Loss of £51K – 1M
Local media coverage – longterm reduction in public
confidence

No or minimal
impact or breach of
guidance/ statutory
duty

Limited breach of statutory
legislation.
Reduced performance
rating if unresolved

Single breach in statutory duty
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Challenging external
recommendations/ improvement
notice

An event which impacts on a large
number of patients (eg. breast
screening errors)

Ongoing unsafe staffing or
competence
Non-delivery of key objective/ service
(eg. due to lack of staff)
No staff attending statutory and
mandatory training on an ongoing
basis

Prosecution – complete systems
change required
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Enc 3.1
Table 3: Assessment Matrix, Combining Likelihood and Impact

Likelihood

None (1)
Almost
Certain (5)
Likely (4)
Possible (3)
Unlikely (2)
Rare (1)

Green
5
Green
4
Green
3
Green
2
Green
1

Minor (2)
Amber
10
Amber
8
Green
6
Green
4
Green
2

Impact
Moderate
(3)
Red
15
Amber
12
Amber
9
Green
6
Green
3

Major (4)
Red
20
Red
16
Amber
12
Amber
8
Green
4

Catastrophi
c (5)
Red
25
Red
20
Red
15
Amber
10
Green
5

Risk Level:
Low (1-6)

Moderate (8-12)

High (15-25)

4. Risk Level and Risk Appetite
Risks falling within the Green part of the matrix have a low impact or/and
likelihood. Examples might be small losses (reported through losses and
compensations register) or limited danger because of access restrictions or
low likelihood due to very robust proven controls. A decision to tolerate the
risk may be appropriate if controls are robust and generally due to the low risk
level it is unlikely that terminating or transferring the risk would be necessary.
The decision will be recorded on the risk register database. The risk register is
set up to ensure that these risks can be monitored at local level.
Amber risks are those which might happen often, but where the impact is
limited, or where the likelihood is relatively low, but the impact is more
significant. These risks need to be more actively controlled (treated) within
Divisions / Directorates/ Corporate Departments to ensure that the level of
control is at least maintained to prevent the risk becoming High, but action
plans ought to be evaluated to determine whether it would be cost beneficial
to reduce the risk to Low (i.e. Green). This will sometimes not represent value
for money, so a decision to accept (tolerate) a level of risk will need to be
taken and steps agreed to monitor the risk level to prevent it becoming higher
than the agreed level. The decision will be recorded on the risk register
database.
Red risks represent a potential event that could severely impact upon the
organisation and threaten the achievement of service objectives. These risks
could lead to potentially significant adverse patient outcomes, large financial
impacts / losses and/or significant damage to the Trust’s reputation. In such
cases risk toleration is rarely an option and strategies to urgently treat,
transfer or terminate the risk are recommended. The decision will be recorded
on the risk register database. It is important that risks are consistently
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assessed and those initiating the process are advised to use Appendix E and
to seek advice from the Head of Patient Safety and Risk if required.
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Appendix F
Enc 3.1
BLANK RISK ASSESSMENT
Description of risk

Type of Risk (please indicate the principal type
of risk i.e. clinical, non-clinical, corporate):

Source of Risk (please indicate the principal
source of the risk i.e. incidents, complaints,
claims, inspections etc):

Existing Control/s
Description of controls

Adequacy of controls
(Adequate/ Limited/ Inadequate)

Risk rating (see matrix over)
Risk likelihood
Risk impact
Risk rating
(Impact x Likelihood)
All approved risks to be added to Divisional and Directorate Risk Registers.
N.B . If score is 15 or over (Red) then immediate action must be taken (where possible)
to make the environment safe and control risk
Action Plan/s (SMART)
Action

Blockages to
achieving plan

Responsibility
(name)

Acceptance and Approval
Accepted
by
Approved
by

Signature

Dated

Signature

Dated
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Due date

Enc 3.1
AMENDMENTS
Date
29 April 2004
(version 1.0)
31 May 2006
(version 2.0)

Amendment
Full policy
Full policy

1 June 2007
(version 3.0)

Update of policy to reflect current
arrangements and revised policies

26th Sept 2007
(version 3.1)

Minor change to attendance by
members

7 July 2008
(version 4.0)

Update of policy to reflect current
arrangements and revised terms
of reference
Update of policy and modifications
agreed
at
the Governance
Committee on 17th July 2008

21 July 2008
(version 4.1)
1 September 2008
(version 4.2)
22 October 2009
(version 5.0)

Further amendments following
Board discussion terminology and
role of the Audit Committee
Minor amendments & TOR of
committees updated.

Revised July 2010 Full policy review to better reflect
(version 6.0)
full diversity of systems and
processes for the management of
risk
Revised
Minor amendment – addition of
September 13
frequency of training to risk
2010
management awareness training
(version 6.1)
for senior managers
Revised August 31 Full policy review to ensure that it
2011 (version 7.0) aligns with changes to the Trust
governance committee structure
Revised
Minor amendments – points of
September 12
clarification
2011 (Version 7.1)
Revised 20
To incorporate the considerations
September 2011
of Audit Committee
(Version 7.2)
Revised 28
To incorporate further
September 2011
considerations of the Board of
(Version 7.3)
Directors as discussed on
27/09/11
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By Whom
Judith Seddon.
Approved by Governance Committee
Judith Seddon
To be approved by Governance
Committee 20/7/06
Judith Seddon
To be approved by the Governance
Committee on 19 July 2007 prior to
approval by the Board of Directors on
31 July 2007.
Judith Seddon
Head of Governance
Approved
Judith Seddon
To be considered by the Governance
Committee on 17th July 2008
Judith Seddon
following Governance Committee
prior to approval by the Board of
Directors on 29th July 2008
Judith Seddon
To be considered at the Audit
Committee on 18 September 2008.
Policy considered by the Governance
Committee on 22 October 2009.
Agreed no substantive changes in
2009. Awaiting more substantial
review of Trust’s Governance and
Quality framework in Spring 2010 as
part of a broader review of the Board
governance structure. To be reviewed
by the Board in July 2010.
Policy approved by the Board of
Directors on 27 July 2010
Richard Hinckley & Judith Seddon

Richard Hinckley & Judith Seddon
Quality & Governance Committee
Audit Committee
Approved in principle subject to minor
changes as per the Board of
Directors’ considerations

Revised August
2012
Minor revision
October 2012

Full policy review to ensure that it
aligns with changes to the Trust’s
quality governance committee
structure and best practice
Reviewed by the Audit Committee
on 25.09.12. RM Strategy
amended to take account of this.

Richard Hinckley and Judith Seddon

Audit Committee TOR revised
25.09.12.

54

Enc 3.2

Board Assurance Framework Policy

Document Information
Version:

Draft 5.0

Ratified by:

Board of Directors

Date:

29.08.12

Date ratified:
Author(s):

Judith Seddon, Associate Director of Governance and
Assurance

Responsible
Director:

Jane Walters, Director of Corporate Affairs

Responsible
committee:

Board of Directors

Date when
policy comes
into effect:

Immediate following ratification by Board of Directors
on 30 October 2012

Review date:

2013

Target
Audience:

Board of Directors

Location of
document:

x:\trustwide policies\

Document History
Document replaces: Board Assurance Framework Policy – version 3.0
Dated: 27 July 2010
Author: Judith Seddon, Associate Director of Governance & Assurance
Replaced document archive location: x:\trustwide policies\archive\
Consultation distribution (before ratification)
Sent to

Version

Date

Actions taken as a result

Head of Risk

5.0 (Draft)

29.08.12

Ensure alignment to the Risk Management Strategy and the
Risk Assessment Policy

Quality &
Governance
Committee

5.0 (Draft)

6.09.12

For review by Quality & Governance Committee (QGC)

Audit Committee

5.0 (Draft)

25.09.12

Agreed in principle

Reviews and updates
Date

New
Summary of Changes
version
no.

Major change/s
(must go to KE)
or minor
change/s

Author of
change/s

June 2006

1.0

New Policy

Not Applicable

Judith Seddon
Approved by
Governance
Committee on
20/7/06

2nd June
2007

2.0

Update of policy to reflect current
arrangements

Major Changes

Judith Seddon
Approved by
Governance
Committee on 19th
July 2007 and Board
on 31st July 2007

7th July
2008

2.1

Minor modifications.
Update of Policy to reflect current
arrangements e.g. terms of reference
update.

Major Changes

Judith Seddon
To be considered by
the Governance
Committee on 17th
July 2008

21 July
2008

2.2

Update of policy and modifications agreed
at the Governance Committee on 17th July
2008

Minor Changes

Judith Seddon
To be considered by
the Board of
Directors on 29 July
2008

16
September

2.3

Further review to reflect ‘distributed’
governance model and role of the Audit

Minor Changes

Judith Seddon
To be considered by

1

Date

New
Summary of Changes
version
no.

2008

Major change/s
(must go to KE)
or minor
change/s

Committee.

Author of
change/s

the Audit Committee
on 18 September
2008 prior to
approval by the
Board.

22
October
2009

2.3

No change

Not Applicable

Judith Seddon
Policy considered by
the Governance
Committee on 22
October 2009.
Agreed no
substantive changes
in 2009. Awaiting
more substantial
review of Trust’s
Governance and
Quality framework in
Spring 2010 as part
of a broader review
of the Board
governance
structure.

27 July
2010

3.0

Full annual review of policy to align with
Risk Management Strategy review and
changes in regulatory framework.

Minor

Judith Seddon &
Jane Walters.
Approved by BOD
27/07/10

16 August
2011

4.0

Annual review of BAF Policy to ensure
alignment with Risk Management Strategy
as reviewed in August 2011.
Amended to reflect the Trust’s Board
Governance structure which was
implemented in October 2010 and External
Audit recommendations made in January
2011.

Minor changes

Judith Seddon

29 August
2012

5.0

Annual review of BAF Policy to ensure
alignment with Risk Management Strategy
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1.

Introduction
The Assurance Framework provides a structure and process that enables the Trust to
focus on the obstacles (risks) to achieving its most important strategic priorities and be
assured that adequate controls are operating to reduce these risks to acceptable levels.
The primary benefit of using the Assurance Framework is that it encourages individuals
and groups within the organisation to think about and plan for the achievement of their
strategic priorities in a proactive manner. Support of the Assurance Framework process
will be led by the Chief Financial Officer, but it will require the active involvement of many
staff in the Trust, including the Board of Directors, to make it work effectively.
The Board of Directors has a responsibility to make formal public statements on the
organisation’s ability to implement its strategic priorities, including those which affect
compliance with the Trust’s Terms of Authorisation as a Foundation Trust, and the
registration of the Trust’s regulated activities by Care Quality Commission (CQC). The
Assurance Framework is informed by compliance with these regulatory requirements
including Monitor’s Quality Governance Framework and the CQC’s Essential Standards of
Quality and Safety through a rigorous self-assessment process, and periodic and
unannounced inspection by the CQC and external auditors. The Assurance Framework
provides the evidence to support the Annual Governance Statement within the Annual
Reports and Accounts.
The Trust has in place a distributed governance model in which the following Board
committees are charged with scrutinising the full Assurance Framework: Audit Committee,
Quality and Governance Committee, Finance and Performance Committee and Equality &
Diversity Committee. The Audit Committee has a specific role to provide independent
assurance to the Board on the adequacy and integrity of the Trust’s governance, patient
safety and risk management processes and systems. The Strategy Committee assures
the Board of progress against delivery of the Trust’s Strategic Priorities... The BAF risks
are mapped against the Strategic Priorities...

2.

Purpose and Scope
This document describes how the Trust will implement the Assurance Framework
operationally. It has been approved by the Board of Directors and is reviewed annually. It
details how all monitoring systems, procedures and processes related to the Assurance
Framework will function within the Trust. The policy should be read in conjunction with the
Risk Management Strategy which is also subject to annual review.

3.

Policy Statement
The Board of Directors fully accepts the principles and practices of the Assurance
Framework as described in this document. The Board will undertake the responsibilities
required of it, and ensure that Board committees and employees fulfil the requirements
outlined in this document.

4.

Overview of the Assurance Framework

4.1

Strategic Priorities
An Assurance Framework must be driven by the strategic priorities of the organisation, as
clear business strategic priorities need to be identified before an effective system of
internal control can be established. Without clear strategic priorities, the Trust will be
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unable to identify and evaluate the risks that threaten the achievement of its goals and
design and operate a system of internal control to manage those risks.
The strategic priorities for King’s College Hospital NHS Foundation Trust have been
approved by the Board of Directors. The strategic priorities will be routinely reviewed and
updated and are outlined in the Annual Plan.
4.2

Risks
Potential principal risks to the achievement of the Trust’s strategic priorities are identified
in two ways:
i) The ‘top down’ identification of risks that directly affect the Trust’s achievement of its
principal strategic priorities will be undertaken by the Board of Directors.
ii) The ‘bottom up’ assessment through the divisional and corporate departments’ risk
registers will be used to inform this process.
A diagrammatic overview of the sources of risks can be found in Fig. 1 below. Note that as
Board Assurance Framework risks are identified through proactive and reactive risk
identification the source of the risk will be many and varied and therefore this is not
explicitly recorded.
Reactive Risk
Identification

Proactive Risk
Identification

SAIs

Board Assurance
Framework

Principal
Principal
Objectives

Corporate Risk
Register
Directorate/
Divisional
Objectives

Strategy
Workforce
Development

Finance &
Information

Capital, Estates
& Facilities

Claims &
Litigation

Nursing
Corp
Affairs

Operations

Complaints

Directorate (Organisation-Wide)
Risk Registers
Risk
Assessments

Ambulatory Critical Care,
Care & Local Theatres &
Diagnostics
Networks

Liver, Renal
& Surgery

Trauma,
Emergency &
Acute
Medicine

Networked
Services

Women’s &
Children’s

Incidents

Divisional Risk Registers*

Fig. 1: Sources of Risk
* Any Divisional Risk Register Trends

4.3

are Considered for Inclusion as Corporate Risks on the Corporate Risk Register

Controls, Assurances and Action Plans
Controls are the many different things that are in place to mitigate risk and assist in
securing the delivery of strategic priorities; they should make a risk less likely to happen,
or reduce its effect if it does happen.
The Assurance Framework requires the Trust to consider the effectiveness of each control
through the process of obtaining assurances that the control is in place and is operating
effectively. These assurances are obtained from a variety of sources, such as
management reports, internal and external audit and other external assessors such as the
Royal Colleges’ reviews/accreditations, MHRA, HSE, Human Tissue Authority
inspections, the Care Quality Commission and NHS Litigation Authority.
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A gap in control is deemed to exist where adequate controls are not in place, or where
collectively they are not effective.
A gap in assurance is deemed to exist where there is a failure to gain evidence that the
controls are effective.
Wherever gaps in control or assurance are identified, action plans must be defined and
allocated to appropriate lead directors.
4.4 Governance Framework
Performance reports provide evidence of the effectiveness of controls and should include
actions to reduce gaps in control. It therefore follows that performance reports generate
valuable information for the Assurance Framework and that there is a clear need for
performance reporting and the Assurance Framework to be strongly linked.
Monitoring compliance with the CQC’s Essential Standards and Monitor’s requirements
provides a self-assessment mechanism that acts as a source of assurance for the
Assurance Framework itself. Any area of non-compliance indicates that there is an
associated risk that must be considered for inclusion in the Assurance Framework. The
review process and systems will be subject to internal audit.
A diagrammatic overview of the key components of Trust’s governance framework can be
found in Fig. 2 below:
CQC SfBH
& Monitor
Self - Assessment
Process

Trust Board
Review
Concerns or issues

Significant Lapses

Assurance
Framework
Risk Score12 or more

Red
KPIs

Risk
Management
Process

5.

Fig. 2: Distributed Governance

Performance
Management
Process

Maintaining the Assurance Framework
The Trust will review its strategic priorities and monitor the associated risks to their
achievement, controls, potential sources of assurance, actual assurances received, gaps
in controls or assurances and action plans.
The Board of Directors will review the complete Assurance Framework quarterly, or more
frequently if required.
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The Assurance Framework must be a dynamic tool to enable the Board to assure itself
that all significant strategic risks are being managed effectively. This involves two distinct
phases: firstly, the Assurance Framework will be updated with the progress towards
closing the identified gaps in control and/or negative & positive assurances, and secondly,
a degree of independent scrutiny must take place, to ensure that these updates are valid
and timely. Both of these processes should also consider whether new risks have arisen
to jeopardise the achievement of the Trust’s Annual Plan and underpinning strategic
priorities.
5.1

Updating the Assurance Framework
Overall responsibility for updating an entry in the Assurance Framework lies with the
owner of each strategic priority, who will sign off updates provided by the owners of each
risk, control and/or action plan. In some cases this will be the same person, but many
controls are designed corporately, but need to be implemented locally, so updates will
need to be aggregated from several sources.
To facilitate this, the Assurance Framework will be reviewed by King’s Executive on a
quarterly basis, to review the risk descriptions, controls and assurances and updating the
actions and progress as appropriate. A record of this will be maintained by the Associate
Director of Governance & Assurance. The Quality & Governance Committee is tasked
with reviewing and challenging the adequacy, effectiveness and validity of the controls
and assurances. Careful consideration should be given to controls and assurances which
are greater than 12 months old to ensure that they continue to be valid evidence of
assurance. The Committee is charged with making recommendations to the Board of
Directors with respect to the risk scoring and whether the risk(s) should be Treated,
Tolerated, Transferred or Terminated. The Trust’s ability to tolerate risks will depend on
its risk appetite – however as a general rule risks scoring 12 or above are not tolerated
unless all possible strategies to mitigate the risk have first been considered and (where
appropriate) implemented. Refer to the Risk Management Strategy. .

5.2

Scrutiny of the Assurance Framework
Independent scrutiny of the Assurance Framework is particularly important to the
governance process; unless the handling of the Trust’s principal risks is both reviewed
and challenged, it will add no value.
The Board of Directors will review the assessment and scoring of the gross and net risk
rating against each of the risks identified which may prevent the achievement of the
related strategic priority/s taking account the recommendations of the Quality and
Governance Committee. This process of review will occur quarterly, or more frequently as
determined by the Board. This will ensure the Board’s engagement in the overall process,
whilst focussing on the really significant issues and without placing an unacceptably high
burden on the Board’s agenda.
A diagrammatic overview of how the Assurance Framework will be developed and
maintained can be found in Fig. 3 overleaf.
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Frequency

Scrutiny

Trust
Board

Independent
QGC*
Committees
King’s
Executive

Update

Standing agenda item
Standin
St
anding
g Agenda item;
quarterly
full review six -monthly

Review & Challenge
Summary & Exception Reports

Principal Objective Owner /
Strategic Priorities

Control
Cont
rol / Gap Owner

Action Plan Owner

Review & Challenge
Entries relating to specific
strategic priorities

Quarterly

Update
Entries relating to own
strategic priorities/risks/ controls

Update
Controls & Assurances
Controls
Update
Action Plans

Quarterly

Quarterly

Quarterly

*QGC = Quality & Governance Committee

Fig. 3: Assurance Framework Review Process

6.
6.1

Board Involvement
Board of Directors’ Responsibility
Guidance from the DoH states that the Board must be appropriately engaged in
developing and maintaining the Assurance Framework. It is the duty of the whole Board to
ensure that assurances are adequate and that action plans to address gaps in assurance
or control are appropriately prioritised, monitored and progressed. Scrutiny is key to the
Assurance Framework process and the Trust’s principal strategic risks need to be
reviewed and challenged systematically.
Given the focus of the Assurance Framework on strategic priorities and the fact that it
should be maintained to reflect current circumstances, it should be a key driver for the
agenda of Board meetings. The forward planner for Board and its committees’ meetings
will be linked to the Assurance Framework.
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It is the duty of the Board of Directors to ensure that they appropriately monitor the Trust’s
significant risks and the associated controls and assurances. The Board should ensure
that all systems, processes and procedures required for the Assurance Framework
function effectively, including where elements have been delegated to its committees that
these complete and report on their specific responsibilities as defined in this document.
As stated, the Board of Directors will execute its responsibility by scrutinising risks within
the Assurance Framework on a quarterly basis, or more frequently if required.
Each year, Monitor and External Audit seek formal confirmation that the Board is in control
of its activities through the Annual Plan and reviewing Assurance Framework reporting. In
this way the Assurance Framework informs the Annual Governance Statement within the
Annual Reports and Accounts, which is signed by the Chief Executive of the Trust, as
Accounting Officer.
The Executive will be responsible for facilitating budget or resources to carry out the
processes required to support the Assurance Framework.
6.2

Audit Committee
The role of the Audit Committee is to provide independent assurance to the Board that the
controls contained in the Assurance Framework are working effectively and that the
processes for managing risk and governance are adequate through the work of both
Internal and External Audit and in consideration of the findings of other scrutinising and
accreditation bodies.
The Audit Committee also acts as a co-ordinator of internal and external audit and ratifies
the provision of resources by signing off the Annual Audit Plans.

7.

Ongoing Maintenance
It is the role of everyone in the Trust to contribute to the success of its governance
arrangements. Leadership in the use of the Assurance Framework is the role of the Chief
Executive Officer. The Associate Director of Governance & Assurance is responsible for
the day to day co-ordination and reporting of the Assurance Framework in liaison with the
Executive Team. The Assurance Framework process must ensure that information is
collected, processed and reported correctly, although the information may be created by
others in the Trust, either individually or in groups and its success is dependent on each
individual’s contribution.
The key activities of the Associate Director of Governance & Assurance’s team within the
context of the Assurance Framework comprise:
Provide advice and guidance on the use and benefits of the Assurance Framework.
Manage the systems that hold the information for the Assurance Framework.
Regularly input all updates to the Assurance Framework.
Co-ordinate and progress/chase all action plans related to and originating from the
Assurance Framework.
Develop reports and procedures related to the Assurance Framework.
Liaise with Internal Audit and External Audit, and Monitor as necessary for all matters
relating to the Assurance Framework acting upon recommendations as required.
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8.

Information used by the Assurance Framework
The Board of Directors will review the Trust’s Assurance Framework regularly. The
information that they will review is set out below:
The Lead Director assigned for each strategic priority, who is responsible for fielding
questions at the Board, who has overall responsibility for the principal risks
associated with his/her strategic priority/priorities
The principal risks identified from a ‘top down’ review of the Trust’s strategic priorities
and the category of the principal risks identified;
The principal risks from the Trust’s Divisional and Corporate Risk Registers. Risks
graded 12 and above are reviewed by the Quality & Governance Committee and all
risks graded as 15 and above are considered by the Board of Directors.
The Executive Owner assigned to each principal risk: the person responsible for
ensuring that adequate controls are identified to mitigate the risk and that they remain
valid, and adequate sources of assurance are identified to confirm that the controls
are effective;
The controls associated with each principal risk: the things in place to mitigate the
risk and assist in securing delivery of the strategic priority - these must be robust and
specific, and properly match their associated strategic priority;
Gaps in control: wherever adequate controls are not in place, or where they are not
effective;
Gross and net risk rating
Potential and actual source of assurance: where evidence can be found that the
controls are effective – this must identify specific documentary evidence, and be
relevant to the associated control(s);
Assurance status: indicates the value (negative or positive) of the assurance, i.e.
result of the assessment/investigation/audit/ performance against target;
Gaps in assurance and review dates: where there is inadequate evidence that the
controls are effective;
Action Plan: what will or is being done to address the gap(s) in control or assurance;
Executive action owner: person(s) tasked with completing the action;
Target date: date by which the action should be completed;
Progress: description of progress to date;
Progress date: date of last update;

9.

Monitoring, Audit and Review
The Board Assurance Framework and supporting infrastructure is subject to review by
Internal Audit on an annual basis. The report is received formally by the Audit Committee.
Performance Improvement observations identified by Internal Audit and /or External
Audits will be acted upon will as appropriate and subject to re-audit. Progress/completion
of actions arising from the audits are tracked via Symbiant tracker and are reported to the
Audit Committee and the Quality & Governance Committee as necessary.
The Risk Management Strategy will be reviewed on an annual basis by the Quality and
Governance and Audit Committees prior to approval by the Board of Directors.
The risks identified in the Board Assurance Framework are reviewed by the Board of
Directors on at least a quarterly basis, or more frequently if required, as described in
section 5.1, to ensure that the risk description and grading are appropriate and that
adequate controls and action plans are in place to reduce and mitigate risk.
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10. Associated documents
The following document relates to this policy:
Risk Management Strategy version 8.1, 2012 (in x:\trustwide policies)
11. References
NHSLA Risk Management Standards for Acute Trusts, Primary Care Trusts and
Independent Sector Providers of NHS Care (2012)
Care Quality Commission Essential Standards of Quality and Safety (2010)
HM Treasury – The Orange Book: Management of Risk – Principles and Content
2004
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Appendix 1: Checklist for the review and approval of trust-wide policies
Requirements

1.

Yes/no/
Unsure/Not
applicable

Comments

Style and format:
Is the trust logo correct?

√

Does the policy follow King’s corporate identity
√
guidelines, i.e. language concise and clear, is text
in Frutiger, Tahoma or Arial and at least 12pt
font, are pages numbered?
2.

Information on Front Cover
Are all of the following details present:
Version and version date
Ratified by and date ratified
Author/s (name and job title)
Responsible director
Responsible committee
Date policy comes into effect
Review date
Target audience
Location of document

3.

4.

Document history:
Is it clear what, if any, document this policy
replaces?

√

Has the policy been consulted upon?

√

Is there a dissemination schedule?

√

Definitions:
Are all unclear terms defined?

5.

6.
7.

Yes
On ratification
Yes
Yes
Yes
On ratification
Yes
Yes
Yes

Not Applicable

Purpose and scope:
Is there a clear aim including the justification for
the policy and how it links with trust priorities?

√

Is the scope of the policy clear (what is included
& excluded)?

√

Duties
Are duties included?
Policy specific information: minimum
requirements

√
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8.
9.

10.
11.
12.
13.
14.

Requirements

Yes/no/
Unsure/Not
applicable

As a minimum does the policy address the
appropriate NHSLA Risk Management Standards
at Level 1 where relevant?
Review date
Has the review date been made explicit?
Control of documents, including archiving
arrangements
Is it described in the document where it will be
held/stored?
Have the archive details of any superseded
document been described in the document?
Implementation:
Is implementation described, including any
training and /or support implications?
Process for monitoring compliance
Is it clear how compliance with the policy will be
monitored?
Associated documents
Are associated King’s documents listed?
References
Are supporting references listed?
Equality Impact Assessment:
Is an equality impact assessment included?

√

Comments

√
√
√
√
√
√
√
√
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Appendix 2: Equality Impact Assessment
Initial screening
Service/Function/Policy
Board Assurance Framework Policy &
Risk Management Strategy

Directorate /
Department
Corporate Affairs

Assessor(s)

Judith Seddon Assoc.
Director of Gov &
Assurance
1.1 Who is responsible for this service / function / policy? Director of Corporate Affairs

New or Existing
Service or Policy?
Revised policy

Date of Assessment
Reviewed on 29 September
2012

1.2 Describe the purpose of the service / function / policy? Who is it intended to benefit? What are the intended outcomes?
The aim of this document is to ensure there is a systematic and consistent approach in building and maintaining the Board Assurance Framework and
ensuring that the Trust risk management systems and processes are effective and responsive.
1.3 Are there any associated objectives? E.g. National Service Frameworks, National Targets, Legislation
DOH Guidance & Best Practice; Compliance with NHSLA Risk Management Standard 1.1, 1.4, 1.5 , CQC Essential Standards, and EDS
1.4 What factors contribute or detract from achieving intended outcomes?
Successful implementation and compliance with the policy and related risk management procedures/policies
1.5 Does the service / policy / function / have an impact in terms of race, disability, gender, sexual orientation, age and religion? Details: [see
Screening Assessment Guidance]

Yes – purpose of the Risk Management Strategy/ BAF Policy is to drive and deliver improvements in patient safety and care together with the safety of
staff and visitors through effective risk identification and management, mitigating risk to individuals and the organisation. This impacts on all of the equality
dimensions listed below.
1.6 If yes, please describe current or planned activities to address the impact.
Service and function changes as result of the identification and management of risk must be considered in the light of the equality dimensions and in
accordance with the Equality Delivery System for the NHS.
1.7 Is there any scope for new measures which would promote equality?
This is ongoing and is not fixed.
1.8 Equality Impact Rating [low, medium, high*]:
Medium for all.
Race
Age
Disability
Gender
Religion
Sexual Orientation
*If you have rated the policy, service or function as having a high impact for any of these equality dimensions, it is necessary to carry out a
detailed assessment and then complete section 2 of this form
1.9 Date for next review August 2013
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Enc 3.4
AUDIT COMMITTEE TERMS OF REFERENCE
Name

AUDIT COMMITTEE

Chair

Christopher Stooke, Non-Executive Director

Executive Lead

Chief Financial Officer

Secretary

Assistant Board Secretary
Marc Meryon – Non-Executive Director
Graham Meek – Non-Executive Director
Faith Boardman – Non-Executive Director

Membership

Attendees:
Chief Executive
Chief Financial Officer
Director of Corporate Affairs
Counter Fraud Manager
Representatives of Internal Audit (KPMG)
Representatives of External Audit (Deloitte)
The Committee reserves the right to ask any officer of the Trust to attend the
Audit Committee. The Committee will wish to meet with the Internal and
External Auditors and the Fraud Prevention and Detection Team without any
Board Executive Director present.

Quorum

Frequency

Main Purpose
of Committee

2 Non–Executive Director members
Meetings shall be held not less than quarterly and more frequently as
required. The External Auditor, Head of Internal Audit or Head of the Fraud
Prevention and Detection Team may request a meeting if they consider one
necessary.
To monitor the integrity of the externally reported financial performance and
overall governance and risk processes of the Trust and to provide
independent assurance to the Board of Directors on a range of areas
including internal control and risk management, internal audit, external audit
and financial reporting.
Internal Control, Governance and Risk Management

Duties

The Committee shall review and provide assurance to the Board on the
establishment and maintenance of effective systems of internal control and
risk management. The role of the Board’s Quality and Governance
Committee is to monitor the effectiveness of the Trust’s governance and risk
management framework. The role of the Audit Committee is to provide
independent assurance to the Board on the adequacy of these systems
through internal and external audit.
Taking into account the findings and recommendations of the Trust’s internal
and external auditors, the Committee will provide independent assurance to
the Board on:
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-

-

All risks and controls related disclosure statements including the Trust’s
Annual Compliance Statement to Monitor, the Statement of Internal
Control and registration with the Care Quality Commission, prior to
endorsement by the Board of Directors.
The structures, processes and responsibilities for identifying and
managing key risks facing the organisation.
The systems and processes for ensuring that there is compliance with
relevant regulatory, legal and code of conduct requirements
Adherence to internal controls.
Standing Orders for the Board of Directors and the Trust’s Standing
Financial Instructions and Scheme of Delegation.

In carrying out this work the Committee will primarily utilise the work of
Internal Audit, External Audit and other assurance functions. It will also seek
reports and assurances from directors and managers as appropriate,
concentrating on the overarching systems of the Trust’s governance
framework, risk management and internal control, together with indicators of
their effectiveness. The committee will annually review the Risk Management
Strategy.
Internal Audit
-

To monitor and review the effectiveness of the Trust’s internal audit
function.
To appoint, or dismiss, and review the contract of the internal auditors.
To ensure that the Internal Audit function is adequately resourced and
has appropriate standing within the organisation.
To review the internal audit programme and ensure that it is consistent
with the audit needs of the organisation as informed by the Assurance
Framework.
Consider the major findings of internal audit investigations (and
management’s response), and ensure co-ordination between the Internal
and External Auditors.

External Audit
-

-

-

To oversee the Trust’s relations with the external auditor.
To make recommendations to the Board of Governors on the
appointment, reappointment and removal of the External Auditor and
approve the remuneration and terms of engagement of the external
auditor.
Review and monitor the external auditor’s qualification, expertise,
resources, independence and objectivity and the effectiveness of the
audit process, taking into consideration relevant UK professional and
regulatory requirements.
Develop and implement a protocol on the engagement of the external
auditor to supply non- audit services, taking into account relevant ethical
guidance on the provision of non-audit services by the external audit firm.
Report to the Board of Governors, identifying any matters in respect of
which it considers that action or improvement is needed, making
recommendations as to the steps to be taken.
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Discuss and agree with the External Auditor, before the audit
commences the nature and scope of the audit.
To review the audit representation letters before consideration by the
Board.
Review External Audit reports, including the Annual Governance Report
together with the management response.
To assess, at the end of the audit cycle, the effectiveness of the audit
process.

Financial Reporting
The Committee shall review the Annual Report and Financial statements
and the report of the Trust’s External Auditors before submission to the
Board focussing particularly on:
-

The integrity of the financial statements.
Any formal announcements relating to the Trust’s financial performance
reviewing significant financial reporting judgements contained in them.
Changes in and compliance with Accounting Policies and practices
Significant adjustments resulting from the audit.
The extent to which the financial statements are affected by any unusual
transactions in the year and how they are disclosed
The going concern assumption.
Ensure compliance with the requirements of Monitor’s Financial
Reporting Manual (FReM) in respect of the annual report and financial
statements.

Fraud, Corruption and Impropriety
-

-

Reporting

The Committee shall review the adequacy of arrangements by which
staff may raise, in confidence, concerns about possible improprieties in
financial reporting and control, clinical quality, patient safety or other
matters.
The Committee shall review the adequacy of the provision of the local
counter fraud service.
Review the adequacy of the policies and procedures for all work related
to fraud and corruption as set out in Secretary of State Directions and as
required by the Directorate of Counter Fraud Services.
Ensure that the Fraud Detection and Prevention Team (FDPT) are
adequately resourced and has appropriate standing within the
organisation.
Review the programme of work of FPDT and consider the findings of
their investigations, including the management response.

The Audit Committee shall annually review its terms of reference and its own
effectiveness and recommend any necessary changes to the Board. The
Audit Committee shall prepare a report on its role and responsibilities and
the actions it has taken to discharge those responsibilities for inclusion in the
annual report and accounts.
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Enc. 3.4

Report to:

Board of Directors Meeting

Date of meeting:

30 October 2012

Subject:

Monitor Submission Quarter 2, 2012/2013

Author:

Tamara Cowan, Assistant Board Secretary

Presented by:

Tim Smart, Chief Executive

Status:

For Approval

1.

Purpose

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

Action Required

The Board is asked to approve the Quarter 2 submission to Monitor.
3.

Key implications

Legal:

Statutory reporting to Monitor.

Financial:

Trust reports financial performance against published plan.

Assurance:

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

Clinical:

There is no direct impact on clinical issues.

Equality & Diversity:

There is no direct impact on E&D.

Performance:

Quarterly performance against national targets.

Strategy:

Performance against the trust’s annual plan forecasts.

Workforce

None.

Estates:

There is no direct impact on Estates.

Reputation:

Trust’s quarterly results will be published by Monitor.

Other (specify):

None.

Enc. 3.4
1.

Background

Under Monitor’s reporting regime, the Trust is required to make in-year submissions on a
quarterly basis during 2012/13 which include:
Quarterly financial and performance risk rating;
Board certification of compliance with board statements as detailed below; and
Results of any governor elections.
2.

In year reporting

2.1. Quarterly financial and performance risk rating
The quarterly financial performance for the Trust is included in Appendix 1. The
quarterly performance against healthcare targets and indicators set out in the Monitor’s
Compliance Framework for the Trust is included in Appendix 2.
For Quarter 2 (1 July – 30 September 2012) the Trust can confirm the following:
Risk
1. Financial risk rating
2. Governance rating
3.

Declaration
3
Green

Board certification of compliance with board statements

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

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

The Board is asked to note that the Trust can confirm a financial risk rating of 3.
The Board is asked to approve the signing of Confirmed to Statement 4.
Statement 5: For
governance that:

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

The Board is asked to note that having implemented and embedded elements of the
actions plans for addressing some of the challenges around the RTT indicators the Trust
was able to achieve a governance risk rating of Green in Q2.
The Board is asked to approve the signing of Confirmed to Statement 5.
Statement: Otherwise

The board confirms that there are no matters arising in the
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Enc. 3.4
quarter requiring an exception report to Monitor (per
Compliance Framework page 17 Diagram 8 and page 63)
which have not already been reported.
The Board of Directors is asked to approve the signing of Confirmed to this statement.
3.1. Results of Governor Elections
The Trust has held no Governor elections during the quarter.
4.

Recommendation

It is recommended that the Board:
4.1. Approve the declarations detailed in the report above in line with Monitor’s
reporting requirements; and
4.2. Authorise GM and TS to sign-off the final submission and the Governance
Statements.
The following appendices are attached:
Appendix 1 – Financial Summary
Appendix 2 – Declarations of risks against healthcare targets and indicators
Appendix 3 – Board Statements
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High level summary of financial plan of King’s College Hospital

Financial Summary
£m

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

%
%
%

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

2012-13
YTD Plan to
30 Sep 12
326.3
(181.2)
(31.9)
(12.3)
(80.8)
(30.3)
0.0
0.0
(15.6)
0.0
0.0
0.0
(34.9)
20.1
0.2
(7.2)
(4.0)
0.0
0.0
9.2
(4.1)
0.0
(0.0)
0.0
(0.3)
0.0
(0.0)
(3.8)
(5.4)
0.0
0.0
0.0
0.0
0.0
0.0
(0.1)
(0.1)
(4.2)
(1.1)
0.0
0.0
0.0
(0.3)

5.6%
3.2%
1.7%

6.2%
3.2%
1.7%

5.0%
0.7%
0.6%

-1.1%
-2.6%
-1.1%

(6.0)
(7.2)
(0.5)
0.0
(1.6)
(1.8)
0.0
(0.5)
0.2
0.0
(0.2)
0.0
0.0
(1.5)
0.0
(0.7)
0.0
0.3
1.0
(0.2)
(1.5)
(0.2)
0.0
0.0
41.9
0.0
8.2
0.0
(1.3)
1.5
15.0
10.0
0.0
0.3
0.0
0.0
8.4
(0.1)
28.7
(31.5)
(27.1)
(0.6)
(1.0)
(2.3)
0.0
0.0
0.0
0.0
(0.5)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
(2.8)
(1.9)
0.0
0.0
(8.1)
0.0
0.0

(0.3)
(11.4)
(0.2)
0.0
(7.1)
(0.6)
0.0
(0.9)
(0.8)
0.0
(2.2)
0.0
0.0
(3.7)
0.0
(0.5)
0.0
0.3
3.5
0.3
0.5
(0.0)
0.0
0.0
21.6
0.0
4.1
0.0
(0.2)
0.3
7.2
4.0
0.0
0.1
0.0
0.0
4.2
2.0
9.9
(11.8)
(8.1)
(0.4)
(0.5)
(2.1)
0.0
0.0
0.0
0.0
(0.3)
0.0
0.0
(0.4)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
(1.9)
(8.7)
0.0
0.0
(3.9)
0.0
0.0

(3.9)
(4.1)
(0.2)
0.0
(7.7)
4.6
(0.7)
(0.5)
(12.9)
0.0
(3.3)
0.0
0.0
0.2
0.0
(0.3)
0.0
(0.2)
12.9
(4.1)
9.8
(1.9)
0.0
0.0
19.6
0.0
4.1
0.0
(0.6)
0.2
7.2
4.0
0.0
0.1
0.0
0.0
4.2
0.5
11.6
(10.7)
(8.4)
(0.0)
(0.1)
(0.1)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
(2.1)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.9
(8.8)
0.0
0.0
(3.9)
0.0
0.0

(3.5)
7.2
(0.0)
0.0
(0.7)
5.2
(0.7)
0.4
(12.0)
0.0
(1.1)
0.0
0.0
3.9
0.0
0.2
0.0
(0.4)
9.4
(4.4)
9.4
(1.9)
0.0
0.0
(2.0)
0.0
(0.0)
0.0
(0.4)
(0.1)
0.0
0.0
0.0
0.0
0.0
0.0
(0.0)
(1.5)
1.7
1.1
(0.2)
0.4
0.4
2.0
0.0
0.0
0.0
0.0
0.3
0.0
0.0
(1.7)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
2.8
(0.2)
0.0
0.0
0.0
0.0
0.0

5.8%
0.0%
0.0%

Net Surplus / (Deficit)
2.1
Change in working capital
4.5
(Increase)/decrease in inventories
0.2
(Increase)/decrease in tax receivable
0.0
(Increase)/decrease in NHS Trade Receivables
9.2
(Increase)/decrease in Non NHS Trade Receivables
(0.8)
(Increase)/decrease in other related party receivables
(1.0)
(Increase)/decrease in other receivables
(4.1)
(Increase)/decrease in accrued income
(6.4)
(Increase)/decrease in other financial assets
0.0
(Increase)/decrease in prepayments
(0.8)
(Increase)/decrease in Other assets (non chartable assets)
0.0
(Increase)/decrease in Other assets (charitable assets only)
0.0
Increase/(decrease) in Deferred Income (excl. Donated Assets)
2.6
Increase/(decrease) in Deferred Income (Donated Assets)
(0.0)
Increase/(decrease) in provisions
(1.8)
Increase/(decrease) in post-employment benefit obligations
0.0
Increase/(decrease) in tax payable
0.6
Increase/(decrease) in Trade Creditors
(1.2)
Increase/(decrease) in Other Creditors
3.1
Increase/(decrease) in accruals
8.8
Increase/(decrease) in other Financial liabilities
(3.8)
Increase/(decrease) in Other liabilities (non chartable assets)
0.0
Increase/(decrease) in Other liabilities (chartable assets)
0.0
Non cash I&E items
32.6
Tax expense
0.0
Finance income/charges
8.1
Share of profit/(loss) from equity accounted investments net of cash distributions
0.8
received
Donations & Grants received of PPE & intangible assets
0.0
Other operating non-cash movements
0.0
Depreciation and amortisation, total
14.0
Impairment losses/(reversals)
1.6
Unrealised (gains)/losses on foreign currency exchange
0.0
Gain/(loss) on disposal of property plant and equipment
(0.0)
Gain/(loss) on disposal of intangible assets
0.0
Share of profit/(loss) loss from investments
0.0
PDC dividend expense
8.0
Other increases/(decreases) to reconcile to profit/(loss) from operations 0.0
Cashflow from operations
39.1
Cashflow from investing activities
(19.9)
Property, plant and equipment - maintenance expenditure
(16.6)
Property, plant and equipment - non-maintenance expenditure
(1.1)
Plant and equipment - Information Technology
(1.1)
Plant and equipment - Other
(1.4)
Property, plant and equipment - other expenditure
0.0
Proceeds on disposal of property, plant and equipment
0.0
Purchase of investment property
0.0
Proceeds on disposal of investment property
0.0
Purchase of intangible assets
(0.6)
Proceeds on disposal of intangible assets
0.0
Expenditure on capitalised development
0.0
Increase/(decrease) in Capital Creditors
0.9
Payments for other capitalised costs
0.0
Purchase of subsidiaries net of cash acquired
0.0
Net bank balance acquired with subsidiaries
0.0
Proceeds from disposal of subsidiaries net of cash disposed
0.0
Net bank balance disposed with subsidiaries
0.0
Purchase of associates net of cash acquired
0.0
Net bank balance acquired with associates
0.0
Proceeds from disposal of associates net of cash disposed
0.0
Net bank balance disposed with associates
0.0
Purchase of joint ventures net of cash acquired
0.0
Net bank balance acquired with associates
0.0
Proceeds from disposal of joint ventures net of cash disposed
0.0
Net bank balance disposed with joint venture
0.0
Government grants received
0.0
Deposits and investments made
0.0
Deposits and investments liquidated
0.0
Other cash flows from investing activities
0.0
Cashflow before financing
19.3
Cashflow from financing activities
(13.6)
Public Dividend Capital received
0.1
Public Dividend Capital repaid
0.0
PDC Dividends paid
(8.4)
Interest (paid) on bridging loans
0.0
Interest (paid) on commercial loans
0.0

2012-13
2012-13
YTD Actuals to YTD Variance to
30 Sep 12
30 Sep 12
321.1
(5.2)
(182.3)
(1.1)
(32.3)
(0.3)
(12.8)
(0.5)
(77.6)
3.2
(31.6)
(1.3)
0.0
0.0
0.0
0.0
(16.7)
(1.1)
0.0
0.0
0.0
0.0
0.0
0.0
(28.6)
6.2
16.2
(3.9)
0.6
0.4
(7.2)
(0.0)
(4.0)
0.0
0.0
0.0
0.0
0.0
5.6
(3.5)
(4.1)
0.0
0.0
0.0
(0.0)
0.0
0.0
0.0
(0.3)
0.0
0.0
0.0
(0.0)
0.0
(3.8)
0.0
(5.4)
(0.0)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
(0.1)
0.0
(0.1)
(0.0)
(4.2)
0.0
(1.1)
(0.0)
0.0
0.0
0.0
0.0
0.0
0.0
(3.9)
(3.5)
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High level summary of financial plan of King’s College Hospital

Financial
InterestSummary
(paid) on non-commercial loans
(0.6)
Interest (paid) on bank overdrafts
0.0
Interest element of finance lease rental payments - other
(0.0)
Interest element of finance lease rental payments - On-balance sheet PFI(7.6)
Capital element of finance lease rental payments - other
(0.1)
Capital element of finance lease rental payments - On-balance sheet PFI (0.7)
Interest received on cash and cash equivalents
0.1
Movement in Other grants/Capital received
0.0
Donations received in cash
0.5
Drawdown of bridging loans
0.0
Repayment of bridging loans
0.0
Drawdown of non-commercial loans
0.0
Repayment of non-commercial loans
(1.0)
Drawdown of commercial loans
0.1
Repayment of commercial loans
(0.1)
(Increase)/decrease in non-current receivables
4.1
Increase/(decrease) in non-current payables
0.0
Other cash flows from financing activities
0.0
Net increase/(decrease) in cash
5.7

(0.6)
(0.1)
(0.0)
(7.5)
(0.0)
(0.7)
0.1
0.0
1.3
0.0
0.0
15.0
(1.0)
0.0
(0.1)
0.0
0.0
(0.0)
(4.8)

(0.3)
(0.0)
(0.0)
(3.8)
(0.0)
(0.4)
0.0
0.0
0.2
0.0
0.0
0.0
(0.5)
0.0
(0.1)
0.0
0.0
0.0
(10.5)

(0.3)
0.0
(0.0)
(3.8)
(0.0)
(0.4)
0.0
0.0
0.1
0.0
0.0
0.0
(0.5)
0.0
(0.1)
0.0
0.0
0.0
(7.9)

0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
(0.2)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
(0.0)
2.6

Cash at period end
Cash and Cash equivalents at period end

22.8
22.8

17.1
17.1

19.7
19.7

2.6
2.6

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

27.6
27.6

Q1

Q2

5.8%
95.2%
1.3%
0.8%
18.0

5.0%
80.5%
-0.2%
0.1%
16.1

Q1

Q2

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

3
4
3
2
3

3
3
3
2
3

Financial Risk Rating

3

3

Detailed Financial Summary
£m

2011-12
Full Year
Actuals

2012-13
Full Year
Plan

2012-13
YTD Plan to
30 Sep 12

0.0
0.0

0.0
0.0

0.0
0.0

0.0
0.0

0.0
0.0

0.0
0.0
0.0

0.0
0.0
0.0

0.0
0.0
0.0

0.0
0.0
0.0

0.0
0.0
0.0

2012-13
2012-13
YTD Actuals to YTD Variance to
30 Sep 12
30 Sep 12

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

0.0
0.0
0.0
0.0
0.0

0.0
0.0
0.0
0.0
0.0

0.0
0.0
0.0
0.0
0.0

0.0
0.0
0.0
0.0
0.0

0.0
0.0
0.0
0.0
0.0

101.9
118.1
83.8
14.8
210.2
15.4
(0.2)
84.8
628.8
0.0
628.8

117.1
116.1
82.8
14.9
221.1
15.5
0.0
86.0
653.5
1.3
654.8

58.5
58.1
41.4
7.4
110.6
7.5
0.0
42.8
326.3
0.2
326.5

52.0
61.4
42.4
7.9
110.4
6.3
0.0
40.8
321.1
0.6
321.7

(6.5)
3.3
1.0
0.5
(0.2)
(1.2)
0.0
(2.0)
(5.2)
0.4
(4.8)

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

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

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

(181.2)
(31.9)
(45.9)
(12.3)
(34.9)
(306.2)

(182.3)
(32.3)
(48.3)
(12.8)
(29.3)
(304.9)

(1.1)
(0.3)
(2.4)
(0.5)
5.6
1.3

EBITDA
Depreciation and amortisation
Impairments & Restructuring
Total operating expenses

36.7
(14.0)
(1.6)
(596.0)

36.8
(15.0)
(20.0)
(651.7)

20.1
(7.2)
(8.0)
(321.3)

16.2
(7.2)
(8.0)
(319.8)

(3.9)
(0.0)
0.0
1.6

Operating Surplus (Deficit)

32.8

1.8

4.9

1.3

(3.6)

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

(0.0)
(8.1)
0.0
(8.0)
0.0
(2.8)
2.1

(0.3)
(8.2)
0.0
(8.4)
0.0
9.0
(6.0)

(0.1)
(4.1)
0.0
(4.2)
0.0
3.1
(0.3)

(0.1)
(4.1)
0.0
(4.2)
0.0
3.5
(3.9)

0.0
0.0
0.0
0.0
0.0
0.4
(3.5)

5.8%

5.6%

6.2%

5.0%

-1.1%

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

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

20.1
(8.5)
4.0
(6.9)
1.2
9.9
(9.7)
0.0
(2.1)
(1.9)
(4.1)
(3.9)
(0.3)
0.0
0.2
(0.5)
(10.5)

16.2
(4.2)
8.7
(8.5)
(0.4)
11.6
(10.6)
0.0
(0.1)
0.9
(4.1)
(3.9)
(0.5)
0.0
0.1
(0.4)
(7.9)

(3.9)
4.3
4.6
(1.7)
(1.6)
1.7
(0.9)
0.0
2.0
2.8
0.0
0.0
(0.2)
0.0
(0.2)
0.1
2.6

27.6
27.6
0.0

22.8
22.8
0.0

17.1
17.1
0.0

19.7
19.7
0.0

2.6
2.6
0.0

EBITDA % of Op. revenue
EBITDA
Change in Current Receivables
Change in Current Payables
Other changes in WC
Other non-cash items
Cashflow from operating activities
Capital expenditure
Asset sale proceeds
other Investing cash flows
Cashflow before financing
Net interest
PDC dividends (paid)
Movement in loans
PDC received/(repaid)
Donations received in cash
other financing cashflows
Net cash inflow (outflow)
Cash at period end
Cash and Cash equivalents at period end
Long form Acute
Non Financial
Safe Harbour
Summary
Investments at period end
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Risk Ratings based on Annual Planning return from KINGS
Reported
YTD to
30-Jun-12

Reported
YTD to
30-Sep-12

key to scoring

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

from SoCI
from SoCI

9.358
160.415
5.8%

16.177
321.089
5.0%

3

3

9.358
9.830
95.2%

16.177
20.094
80.5%

4

3

1.114
352.638
353.403
1.3%

(0.402)
352.638
347.771
-0.2%

3

3

1.220
(0.050)
160.571
0.8%

(3.871)
(0.100)
(4.000)
321.720
0.1%

IS Surplus margin rating

2

2

Financial Efficiency rating

3

3

30.285
151.057
20.9
18.0

27.209
304.912
20.7
16.1

Liquidity rating

3

3

Weighted Average Rating

2.90

2.80

EBITDA Margin rating

Underlying performance

25%

5

4

3

2

1

11%

9%

5%

1%

<1%

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

EBITDA % of plan achived rating

Achievement of plan

10%

5

4

3

2

1

100%

85%

70%

50%

<50%

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

from SoCI
from SoFP
from SoFP

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

from SoCI
from SoCI
from SoCI
from SoCI

Net Return after financing

20%

5

4

3

2

1

3%

2%

-0.5%

-5%

< -5%

IS surplus margin

20%

5

4

3

2

1

3%

2%

1%

-2%

< -2%

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

from SoFP
from SoCI

Overriding rules
3

Return submitted on time

YES

YES

3

Return submitted complete and correct

YES

YES

2

PDC dividend not paid in full

3

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

NO

2

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

NO

3

One financial criteria scored at '2'

FALSE

FALSE

2

One financial criteria scored at '1'

FALSE

FALSE

FALSE

2

Two financial criteria scored at '2'

FALSE

FALSE

1

Two financial criteria scored at '1'

FALSE

FALSE

2

Unplanned breach of PBC ratios

FALSE

FALSE

4

Less than 1 year as an Foundation Trust

FALSE

FALSE

Limit due to overriding rules

0

0

Financial Risk Rating

3

3

Liquidity metric

25%

5

4

3

2

1

60

25

15

10

<10

Classified as Restricted per Monitor's Information Security Policy

Worksheet "Targets and Indicators"

Enc 3.4 - Appendix 2

Declaration of risks against healthcare targets and indicators for 2012-13 by King’s College Hospital
Key:

These targets and indicators are set out in the Compliance Framework

must complete

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

may need to complete

Quarter 2
Actual

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

Achieved

Threshold or
target YTD

Scoring

Risk declared at
Annual Plan

Score

/Not Met

Clostridium Difficile -meeting the C.Diff objective

38

1.0

Yes

1

Achieved

MRSA - meeting the MRSA objective

2

1.0

Yes

1

Achieved

Cancer 31 day wait for second or subsequent treatment - surgery

94%

1.0

No

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

98%

1.0

No

Cancer 31 day wait for second or subsequent treatment - radiotherapy

94%

1.0

No

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

85%

1.0

No

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

90%

1.0

No

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

90%

1.0

Yes

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

95%

1.0

No

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

92%

1.0

Yes

2

Not met

2

Cancer 31 day wait from diagnosis to first treatment

96%

0.5

No

0

Achieved

0

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

93%

0.5

No

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

93%

0.5

No

0

Achieved

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

95%

1.0

No

0

Achieved

Community care data completeness - referral to treatment information completeness

50%

1.0

No

Community care data completeness - referral information completeness

50%

1.0

No

Community care data completeness - activity information completeness

50%

1.0

No

Community care data completeness - patient identifier information completeness

TBC

0.0

No

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

TBC

0.0

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

95%

1.0

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

95%

1.0

No

0

Not relevant

≤7.5%

1.0

No

0

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

95%

1.0

No

Meeting commitment to serve new psychosis cases by early intervention teams

95%

0.5

Data completeness, MH: identifiers

97%

Data completeness, MH: outcomes for patients on CPA

Target or Indicator (per Compliance Framework 12/13)

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

Achieved

Score

Performance

/Not Met

0

33

Achieved

22 cases during July, August and September

0

0

1

Achieved

0 cases during July, August and September

0

97.9%

Achieved

Achieved

Score

99.1%

Achieved

100.0%

Achieved

89.0%

Achieved

92.1%

Achieved

90.4%

Achieved

July 91, Aug 90.2 and Sept 90.2

98.0%

Achieved

July 98.1, Aug 98.2 and Sept 97.7

92.4%

Achieved

July 92.6, Aug 92.3 and Sept 92.4

98.1%

Achieved

96.4%

Achieved

0

99.7%

Achieved

0

0

95.5%

Achieved

0

0.0%

Not relevant

0.0%

Not relevant

0.0%

Not relevant

Not relevant

0.0%

Not relevant

No

Not relevant

0.0%

Not relevant

No

Not relevant

0.0%

Not relevant

0

0.0%

Not relevant

0

Not relevant

0

0.0%

Not relevant

0

0

Not relevant

0

0.0%

Not relevant

0

No

0

Not relevant

0

0.0%

Not relevant

0

0.5

No

0

Not relevant

0

0.0%

Not relevant

0

50%

0.5

No

0

Not relevant

0

0.0%

Not relevant

0

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

75%

1.0

No

0

Not relevant

0

Ambulance Category A call - emergency response within 8 minutes (Red 1 calls)

75%

0.5

No

Ambulance Category A call - emergency response within 8 minutes (Red 2 calls)

75%

0.5

Ambulance Category A call - ambulance vehicel arrives within 19 minutes

95%

1.0

No

0

Not relevant

0

Failure to comply with requirements regarding access to healthcare for people with a learning disability

N/A

0.5

No

0

No

Risk of, or actual, failure to deliver mandatory services

N/A

4.0

No

0

No

CQC compliance action outstanding (as at 30 Sep 2012)

N/A

special

No

No

No

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

N/A

special

No

No

No

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

N/A

4.0

No

No

No

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

N/A

special

No

No

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

N/A

special

No

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

N/A

2.0

No

0

No

0

No

0

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

N/A

2.0

No

0

No

0

No

0

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

N/A

special

No

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

N/A

special

Minimising MH delayed transfers of care

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

N/A

Achieved

Any comments or explanations

0

Achieved
Achieved

0

Achieved

0

Not met
Achieved

Achieved

Not relevant
Not relevant

0

Not relevant

0

0
0

0

No Longer Required for Q2 - please enter Red 1 and Red 2 results below
0.0%

Not relevant

0

0.0%

Not relevant

0

0.0%

Not relevant

0

0

No

0

0

No

0

No

No

No

No

no of standards

0

Not relevant
1

0

Total Score

4

2

No
Not relevant
0
0

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

Overide Rating
(if any)

RED

0

Not relevant

No

special

0

Not relevant

Results left to complete

Indicative Governance risk rating

0

AMBER-RED

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

GREEN

Classified as Restricted per Monitor's Information Security Policy

In Year Governance Statement from the Board of King’s College Hospital

Enc 3.4 - Appendix 3

The board are required to respond "Confirmed" or "Not confiirmed" to the following statements (see notes below)

For finance, that:

Board Response

4

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

11

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

Confirmed

For governance, that:
Confirmed

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

Confirmed

Signed on behalf of the board of directors
Signature

Signature

Name Graham Meek
Capacity Acting Chairman

Name Tim Smart
Capacity Chief Executive

Date 30 October 2012

Date 30 October 2012

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

0

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

The board is unable to make one of more of the confirmations in the section above on this page and accordingly responds:
A

B

C
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Enc. 4.1

Report to:

Board of Directors

Date of meeting:

30 October 2012

Subject:

Incorporating Carbon Reduction and Sustainability into our
Business at King’s

Author(s):

Tania Palk – Environmental & Logistics Manager and Cathal Griffin
– Carbon Reduction Manager

Sponsor:

Roland Sinker – Chief Operating Officer

History:

Annual Update

Status:

Information

1.

Background/Purpose

This report summarises the Trust’s current performance against targets that were set in the Carbon
Management Plan and the more recently the Trust Environmental Strategy. In addition, it focuses on
work being carried out in the Trust to reduce environmental impact and implement sustainable
initiatives.
The main report provides a detailed analysis of Energy Figures, waste produced, travel and water for
April 2011 – March 2012.
King’s has continued to reduce its carbon emissions with a reduction of 3% (569 tonnes). This
resulted in savings of £70,000 plus electricity revenue of £557,984.
Waste has reduced by 203 tonnes (6.8%). Recycling has only increased by 8 tonnes (1.4%).
Water use has reduced by 3,352 cubic metres (2%) and delivered savings of £10,359.
Staff travel has seen an improvement in staff walking and cycling as their main mode of transport by
5.5%. However car use has also increased rather than reduced.
Recommended key objectives that need to be achieved/implemented within the 2012/13 financial
year that are outlined within the Environmental Strategy are as follows;
•Energy Performance contract to be signed off or funding secured for energy improvement measures.
•Waste compound area to be finalised with sufficient capacity to enable the Trust to be compliant with
the relevant environmental legislation.
•To establish Patient Engagement Environmental Forum and develop action plan.
•To establish baseline measurement for patient satisfaction with the environment and look at
measuring improvements from initiatives that are put in place.
•To begin the implementation of Environmental Champions in every ward and department.
•Commence phase out of HCFC gasses in refrigeration and air conditioning equipment.
• To improve measurement of the Trust environmental impact, waste, construction waste and staff
business travel.
•CEF to obtain ISO 14001 accreditation.
•Full site water condition survey to be carried out.
•Commence baseline of environmental impact on procurement activities.
•Travel survey to be completed for staff and visitors. Travel by car as main mode of transport for staff
to be reduced.
1 of 2

Enc. 4.1
•To incorporate Environmental Impacts at BRSG stage of business case.
•Continue to develop sustainability work with KHP, stakeholder and Key Contractors.

2.

Action required

For information
3.

Key implications
All relevant environmental legislation.

Legal:
Financial:
Assurance:
Performance:

Strategy:
Workforce:
Estates:
Reputation:

Reports on some investment required for energy efficiency and
waste compliance. Report son savings from reduced utility use.
Demonstrates that the Trust is looking to control its environmental
impacts and consider sustainable initiatives.
Records performance on CO2, water and waste reduction. Reports
against the Trust agreed reduction target of 25% reduction in CO2
emissions by 2015. Compliance with environmental legislation and
implementation of the Trust Environmental Strategy/
Works alongside NHS Strategy ‘Saving carbon improving health’,
the Good Corporate Citizen Model, Trust Carbon Management
Plan, KHP Sustainability Group and Environmental Strategy.
Being an environmentally friendly and sustainable organisation may
also help to attract staff.
Sustainably designed and operated buildings will be more cost
effective over their life cycle and provide a better working
environment.
Improved reputation as sustainable organisation that minimizes
environmental impact and monitors/maintains compliance with
environmental legislation.

Other:(please specify)
4.

Appendices
a)
Environmental and Sustainability Board Report – October 2012.
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Implementing the Trust Environmental Strategy to ensure compliance with
Environmental legislation, improve the Patient experience and ensure that we
continue to reduce carbon emissions.
Executive summary
The purpose of this report is to update the Board on the Trust’s progress against its
target to reduce CO2 emissions by 25% by 2014 and other environmental impacts
that the Trust is required to report on. Key performance for CO2, water and waste
are detailed below;
King’s has continued to reduce its carbon emissions this year with a reduction
of 569 tonnes or 3% of CO2 in 2011/12. This now contributes to a total of
15% towards the 25% reduction target for 2014. The approval of the Energy
performance contract is required in order for the Trust to continue to work
towards achieving this target and requirements in the Carbon Reduction
Commitment and Climate Change Act.
King’s generates much of the electricity it uses on the Denmark Hill Site and
sells any electricity it does not use to the grid. This resulted in exported
electricity revenue to £557,984. In addition the generation of our own
electricity reduced the cost of other energy charges (TRIAD) and the Climate
Change Levy by over £70,000.
Overall waste has reduced by 203 tonnes in 2011-12 which is a 6.8%
reduction. Recycling has increased by 8 tonnes or 1.4%. In order to comply
with the waste hierarchy that is outlined in the Waste Regulations 2011 an
adequate dedicated waste area needs to be identified and supplied by the
Trust, as well as additional costs allocated to the PFI contract.
A 2% reduction or 3,352 cubic meters of water use was achieved in 2011/12.
This delivered financial savings of £10,359. A water survey will enable KPI’s
to be set to save and reduce water consumption. This is currently scheduled
to happen as part of the Energy Performance Contract.
Overall the staff travel plan has seen an improvement in staff walking and
cycling by 5.5%. A separate report has been prepared for the Chief
Operating Officer to deliver initiatives to reduce staff driving to site as their
main mode of transport. It is necessary for the Trust to do this to ensure that
planning requirements are met for future expansion plans.
The body of this report will also provide an update on other targets and objectives
laid out in the Environmental Strategy. The Environmental Strategy has been
successfully launched at a Board Room event on the 28th of March 2012. This report
will also provide an update on implementation of the key objectives that were
recommended in the previous Board Report to ensure the successful implementation
of the Environmental Strategy.
Recommendations
The following objectives and recommendations need to be achieved over the
forthcoming 12 months to remain in line with targets laid down in the Trust
Environmental Strategy.
Energy Performance Contract business case to be authorised in October
2012 or funding secured for energy improvement measures.
1
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Waste compound area to be finalised with sufficient capacity to enable the
Trust to be compliant with the relevant environmental legislation.
PFI Budget to be increased to incorporate additional costs of £92,035.00 or
£24,526 to ensure compliance with the waste hierarchy.
To establish Patient Engagement Environmental Forum and develop action
plan.
To establish baseline measurement for patient satisfaction with the
environment and look at measuring improvements from initiatives that are put
in place.
To begin the implementation of Environmental Champions in every ward and
department.
Commence phase out of HCFC gasses in refrigeration and air conditioning
equipment.
To improve measurement of the Trust environmental impact, waste,
construction waste and staff business travel.
CEF to obtain ISO 14001 accreditation and continue to evaluate compliance
to environmental legislation.
Full site water condition survey to be carried out.
Commence baseline of environmental impact on procurement activities.
Travel survey to be completed for staff and visitors. Separate paper on travel
initiatives and reducing car travel as a main mode of transport for staff to be
reviewed by the Chief Operating Officer.
To incorporate Environmental Impacts at BRSG stage of business case.
Continue to develop sustainability work with KHP, stakeholder and Key
Contractors.
1. Background/purpose
The purpose of this report is to update the Board on the Trust’s progress against its
target to reduce CO2 emissions by 25% by 2014 and other environmental impacts
that the Trust is required to report on. The body of this report will also provide an
update on other targets and objectives laid out in the recently ratified Environmental
Strategy and how the Trust needs to commence implementation of this. A Board
Room event was held on the 28th of March to launch the Environmental Strategy
within the Trust to staff. In addition to this the Environmental Committee Terms of
Reference have been revised to reflect the implementation of the Strategy and
ensure that membership reflects representation from each clinical division.

2. Environmental Performance for 2011/12
Performance against the Trust target to reduce CO2 by 25% by 2014
King’s has continued to reduce its carbon emissions this year with a reduction of 569
tonnes or 3% of CO2 from April 2011 to end of March. This has been achieved
through the PC Power down solution rolled out by the IT department, the improved
operation and maintenance of mechanical and electrical equipment and a software
upgrade to the Combined Heat and Power plant.
The PC Powerdown Project switches off all non-clinical computers by 19.00 in order
to ensure that electricity isn’t wasted. The costs of this project was £46,327 and
payback was calculated for a 9 month period. Over a 12 month period the PC
Powerdown Project delivered the following;
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•
•
•

1,085,447 kWh in electricity consumption.
592 tonnes CO2.
£54,272 in electricity costs.

The LED Lighting Project looks at changing out older less energy efficient light bulbs
with LEDs. An initial project cost of £ 96,327 was calculated to be paid back in 4.8
years. It results in the following savings each year:
•
•
•

288,149 kWh in electricity consumption.
156 tonnes CO2.
£27,670 in electricity and maintenance costs.

This 3% reduction means that King’s has reduced its carbon footprint by 15% or
3,496 tonnes over the last 2 years We have therefore exceeded the 10% target laid
out in the NHS Carbon Reduction Strategy.
Table 1 Outlining targets that are required to be met by King’s

Targets
2009 - 2010 Baseline
10% by 2015 - on 2007 levels The NHS Carbon Reduction Strategy.
25% by 2014 - The Trust’s Carbon Management Plan.
34% by 2020 - The UK Government in the Climate Change Act.

Baseline
tCO2

24,003
21,603
18,002
13,442

Table 2. King’s Performance against 2013/14 target

King’s needs to deliver an additional saving of 2,551 tonnes of CO2 over the next 2
financial years. The Trust does not currently have capital to invest in these projects.
However Cathal Griffin – Carbon Reduction Manager is working on delivering an
Energy Performance Contract to help realise the carbon and financial savings that
can be delivered. Please see the recommendations section for further information.
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Carbon Trust Standard (or equivalent) Reaccreditation
King’s was awarded the Carbon Trust Standard in February 2011 in recognition of its
achievements in reducing carbon emissions. The Carbon Trust Standard certifies
that an organisation has genuinely reduced its carbon footprint and is committed to
making further reductions year on year. This accreditation expires at the end of
November 2012 and King’s hopes to have further reduced its carbon emissions and
be in a position to be reaccredited.
Waste Management
Overall waste has reduced by 203 tonnes in 2011-12 which is a 6.8% reduction.
Recycling has increased by 8 tonnes or 1.4%. The roll out of the re-usable sharps
bin system has assisted in the waste minimisation targets and delivered a saving of
47.9 tonne reduction in waste for 2011/12.
Waste
Total Waste
Hazardous Waste

Total
Landfill
Reused/Recycled
Composted
Incinerated with
energy recovery
Non - Financial
Incinerated without
Indicators (tonnes) Non hazardous waste energy recovery

2008-09 2009-10 2010-11 2011-12 Graphical Analysis
2516
2592
3198
2995
1238
1192
1459
1335 3500
909
1032
1158
1070
369
368
581
590 3000
0
0
0
0
2500

0

0

0

0

0

0

0

0

Total

2000

Hazardous
1500

Landfill
Recycling

1000

Total Waste (£'s)

N/A

N/A

904,309

500

950,338

0

Financial Indicators
(£'s)

In 2009/10 revised PFI contract to include total waste management. This is for all
waste streams including chemical waste.

2008-09

2009-10

2010-11

2011-12

(2009/10 onwards includes Waste Electrical Equipment for recycling)

Water
King’s improved upon the 16% decrease in water consumption achieved in 2010 - 11
by reducing consumption by a further 2% or 3,352 cubic meters. This meant that in
2011-12 we spent £319,940 on water which was a reduction of £10,359 on the
previous year.
FINITE RESOURCES CONSUMPTION

2009 - 10 2010 - 11 2011 - 12

Graphical Analysis

Supplied

Water Usage

Abstracted
300

Per FTE
250

Water Consumption
(Non - Office Estate)

Supplied

251

209

206

200

(000m3)

Non
Financial
Indicators
( 000m3 )

Water Consumption
(Office Estate)

Abstracted

150

Water Usage

100

Water Supply Costs (Office Estate
Financial
Indicators
Water Supply Costs (Non - Office
(£K )
Estate

50
0

371

330

320

2009 - 10

2010 - 11

2011 - 12
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3. Recommendations for progress and key implications.

Energy Performance Contract - Energy Performance contract to be signed
off or funding secured for energy improvement measures.
Progress:
The CEF department is looking to dramatically reduce energy, carbon and
maintenance costs from 2012 by entering into an Energy Performance Contract
which will reduce energy consumption by a minimum of 20%.
The proposed Energy Performance Contract is self-funded; being paid for from
guaranteed reductions in future energy consumption. The project consists of the
enhancement and renewal of out-dated plant and machinery, installation of energy
efficient equipment and optimisation of all systems.
A team of Schneider Electric energy auditors have been carrying out energy surveys
and audits across all buildings in the Trust since May 2012. This work is almost
completed and will enable Schneider to produce a detailed business case for the
implementation of a wide range of energy reduction measures. This may also
include ICT projects covering areas such as data centres, cabling upgrades and
virtual desktops. It is planned that the business case will be submitted for approval
later in October 2012 and will guarantee a 20% reduction in the Trust’s energy
consumption.
The graph below shows the positive effect an Energy Performance Contract would
have in reducing King’s carbon emissions by 20% and therefore meeting the Trust’s
2013 – 2014 target.

Implications to delivering the Energy Performance Contract are detailed below.
Legal: Carbon Reduction Commitment and Climate Change Act places a legal
requirement on the Trust to ensure that CO2 reduction continues to take place.
Clinical: The Trust has an issue with back log maintenance. The Energy
performance Contract will help to address this issue. By maintaining the Estate the
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overall Environment will be of benefit to the patient experience in terms of the comfort
of their stay/visit.
Strategy: In order for the trust to meet its CO2 target reduction as laid out in the
Environmental Strategy and Carbon management Plan this project needs to be
approved.
Financial: A full business case is being prepared by the Carbon Reduction
Manager. As well as delivering CO2 savings significant financial savings will also be
realised.
Waste Compound area to be finalised and funded
Legal: The Trust is not currently as compliant with the Waste Regulations 2011 as
necessary. It is required to follow the waste hierarchy, as depicted in the diagram
below.

This is due to lack of adequate waste compound facilities that does not allow the
Trust to reduce and recycle waste fully. In addition to this the Trust is not currently
composting its waste and is sending residual waste to landfill. A proposal has been
submitted by Medirest to provide these services but they are at an additional cost, as
detailed in the financial section below.
In addition to this the Trust has only provided a temporary clinical waste compound
for the last 5 years. This raises certain health and safety issues with security of
clinical waste on site, due to the lack of capacity that is currently provided. This is
also a CRC requirement that all waste on site is stored securely.
Financial: An area has been identified next to Renal and dietician’s port cabins for
non-clinical waste which could be made fit for purpose. Cost to carry out works
£122,400 inclusive of VAT. This is being funded as part of the site infrastructure
work. However progress has been slow and the area identifies still isn’t large enough
to enable proper management of recycling waste streams.
Additional costs to incinerate waste at waste to energy plant – £83,561.70 per
annum.
A cheaper alternative would be to Divert Waste from landfill to rich recyclable
processing which would increase the Trust recycling rate to approximately 80 - 90%.
Additional costs to do this would be £16,051.40 per annum.
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Additional costs to compost waste - £8,473.92 per annum. Composting must take
place for the rich recycling processing to be an option.
Performance: The Trust needs to be able to provide space to segregate waste more
effectively. This is both at departmental and compound level. Recycling has only
increased by 1.8% in 2011/12 due to lack of capacity. The Trust is expected to
report on waste reduction and recycling in its annual report.
Strategy: Contributes to waste and CO2 targets outlined in Environmental Strategy.
Whilst some additional space has been found this really isn’t sufficient and the Trust
is in need of s dedicated waste compound area.
Clinical: Expansion plans for the Trust will raise capacity issues for waste if this is
issue is not resolved, which could impact on clinical activity.
To establish Patient Engagement Environmental Forum and develop action
plan. To establish baseline measurement for patient satisfaction with the
environment and look at measuring improvements from initiatives that are put
in place.
Clinical: Research has indicated that the physical environment can have a huge
impact on patient healing and experience. By establishing this forum an action plan
will be devised to look at how patients feel the environment at King’s could enhance
their experience. A current issue that the group will look to address is patient’s
complaints regarding noise. In addition to this a biodiversity action plan and green
infrastructure plan is also being prepared for the site. Access to green space has
been proven to have an impact on clinical outcomes.
Performance: By establishing a baseline via the How we are doing surveys we can
look to establish a baseline and KPI’s for improvement.
The first Patient
Environment Group is due to be held in October 2012.
Strategy: To improve quality of patient care via the physical environment and
management of issues such as noise, cleanliness, green space and privacy and
dignity.
To implement Environmental Champions in every ward and department.
Legal:
Ensure compliance and ownership of environmental legislation at
ward/departmental level. Hazardous Waste Regulations, Waste Regulations, Water
Industry Act, Carbon Reduction Commitment, Climate Change Act.
Financial: It is hoped that by introducing responsibility for sustainable management
of stock rotation, energy and water efficiency and ensuring correct segregation of
waste that financial benefits will be introduced to the areas as well as increased
compliance with legislation.
Assurance: By providing responsibility for waste to a named person at ward and
departmental level this will also help to ensure compliance with CQC standards
associated with storage of waste.
Clinical: The Environmental Champion will be the driver of the Environmental
Strategy at ward level. This will include the assistance of the implementation of
environmental initiatives and policies that help to improve the patient experience
around noise, cleanliness and privacy and dignity.
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Performance: Environmental champions should be rolled out within a division or
area to be able to measure these benefits more effectively.
Finance: Lister started Ward 20:20 in May 2011 and the 5S in June. It involved
returning over stocked stores back to procurement. Reducing stock levels and
maintaining a tidy stock room. Budget statements for month 4 and 5 demonstrated
an approximate saving of £4000.
Performance: Environmental champions should be rolled out within a division or
area to be able to measure these benefits more effectively. This also needs to be
linked in to the Ward 20/20 programme which looks at departmental cleanliness,
maintenance and efficiency with regards to stock management. If stock is being
managed more effectively it will also mean that items are not being disposed of due
to being out of date. It will also contribute to more effective space management
within the Trust.
Strategy: This action is an important part of the Environmental Strategy as it starts to
align Environmental responsibilities throughout the organisation as opposed to this
being seen as the sole responsibility of CEF.
Workforce: Need to establish with Divisional Managers who will be allocated for
each ward and department and which departments will take place in initial roll out
phase.
Commence phase out of HCFC Gasses in refrigeration and air conditioning
equipment.
Legal: The F-Gas Regulations and Ozone Depleting substances Regulations place
a requirement on the Trust to phase out HCFC by 31.12.14
Financial: The cost to do this is £350,000 and needs to be divided over the two
years capital budget.
Performance: The Head of Asset management has a phased approach to this roll
out scheduled to take place to meet the deadline. The works has commenced this
year with a minor investment of 30k, but will continue during 2013. When the full
business case for the Energy Performance Contract is understood how much of the
HCFC gasses will be removed in refrigeration and air conditioning upgrades on site,
then any other outstanding will be addressed using the minor works budget 2013-14.
To improve measurement of the Trust environmental impact, waste,
construction waste and staff business travel.
Financial: Additional costs of £4000 for travel capture system, which was approved
via the Executive when the strategy was ratified.
Assurance: Allows us to measure our true environmental impact associated with
travel & construction waste. These aspects are now a requirement under Monitor for
the Trust Annual Report. We were unable to include this last year and this year and
hope to start ASAP. We can include for 2012/13 for construction and 2013/14 for all
business travel.
Performance: This baseline along with the other environmental data that is currently
recorded by the Trust is vital to ensuring that we are managing our environmental
8
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impact effectively. As the baseline for environmental reporting is increased we will
be able to ensure that adequate KPI’s and targets are put in place to continue to
manage and reduce our environmental impact.
Construction waste measurement was not available for 2011/12.
started collating this information for 2012/13.

We have now

Staff travel has been collated in the form of fleet mileage and business mileage
claims for staff. Proposal with finance to roll out system which will capture air, train
and other modes of transport.
Financial: By putting targets in place to improve performance and reduce waste and
travel we should also look to realise financial savings.
Capital, Estates and Facilities to obtain ISO 14001
Legal: The environmental management system provides a system and process for
Capital, Estates and Facilities to manage their compliance with all relevant
environmental legislation.
Financial: In addition to this it will help to deliver efficiencies by ensuring that
buildings are designed to operate efficiently and sustainably. Costs to certify and for
consultants support are £7,500 for 2012/13. This will reduce once the system is
accredited.
Assurance: By having a defined system with defined responsibilities for compliance
with Environmental Regulations the Trust is eliminating risk of prosecution for noncompliance. The system will also help to create ownership of Environmental Issues
throughout the department and the Estate.
Performance: The first stage audit was successfully completed on the 16th and 17th
of August 2012. Two minor non-conformances were identified. One was related to
an activity of interceptor tank emptying being omitted from the Aspects and Impacts
register. The other related to the monitoring of the Trusts consent to discharge for
photographic rinse solution and not having a consent for compressor blow down
discharge. We are currently re-applying to amend our consent to discharge to
include compressor blow down, with other aspects of the highlighted nonconformance having been resolved. The second stage audit for ISO 14001
accreditation is due to take place on the 17th and 18th of October 2012.
Key issues that need to be addressed over the forthcoming 12 months are the full
Trusts compliance with the National Guidance for Healthcare Waste Water
Discharges. Re-classification and continued roll out of the offensive waste stream
across the site. Continued work and compliance with diesel storage tanks on site.
Full site water condition survey to be carried out.
Financial: In 2011-12 we spent £319,940 on water which was a reduction of £10,359
on the previous year.
Assurance/ Clinical: The Trust infrastructure is aging and a site water survey would
help to identify and issues that could develop into an emergency situation and
prevent the supply of water to parts of the building.
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Performance: A 2% reduction or 3,352 cubic meters of water use was achieved in
2011/12. The water survey may enable KPI’s to be set to save and reduce water
consumption. This has been incorporated into phase 2 of Energy Performance
Contract.
Strategy: As water becomes more of a scarce resource. The Trust will have to take
larger measures to minimise consumption. This survey will help develop an action
plan to carry this out.
Commence baseline for carbon impact as a result of procurement activities.
Financial: Trucost proposal has been funded to carry out a carbon baseline of the
supply chain. This will highlight areas which are carbon intensive and identify
projects in which the Trust can look to reduce CO2 emissions and reduce costs.
Performance: Baseline needs to be established to implement KPIs and set targets
to reduce. First draft of the report is complete however, we are looking to finalise
data for this. An action plan will be drawn up with procurement and monitored via the
Trust Environmental Committee.
Strategy: Saving Carbon Improving Health outlines that procurement is responsible
for 60% of the NHS CO2 emissions. Strategically this is a very important area to
measure and commence additional work on.
Travel Survey to be completed
Legal: Planning requirements stipulate that the Trust must have an up to date travel
plan. This was last carried out in 2009 and should be done every 3 years so is
overdue.
Performance: To reduce CO2 the Trust will need to look at staff and business travel
and encourage sustainable transport methods. The 2012 staff travel survey depicted
a 3.2% increase in staff walking and a 2.5% increase in staff using cycling as their
main mode of transport to the site compared to 2009. Car use has risen marginally
of 2.1% in total. Although a 0.4% increase in car sharing is depicted the Trust still
has work to do to meet targets to reduce car travel.
Financial: The Environmental & Logistics Manager was able to get funding via the
Camberwell Travel Plan Group to complete the staff travel survey. Funding is
required for the patient and visitor section of the survey. A separate report for the
funding of this and initiatives to reduce staff travel to site via car has been put to the
Chief Operating Officer for approval.
Strategy: Active travel also supports the objective of encouraging healthy lifestyles.
Workforce: Encourage healthy and sustainable travel.
To incorporate Environmental Impacts at BRSG stage of business case
Financial: Costs of utilities and environmental impacts are often not considered at
business case stage. These include additional consumption of energy, water and
production of waste. As the costs of these resources continue to rise it is important
that the Trust incorporate the funding required for additional utilities associated with
expansion/activity. This is to ensure that growth plans are sustainable both
financially and environmentally. As the Trust is required to participate in the Carbon
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Reduction Scheme it also means that CO2 emissions now have a cost attached to
them.
Legal: Carbon Reduction Commitment and Climate Change Act place a legal
requirement on the Trust to reduce CO2 emissions. Likewise the Waste Regulations
place a legal requirement on the Trust to reduce and recycle waste. Thinking about
how these impacts will be managed at business case stage will assist in them being
incorporated and managed correctly by the relevant division.
Strategy: Will encourage ownership of environmental impact at Divisional level
rather than making this an Estates and Facilities owned issue. Strategically this is
very important to drive environmental performance and efficiency.
Performance: The Trust is required to reduce its CO2 and waste production. By
monitoring impact via growth and projects it can justify any increase. But also ensure
that environmental impact is considered and managed effectively at the beginning of
a new project.
Continue to develop sustainability work with KHP, Stakeholders and Key
Contractors.
Financial: Working collaboratively can reduce costs.
Performance: Working collaboratively can enhance overall performance. The KHP
Sustainability Group is currently looking to assess viability of a re-use scheme
between the partner organisations.
Strategy: Aligns with the KHP strategy.
revised when the KHP strategy is revised.

KHP Sustainability Strategy should be

Conclusion
Environmental management and sustainable development are strategically important
to King’s as an organisation to ensure that we remain compliant with environmental
legislation, deliver the best physical environmental for patients and staff as well as
develop as a sustainable and efficient organisation. It is essential that the Board
continues to deliver support for the Environmental Strategy and the key
recommendations summarised in this report so that King’s can achieve this.
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Audit Committee
Annual Report
April 2011 – March 2012
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1. Introduction
This report covers the period from April 2011 to March 2012 to coincide with the
Trust’s financial reporting period.
2. Membership and Terms of Reference
The main purpose of the Audit Committee is to monitor the integrity of the externally
reported financial performance and overall governance and risk processes of the
Trust and to provide independent assurance to the Board of Directors on a range of
areas including internal control and risk management, internal audit, external audit
and financial reporting.
In accordance with recommendations made by the NHS Code of Conduct and
Accountability 1994, and Monitor’s Audit Code for Foundation Trusts (2011) the
membership of the Committee comprises non-executive directors only. Other
persons may attend at the invitation of the Chair but they are not members of the
Committee. Monitor’s Code requires at least one member with recent and relevant
financial experience.
During the reporting year the membership of the Committee changed following the
departure and appointment of non-executive directors on the Board.
Current Members are:
Christopher Stooke - Chair, November 2011
Marc Meryon – Vice Chair/Member, August 2010
Graham Meek - Member, November 2011
Faith Boardman – Member, May 2012
Former Members are:
Martin West - Chair April-July 2011
Maxine James – Vice Chair/Member, April 2011-March 2012
Robert Foster – Member, April 2011-February 2012
George Alberti – Member, April 2011-November 2011 (became Chair of the Trust)
The Audit Committee is required to meet no less than 4 times during the year. In this
period there were five meetings. The Chief Executive, Chief Financial Officer and
Director of Corporate Affairs regularly attended meetings together with
representatives of external and internal audit and the manager of the local counterfraud team.
The Committee reviews its Terms of Reference annually. The version attached in
Appendix 1 was updated and approved by the Board in September 2011.
The Committee will review the terms of reference in September 2012 and seek Board
approval on the proposed changes in October 2012.
The Committee also carries out a self-assessment of its effectiveness on an annual
basis. The next self-assessment will be carried out in September 2012.
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3. Work of the Audit Committee during the year
3.1.

Internal Audit

In recent years, King’s has completed a comprehensive overhaul of its internal
control and review mechanisms, including strengthening the work of the Internal
Audit, establishing and developing a Local Counter Fraud Team and setting up a
system to monitor progress against performance improvement recommendations.
The Audit Committee continued closely monitoring the effectiveness of these
mechanisms during 2011-12.
3.1.1. Internal Auditors
The Trust’s Internal Audit Service is provided by KPMG. The 2011-12 year
represents their seventh year of internal audit service provision. During the year
reviews were undertaken in line with the 2011-12 strategic plan designed to cover the
Trust’s key risks.
The main aspects of the internal work cover:
Operational systems – Systems deployed to manage the front-line business
deliverables;
Corporate Systems – Systems that are organisation-wide and cut across the
interface from operational support systems. They are areas that every member
of staff has responsibility for. They include corporate governance and risk
management systems; and
Support Systems – These represent the business infrastructure that is in place.
It includes financial, human resources and ICT systems. It is the backbone of the
business providing support, control and interpretation to the transactional element
of the Trust.
In 2011-12 the following reports were presented to the Committee for review:
Audit
Assurance Opinion
CRC compliance
Adequate
Quality governance
Adequate
PFI management
Adequate
Risk management and BAF
Adequate
Research governance
Adequate
Information governance
Requires improvement
Infection control
Requires improvement
Financial management
Adequate
Financial reporting
Adequate
Procurement
Requires improvement
Asset KPI and benchmarking
Adequate
Estates strategy
Requires improvement
KCH commercial services
Requires improvement
ED Business Continuity
Adequate
Quality report
Adequate
3
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The Committee also receives progress reports and technical updates on a regular
basis.

3.2.

Board Assurance Framework (“BAF”)

The Board Assurance Framework addresses the key strategic risks faced by the
Trust. The Audit Committee use it as an aid to planning assurances & scrutiny. In
2011/12, the Audit Committee reviewed the work of the Internal Auditors which
assessed the effectiveness and scope of the BAF.
The Committee will also review Board Assurance Framework (BAF) Policy in
September before it is approved by the Board in October 2012.
3.3.

Risk Management Strategy

The Committee will review the Risk Management Strategy in September 2012 before
it is approved by the Board in October 2012.
3.4.

Anti-Fraud

Following two high profile frauds, the NHS Counter Fraud Service reviewed the
Trust’s counter fraud arrangements and key internal controls in 2004. Since then,
annual action plans have been developed. The Team has reported considerable
progress in the generic areas of anti-fraud culture, deterrence and detection. Regular
progress reports and recommendations were presented to the Committee at each
meeting.
The Committee was pleased with the efforts of the Counter Fraud Team (CFT) and
noting that they have worked hard to develop and manage a programme of activity to
ensure that an anti-fraud culture is maintained throughout the Trust. The CFT also
conducted a survey of 2000 randomly selected staff members to gauge wider levels
of fraud awareness and gather an understanding of the effectiveness of counter fraud
publicity.
The CFT responded to 159 requests for ad hoc advice and assistance from internal
departments and external agencies including Health Organisations, HMRC, DWP,
Local Authorities, UKBA and the Police on a range of fraud related matters;
conducted 30 full criminal investigations; have had 7 successful criminal prosecutions
and have had 9 successful internal disciplinary sanctions including dismissal.
In addition, the Trust has been consistently awarded level three and four ratings
indicating a well-developed and thorough counter fraud provision with evidenced
quality outcomes.
3.5.

External Audit

Deloitte’s are the Trust’s external auditors and were appointed in July 2011. In
addition to auditing the Trust’s annual accounts, Deloitte’s makes a risk assessment
each year and reviews are carried out and presented to the Committee.
The Committee approved the Audit Plan for 2011-12.
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Appointment of auditors for KCH Commercial Services
The Committee noted the appointment of Chelapis Watson as auditors for KCH
Commercial Services.
Symbiant (Performance Improvement Recommendation Monitoring)
Symbiant tracks the recommendations generated through reviews carried out by
KPMG, Deloitte’s and the Counter Fraud Team. All performance improvement
recommendations are recorded on a central computer system. Progress is reported
to each Audit Committee.

5
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Audit Committee Annual Self Assessment April 2011-March 2012

ARMS related standard: 1.3, 1.4
Date: 29 September 2012

ISSUE

SUGGESTED GOOD PRACTICE

YES/NO PRIORITY

COMMENTS

Enc 3.3

A. COMPOSITION, ESTABLISHMENT AND DUTIES
In line with Monitor Code of Governance.

1

Does the Committee have written terms of
reference that adequately and realistically
define the Committee’s role in accordance
with Monitor guidance?

2

Formally approved, minuted and in line with
Have the terms of reference been adopted by
the Trust's own Constitution and Standing
the Board?
Orders.

3

Are the terms of reference reviewed annually
to take into account governance
developments and the remit of other
committees within the organisation?

Comprehensive, realistic and cover
membership, attendance, frequency of
meetings, authority, duties and reporting
procedures formally approved and minuted.

Annually reviewed and revised and reflect
changes in committee structure

YES

YES

YES

1

The Terms of Reference (ToR) relevant to the reporting
period are appended to the Committee's Annual Report.

1

The Terms of Reference relevant to the reporting period were
approved by the Board of Directors in September 2011 and
due to be approved in October, subject to the Committee's
review.

2

As part of the overarching review of the Trust's Risk
Management Strategy the ToR are reviewed annually to take
into account governance developments and the remit of other
Committees in the Trust.

1

Four NEDs were members of the Committee. The Committee
was chaired by Martin West a qualified accountant until July
2011 and was succeeded by Chris Stooke in November 2011
and meets the requirement for recent and relevant financial
experience. All meetings of the Committee were quorate (2
NEDs) during the reporting period. The attendance of the
members is reported in the Trust's Annual Report and
Accounts. The Committee is due to review its ToR in
September 2012.

2

To maintain sufficient quoracy at all the Trust's Committees
there is some cross over of membership. The Trust Chair is
not a member of the Committee. There is some cross over
with membership of the Finance and Performance Committee
(F&P) as the Board agreed that the matters being discussed
at the F&P warranted that the membership be open to all
NEDs.

1

Including the Chair four NEDs are members of the
Committee. Some members of the Executive Team also
attend the Committee.

1

The Board received all the minutes of the Committee before
and after they are confirmed. This is also tracked on the
Board Work Plan maintained by the Assistant Board
Secretary. The Committee also produced an Annual Report
for the Board.

Suitable number of NEDs, with suitable
backgrounds.
Has the Committee been provided with
sufficient membership, authority and
4 resources to perform its role effectively and
independently?

Quorum arrangements defined.
YES
Transparent co-option arrangements.
Annual review of ACs ToR and its relevance.

5

6

Are changes to the Committee’s current and
future workload discussed and approved at
Board level?

AC members not members of any financerelated committee

YES

Chair of Board not member of AC

YES

Are Committee members independent of the
management team?

YES

Minutes reported to next Board meeting

7

YES

Does the Committee report regularly to the
Board?
Audit Committee ‘Annual Report’ produced for
Board.
PRIORITY: 1 HIGH' 2 MEDIUM; 3 LOW

YES

2

ISSUE

SUGGESTED GOOD PRACTICE

A. COMPOSITION, ESTABLISHMENT AND DUTIESTraining programme for NEDs covering risk
management, control, governance, finance
and audit

8

9

Are members, particularly those new to the
Committee, provided with training?

Does the Board ensure that members have
sufficient knowledge of the organisation to
identify key risk areas and to challenge both
line management and the auditors on critical
and sensitive matters?

NEDs attend HFMA training

YES/NO PRIORITY

2

2

All members have access to board papers by virtue of being
on the Board of Directors. Members of the Committee
interrogate reports and challenge management as and when
required.

YES

YES

Access to Board papers and all necessary
information

YES

Members to visit directorates/periodically meet
with managers

YES

Enc 3.3

All board directors receive training/briefing on Risk
Awareness and the Board Assurance Framework (includes
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 Associate Director of Governance &
Assurance. All Directors' training was in date for the period
2011/12. Committee members can also attend the King's
Fund Board Development Programme and John Cass
Business School programme for non-executive directors. In
addition, NEDs attend seminars, conferences and courses
that attract CPD points.

YES

Training on NHS matters

COMMENTS

Timing and content of AC meetings follows
Internal Auditors/External Auditors planning
and reporting cycles

YES

2

The Internal Audit work plan is approved by the Audit
Committee on an annual basis. External and Internal Audit
attend all Audit Committee meetings. The Committee has the
opportunity to comment on the Trust Board Assurance
Framework Policy and the Trust's Risk Management Strategy.
Members of the Committee are also members of the Trust
Quality and Governance Committee and therefore have the
opportunity to interrogate the risk register and understand the
areas which require internal audits.

AC members assigned with specific ‘portfolio’
roles (e.g. legal, accounts etc.)

NO

2

AC members are not assigned specific portfolio roles.

Does at least one Committee member have a At least one member with recent and relevant
experience in finance/accounting/auditing

YES

2

Both Martin West and Chris Stooke who chaired the
Committee have the relevant recent financial experience.

Do Committee members have a shared view
10 of the organisation's risks and prioritise their
work accordingly?

11 financial background?

PRIORITY: 1 HIGH' 2 MEDIUM; 3 LOW

3

ISSUE

SUGGESTED GOOD PRACTICE

A. COMPOSITION,
ESTABLISHMENT
ANDhave
DUTIES
Does at least one
Committee member
As above, with the experience being in NHS
12 knowledge of NHS Finance?

YES/NO PRIORITY

COMMENTS
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YES

3

1

Has the Committee formally assessed whether
“Company secretary” is independent and has
there is a need for the support of a “Company
appropriate skills and experience
Secretary” role or equivalent?

YES

3

Trust Secretary attends meetings and Assistant Board
Secretary facilitates the Committee.

2

Does the Committee have a mechanism to
keep it aware of topical, legal and regulatory
issues?

YES

3

KPMG via technical issues update. Annual Governance
Review (External Audit). Local Counter Fraud Team also
provide updates on technical issues.

YES

2

There are no sub-committees of the Audit Committee.

YES

2

Having regard for the issues impacting on the Trust the
Committee manages and approves the Internal Audit
Programme. In certain instances the Committee has
instigated an internal audit of systems established by
management during the period, i.e. service line reporting.

Committee members surveyed periodically

YES

2

Format of Assurance Framework and Risk
Register reviewed annually

YES

1

B COMPLIANCE WITH THE LAW AND REGULATIONS GOVERNING THE NHS

Standing agenda item for AC meetings
Member assigned with portfolio role for legality
issues

C INTERNAL CONTROL AND RISK MANAGEMENT

1

Has the Committee formally considered how it
integrates with other committees that are
Reporting arrangements established for AC
reviewing risk e.g. risk management and
“sub-committees”
clinical governance?

2

Does the Audit Committee assist in the
Board's assessment of the scope and
effectiveness of the systems established by
management to identify, assess, manage and
monitor financial and non-financial risks.

3

Has the Committee reviewed whether the
reports it receives are timely and have the
right format and content to ensure its internal
control and risk management responsibilities
are discharged?

Is the Committee satisfied that the Board has
been advised that assurance reporting is in
4 place to encompass all the organisation’s
responsibilities?

PRIORITY: 1 HIGH' 2 MEDIUM; 3 LOW

AC advises Board on Assurance Framework
issues

YES

2

The Committee has a Work plan which includes the approved
annual internal audit reporting plan managed by the Assistant
Board Secretary. From the Committee's work plan the
Assistant Board Secretary builds the agenda for each
meeting. The Committee also reviews the assurance
framework policy and risk strategy annually.
The minutes of each Committee meeting is presented to the
Board and where appropriate the Committee has escalated
matters of assurance for Board consideration. The Committee
also has the opportunity to comment on the Board Assurance
Framework Policy and Risk Management

4

ISSUE

SUGGESTED GOOD PRACTICE

A. COMPOSITION, ESTABLISHMENT AND DUTIES
Head of IA opinion delivered by preestablished deadline
Is there clarity over the timing and content of
5 the assurance statements received by the
Committee from the Head of Internal Audit?
timing of audit work on Assurance Framework
agreed and appropriate for year-end
disclosures

YES/NO PRIORITY

COMMENTS

Enc 3.3

YES

2

YES

1

Internal auditors service agreement reviewed on an annual
basis.

YES

1

Approved in May 2012 - the first committee meeting of the
financial year.

YES

2

YES

1

D INTERNAL AUDIT
Service level agreement in place between
client and IA provider

1

Do formal terms of reference exist, defining
internal Audit’s objectives, responsibilities and Formal terms of reference agreed covering
scope, responsibilities, standards and
reporting lines?
approach, independence, access and
reporting
EA review IA plan at draft stage

2

Does the Committee review and approve the
Internal Audit plan at the beginning of the
financial year?

Are audit plans derived from clear processes
3 based on risk assessment?

PRIORITY: 1 HIGH' 2 MEDIUM; 3 LOW

IA plan approved by AC no later than April
All systems/controls form part of a detailed risk
assessment process
Risk assessment outcomes drive annual and
strategic audit plans

The audit plan is drafted by the internal audit team informed
by the current challenges impacting on the Trust, meetings
with the senior management team, the chair and with input
from the external auditors.

5

ISSUE

SUGGESTED GOOD PRACTICE

A. COMPOSITION, ESTABLISHMENT AND DUTIES
Does the Audit Committee receive periodic
IA report at each AC meeting on progress with
4 reports from the Head of Internal Audit?
audit plan, key findings and recommendations

YES/NO PRIORITY
YES

COMMENTS
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1

The Committee receives an Annual Internal Audit Report and
reviews/discuss the IA progress report at every meeting.

5

Does the Committee monitor follow-up audits?

All IA recommendations should be subject to
follow-up and subsequent reporting to the AC

YES

2

The Committee tracks the progress of audit recommendations
through review of the Symbiant Report presented to the
Committee at every meeting. The Chair also meets with the
Head of Internal Audit before every meeting to discuss the
progress of recommendations and the content of forthcoming
audits.

6

Does the Head of Internal Audit have a direct
line of reporting to the Committee and its
chairman?

Chairman of AC meets periodically for private
discussions with Head of IA, to reinforce direct
reporting line

YES

1

The Committee's Chair meets with the Head of Internal Audit
on a quarterly basis.

7

Are any scope restrictions placed on Internal
Audit and, if so, what are they and who
establishes them?

All systems/controls form part of IA risk
assessment

NO

2

Internal auditor may also approach CEO/Chief Financial
Officer in person or in writing.

8

Is Internal Audit free from any operating
responsibilities or conflicts of interest that
could impair its objectivity?

IA make annual representation (in writing) that
audit team are independent from client and its
staff, and there are no conflict of interests

YES

2

IA has no responsibility for the development, implementation
or operation of systems. A separate KPMG team act as tax
advisors and KPMG are reviewed by external auditor.

9

Has the Committee determined the
appropriate level of detail it wishes to receive
from Internal Audit?

AC members surveyed periodically (at least
annually) to confirm reporting arrangements
are satisfactory

YES

Head of IA has right of direct access to Chair
of the AC

YES

Does the Committee hold periodic private
discussions with the Head of Internal Audit?

Does the Committee review the adequacy of
staffing and resources within internal Audit?

PRIORITY: 1 HIGH' 2 MEDIUM; 3 LOW

On behalf of the Committee the Chair meets with the Head of
Internal Audit on a quarterly basis.

Chair to meet at least once per annum in
private with Head of IA / Audit Manager
Progress report delivered by IA at each AC
meeting

10

The Committee's Chair meets with the Head of Internal Audit
on a quarterly basis.

YES

Progress against the ‘plan’ monitored and
reported

YES

Staffing/resourcing is a component of EA
review of IA coverage

YES

2
The audit progress report is reviewed and discussed at each
Committee meeting. The Committee has regard fro the
staffing/resource arrangements allocated to internal audit as
part of its annual review of the contract and the audit plan.

6

ISSUE

SUGGESTED GOOD PRACTICE

A. COMPOSITION, ESTABLISHMENT AND DUTIES
System of key performance indicators for IA
established, agreed and reported including:
Has the Committee determined the
11 appropriate level of detail it wishes to receive
from Internal Audit?

Is there appropriate cooperation with the
12 External Auditors?

YES

Turnover of draft / final reports

YES

Progress against plan

YES

Recommendations followed up

YES

IA and EA should work to an agreed audit
protocol

YES

regular liaison between IA and EA

YES

IA and EA have input to each other’s planning
processes

YES

EA have access to IA reports & working
papers in order to make “reliance” assessment

YES

Are there any quality assurance procedures to
confirm whether the work of the Internal
EA should conduct, and report the findings of,
13 Auditors is properly planned, completed,
periodic reviews of the IA service provision
supervised and reviewed?

PRIORITY: 1 HIGH' 2 MEDIUM; 3 LOW

YES/NO PRIORITY

YES

COMMENTS

Enc 3.3

3

The Committee reviews the progress of the audit plan and the
outstanding recommendations at each meeting. The
Committee, during the reporting period, have requested that
recommendations from the Counter Fraud recommendations
and external audit recommendations be incorporated into the
Symbiant Reports. In addition the Committee has requested
more context be given in both the Progress and Symbiant
reports.

2

Both sets of auditors work to an agreed audit protocol and
they both have representatives at each meeting. They also
collaborated on completing the local indicator audit for the
Trust's quality report audit, during the reporting period.

3

Annual review and 3 year external review.
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SUGGESTED GOOD PRACTICE

YES/NO PRIORITY

COMMENTS

Enc 3.3

E
AUDIT
A.EXTERNAL
COMPOSITION,
ESTABLISHMENT AND DUTIES
Annual audit plan scrutinised and approved by
AC

1

2

3

Does the External Auditors present their audit
plans and strategy to the Committee for
AC ensures plan reflects risks and
approval?
circumstances of the organisation

Does the Committee review the External
Auditor’s annual audit letter?

Does the Committee hold periodic private
discussions with the External Auditor?

YES

YES

AC ensures audit fees are reflective of the
content of the plan

YES

Annual Audit Letter presented and discussed
at meeting of AC

YES

EA have right of access to the Chair of the
Committee / right to ask the chair to convene a
meeting

YES

Chair to meet at least once per annum in
private with Audit Manager

YES

1

1

2

The Committee Chair holds periodic meetings with external
auditors.

2

Recommendation to re-appoint auditors up to 30 June 2011
was approved by Board of Governors. Appointment subject to
full tender process every 3 years. This was undertaken in
April 2011 and Deloitte were appointed as the Trust's External
Auditor for a period of 3 years with effect from 01 July 2011.

review of EA service to include discussions
with senior managers, finance staff and IA

4

Does the Committee assess the performance
Review outputs against audit plan to ensure all
of External Audit?
work delivered
Consider quality v cost of EA work

PRIORITY: 1 HIGH' 2 MEDIUM; 3 LOW

YES

The is was approved on 28 February 2012.
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ISSUE

SUGGESTED GOOD PRACTICE

YES/NO PRIORITY

COMMENTS

Enc 3.3

F
ACCOUNTS
A.ANNUAL
COMPOSITION,
ESTABLISHMENT AND DUTIES
AC reviews draft annual accounts prior to
Board, and advises.
YES

1

The Committee received and approved the Annual Accounts
before it was presented to the Board for approval. This
requirement is set out in the Committee's ToR.

Is a Committee meeting scheduled to discuss AC meeting staged to consider findings of
proposed adjustments to the accounts and
external audit, prior to Board signing of
issues arising from the audit?
accounts

YES

2

The Committee delegated the Committee Chair to attend the
Audit Closing meeting and he duly reported to the Committee
on 29 May.

Does the Committee annually review the
accounting policies of the Authority?

YES

3

1

Is the Committee’s role in the approval of the
annual accounts clearly defined?

2
3

AC has involvement in considering accounts
issues associated with external audit opinion,
external audit management letter, corporate
governance statements (SIC) etc.

Specific task of AC as part of reviewing draft
accounts

G ADMINISTRATIVE ARRANGEMENTS

1

AC timetable produced showing topics to be
Does the Committee have a plan of matters to discussed at each meeting
be dealt with over the coming year?
Flexibility to cover new/emerging issues

2

Agendas issued at least one week ahead of
meeting; agenda items restricted to those that
Are papers circulated in good time and are
need AC decision / consideration only;
minutes received as soon as possible after the
minutes issued no more than one week after
meetings?
meeting; minutes presented to next Board
meeting

YES

YES

2

The Assistant Board Secretary develops and monitors the
Committee annual work plan from which the Agenda is
drafted subject to any request for any emerging issues to be
added.

2

Meeting papers are issued one week before the next meeting.
Minutes issued to Chair for approval two weeks following the
meeting.

2

The Committee meets four times per year. Although not
applicable in the reporting year there is sufficient flexibility in
the Board Committee timetable to call extra meetings of the
Committee if required.

Minimum of three meetings per annum (four
ideally)
Does the Committee meet the appropriate
3 number of times to deal with planned matters? Additional (exceptional) meetings arranged if
significant issues arise/decisions required
papers issued at least one week ahead of

YES

Timing should reflect the planning and
reporting cycles of IA and EA

PRIORITY: 1 HIGH' 2 MEDIUM; 3 LOW
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ISSUE

SUGGESTED GOOD PRACTICE

YES/NO PRIORITY

COMMENTS

Enc 3.3

H
ISSUES ESTABLISHMENT AND DUTIES
A. OTHER
COMPOSITION,

Has the Committee considered the costs that
1 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 audit committee programme and
assess relative to the performance of the AC

Not quantified. Marginal costs which are appropriate to the
work of the committee.

AC should approve the external/internal audit
fees

Agreed by Chair of Audit Committee, as advised by Chief
Financial Officer

AC should ensure the external/internal audit
programme has been fully delivered (vs.
annual audit plan)

Quarterly and annual reviews at the Audit Committee
YES

Audit fees should be ‘market-tested’ where
relevant

3
Full market testing process every 3 years

Review effectiveness annually
Obtain feedback from IA, EA and other
relevant parties
Conduct review of DoH/TVSHA selfassessment checklist
Dates of meetings held during the financial
year

PRIORITY: 1 HIGH' 2 MEDIUM; 3 LOW
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Enc.4.3.1

King’s College Hospital Board of Directors
Finance & Performance Committee
Minutes of the meeting of the Finance & Performance Committee held at 08.30am on Tuesday 24
July 2012 in the Dulwich Committee Room, King’s College Hospital
Present:
Graham Meek (GM)
Marc Meryon (MM1)
Faith Boardman (FB)
Sue Slipman (SS)
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
Non-Executive Director
Chief Executive Officer
Chief Financial Officer
Director of Operations
Medical Director
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)
Jonathan Rowell (JR)

Corporate Governance Officer (Minutes)
Head of Financial Management

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

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

Item

Subject

012/62

Apologies & Welcome

Action

Apologies for absences were noted.
012/63

Declarations of Interest
No declarations of interest were reported.

012/64

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

1

Enc.4.3.1
Item

Subject

012/65

Actions Tracking/Matters Arising

Action

The action tracker was noted and RS provided the following update on action 012/54.
RS and FB met last week and a number of actions were agreed. These are now
included in the Emergency Care Action Plan. RS/FB would meet again to discuss issues
on social care.
The action was marked as complete.
012/66

Performance Report – Month 3
RS presented a summary of month 3 (June) performance. The Committee noted the
Performance Report, the RTT and the Emergency Care Action Plans.
The following key points were raised:
Overall Performance
Patient access targets for Cancer waiting times and Referral Time to Treatment
(RTT) waiting times for Non-Admitted pathways were achieved;
No further MRSA cases were attributed to the Trust during June, which is consistent
with the trajectory for Q1;
The Trust is ahead of its trajectory for C.difficile with only 11 cases declared to date;
As planned, the Trust did not achieve its RTT admitted targets in June.
Emergency care performance fell below the standard to 94.6% in June, however,
95.5% of patients were seen within 4 hours, achieving the Q1 target;
54 Mixed Sex Accommodation (MSA) breaches were reported in June due to delay
in discharging patients from critical care units;
Single Sex Accommodation in critical care is a major issue. The Trust is considering
partition boards as an interim solution with the long-term solution being the
development of infill Block 4 and 5;
The New to Follow Up Ratio remains static at 2.5, PCT savings targets are assigned
to reduce follow-up activity this year;
All Cancer, A&E Waiting Times target and non-admitted RTT completed pathway
targets were achieved in Q1, however delivery of patient access target still remains
a risk;
The Committee noted the detailed action plans in place to manage Emergency Care
and RTT performance in Appendix 1 and 2 of the report. The key points included:
Emergency Care Action Plan:
The emergency care action plan is tracked on a monthly basis by the Emergency
Care Board and a number of key actions internal to the Trust as well as with partner
organisations have been identified to better understand the change in emergency

2

Enc.4.3.1
Item

Subject

Action

activity;
Actions are grouped into four themes; out of hospital care, control demand for ED,
improve efficiency in hospital and external services.
The current focus is on out of hospital care:
o

The Trust has now formally renewed the contract for out of hospital care with
MediHome, a private sector provider, which provides a series of services
including discharge support for surgical patients.
TS highlighted that MediHome won the extension to the contract in an open
and fair procurement process, which was conducted internally.

RTT Action Plan:
The RTT high level action plan was submitted to Monitor and it is reviewed weekly
by PF and SF to ensure plans are in place to treat the backlog patients;
In consultation with MM, work continues to look on extending the day and the Trust
is in the process of agreeing additional capacity to treat elective patients offsite from
August;
It was agreed that the Trust will continue to clear backlog of long waiters through Q2,
resulting in non-compliance with the RTT Admitted target, but achieve RTT
Incomplete.
Engagement with the cluster is an important element for improving RTT
performance. Accordingly, the Trust had a meeting with the Chief Executive Officer
of South East London Cluster to review the RTT Admitted complete performance at
a Trust and speciality level. It is important the Trust provide care to patients as soon
as possible
Regulatory Performance
The Trust is rating itself a score of 2 in the Monitor Compliance Framework for Q1,
giving the Trust a governance risk rating of Amber-Red on account of not achieving
the RTT targets in Q1; and
No material movement reported in CQC Quality Risk Profile (QRP).
Contractual Performance
Commissioners have agreed the detail of 9 out of 10 of the CQUIN priorities for
2012/13 and a robust plan is in progress with CQUIN leads and divisions have been
assigned to each priority;
012/67

Finance Report – Month 3
ST presented the Finance report for month 3 and the following key points were
highlighted:
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Enc.4.3.1
Item

Subject

Action

The Trust is maintaining the Monitor Rating of 3 for the year in line with the Annual
Plan target;
Robust plans are in place to monitor CIPs and divisional plans, to ensure quality and
safety are not compromised;
The Trust faces 3 main financial risks in achieving its planned surplus target:


Elective capacity constraints remain a significant risk affecting the RTT target
and income;



Difficulty in managing staffing and the risk of increasing additional temporary
staffing spend to meet RTT and access targets; and



CIP delivery risk.

Service Line Reporting (SLR):
Financial positions are reported using SLR for the first time in Month 3, enabling
specialty level analysis of the financial positions;
The system has been implemented successfully, with some minor issues, such as
the allocation of overheads;
The aim is to implement the SLR system across the Trust and incorporate
information within VERITAS to enable detailed financial discussions with CAGs, and
promote closer working with GSTT;
SLR will be significant in negotiations with the Commissioners; and
The work conducted by MM on medical productivity and job planning would help
resolve any behavioral issues, to improve safety and move from individual
consultant responsibility to shared responsibility.
Working Capital Facility Renewal
ST reported that the £35m Working Capital Facility is due for renewal on 31 July 2012.
The renewal of the facility will ensure the Trust maintains a liquidity rating of 3 and
covers cash-flow risks;
RBS has agreed to provide rates and charges broadly the same as the previous
year:
 Utilisation fee of 100 points + LIBOR
 Non-Utilisation fee of 200 points
The Committee agreed the renewal of the Working Capital Facility of £35m and
recommended that the Board of Directors to:
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Enc.4.3.1
Item

Subject

Action

1- Approve the Working Capital Facility Agreement subject to obtaining legal
opinion and no amendments to the draft supplemental agreement; and
2- Resolve that ST and RS be authorised to sign the Supplemental Agreement on
behalf of the Trust.
012/68

Finance & Performance Committee Annual Report, ToR and Self Assessment
The Committee noted and approved the Committee’s:
Annual Report;
Terms of Reference; and
Self-Assessment.
It was agreed to recommend the Committee’s Annual Report and Terms of
Reference to the Board of Directors for approval at their next meeting on 25
September 2012.

012/69

TA/TC

Treasury Management Report
The Committee noted the month 3 Treasury Management Report.

012/70

Any Other Business
Limited Review of 2012/13 Annual Plan Submission
ST presented the draft KPMG Limited Review of 2012/13 Annual Plan Submission,
which will also be discussed at the Board’s private session.
The Committee noted the review and were asked to forward any comments to ST before
the report is finalised and released to Monitor.

012/71

Date of next meeting
Tuesday, 30 August 2012, 08.30 – 10.00, Dulwich Committee Room.
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