King’s College Hospital Board of Directors
PUBLIC AGENDA
Time of meeting

14:30 -17.00

Date of meeting

Tuesday, 25 June 2013

Venue

Dulwich Committee Room, King’s College Hospital

Members:
Prof. Sir George Alberti (GA)
Graham Meek (GM)
Marc Meryon (MM1)
Christopher Stooke (CS)
Faith Boardman (FB)
Sue Slipman (SS)
Prof. Ghulam Mufti (GM1)
Tim Smart (TS)
Angela Huxham (AH)
Dr. Michael Marrinan (MM)
Roland Sinker (RS)
Simon Taylor (ST)
Dr. Geraldine Walters (GW)
Jane Walters (JW) - Non-voting Director
Jacob West (JW1) - Non-voting Director

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

In attendance:
Robert Lechler (RL)
Sally Lingard (SL)
Tamara Cowan (TC)

Executive Director (KHP)
Associate Director of Communications
Board Secretary (Minutes)

Apologies:
Circulation to:
Board of Directors Circulation List

Enclosure
1.

STANDING ITEMS
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R Lechler

15:40

2.8.

Quality & Safety Focus:
Enc. 2.8.1

M Marrinan

16:00

Enc. 3.1

J Walters

16:15

FOR APPROVAL
3.1.

4.

Time

FOR REPORT/DISCUSSION

2.8.1. Quarterly Patient Safety Report
3.

Lead

Revised Board Standing Orders

FOR INFORMATION
4.1.

5.
6.

Confirmed Board Committee Minutes
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30/04/2013
ANY OTHER BUSINESS

16:25
Enc. 4.1.1

DATE OF NEXT MEETING
Tuesday, 30 July 2013 at 14:30 in the Dulwich Committee Room

16:30

Enc 1.4.1

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, 21 May 2013 in
the Dulwich Committee Room, King’s College Hospital.
Members:
Prof Sir George Alberti (GA)
Graham Meek (GM)
Marc Meryon (MM1)
Chris Stooke (CS)
Faith Boardman (FB)
Sue Slipman (SS)
Prof. Ghulam Mufti (GM1)
Tim Smart (TS)
Roland Sinker (RS)
Simon Taylor (ST)
Dr. Michael Marrinan (MM)
Dr. Geraldine Walters (GW)
Angela Huxham (AH)
Jane Walters (JW) – Non-voting Director
Jacob West (JW1) - Non-voting Director

Trust Chair
Non-Executive Director, Vice Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Chief Operating Officer
Chief Financial Officer
Medical Director
Director of Nursing & Midwifery
Director of Workforce Development (until item 13/63)
Director of Corporate Affairs
Director of Strategy (except for part item 13/62-13/63)

In attendance:
Jill Lockett
Sally Lingard (SL)
Tamara Cowan (TC)
Marion MacKay (MM)
Stuart Owen
James Eales
Tim Killen
Sara Nelson
Ansu Dooraree
Geoff Worley
Catherine Stack

Director of Performance & Delivery (KHP)
Associate Director of Communications
Board Secretary (Minutes)
King’s Charity Trustee
Public Governor
NHS Graduate Management Trainee
Astellas Pharma Ltd
Strategic Clinical Network – NHS England
Astellas
Trust Member
Trust Staff (item 3.1.2 only)

Apologies:

Item

Subject

13/75

Apologies

Action

Apologies for absence were noted.
13/76

Declarations of Interest
There were no declarations of interest.
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Item

Subject

13/77

Chair’s Action

Action

There were no Chair’s actions to report.
13/78

Minutes of previous meetings – 30 April 2013
The minutes of the meeting held on 30 April 2013 were approved as a correct
record.

13/79

Action Tracking/Matters Arising
The following matters arising were noted:
 TS had been in contact with Sir Robert Naylor, Chief Executive University
College Hospital London, about sharing intelligence about cancer survey
results. Sir Naylor had agreed to provide the Trust with some insights into its
services and Polly Edmonds would follow this up;

13/80



Nick Hurd had donated money, through NESTA, to the Trust’s Volunteer
programme on behalf of the government and this sum would be matched by
the Trust’s Charity; and



The Secretary of State for Health, Jeremy Hunt MP, visited the Trust to look at
how the the governments paperless NHS initiative has been implemented in
the hospital.

Chair’s and Non-Executive Directors’ (NED) Report
The report on the activities of the Chairman and non-executive directors for the
period was noted.

13/81

Update from Board Committee Chairs
Quality & Governance Committee (QGC)
GM1 reported that one of the key remits of the Committee was to review the Trust
performance in the three quality domains. In all these areas, QGC is assured that
everything is happening that should be.
In the wake of the Francis Report recommendations the Trust is looking at how to
ensure it continues to address the right issues through this Committee.
Strategy Committee
SS reported that the Committee is trying to concentrate on key issues confronting
the Trust. Through its review of the Trust’s strategic matrix and horizon scan and
consideration of wider strategic issues the Committee can challenge and develop
key objectives for the Trust.
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Item

Subject

Action

The Committee is increasingly inviting external presenters to help shape the
internal strategic thinking and direction of travel. Most recently Merav Dover
attended the Committee to present on the development on the integrated care
programme which is an important area of work for the Trust. The Committee also
has regard and oversight of the commercial activities of the Trust.
Finance & Performance Committee
GM advised that the Committee met on a monthly basis to review operational and
financial performance.
Given the current demand and capacity challenges the Committee has had
extensive discussions about financial and operational performance.
Audit Committee
CS reported that the Committee routinely received and reviewed audit report from
KPMG, Deloitte and the internal Counter Fraud Team. Senior members of the
management team are also invited to attend Committee meetings especially when
there is a particular area where further assurance is required.
The Committee plays a significant role in shaping the internal and external audit
plans and approving the annual report accounts for the Trust.
Equality & Diversity Committee
MM1 reported that the Committee is made up of executive and non-executive
directors and diversity and inclusion leads. It is responsible for setting the
‘effortless inclusive’ objectives for the Trust and implement the equality diversity
system.
The Committee is now looking at how it can streamline and better deliver its remit.
13/82

Update on Council of Governors Activities
The report on the activities of the Council of Governors for the period was noted.

13/83

Chief Executive’s Report
The Board noted the Chief Executive’s report for the period.
The following key points were noted:
 The level of performance at the Trust is very high and encouraging. However, it
was unfortunate that the Trust missed the Emergency Department target;


The whole health system is under enormous pressure, in addition to the local
challenges around the unwinding of South London Healthcare Trust (SLHT),
judicial review of the decision about Lewisham services and the issues facing
St George’s and Croydon hospital;



The pressures on A&E had been featured in the press recently and the Trust
has been invited to comment and provide evidence;
3
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Item

13/84

Subject


With such challenges it is getting increasingly difficult for the Trust to sustain its
current level of performance;



Accordingly, the Trust continues its current negotiation with the NHS Trust
Development Authority for the proposed acquisition of the Princess Royal
University Hospital (PRUH);Work continues between KHP partners and
developing plans for closer integration of the organisations; and



Across the sector, there is partnership working on urgent care pathways and
Shelford Group members are collaborating on joined-up approaches to the
system.

Action

King’s Health Partners’ (KHP) Update
The Board noted the update on KHP activity and the presentation provided by Jill
Lockett (JL).
The following key points were noted:
 The pre-qualification questionnaire will be submitted on 31 May 2013. JW1 has
provided invaluable support and help pulling together the application;

13/85



The Academic Health Sciences Network (AHSN) was provided with an
unqualified licence and funding of £4.5m for one year. The AHSN will have to
prove it can deliver its key objectives before further funding is provided;



Clinical Academic Groups (CAGs) workshops to facilitate the development of
the KHP full business case (KHP FBC) are ongoing; and



CAGs are working well together and in some areas are developing joint
research strategies. This can be evidenced by work between the Child Health
and the Child and Adolescent Mental Health CAGs to develop research in
eating disorder.

Performance Report – Month 01
RS presented the performance report from Month 01.
The Board noted the report and the following key points:
 The Trust access target and ‘how are we doing?’ scores;


During April/May faced significant challenges with healthcare acquired
infection, never events and referral to treatment targets;



The Trust has developed mitigating strategies in these areas but capacity
constraints remain a significant catalysis and challenge;



Tertiary transfers are also a casualty of high demand for services with the
number of bed days increasing;
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Subject


The Trust has agreed contracts with Clinical Commissioning Groups (CCGs)
and is now finalising the contract with NHS England; and



Work from the Francis Group, made up of governors, non-executive directors,
CCGs and executive team members, continue and the staff listening activities
had been launched.

Action

The Board noted the performance report and reiterated how seriously the Trust
regards safety.
13/86

Quarterly Patient Experience Report
The Board noted and discussed the Quarterly Patient Experience report.
The following key points were raised:
 The Trust is performing well but is below the benchmark in maternity;


The Trust has a plan around improving patient care by using listening and
involvement events for staff and patients under the banner ‘all together better’;



The friends and family test (F&F) was launched but the challenge of getting
feedback from the emergency department remains. The F&F results will be
published in July.



The Trust is also looking at how it captures softer patient feedback and the
feasibility of introducing text feedback for patients;



The complaint response rates are up 10% on last year with many complaints
being resolved by the Patient Advisory Liaison teams;



The volunteer programme is doing well and will receive funding from NESTO.
The Trust’s Charity would match this funding and it will be used to conduct an
impact study; and



One of the quality priorities for the coming year is capturing and building on
learning points for the coming year.

It was agreed that service improvements would be presented to the Board
and a breakdown of the areas of complaints would be included in the
quarterly patient experience report.
13/87

JW

Annual Plan 2013-2014 – Forward Plan
The Board was presented with the forward plan for 2013-2014 for approval.
JW1 advised that:
 The forward plan does not include any of the proposals around the proposed
acquisition of the Princess Royal University Hospital (PRUH) because the
transaction is not yet finalised.
5

Enc 1.4.1
Item

Subject

Action

Should the proposed acquisition go ahead the Trust would be required to
submit a revised plan to Monitor; and


The forward plan has been shaped:
o by the financial constraints in the NHS budget, the Trust’s stretch CIP plans
and the challenges around increasing demand and reducing price;
o the new commissioning environment with a majority of the Trust services
now being commissioned through NHS England; and
o the need to provide high quality services and care to patients despite the
external factors impacting on the Trust. The importance of quality is further
highlighted in the recommendations from the Francis Report.

The Board raised the following in discussion:
 The Trust had done a good job planning for 2013/14 given the challenges in
the internal and external environment;


The plan needs to be kept under close scrutiny with enough fluidity to reflect
the underlying tectonic plates; and



The fundamental rationale in the plan should be that the Trust wants to deliver
high quality patient care.

The Board approved the forward plan for 2013-14.
13/88

Annual Plan 2013-2014 – Membership Return
The Board noted and approved the membership return for submission to
Monitor as part of the annual plan.

13/89

Annual Plan 2013-2014 – Board Statement
The Board considered the Board Statements which will be submitted as part of the
annual plan submission.
The Board raised and noted the following:
 There were four new statements three of which were not part of the
Compliance Framework but Monitor had asked the Trust to self-certify against
them;


The Council of Governors had been asked for their input on their training
programme for 2013-14 and they are happy the Trust has sufficient plans in
place; and



Given the challenges the Trust has had around healthcare acquired infections,
referral to treatment and emergency department targets in the first two months
of the year it is not possible for the Trust to declare compliance with Statement
11 and consequently the Statements 6 and 8. The action plans in each of
these areas will be presented to the Board and the finance and performance
committee every month.
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Item

Subject

Action

The Board agreed that:
 It would self-certifying non-compliance with Statement 11 in the
following areas:
 C-Difficile – Despite good performance in 12/13, the new prescribed quota
of 49 case presents further challenges therefore this is an area of risk for
the Trust;
 MRSA – The Trust performed very well with only 2 cases in 12/13,
however, the de-minimus of 6 means that this is a continued risk in 13/14;

13/90



18 week admitted referral to treatment – The Trust is planning to
proactively reduce more of its longer-waiters. This will result in the Trust
breaching its 18 week admitted RTT target; and



Emergency Department (ED) target – In line with trend in the health
system, the Trust has experienced two years of step increase it the acuity
of emergency patients attending ED. The Trust believes this trend will
continue in 13/14 which puts achievement of the ED 4-hour target at risk.




Accordingly, the Board is also self-certifying non-compliance with:
Statement 6 due to the link with Statement 11 in respect of continued
compliance with its licence; and



Statement 8 with reference to the link with Statement 6 regarding
‘continued compliance’, but in all other respects will be compliant.



The Board would self-certify compliance with statements 18 and 19(ii)
despite not forming part of the Compliance Framework; and



The Board will review action plans for addressing these risks on a
monthly basis and keep Monitor abreast of any material
developments.

Confirmed Minutes
The Board noted the confirmed minutes of the Finance & Performance Committee
held on 26 March 2013.

13/91

Any Other Business
Centenary Plans
SL advised that plans are in place for the Trust’s centenary celebrations in the
summer. Banners, sculptures and displays will be placed around the Trust in the
coming weeks.
Fact plaques will be placed around he Trust and the William Bentley Todd Unit
would be given a facelift.
It was agreed that SL would circulate further details to the Board for
information.
7
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Item

Subject

13/92

Date of Next Meeting

Action

Tuesday, 28 May 2013 at 11:00 in the Dulwich Committee Room.
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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 11:00 on Tuesday, 28 May 2013 in
the Dulwich Committee Room, King’s College Hospital.
Members:
Prof Sir George Alberti (GA)
Graham Meek (GM)
Marc Meryon (MM1)
Chris Stooke (CS)
Faith Boardman (FB)
Sue Slipman (SS)
Prof. Ghulam Mufti (GM1)
Tim Smart (TS)
Simon Taylor (ST)
Dr. Michael Marrinan (MM)
Dr. Geraldine Walters (GW)
Angela Huxham (AH)
Jane Walters (JW) – Non-voting Director
Jacob West (JW1) - Non-voting Director

Trust Chair
Non-Executive Director, Vice Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Chief Financial Officer
Medical Director
Director of Nursing & Midwifery
Director of Workforce Development (until item 13/63)
Director of Corporate Affairs
Director of Strategy (except for part item 13/62-13/63)

In attendance:
Peter Fry (PF)
Tamara Cowan (TC)

Asst. Director of Performance & Contracts
Board Secretary (Minutes)

Apologies:
Roland Sinker (RS)

Chief Operating Officer

Item

Subject

13/93

Apologies

Action

Apologies for absence were noted.
13/94

Declarations of Interest
There were no declarations of interest.

13/95

Chair’s Action
There were no Chair’s actions to report.
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Item

Subject

13/96

Annual Report & Accounts 2012-2013

Action

The Board noted and discussed the Annual Report and Accounts 2012-2013,
comprised of the annual report, quality account and annual accounts.
The Board raised the following comments:
 The research component needs expanding in the quality account;


Details about the clinical research facility should be included in the quality
account;



It would be helpful to have a four page concise summary of the quality
accounts to circulate; and



The increase in operational expense detailed on page 174 is driven by the
Trust’s capacity challenges but there are plans to reduce this in 2013-14.

It was agreed that, mindful of the tight turnaround time GM1’s text on
research would be included in the quality account.

GM1

CS advised that the Audit Committee had considered the Draft Annual Report and
Accounts 2012-2013 together with the reports from Deloitte. He noted the following
key points:
 The auditors had made some recommendations around controls and
processes which the Trust has responded to and will be addressing;


The audit did not bring to light any material issues and the auditors would
be issuing an unmodified audit opinion on the truth and fairness of the
financial statements;



Similarly, the auditors conducted a review the of content of the 2012/13
quality account against the content requirement detailed in national
guidance and proposed to issue a limited assurance report that the report
conforms to the required standards; and



The Audit Committee recommends the Board approves the Annual Report
and Accounts 2012-2013.

TS, MM1 and GW advised that they had identified some minor typographical errors
which they would provide to TC for amendment.
The Board approved the Annual Report and Accounts 2011/2012 subject
including the wording from GM1 and correction of the minor typographical
errors provided by GW and MM1.
The Board also requested that the hard work that goes into pulling together
the annual report and accounts is recognised and that GA should write to
those involved, namely, Simon Dixon, Nicola Hoeksema, Leonie Mallows,
Tooba Ahmadi, Pollyanna Jones and Angela Grainger. TC would provide this
list of names to GA.

GA/TC
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13/97

External Auditor Final Report on 2013 Audit

Action

The Board noted the final report on the 2013 Audit from Deliotte.
The Board also noted the draft management representation letter included in
appendix 4 of the report and authorised TS to sign the letter on behalf of the
Board.
13/98

TS

External Auditor Independent Assurance Report on Quality Accounts
The Board noted the external auditor independent assurance report on Quality
Accounts.

13/99

Chair’s and Non-Executive Directors’ (NED) Report
The report on the activities of the Chairman and non-executive directors for the
period was noted.

13/100

Annual Plan 2013/2014 – Revised Financial Statements
The Board noted and discussed the revised financial statements which form part of
the Trust Annual Plan 2013-2014 submission to Monitor.
ST advised that there had been a change in the Trust’s financial plan for 2013-14
since the Board approved the financial statements on 21 May 2013. The revised
position relates to a change in the liquidity position of the Trust as flagged at the
Finance & Performance Committee.
The revised position has moved the Trust’s operating surplus target to breakeven
and improvement of overall liquidity position.
The Board approved the submission of the revised financial statements to
Monitor.

13/101

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

13/102

Date of Next Meeting
Tuesday, 25 June 2013 at 14:30 in the Dulwich Committee Room.
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Board of Directors – Public Meeting Action Tracker
Meeting
Date

Item

Action

Enc 1.5

Who

Due Date

TS/PE

June 2013

Notes

COMPLETED
30/04/2013

13/65

It was agreed that TS/PE would contact University College
London Hospital (UCLH) to discuss their results.

PROPOSED DEFERRAL
30/10/2012

012/149

PE would return in six months to give an update on
progress to implement the cancer patient experience
action plan.

PE/LM

June 2013

JW

Late 2013

JW

October
2013

It is proposed that this is
deferred until the July Board
meeting.

NOT DUE
30/10/2012

21/05/2013

012/149

13/86

JW would undertake some research into the
demographics of the cancer survey respondents and
report back to the Board in due course.
It was agreed that service improvements would be
presented to the Board and a breakdown of the areas of
complaints would be included in the quarterly patient
experience report.

Board of Directors Meeting – 25 June 2013
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Enc. 2.1

Report to:

King’s College Hospital Board of Directors

Date of meeting:

25th June 2013

By:

George Alberti

Subject:

Chairman and Non-Executive Directors’ Report

George Alberti- Chairman
17th May

Attended diagnostic CAG briefing
Meeting with William McKee
Appraisal of Marc Meryon

st

21 May

Attended Board Integration Committee
Attended Finance and Performance Committee
Chaired Board of Directors Private Meeting
Chaired Board of Directors Public Meeting
Attended meeting of NEDs
Chaired meeting at Kings Fund

22nd May

Appraisal of Chief Executive

23rd May

Attended NHS Leadership Summit at Kings Fund
Meeting with Nico Henko, Hugh Taylor, Ron Kerr , Tim Smart

th

28 May

Attended KCH Audit Committee
Chaired Board of Directors Public Meeting
Attended KHP Partners Board

3rd June

Attended PRUH Steering Group
Attended briefing on Bariatric Surgery and Diabetes
Meeting with Dr Srivastaka

4th June

Chaired Consultant interview panel
1:1 with Tim Smart
Attended briefing on Neurosciences
Pre-meeting about future meetings with Monitor

5th June

Chaired additional Board of Directors Private Session

6th June

Opened International Sickle Cell Conference in the WECMet
representatives of Monitor re PRUH with Chris Stooke telecon
with McKinsey re KHP FBC

Enc. 2.1
10th June

Attended Governor Development session
Attended Francis Report Working Group
Attended KHP FBC Steering Group

th

11 June

Part attended Friends of KCH AGM

12th June

Meeting about the London Haven
Attended meeting about ED Planning
Meeting with Nicky Hayes and Jane Walters
Agenda planning meetings for BoD and CoG

13th June

Attended Consultant Development meeting at the PRUH
Attended FTN Quality Working Group

Graham Meek
21ST May

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

28th May

Attended Audit Committee
Attended Board of Directors’ meeting (Private)

5th June

Attended Board of Directors’ meeting (Private) by phone (part)

Chris Stooke
21st May

28th May

Chaired BIC
Attended F&P meeting
Attended private board meeting
Attended public board meeting
Chaired Audit Committee
Attended public board meeting

4th June

Attended meeting with Chair to prepare for Monitor meeting

5th June

Attended private board meeting

6th June

Attended meeting at KCL re Helipad
Attended meeting with Monitor

10th June

Board Go See

Enc. 2.1
Sue Slipman
21st May

Attended KCH Finance and Performance Meeting
Attended KCH Private Board Meeting
Attended Non-executive Directors Meeting
Attended KCH Public Board Meeting

28th May

Attended KCH Annual General Meeting

30th May

30th May: Attended meeting with David Flory, Chief Executive
NHS Trust Development Authority

th

5 June

Attended additional KCH Board Meeting

6th June

Go See visit to Twining Ward with Roland Sinker

13th June

KCH Consultants Development Day held at Princess Royal
University Hospital

14th June

Briefing discussion with Sir Stephen Moss, Chair MidStaffordshire NHS FT

Marc Meryon
20 May

Attended appraisal meeting with George Alberti

21 May

Attended Finance & Performance Committee
Attended Board Meeting – Private Session
Attended Board Meeting – Public Session

28 May

Attended Audit Committee
Attended Board Meeting – Public Session

4 June

Go See: Surgical Critical Care

10 June

Meeting Juliette Glen on staff engagement

Ghulam Mufti
21 May

Finance & Performance Committee
Board of Directors – Private session
Equality & Diversity Committee
NED meeting
Board of Directors – Public session

22 May

Meeting with Tonic re King’s Centenary

Enc. 2.1
23 May

1:1 Mr Mike Marrinan

28 May

Board of Directors – Annual report

4 June

1:1 Prof Sir Robert Lechler

20 June

1:1 Mr Mike Marrinan

21 June

Mr Tim Smart

Faith Boardman
21st May

23rd May

Attended Business Integration Committee
Attended Finance and Performance Committee
Attended Private Board
Attended NED
Attended Public Board
Chaired Appointments Interview Panel

28th May

Attended Audit Committee
Attended Public/Private Board

5th June

Attended Private Board

20th June

Meeting with Performance Review team

Enc. 2.3

Report to:

Board of Directors

Date of meeting:

25 June 2013

By:

Professor Sir George Alberti, Chair

Subject:

Chair’s Report on Council of Governors Activities

Governor activities during the past month have included:
Council of Governors
At its meeting on 15 May, governors received a presentation from Geraldine Walters on the
draft Quality Account and considered the draft Annual Plan. The Council also received
reports on committee and working group activities, the Board’s activities, KHP, and the
Trust’s current performance and financial position. The Council ratified the Trust’s
constitution and a policy on the conduct of non-audit work by the external auditor.
In private session, the Council received a presentation on the FBC: key risks, mitigations
and headline strategies, and re-elected Nicky Hayes as Lead Governor to November 2014.
Governor Development Afternoon
The session on 10 June was attended by 12 Governors, the Chair and one Non-executive
Director. A Foundation Trust Network presentation focussed on the role of Governors post
Health and Social Care Act implementation and the Francis Report and the implications for
our local context. Simon Morioka, MD and founder of Private Public Ltd, spoke about the
differences between mergers and takeovers in the NHS and the synergies available under
them. The day ended with a facilitated session exploring ‘How can I add value as a King’s
Governor?’.
Feedback from the day was very positive. Governors find the new regular bulletin is an
effective communication. Extra support would be welcomed in engaging with constituents,
delivering key messages from King’s and in receiving feedback. Opportunities for Governor
involvement, visiting wards, etc are highly valued. Given the steep learning curve, more
preparation for potential governors as well as new governors is needed, plus clarity about
the expectations placed upon Governors’ contributions, attendance and time commitment.
Transport Feeder Group
The Group met on 13 June and received an update on improvements at Denmark Hill
Station. There were discussions on the route options for the Cross Rail 2 Public Consultation
and Transport Planning for the PRUH. The latter included initial scoping and activity for
reviewing transport access with a view to making recommendations to the Trust executive
about future transport planning arrangements to and from the PRUH site. The Group felt that
additional resources will be required to carry out this analysis. A Transport Feeder Group
Timeline was presented with a review of 2012/13 achievements and an outline of objectives
for 2013/14.
1

Enc. 2.3
FTN GovernWell Programme
Governors have begun attending modules in the Foundation Trust Network’s ‘GovernWell’
training programme including the Core Skills Module, Finance and Business, and Effective
Questioning and Challenge. Later in the year, a joint governors’ training session is planned
with SLaM and GSTT, facilitated by the Foundation Trust Network.

Forthcoming events:
 26 June - Membership and Community Engagement Committee
 01 July - an extraordinary meeting of the Council of Governors (private session) to
discuss the PRUH Full Business Case
 04 July Patient Experience and Safety Committee
 7 July Open Day - Governors will help on the membership stand, meeting members,
patients and local residents, and signing up new members
 18 July joint meeting of KHP Governors
 25 July Governor Strategy Committee
 30 July Extra Board and Council joint meeting
 Early September – extra Council meeting to approve the acquisition of the PRUH (date
tbc)
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Report to:

Board of Directors

Date of meeting:

25 June 2013

By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Board Report

1. Executive Summary
There has been a mixed start to the new financial and regulatory year. There were two
cases of MRSA attributed to the Trust in the month of April, which was a disappointment
after such a strong performance in this area last year and a reminder that we can never be
complacent when it comes to patient care. The Trust successfully submitted its financial and
strategic plans for the year 2013/14 and, at an extraordinary meeting of the Board of
Directors earlier this month, the Board approved submission of the full business case to
Monitor and decided to enter into the regulatory process for the proposed acquisition of the
Princess Royal University Hospital in Bromley.
As events begin to take place to celebrate the hospital’s 100-year presence on the Denmark
Hill site and we prepare to open our doors to the people of Camberwell and beyond at the
annual Trust Open Day, all of those who are involved with King’s College Hospital can look
back and feel proud of the achievements and innovations in patient healthcare made to date.
I am confident that they can also look forward to many more years in which King’s is a leader
in the field, clinically and academically and in partnership with KHP colleagues, on an
expanded site that will help us tackle our operational and capacity challenges and ultimately
help us to provide a higher quality of care to patients.
2. Finance and Performance – month 2
An update on the financial position and a summary of month 2 performance will be provided
at the meeting.
Detailed information can be found in the monthly finance and performance reports contained
within this set of papers.
3. South London Healthcare Trust
At the extraordinary meeting of the Board of Directors on 05 June, a significant milestone in
the Trust’s plans to acquire the Princess Royal University Hospital (PRUH) was reached.
The Board approved the full business case (FBC) which outlines plans in more detail, and
includes the acquisition of Orpington Hospital.
Over the summer period, Monitor will risk assess the FBC. Pending the outcome of Monitor’s
risk assessment and final agreement of the terms with the Department of Health, and subject
to approval by the Secretary of State, the date of acquisition should be 01 October, at which
time King’s College Hospital will increase in size by 30 per cent.
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A great deal of work has gone into putting the FBC together, and a vote of thanks is due to
those staff who have contributed time and effort to getting it right. The next few months will
see more staff involved at a divisional and departmental level in preparing for the acquisition
and our integration across three sites. The Council of Governors will also play an important
role in decision-making process. The Trust will continue to keep staff and key stakeholders
informed.
The Board believes that the PRUH acquisition will bring benefits to staff and patients at
Denmark Hill as well as those in Bromley. Whilst bringing new services and efficiencies to
the PRUH site, the acquisition will also allow decompression of the Denmark Hill site,
enabling delivery of higher quality care.
4. Southwark and Lambeth Integrated Care
In partnership with KHP and primary care and social care providers the Trust continues
develop local integrated services. Lambeth and Southwark Integrated Care (SLIC) aims
transform how healthcare professionals, citizens and communities work together in order
build healthier, happier and longer lives and to reduce the variation in the experience
users.

to
to
to
of

Systemic change and paradigm shifts in behaviours, from service users and service
providers, are required to achieve this and so the SLIC Programme Board has agreed the
following principles to focus on:


Improve and maintain people’s independent living/functional abilities and encourage
healthy behaviours, choices and self-care;



Unite the efforts of partners from health, social care, primary care, patient groups, the
3rd sector and public/private partnerships and build an integrated support framework;
and



Use a Change Model that addresses all system components to enable sustained
change.

A working group is now translating these principles into a programme design.
5. Academic Health Sciences Network
The South London Academic Health Sciences Network (AHSN) has now been formally
licensed, with no conditions attached and will receive £4.63million in its first year of operation.
A number of the 15 AHSNs have conditions on their license and a reduced funding allocation.
Work has been focused to date on the clinical theme Diabetes, which is being led by Andrew
Eyres as Senior Responsible Officer, together with joint clinical directors Charles Gostling,
who is a Lewisham GP, and Natasha Patel, a consultant diabetologist at St George's.
Initially, focus will be on projects in three areas: self-management and structured education,
integrated care and new technologies (including IT and insulin pumps) and the AHSN team
is keen to have as many volunteers as possible to support this work - including patients,
members of the public, clinicians, academics and industry partners. Clinical themes
Musculoskeletal and Dementia will be launched shortly and cross-cutting areas, such as
Informatics, Education and Training, patient experience and research will be developed.
The AHSN team have also been working closely with the development of the Collaboration
for Leadership in Applied Health Research and Care (CLAHRC) bid which would be hosted
by King’s.
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6. Capital, Estates & Facilities
Energy Performance Contract - In March 2013 Schneider Electric were awarded an Energy
Performance Contract (EPC) to reduce the Trust’s energy consumption by 6%, which
equates to annual savings of approximately £250,000. The project will enhance and renew
out-dated machinery and install energy efficient technologies. The project is due to be
completed within 18 months.
Unit 8, King’s Business Park – This unit is being refurbished and will provide a workshop
space and storage facilities. A waste compound will also be located in this unit. Works are
planned to be completed mid-July.
Infill Block 4 – Modular construction of Infill Block 4 is progressing well. All modules are now
on site and it is anticipated that the project will be completed by 31 July 2013. This capacity
will help with winter planning.
7. Media & Events (12 April – 10 June)
Press and broadcast coverage
17 April - The Nursing Standard featured an article about introducing tablets, laptops and
smartphones to free up nursing time for the benefit of patients. King’s is mentioned as one of
the most forward-thinking hospitals in this regard, and is currently implementing iPod Touch
devices to help nurses on the wards.
21 May - The Independent covered a story about doctors at King’s performing life-saving
heart surgery for BBC reporter Justin Webb. The operation - which involves using a stent to
restore blood flow in an almost completely blocked coronary artery – is just one example of
innovations in the management of heart disease.
May - There was extensive national and international media coverage about the two
hospitals – of which King’s was one - which treated the suspects of the murder in Woolwich.
We worked with the Metropolitan police to help manage the large amount of media interest
in the patient’s condition, and helped support staff who fielded questions from patients,
relatives and members of the public.
06-07 June - The Southwark News and South London Press reported on news that
cancelled operations at King’s had risen by 155% in the last year. In our response, we made
it clear that operations are cancelled rarely, and that the vast majority of operations are
carried out on time and as originally planned.
07 June – There was extensive media coverage about the new non-invasive blood test that
can reliably detect whether or not an unborn baby has Down’s syndrome. The study was
conducted by Professor of Fetal Medicine, Kypros Nicolaides, and his team here at King’s.
The test can be given earlier in pregnancy, is more accurate than current checks and carries
less risk than invasive testing.
Events
King’s Open Day – Sunday, 07 July
The King’s Open Day is being held on Sunday, 07 July. The event runs from 11am to
3.30pm, during which time we open our doors to the local community so they can find out
more about what we do. There will be live music, magicians, face painting, a bouncy castle,
free gifts, competitions, as well as a sponsored abseil in aid of the hospital’s charity, which is
kindly supporting the event. This year’s open day will be an extra special celebration as we
mark our 100th year in Camberwell. There will be a number of special centenary related
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exhibitions and events on the day.
King’s to celebrate Centenary Day – Friday, 26 July
As part of the programme of events to mark the centenary, there are plans to celebrate the
official birthday of the hospital on Friday, 26 July 2013. It was on this day in 1913 that King
George V and Queen Mary officially opened King’s College Hospital on Denmark Hill in
Camberwell. The day will include the unveiling of a newly commissioned piece of public art
and the renovated statue of the hospital’s founder Robert Bentley Todd, the publication of a
new history of the hospital and launch of a touring photographic exhibition depicting the
history of King’s.
8.

Consultant Appointments

Following Advisory Appointment Committees in the past two months, there have been seven
consultant appointments.
Specialty

New/Existing Appointee

Start date

Paediatric Dentistry

New

Marrielle Kabban

08/07/2013

Paediatric Surgery

New

Erica Makin

03/03/2014

Neuroradiology x 2 posts

New

Satsuki Thomson

To be arranged

Julie Chandra
Diabetes (Foot)

New

Prasanth Vas

01/10/2013

Cardiology

New

Paul Scott

01/09/2013

Anaesthetics (Pain)

Existing

Catherine Stack

To be arranged

Restorative Dentistry

Existing

Aws Alani

01/01/2014

9.

Chief Executive’s Brief

The CEO Brief to staff for June is attached in appendix 1.
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CHIEF EXECUTIVE’S BRIEF
June 2013 Issue 80
An update from the Chief Executive to all staff at King’s College Hospital
2013 looks like being a momentous year in the life of King’s, the hospital we all love so much. On 27 July. we
will be celebrating 100 years in Camberwell and at the same time looking forward to becoming a much bigger
hospital once we acquire the Princess Royal Hospital in Bromley, along with Orpington Hospital. King’s has
always served a challenged and challenging population, with many healthcare issues, which has enabled us to
develop a number of specialties which are regarded as being leading lights of innovation and care quality. We
will celebrate many of those achievements in a series of events during the year. We have even given our
founder (William Bentley Todd) a facelift – look at his statue in front of the Hambleden Wing. Check Kingsweb
for opportunities to get involved in the Centenary celebrations.
But we have always struggled space-wise and financially. Recently we have been under enormous pressure
because of the volume and acuity of patients. Although we haven’t compromised safety, it isn’t easy. So one
of the compelling reasons for acquiring the PRUH and it satellites is to enable us to relocate some of our cold
elective work there so as to decompress this site and improve the quality of care. Our success in the National
Inpatient Survey results puts us in a good place to deliver even more high quality outcomes in the future once
we integrate the hospitals we are acquiring.
There are two other great things about this momentous development. First, it is the vote of confidence we
have been given by the Secretary of State and the Department of Health. Second, it is the fact that as well as
improving the quality of care we will be providing to the residents of Lambeth and Southwark, we will now be
able to improve the quality of care provided to the residents of Bromley and Orpington too. ‘Always Aiming
Higher’ and ‘Making a Difference to our local community’ have taken on a new and exciting dimension.
We mustn’t lose sight though of some of the other issues we face. We are still deciding how best to respond
to the Francis Report. Please find the time to participate in the staff listening events. You are what makes this
hospital great, and we want to build our plans on the basis of what you tell us needs to be improved. I know
from the Staff Survey that there is more stress in the workplace than we would like, but this is an opportunity
to participate in planning a brighter future for you and for our patients.
And there are developments on so many other fronts too. the reaccreditation process for the AHSC is in full
swing. The business case for considering the merger is making progress. We now have a first class team of
advisors working with William McKee. The Partners’ Board is very impressed by the quality of that team, and
the outstanding value for money we are obtaining from them.
Also, as an agent of the AHSN, KCH has submitted a proposal to host a CLAHRC (yes another set of
abbreviations – Collaboration for Leadership in Applied Health Research), which will be an opportunity to
increase the academic focus of KCH, and will put us at the centre of a series of innovations to leverage
expertise in applied health research (also known as Implementation Science) to achieve step change
improvements in health inequalities. Our chosen themes include Alcohol, Diabetes, End of Life care, Stroke,
Women’s Health, and Patient and Public Involvement; all areas where KCH has leading academic and clinical
capability.
So, as the sun finally comes out, we are truly on the cusp of momentous change. Thank you for making Team
King’s such a formidable organisation.
Tim Smart
Chief Execvutive

An update from the Chief Executive to all staff at King’s College Hospital
King’s in Conversation
As part of King's response to the findings of the
Francis Report on the failings at Mid-Staffordshire
Hospital, the Trust is working to improve and support
the listening culture at King’s and a series of events
with a wide range of staff and patients are planned.
The aim is to involve more than 1,000 staff and 300
patients over the next few months in discussions
around 3 main topics :
Are patients always our first priority?
Would you recommend King's as a place to work or
receive care?
What do you think could be better?
You can choose to take part in a staff only or patient/
staff event or leave it to us to allocate you a space.
Visit the King’s in Conversation Kwiki page where you
can access a registration form. Simply click on the
dates and times that are convenient for you and we
will contact you to confirm the session you have been
booked into. If you have any questions or comments,
please email us at kch-tr.listening@nhs.net.

King’s Open Day – Sunday, 7 July
A final reminder about the King’s Open Day which is
being held on Sunday, 7 July. The event runs from
11am to 3.30pm, and is the one time of the year
when we truly open our doors to the local
community, so they can find out more about what we
do.
Thank you to all those staff who have volunteered to
come in on their day off and showcase the services
they work in. We couldn’t run the Open Day without
the good will of King’s staff, and your enthusiasm and
creativity make the day what it is. We’d like you to
bring along your families as well. There will be free
face painting, live music, magicians, a bouncy castle,
free gifts, competitions, as well as a sponsored abseil
in aid of the hospital’s charity, which is kindly
supporting the open day again this year.
This year’s open day will be an extra special
celebration as we mark our 100th year in Camberwell.
There will be a number of special centenary related
exhibitions and events on the day. For further
information, please contact Marc Masey on 3257.

Brain cancer vaccine trial opens
In a European first, King’s is recruiting patients to take
part in the trial of a brain cancer therapy that uses

the patient’s tumour to develop their own
personalised vaccine. The new therapy is already
significantly extending life for patients in a US trial and
our trial will be the first in Europe. The trial is being
led by Keyoumars Ashkan, our Lead for NeuroOncology.
We have started recruiting patients newly diagnosed
with Glioblastoma multiforme (GBM) - the most
common and most aggressive primary malignant form
of brain cancer. Patients with GBM currently have an
average life expectancy of 12-18 months. However,
patients in the US trial have demonstrated an average
survival time of three years, with some living up to 10
years.
For more information about the trial - including the
selection criteria - read the press release on our
website.
King’s to celebrate Centenary day – Friday, 26 July
2013
As part of our centenary celebrations, we are working
with many of you, as well as local people, to plan a
series of events that reflect King’s presence in
Camberwell over the past 100 years.
We are planning to celebrate the official birthday of
the hospital which is on Friday, 26 July 2013.- the date
that King George V and Queen Mary officially opened
King’s back in 1913.
July 26 2013 will be Centenary Day, and we want to
involve our patients and staff in our celebrations. On
that day we will officially unveil of a piece of public art
work on the King’s site, publish a new history of the
hospital, launch a touring photographic exhibition
depicting the history of King’s, and unveil the
renovated statue of the hospital’s founder Robert
Bentley Todd.
We will also be holding a tea party for staff, and be
giving a centenary celebration cake to every patient
and have arranged for a series of bands to play music
from the past 100 years, in both Hambleden and the
Golden Jubilee Wing during the day. For more
information, please contact Carolyn Ruston on 4186.
Date of last MRSA bacteraemia: 29 April 2013
Clinical area: DMU Ward (Haematology)
Cause: – Positive MRSA result not seen by clinical
staff, and MRSA protocol was not followed before IV
procedure.
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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 12 Executive Financial Summary
YTD Budge t
£'000
103,843
7,315
(64,745)
(47,369)
(7,315)
6,914
61
(52)

YTD Actua l
£'000
109,296
7,526
(68,586)
(49,387)
(7,523)
6,923
(35)
3

Total
(6,006)
(1,348)
Impairment Expense
Operating Surplus KCH NHSFT
KCH Commercial Services (including GSTS Pathology LLP)
Consolidated Annual Surplus

(1,783)
1,320
(463)
0
(463)

Income (excluding off Tariff Drugs)
Off Tariff drugs Income
Pay
Non-Pay (excluding off tariff drugs)
Off Tariff Drugs Expenditure
Capital Charges, Interest and Dividends
Internal Recharges
SLR/Internal Recharges

Annua l Budge t
£'000
625,402
43,893
(387,315)
(286,433)
(43,893)
42,594
358
(612)

Month 2 YTD
Variance
£'000
5,453
211
(3,841)
(2,015)
(211)
9
(96)
55

(435)

Financial Summary
 The Trust is reporting an operating loss of £0.463m year to date excluding the asset impairments of £1.320m.
 The Monitor rating is 3 at month 2.
 The total income position year to date is £116.822m, £5.6m favourable to budget but this is not covering the adverse pay and non-pay variances
which also incorporate adverse variances against the CIP. The CIP achievement to date is £1.796m against a month 2 planned target of £4.045 an
adverse movement of £2.249m. A stretch annual CIP target of £40m has been set with a contingency reserve.
 The CCG’s and NHSE have not determined their QIPPs at service line level and therefore the additional income above plan can be assumed to be
a failure of any demand management against last year’s outturn as well as additional growth.
 The key concern in month 2 is the nursing pay over-spend of £2m year to date which is due to the use of agency staff in specialist areas such as
critical care; the increase in nurse 1:1 care in respect to high dependency patients; and no reduction in sickness and absence levels. The reduction
of agency spend through the implementation of recruitment plans is a key CIP. There is also an element of variable spend to meet the additional
activity levels. Medical staffing is overspent by £842k year to date and this is a result of additional medical locum usage in Neurosciences and
Trauma, Emergency & Acute Medicine.
 The nurse Specialing and additional medical costs were funded by non-recurring winter pressure bids last year. Although CCG contracts have been
concluded for 13/14; it is still unclear if and when winter pressure bids will be considered this financial year. Until this matter is resolved, the Trust
cannot agree to any financial risk share arrangements with CCGs.
 The NHSE contract is nearing completion in terms of cost and volume but there is still no progress regarding CQUIN payments on pass through
drugs and devices.
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Financial Risk Rating Ratios
Financial Criteria

Weight
(%)

Metric to be scored

Month 2

Month 2
Rating

13/14
Plan

13/14 Plan
Rating

Achievement of Plan

10

EBITDA achieved (% of plan)

93.2%

4

94.0%

4

Underlying Performance

25

EBITDA Margin (%)

4.4%

2

5.1%

3

Financial Efficiency

20

Net Return after Financing (%)

-0.1%

3

0.7%

3

20

I&E surplus margin (%)

2.7%

4

0.5%

2

25

Liquidity Ratio (days)

14.7

2

15.1

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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I & E Summary
Income is over-performing by £5.7m YTD. However, £200k of this relates to off tariff drugs,
without which the net over-performance drops to £5.5m. The majority of the over-performance
is in adult critical care and outpatients.
Pay is overspent year to date by £3.8m. Nursing is £2m overspent mainly in critical care,
neurosciences, Liver and acute medicine. Nursing Bank and agency spend has been high in
the last 2 months, over £4.5m YTD (£171k was spent in April 2012 on agency nurses, this has
been steadily increasing and £894k was spent in May 2013, an increase of £723k per month).
This increase is mainly due to the number of vacancies in specialist areas such as critical care
because of an increase in capacity. Divisions are working on recruitment plans to reduce the
numbers of vacancies including overseas recruitment.
There has also been an increase in Specialing and high dependency patients which also has
an impact on the use of bank and agency.
Non Pay is overspent by £2.3m overspent year to date. Clinical supplies are £1m overspent,
the majority of this is in Critical Care and Theatres due to an increase in activity and
decontamination costs. Drugs overspend of £585k is offset by off tariff income.
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Divisional Variance Analysis
Material off-track variances to plan are as follows:
 Critical Care and Theatres - £1,248k adverse. Critical Care is running at an average of 140% bed day occupancy with
level 3 bed being 74%. Since Jan 13 ICU has been using an additional 11 extra beds. Pay over-spent by £498k year to
date due to increased activity and acuity in Critical Care nursing. Medical pay continues to be roughly in line with budget.
Non Pay over-spend is driven by Clinical Supplies in Critical Care due to increased activity and CSSD decontamination
contract for decontaminating surgical instruments. Overall activity in DSU was down due to part closure to accommodate
building work. Theatres activity was 6% up and most of the increases were in Trauma and Orthopaedics, General
Surgery and Maxillo-Facial Surgery
 CSDS - £414k adverse. Provider to provider income is underperforming by £241k and breast screening income is under
by £150k

 Neurosciences - £1,028k adverse. Income is £400k favourable. This partly offsets some of the pay overspend through
salary recharges. Elective neurosurgery income has over-performed by £204k due to off site working and re-opened
beds, however 36 cancellations due to bed pressures means loss of £144k income. Pay is £667k overspent (£200k
offset by income). Medical pay over spent by £140k on unfunded pay arrears and high locum costs, Nursing pay over
spent by £253k on high cost of specials and sickness cover but recruitment plan in place. £552k Non-pay overspend in
mainly drugs and devices which is recovered through off tariff income.
 Liver – £405k adverse. Income is over-performing by £125k. Critical care income is over-performing but this being
offset by under-performance against the endoscopy business case income target. Nursing is £121k overspent, mainly in
Liver ITU. Drugs are £145k overspent, although this is mostly recovered through income. (Removing the effect of drugs
will make the income position adverse
 Surgery - £878k adverse. Income is £691k adverse, elective/day case underperformance in all specialties, further
analysis of income/activity is required. Pay in surgery is breaking even and non-pay is £80k overspent
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Temporary Pay Analysis Trend
The graph to the left shows spend on bank and
agency nursing over the previous periods and it
is showing that the trend is on the increase.
The upward trend in B&A spend continues this
month and the main areas are still CCTD due to
additional critical care capacity and weekend day
surgery lists and the Emergency Department due
to additional shifts.
Shifts are still being escalated to agencies as
there is a need for more highly skilled nurses,
particularly in ED.

The graph to the right highlights an increase in
spend on agency medical staffing over the
previous period, with a steady upward trajectory.
This is in the main due to locum cover consultant
vacancies and holiday cover. Increasing activity
demands has also put pressure on the usage of
agency medical staff in order to achieve planned
RTT targets
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Temporary Pay Analysis by Division
Agency spend (shown to the left) is 82% up
on the same period year to date last year,
with increases in Critical Care & Theatres,
LRS (Liver ITU) and TEAM (Emergency
department)
Agency spend has been steadily increasing
since last year and is particularly high is
specialised areas where recruitment into
vacancies is difficult. Some overseas
recruitment is taking place.

Bank spend (shown to the right) is 20% up
on the same period year to date last year,
with increases in LRS and Networked
services. Increase is mainly due to
specialing and an increase in high
dependency patients

Page 10

Expenditure By Type
Annual
Budget
£'000

YTD
Budget
£'000

YTD
Expend
£'000

YTD
Variance
£'000

PAY

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

(126,641)
(149,439)
(56,801)
(19,338)
(1,533)
(31,315)
(2,248)
(387,315)

(21,219)
(25,008)
(9,455)
(3,228)
(256)
(5,205)
(374)
(64,745)

(22,061)
(27,007)
(9,874)
(3,306)
(245)
(5,704)
(389)
(68,586)

(842)
(1,999)
(419)
(78)
11
(499)
(15)
(3,841)

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

(64,047)
(66,998)
(32,863)
(26,817)
(23,645)
(18,949)
(358)
612
(54,921)
(287,986)

(10,717)
(11,217)
(5,522)
(4,470)
(3,758)
(3,156)
(61)
52
(8,912)
(47,761)

(11,799)
(11,802)
(6,063)
(4,545)
(3,791)
(3,132)
35
(3)
(8,919)
(50,019)

(1,082)
(585)
(541)
(75)
(33)
24
96
(55)
(7)
(2,258)

Total Expenditure

(675,301)

(112,506)

(118,605)

(6,099)

All Income

669,295

111,158

116,822

5,664

Income and Expenditure

(6,006)

(1,348)

(1,783)

(435)

NON-PAY

The table above is an unconsolidated expenditure analysis.
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Income and Expenditure by Division
Division

AMBULATORY SERVICES

NETWORKED SERVICES

CRITICAL CARE, THEATRES AND DIAGNOSTICS

LIVER, RENAL AND SURGERY

TRAUMA, EMERGENCY & ACUTE MEDICINE

WOMENS AND CHILDRENS

Private Patient Service

Corporate Services

Trust total

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

Total

Annual Budget
£'000
117,190
(47,828)
(29,741)
(174)
39,447
158,428
(59,445)
(48,634)
662
51,011
46,729
(71,922)
(59,489)
0
(84,682)
138,473
(60,703)
(24,165)
340
53,945
75,505
(54,996)
(7,436)
0
13,073
97,835
(55,504)
(8,568)
0
33,763
16,314
(2,910)
(3,803)
(1,360)
8,241
18,821
(34,005)
(87,468)
(18,949)

YTD Budget
£'000
19,531
(7,977)
(4,997)
(29)
6,528
26,528
(9,915)
(8,200)
110
8,523
7,767
(11,959)
(9,855)
0
(14,047)
23,238
(10,192)
(4,084)
56
9,018
12,588
(9,297)
(1,268)
0
2,023
16,262
(9,258)
(1,426)
0
5,578
2,719
(481)
(634)
(227)
1,377
2,525
(5,667)
(14,131)
(3,156)

YTD Actual
£'000
19,788
(8,115)
(5,200)
(28)
6,445
27,520
(11,040)
(8,825)
103
7,758
7,195
(12,388)
(10,580)
8
(15,765)
22,554
(10,606)
(4,414)
39
7,573
13,725
(10,034)
(1,530)
0
2,161
16,227
(9,436)
(1,516)
0
5,275
3,123
(537)
(404)
(111)
2,071
6,690
(6,435)
(14,445)
(3,132)

YTD Variance
£'000
257
(138)
(203)
1
(83)
992
(1,125)
(625)
(7)
(765)
(572)
(429)
(725)
8
(1,718)
(684)
(414)
(330)
(17)
(1,445)
1,137
(737)
(262)
0
138
(35)
(178)
(90)
0
(303)
404
(56)
230
116
694
4,165
(768)
(314)
24

174
(121,427)
669,295
(387,313)
(269,293)
(18,949)
612
(358)

29
(20,400)
111,158
(64,746)
(44,595)
(3,156)
52
(61)

24
(17,298)
116,822
(68,591)
(46,914)
(3,132)
(3)
35

(5)
3,102
5,664
(3,845)
(2,319)
24
(55)
96

(6,006)

(1,348)

(1,783)

(435)
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2012/13 CIP YTD Summary
PERFORMANCE AGAINST PLAN

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

CIP
Identified
4,245
4,543
2,580
3,109
1,676
1,671
116
1,539
20,517
39,996

YTD Target YTD Actuals
524
476
317
434
348
241
16
180
1,510
4,045

375
239
101
35
273
198
16
120
439
1,796

Variance
-149
-237
-216
-399
-76
-42
0
-60
-1,071
-2,249

Year to date under performance against CIPs amounts to
£2,249k, 44% achievement.
Schemes with YTD targets where actual results have not yet
been reported are as follows:•
•
•
•
•

Procurement - £432k
Outpatient QIPP - £439k
Commercial Income - £217k
NHSE QIPP - £191k
A&C Reduction - £188k

A prudent position has therefore been taken in that, if no figures
are available then the CIP is deemed unachieved. For Month 4,
processes will be in place to ensure all figures are entered fully.
Actual achievement is likely to be higher than currently reported.

The major variances are as follows :• ACLN: £93k A&C staffing (awaiting information), £13k DSU on the day Cancellation, £7.5k Lewisham Ophthalmology (awaiting information).
• CCTD: £53k Outpatient QIPP, £51k A&C staffing, £50k Drugs purchasing schemes (awaiting information for all of these schemes), £25k temporary
staffing, £20k cardiac flow monitoring
• TEAM: £57k Outpatient QIPP (awaiting information), £48k AAU admissions income, £46k UCC locums, £14k specialing, £7k A&C (awaiting
information)
• LRS: £124k NHSE QIPP, £89k Reduction in diagnostics tests, £50k immunosuppressant savings, £41k OP assessments, £14k Hep B post transplant
drugs, £11k Hepatitis retender. Awaiting information for various schemes.
• NWS: £47k NHSE QIPP (awaiting information), £12k drugs, £8k tests
• W&C: £20k NHSE QIPP (awaiting information), £10k LOS reduction, £8k temporary staffing reduction
• Facilities:
• Corporate: ££21k Finance pay reductions, £14k Patient Records pay reductions, £7k translation services, £5k HR pay reductions
• Trustwide: £432k Procurement, £329k Outpatient QIPP, £217k Commercial income, £50k Noteless, £44k A&C staffing (awaiting information for all of
these schemes).
Divisional meetings are due to take place to monitor CIP plans, with actions to be undertaken to resolve queries and slippage of schemes.
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2013/14 CIP YTD Risk Assessment
RAG RATING OF SCHEMES

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

Green

Amber

Red

2,648
1,473
723
589
1,058
1,073
16
877
2,634
11,093

354
1,440
280
512
24
60
100
306
3,570
6,646

1,244
1,629
1,577
2,008
593
538
0
356
14,313
22,258

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:

£557k A&C reduction – more detailed information required
£348k DNA rate reduction – Division to implement

CCTD:

£318 Outpatient QIPP – more detailed information required
£307k A&C reduction - more detailed information required

TEAM:

£500k UCC Locum reduction - substitution required
£344k Outpatient QIPP – more detailed information required

LRS:

£742k Outpatient QIPP – more detailed information required
£243k Outpatient Assessments LOS –substitution required

NWS:

£284k NHSE QIPP– more detailed information required
£120k Microdisectomy day case – Division to implement

RAG ratings are based on YTD performance if
scheme has already started:-

W&C:

£184k Endoscopy increase – Division to implement (with LRS)
£117k NHSE QIPP– more detailed information required

•
•
•

Trust wide: £6m Business Case margin – approval required
£1.97m Outpatient QIPP- more detailed information
required

£39.996m stretch target CIPs identified.
However £22.258m (55.7%) are currently
Red RAG rated.

Red – less than 50% achievement
Amber – less than 75% achievement
Green – over 95% achievement

If scheme has not yet started, RAG rating is
based on delivery plan status.
Page 14

2013/14 CIP YTD Results by Monitor Category
SPLIT OF CIP YTD TARGETS BY CATEGORY

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

Income
Recurrent
256
101
156
184
199
92
0
5
984
1,976

Pay
Recurrent Drugs Recurrent
149
85
152
106
155
0
29
119
7
75
47
0
0
0
52
94
684

0
0
386

Clinical
Supplies
Recurrent
10
67
6
101
67
12
0
0
432
694

SPLIT OF CIP YTD ACTUALS BY CATEGORY

Misc Other
Non-Clinical Operating Non-Operating
Supplies
Expenses
Expenses
Recurrent Recurrent
Recurrent
Total
0
25
524
12
38
0
476
0
0
0
317
0
1
434
0
0
348
0
89
241
0
16
0
16
4
0
17

9
0
178

110
0
110

180
1,510
4,045

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

Income
Recurrent
227
14
41
22
199
60
0

Pay Recurrent
40
60
59
15
7
39
0

Drugs
Recurrent
82
56
0
2
13
0
0

Clinical
Supplies
Recurrent
10
59
0
-4
54
9
0

5
439
1,007

0
0
219

0
0
153

0
0
128

Non-Clinical
Supplies
Recurrent
0
12
0
0
0
0
0
4
0
17

Misc Other
Operating Non-Operating
Expenses
Expenses
Recurrent
Recurrent
Total
18
0
375
38
0
239
0
0
101
0
35
0
273
89
198
16
0
16
3
0
164

109
0
109

120
439
1,796

SPLIT OF CIP YTD VARIANCES BY CATEGORY

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

Income
Recurrent
-29
-87
-115
-162
0
-31
0

Pay
Recurrent
-109
-92
-96
-14
0
-8
0

Drugs
Recurrent
-3
-50
0
-117
-63
0
0

Clinical
Supplies
Recurrent
0
-8
-5
-105
-13
-3
0

0
-545
-969

-52
-94
-465

0
0
-233

0
-432
-566

Non-Clinical
Supplies
Recurrent
0
0
0
0
0
0
0

Misc Other
Operating
Expenses
Recurrent
-7
0
0
-1
0
0
0

0
0
-0

-7
0
-14

NonOperating
Expenses
Recurrent
0
0
0
0

0

Total
-149
-237
-216
-399
-76
-42
0

-2
0
-2

-60
-1,071
-2,249
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Month 2 Working Capital Summary
Capital Summary
 Capital Plan
 The Capital Plan has been included on page 17. The annual budget for 2013/14 is £52.986m of which £35.331m is for the Critical Care
Unit and is to be funded by the loan being received from the Foundation Trust Financing Facility.
 £675k of the Capital Plan will be funded by charitable donations with the remaining £16.980m being funded by internal Trust resources
such as Depreciation.
 Capital Expenditure
 Capital expenditure to month 2 was £2.163m against a year-to-date budget of £3.431m. The current under spend of £1.268m against
year-to-date budget relates primarily to major works projects and the phasing of the budget over the first quarter of the financial year. It
is anticipated that the spend will increase in month 3 and the underspend will decrease.
Working Capital Summary
 As at month 2 outstanding trade debtors totalled £41.971m.
This total includes the following outstanding amounts:
 Private Patient and Overseas Visitors debts
 PCT SLA Invoices 2012/2013
 PCT SLA Over-Performance Invoices 2012/2013
 PCT Work-in-Progress as at 31 March 2013
 CCG SLA & NHS Commissioning monthly invoices 2013/2014
(a credit of £4.9m has been raised to NHS Commissioning in June 2013)
 Health Education England SIFT Facilities & Dental SIFT Q1 Invoice 13/14
 King’s College London

£7.027m
£0.247m
£0.514m
£2.731m
£10.785m
£10.000m
£4.900m

 The Cash balance at the end of Month 2 was £22.955m against a forecast cash balance of £18.628m.
Working Capital Facility
 The Trust’s Working Capital Facility with NatWest is due for renewal at the end of July and pricing proposals are currently being internally
reviewed by NatWest’s credit team.
 The Trust has not utilised its Working Capital Facility in the current financial year.
Prudential Borrowing Limit
 The Trust is currently utilising £92.737m (66%) of its 2012/13 Tier 1 Prudential Borrowing Limit (Long-term borrowing) of £141m leaving
headroom of £48.263m.
 The Foundation Trust Financing Facility agreed in December 2012 to provide external funding to the Trust to finance the construction of the
Critical Care Unit. The first drawdown of funds against this loan was received in March 2013 for £4.4m and a further £5.9m has been received
in June 2013. This loan will not breach the Trust’s Prudential Borrowing Limit.
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Projected 3 Year Capital Plan
Scheme
MAJOR WORKS
Maternity (MLU/MAU Expansion)
Emergency Centre (Majors & External Works)
Critical Care Unit - Phase 1
Critical Care Unit - Fees Phase 1 & 2
CCU Enabling Works - IFB 5
CCU Development - Cyber Knife Enabling Works (IFB 5 Basement)
CCU Development - Unit 8 (Waste Compound)
Site Wide Infrastructure
CCU Contingency Reserve
Critical Care Unit - Phase 2
Energy Performance Contract
Pet CT Scanner Enabling Works
Day Surgery Unit
Liver Lab Research Facility
Pharmacy Dispensing Expansion
Helideck
Diabetic Foot Clinic
Office Moves & Reconfigurations (eg E-learning to Unit 4)
Trundle Ward
Ultrasound Reconfiguration
Mortuary Expansion
Endoscopy - Perfusionists Move / Changing Rooms / Fire Damage
Decked Car Park
Clinical Research Facility (Building)
Renal Dialysis Expansion
Adult Cystic Fybrosis Inpatient Facility - Guthrie
Portakabin Replacement
Additional Major Schemes
MINOR WORKS SCHEMES
MEDICAL EQUIPMENT
Medical Equipment new and replacement
Medical Equipment new and replacement (Critical Care)
INFORMATION TECHNOLOGY - TANGIBLE ASSETS
INFORMATION TECHNOLOGY - INTANGIBLE ASSETS
DONATED - MAJOR WORKS
Consulting Rooms for ATOS (Funded by ATOS)
Adult Cystic Fybrosis Inpatient Facility - Guthrie

2013/14
£'000

Annual Plan
2014/15
£'000

2015/16
£'000

1,280
1,279
20,012
5,000
2,000
2,200
1,600
3,504
1,015
4,000
1,000
377
252
84
43
600
200
750
700
300
750
500
200
47,646
1,000

21,600
3,000
700
1,500
430
350
27,580
1,000

3,000
3,000
1,000

1,165
1,165
2,000
500

1,000
3,000
4,000
1,500
500

1,000
3,000
4,000
1,500
500

300
300
375

250

10,250

375

430
430
250
349
599

Total Capital Budget Expenditure

52,986

35,609

External Funding - CCU Capital Loan

35,331

20,269

Net Spend after CCU Loan

17,655

15,340

10,250

675
3,000
15,645
19,320

1,029
15,989
17,018

250
16,289
16,539

(1,665)

(1,678)

(6,289)

DONATED - MEDICAL EQUIPMENT
Critical Care Equipment

Internal Funding
Donations
Energy Grant
Depreciation

Additional Internal Funding (Available) / Required

250

-
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Capital Expenditure Summary
Month 2
Budget
Total per capital category

Annual Plan
2013/2014

Expenditure

Period Budget

Actual YTD

Cost to Complete

Total Cost
2013/2014

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

47,646
1,000
1,165
2,000
500
300
375

2,708
150
219
284
70
0
0

1,503
20
423
157
0
0
60

46,143
980
742
1,843
500
300
315

47,646
1,000
1,165
2,000
500
300
375

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

52,986

3,431

2,163

50,823

52,986

Budget
Gross capital expenditure b/f
Gross Cost

Period Budget

Anticipated
Changes

Actual to date

Y/E Forecast

52,986
52,986

3,431
3,431

2,163
2,163

50,823
50,823

52,986
52,986

675
675

0
0

60
60

615
615

675
675

Capital Charge against Capital Resource Limit

52,311

3,431

2,103

50,208

52,311

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

15,645
0
35,331
1,335
52,311

2,438
0
0
993
3,431

2,438
0
0
(335)
2,103

13,207
0
35,331
1,670
50,208

15,645
0
35,331
1,335
52,311

Variance : + over / (-) under

0

0

0

0

0

Less:
Capital Donations held on Trust, NOF monies
Total
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Working Capital - Debtors
Total Outstanding

0 - 30 days

31 - 60 days

61 -90 days

Over 90 days

£

£

£

£

£

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

16,055,303
8,096,579
74,758
3,635,488
27,862,127
(1,687,458)
26,174,669

89,648
541,177
46,373
1,511,966
2,189,164
2,189,164

12,406,526
7,555,402
20,465
425,900
20,408,293
20,408,293

2,694,106
(16,588)
366,005
3,043,523
3,043,523

865,023
24,507
1,331,616
2,221,146
(1,687,458)
533,688

139,788
4,957,376
145,373
1,839,165
7,081,702
(336,294)
6,745,408

62,485
579,081
27,739
440,417
1,109,722
1,109,722

20,050
279,081
8,374
165,286
472,790
472,790

(112,969)
547,990
94,634
276,272
805,928
805,928

170,223
3,551,224
14,626
957,190
4,693,263
(336,294)
4,356,969

34,943,829

3,298,886

20,881,084

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 1
Month 12

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%

9%
38%

60%
14%

3,849,451
11%
12%

6,914,409
20%
36%

3,510,525
(226,181)
3,284,344

505,231
505,231

731,188
731,188

597,773
597,773

1,676,333
(226,181)
1,450,152

3,516,264
(1,451,260)
2,065,004

599,486
599,486

443,824
443,824

321,032
321,032

2,151,922
(1,451,260)
700,662

1,104,717

1,175,012

918,805

7,026,789

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

3,828,255
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Working Capital - Creditors

Overall Total
£
NHS Bodies

0 - 30 days
£

31 - 60 days
£

61 -90 days
£

Over 90 days
£

5,145,049

174,186

1,864,266

759,607

2,346,989

Non NHS Bodies

21,911,824

5,691,220

8,872,791

2,885,324

4,462,489

Total

27,056,873

5,865,406

10,737,058

3,644,931

6,809,478

100%
100%

22%
36%

40%
45%

13%
5%

25%
14%

% of Total Outstanding - Month 2
- Month 12

Invoiced trade creditors – excludes accruals and employer costs
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Cash Summary
Cash Balances
 The Cash balance at the end of Month 2 was £22.955m against a forecast cash balance of £18.628m.

 The Trust’s Working Capital Facility is £35m and the Trust has not utilised this Facility in the current financial year.
Cash Flow Variances to 31st May 2013:

 To 31st May 2013, the cash received from the CCG’s and other NHS Trusts was £15.7m less than forecast due to SLA
Contracts not finalised with CCGs and NHS England.

 Cash received for Training and Education was £6.4m less than forecast due to contracts not finalised.
 Cash payments received from GSTS Pathology were £2m more than forecast to date due to an increase in invoices
raised

 VAT and Other Income was £3m more than forecast this was due mainly to the increase on the VAT Refund. The
refund had an extra month “Additional Claim” as well as an increase in the number of Supplier invoices posted to the
ledger.

 Payments to NHS Professionals for bank and agency staff were £1.9m less than forecast due to delayed payments.
Additional payments will be made in June to bring this back in line with the forecast and the account up to date.

 Payments against capital invoices were £4.5m less than forecast, this was due to delayed receipt of authorised Capital
invoices and slippage with the start of some capital projects.

 Revenue creditors were paid £3m less than forecast in the first 2 months of 13/14 due to the delayed receipt of CCG
and NHS England income above.
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Cash Flow
Cashflow Statement 2013/14
Forecast Plan
TOTA L
A NNUA L PLA N
Forecast
£'000s
Balance B/F

A pr-13

May-13

A CTUA L
£'000s

A CTUA L
£'000s

QTR 1
2013/14
A CTUA L
£'000s

QTR 2
2013/14
A CTUA L
£'000s

QTR 3
2013/14
A CTUA L
£'000s

QTR 4
2013/14
A CTUA L
£'000s

40,502

40,502

36,205

40,502

27,816

26,640

27,685

532
53
527
0
23,898
17,743
1,289
162
0
190
0
159
0
133

0
0
0
0
20,761
15,211
1,594
147
0
248
0
212
0
403

1,434

1,864

Research and Development
Training & Educ: S IFT facilities, placement & HD
Training & Educ: MADEL & PGME
Training & Educ: Dental (S IFT)
Training & Educ: S ELS HA WDC & Dental NMET
Merit Awards
Haven Contract
Pathology (Joint Venture)
Caregroup Operational Income
VAT reclaims
Consultant's Fees income (Private Patients)
sub-total

532
53
527
0
44,659
543,990
2,883
309
0
438
0
371
0
536
0
15,754
0
10,176
42,519
0
0
629
127
0
20,082
33,541
19,215
4,156
740,497

0
0
0
0
0
0
0
3,245
5,302
1,772
350
56,789

0
0
0
0
629
127
0
1,837
1,719
2,443
306
47,501

532
53
527
0
44,659
91,014
2,883
309
0
438
0
371
0
536
0
4,882
0
2,544
10,629
0
0
629
127
0
6,582
9,673
5,715
1,006
183,109

0
0
0
0
0
146,460
0
0
0
0
0
0
0
0
0
3,624
0
2,544
10,630
0
0
0
0
0
4,500
7,956
4,500
1,050
181,264

0
0
0
0
0
152,079
0
0
0
0
0
0
0
0
0
3,624
0
2,544
10,630
0
0
0
0
0
4,500
7,956
4,500
1,050
186,883

0
0
0
0
0
154,437
0
0
0
0
0
0
0
0
0
3,624
0
2,544
10,630
0
0
0
0
0
4,500
7,956
4,500
1,050
189,241

Expenditure
Pay monthly (incl Pay Awards)
PAYE/NIC/S UPER (CHAPS )
Agency S pend (NHS P Bank)
Consultants' Fees
PFI project
AAH
Pathology (Joint Venture)
NHS LA Clinical Negligence
Non-pay Direct Debits (leases, rates)
Non-pay Revenue Trade Creditors (Incl. CIPs)
sub-total

221,855
167,931
34,122
4,156
29,044
4,806
34,144
13,284
11,703
192,845
713,890

16,803
12,585
1,676
350
2,990
406
3,312
1,107
988
18,939
59,156

17,142
13,586
2,446
306
3,044
400
2,832
1,107
1,715
15,970
58,548

52,736
40,347
7,122
1,006
8,335
1,206
8,944
3,321
3,603
60,061
186,681

56,373
42,528
9,000
1,050
6,903
1,200
8,400
3,321
2,700
40,431
171,906

56,373
42,528
9,000
1,050
6,903
1,200
8,400
3,321
2,700
45,312
176,787

56,373
42,528
9,000
1,050
6,903
1,200
8,400
3,321
2,700
47,041
178,516

9,358

10,096

10,725

Income

NHS Clinical Income
S outhwark PCT S LA (Excl Merit Awards)
Lewisham PCT S LA
Lambeth PCT S LA
LS L PCT Other (Palliative Care)
S LAs : CCG's & HBs
S LAs : NCB
Provider to Provider Income
PCT NCAs
PCT CCG's
PCT 5Bs
DoH - patient activity (NS CAG)
RTA's
Patient S LA Overperformance 2013/2014
Patient S LA Overperformance 2012/2013

Non-NHS Clinical Income
Private Patients

Other Income

Cash from operations

26,607

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

53,888
3,675
(3,675)
7,547
(33,600)
450
562
124
804
(82)
68
89
458
326
2,484
7,440
40,558

Net Inflow / Outflow

(13,951)

Forecast Balance C/F

26,551

(2,367)

(11,047)

(3,572)

1,048
0
0
0
0
0
0
0
67
(12)
0
0
0
0
207
620
1,930

1,302
0
0
0
0
0
0
0
67
(10)
17
0
0
0
207
620
2,203

11,534
0
0
0
(5,900)
225
281
0
201
(28)
17
46
232
25
621
1,860
9,114

(4,297)
36,205

(13,250)

(12,686)

22,955

27,816

10,344
1,050
(1,050)
3,647
(6,200)
0
0
62
201
(18)
17
0
0
0
621
1,860
10,534
(1,176)
26,640

13,335
1,101
(1,101)
0
(7,800)
225
281
0
201
(18)
17
43
226
60
621
1,860
9,051
1,045
27,685

18,675
1,524
(1,524)
3,900
(13,700)
0
0
62
201
(18)
17
0
0
241
621
1,860
11,859
(1,134)
26,551
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Analysis of Cash Balances (Monthly)
GRAPH A – Monthly Net Cash Balances (incl. Overdraft)
Monthly Cash Balances

NatWest

GBS- Citibank

Cash Balance

45,000

40,000

35,000

30,000

£'000

25,000

20,000

15,000

10,000

5,000

Mar-13

Apr-13
Date

May-13

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

Balance (£'000)

80,000

70,000

60,000

£'000

50,000

40,000

30,000

20,000

10,000

30-Jun-12

31-Jul-12

31-Aug-12

30-Sep-12

31-Oct-12

30-Nov-12

31-Dec-12

31-Jan-13

28-Feb-13

31-Mar-13

30-Apr-13

31-May-13

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

31 March 2013

31-May-13

Consolidated
Annual Plan
Forecast

£'000

£'000

31 March 2014
£'000

NON-CURRENT ASSETS
Intangible Assets
Property, Plant & Equipment
Investments in associates
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
Total Assets less Current Liabilities
NON-CURRENT LIABILITIES
Interest-Bearing Borrowings
Provision
Other Financial Liabilities
Total Non-Current Liablilities

1,399
270,311
816
76,496
3,834
352,856

1,293
272,211
816
73,267
3,834
351,421

1,104
301,946
1,749
74,372
3,834
383,005

11,333
38,684
1,968
(4,666)
5,866
3,258
40,502
96,945

10,868
47,634
8,231
(5,360)
14,699
4,138
22,956
103,166

11,300
39,934
2,968
(4,667)
9,613
3,258
26,551
88,957

(1,135)
(5,552)
(3,316)
(4,095)
(32,908)
(14,958)
(31,664)
(93,628)

(1,135)
(6,090)
(3,226)
(8,235)
(27,020)
(18,960)
(36,306)
(100,972)

(1,091)
(4,442)
(1,006)
(4,400)
(30,908)
(14,974)
(30,742)
(87,563)

356,173

(15,349)
(6,893)
(75,583)
(97,825)

353,615

(15,349)
(6,893)
(75,584)
(97,826)

384,399

(49,590)
(6,384)
(74,702)
(130,676)

Total Assets Employed

258,348

255,789

253,723

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

135,678
87,538
35,132

135,678
87,757
32,354

135,678
88,913
29,132

Total Taxpayers' Equity

258,348

255,789

253,723




Trade and Other Receivables includes NHS and Non-NHS debtors on page 19
Trade and Other Payables includes NHS and Non-NHS Creditors on page 20
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Public Sector Payments Policy
Paid to NHS Organisations

Amount Paid on Time

Public Sector Payments Policy
2013/14

Through AP Direct Debit
£'000

£'000

Total
£'000

Through AP Direct Debit
£'000

£'000

Total

% of

% of

% Paid

Cum Ave

£'000

AP

DD

on Target

on Target

April

2,505

2,783

5,288

1,480

2,783

4,263

59%

100%

81%

81%

May

2,068

3,553

5,621

829

3,553

4,382

40%

100%

78%

79%

4,573

6,336

10,909

2,309

6,336

8,645

50%

100%

79%

Paid to Non NHS Organisations
2013/14

Through AP Direct Debit
£'000

£'000

Amount Paid on Time

Total
£'000

Through AP Direct Debit
£'000

£'000

Total

% of

% of

% Paid

Cum Ave

£'000

AP

DD

on Target

on Target

April

17,447

8,582

26,029

9,413

8,582

17,995

54%

100%

69%

69%

May

15,173

8,885

24,058

7,172

8,885

16,057

47%

100%

67%

68%

32,620

17,467

50,087

16,585

17,467

34,052

51%

100%

68%
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Glossary
CIP – Cost Improvement Plan
SLA – Service Level Agreement
PDC – Public Dividend Capital
PSPP – Public Sector Payment Policy
Working Capital Facility - represents a sum of money reserved by the relevant bank for potential use by
the Foundation Trust
Asset - An asset is a resource controlled by the enterprise as a result of past events and from which future
economic benefits are expected to flow to the enterprise
Liability - an entity's present obligation arising from a past event, the settlement of which will result in an
outflow of economic benefits from the entity
Equity - the residual interest in the entity's assets after deducting its liabilities
EBITDA – Earnings before Interest, Taxation, Depreciation and Amortisation
EBITDA Achieved (% of Plan) – measures the achievement of earnings against plan
EBITDA Margin (%) – Measures Earnings as a percentage of total income indicating underlying
performance
Return on Assets excluding Dividends – Net surplus before Dividends as a percentage of average assets
indicating financial efficiency
I & E Surplus margin net of dividends – Net surplus as a percentage of total income indicating financial
efficiency
Liquidity Ratio (days) - The liquidity ratio (days) indicates the number of days that net liquid assets can
cover operating expenses without further cash coming from cash sales of fixed or long-term assets.
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Board of Directors
25 June 2013
2013-14 Month 2
Performance

Roland Sinker
Chief Operating Officer
1

Report to:

Board of Directors Meeting

Date of meeting:

25 June 2013

Subject:

Performance Report, Month 2 2013/2014

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 interim Quarter 1 position based on performance reported for May 2013.
It also contains an update on the Trust’s contractual position at M2 including the latest position on CQUIN
agreements.

2. Action required
The Board is asked to approve the M2 performance reported against the governance indicators defined in the
Monitor Compliance framework for Quarter 2.

2

3.

Key implications
Legal:

Statutory reporting to Monitor and the DH.

Financial:

Trust reports financial performance against published plan.

Assurance:

The summary report provides assurance that the Trust has met the performance targets
as defined within the Monitor compliance framework for the interim Q1 position in
2013/14, with the exception of the RTT Admitted target. The Trust is rating itself an
Amber-Green governance rating for the interim Q1 position due to this indicator not
being achieved in Q1.

Clinical:

There is no direct impact on clinical issues.

Equality & Diversity:

There is no impact on equality & diversity issues.

Performance:

The summary report demonstrates that the Trust has achieved the performance
indicators for the interim Q1 position based on the May 2013 position as defined in the
Monitor compliance framework, with the exception of the RTT Admitted target.

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)

Finance data was not available to include in the Trust scorecard report at the time of
publishing this report.
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Executive Summary (1/6)
1.

Trust Wide 2013-14 Key Areas of Performance for Month 2:
1.1 Good Performance
Access Targets - Cancer waiting time targets and the RTT Non-admitted completed pathway and
Incomplete pathway targets have been achieved in May. The Emergency Care performance target
continues to achieve in Q1 with 96.5% of patients seen within 4 hours compared to the 95% target, with
clinical effectiveness indicators showing signs that the system is de-compressing.
Health Care Acquired Infection (HCAI) – No VRE bacteraemias have been reported to date this year,
and no further MRSA cases have been attributed to the Trust following the 2 cases reported in April.
There was 1 c-difficile case reported in May so 6 cases have been attributed to date this year which is
lower than the trajectory of 8 cases, and a better position compared to the 9 cases reported at this point
last year.

1.2 Performance challenges – 4 Areas
RTT Admitted – As planned, the RTT Admitted completed pathway target was not achieved in May-13
with 88.2% of patients admitted within 18 weeks which is below the 90% target, but consistent with the
Trust’s planned self-certification with Monitor not to achieve this target during 2013-14. Emergency activity
remains high, especially in comparison to this time last year, which does disrupt the flow of planned
elective inpatient flow within the hospital.
Red Adverse Incidents (AIs) – 19 adverse incidents have been reported in May compared to 11 incidents
reported for April. The Trust is now required to report all grade 3 or 4 pressure ulcers as red incidents. 10
pressure ulcers were reported for May of which 9 were acquired in the community or at other Trusts.
Tertiary transfers - Capacity pressures continue to restrict our ability to bring in tertiary transfer patients
as we would like. Repatriation bedday delays are a contributing factor, and whilst delays reduced
considerably from 626 beddays in April to 296 beddays in May, they remain above our internal target of 90
beddays. Transfer delays still accounted for effectively 10 beds per day on average for May.
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Executive Summary (2/6)
Diagnostic Waits - There were 201 breaches of the 6-week diagnostic waiting time standard at the end of
May compared to 141 breaches at the end of April, representing over 4.2% of patients waiting over 6
weeks against the national 1% target. 179 of the breach patients are Cardiology (echo) test patients which
represents an increase of 52 breaches compared to April reported position.
1.3 Actions – 4 areas
RTT admitted – The Trust priority remains the reduction of the number of 52+ week wait patients with
particular focus on Neurosurgery, but also General/Bariatric Surgery and Orthopaedic patients. The Trust
is planning not to achieve this target for 2013-14, and is in the process of agreeing an in-year trajectory
with commissioners which will demonstrate compliance by March 2014. The key specialty areas of
concern are: General Surgery, Urology, Orthopaedics, Neurosurgery, HpB and Gynaecology.
Red Adverse Incidents (AIs) – With the exception of the pressure ulcer cases acquired outside of the
hospital, all other red incidents will be the subject of internal review and the results of the investigations
will be taken to the Serious Incident Committee.
Tertiary transfers - We continue to track and prioritise our Tertiary transfers on a daily basis. Repatriation
delays are escalated daily to Director of Operations at relevant Trusts.
Diagnostic Waits - A weekly diagnostic waiting list review meeting is now in place, chaired by the
Divisional Manager for Critical Care, Theatres and Diagnostics with service manager representation from
all reportable diagnostic areas. The current breaches remain primarily Stress echo investigations which
require specialist input.
Echo breaches - An echo recovery plan has been developed to address the breaches for both
transthoracic echo and stress echo tests. The majority of the actions are underway and a number of
actions have been completed including the creation of additional Saturday clinics and management of
appropriate stress echo tests to exercise stress echos. Further discussions are taking place in June to
determine additional suitable clinic room availability to increase physical capacity in outpatients.
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Executive Summary (3/6)
2.

Other areas of concern:
2.1 Hospital Acquired Alert Organisms - The increase in cases in May were for VRE colonisation. A point
of prevalence VRE screen was undertaken in all Liver wards and ICU, and found 25 new cases were
colonised. An action plan is currently being developed.
2.2 HRWD – Despite the recent good performance in the HRWD survey section scores reported,
performance dipped in May this year with none of the section scores achieving their targets at a Trust level.
The Liver, Renal and TEAM divisions were predominantly red-rated across the sections and this will be
picked-up in the monthly division performance review meetings.

2.3 Patient Cancellations – The number of operations cancelled on the day of operations remains high
with 76 cases reported in May compared to 70 cases in April, and only 19 cancellations reported at this
time last year. The number of outpatient appointments cancelled by the hospital has reduced in May to just
over 8000 appointments, higher than the target of just under 6500 appointments. The Ambulatory division
is taking the lead for reviewing the reasons for the high cancellation levels in outpatient clinics.
2.4 Complaints – Just under 54% of complaints were responded to within the Trust’s internal 25 day
target, which is a slight worsening in the responses reported compared to last month. The lowest response
times currently relate to complaints attributed to the Networked Services division where 9 out of 16
complaints are still open and require a response. Complaints and current response times are reviewed and
challenged at the weekly Performance Improvement Group chaired by the Chief Operating Officer.
2.5 Mixed Sex Accommodation - There were 19 Single Sex accommodation breaches reported in May
2013, which represents a decrease of 30 cases compared to April. All breaches were delayed discharge
patients from surgical and medical critical care units. Delays are reviewed daily and prioritised with
divisions.
2.6 Mandatory and Statutory Training - The overall index score for reporting staff who have attended
mandatory & statutory training courses shows no movement at 68, compared to the expected index of 100.
This will be picked up by the Organisational Safety Committee.
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Executive Summary (4/6)
3.

Regulatory and Contractual Performance
3.1 Monitor
Monitor Q1 position - The Trust has achieved the performance indicator targets in the Monitor Compliance
framework for May with the exception of the RTT 18 Week Admitted target. The Trust is therefore rating itself
as Amber-Green for the current Q1 2013/14 position due to the non-achievement of the RTT 18 Week
Admitted target.
Care Quality Commission (CQC) - The June 2013 Quality Risk Profile (QRP) report was published in 7
June 2013. The report shows that all outcomes are the same with the exception of a positive movement in
Outcome 14: Supporting staff, and a minor adverse move in Outcome 21: Records due to a refresh of the
Information Governance Toolkit. A casenote and coding review is being undertaken to investigate the
mortality indicator alerts that were reported in previous QRP reports earlier in the year for the Cardiology
and Orthopaedic diagnosis group areas. The outcome of the reviews will be presented initially to the
Mortality Monitoring Committee by August.
The CQC have confirmed that they will be coming on-site to conduct their annual inspection between now
and October, and the focus of the inspection will be on the following services:
 A&E and the emergency pathway,
 Maternity
 Elderly Care.
The CQC have outlined that there are 5 specific questions that they will tackle for each of the services:







Are they safe?
Are they effective?
Are they caring?
Are they well led?
Are they responsive to people’s needs?

This will form part of the focus of the divisional performance review meetings to be held at the end of the
8
month.

Executive Summary (5/6)
3.2 Contractual
Clinical Commissioning Group (CCG) - The Contract has been signed with the CCG Commissioners for
2013-14. There is a commitment from the Trust and CCG to ensure all outstanding schedules are completed
for 28th June.
NHS England - Activity, finance and QIPP have been agreed whilst CQUIN remains outstanding. There is
an expectation to sign the contract by 28th June, but a more realistic assessment is that it is likely to take
until the end of July.

CQUIN 2012/13 – The Q4 position has been confirmed by commissioners as 100% delivery of the CQUIN
scheme standards, with an associated financial value of £3.7m. CQUIN performance for 2012-13 overall
has therefore been confirmed as 100% (£10.2m).
CQUIN 2013/14:
CCG - The Trust has agreed 7 of 9 CQUINs with the CCG. The agreement of Family & Friends and Cancer
is still outstanding as we are waiting for further clarification from the CCG.
NHS England - The Trust has agreed 6 of the 10 CQUINs with NHS England. There are a number of
outstanding issues in negotiation with the remaining CQUINs, as NHS England continue to alter their
requirements.
4.

Specific Performance Reports and other updates

This month’s report includes for the first time, new full reports for:
4.1 Infection Control
Further details on the enhanced actions for 2013-14 can be found in the HCAI Action Plan, provided later in
this report.
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Executive Summary (6/6)
4.2 Demand and Capacity Review leading to updated ED and RTT Action Plans
This paper summarised the key findings from a review of winter and key outputs from the demand and
capacity modelling work that Ernst & Young are undertaking for the Trust. Further details can be found later
in this report.
4.3 Francis Working Group Update
In response to the Francis Report published in February 2013, the Trust has setup a Francis Working Group
dedicated to considering the recommendations and developing an action plan in response to the key
messages. This group is an Executive Committee that reports to the Trust Board which includes members
of the Trust Executive and Board including non-executive Directors and Chairman, professional leads from
nursing and medicine.
There are 6 work streams each of which has an executive lead, and work is being taken forward through a
series of sub groups and cross-cutting initiatives. The main priority is the establishment of a rolling
programme of Listening events which start on 20 June, which will provide valuable information from staff but
also from patients.
The Francis Operational Group will review each of the 290 recommendations from the Francis Report to
ensure our work captures all of the important messages. Our approach is being tested by conducting a
review of what other London and non-London hospitals are undertaking, and this will be reported to Board in
July.
A more detailed update on the work within each of the 6 work streams can be found in the Francis Working
Group May 2013 progress update at the end of this report.
4.4 Medirest – Meat Supply Chain Update
The Compass Group UK & Ireland (Medirest) has issued an update in June 2013 to provide further
reassurance that they remain focussed on managing a robust supply chain for meat products and that they
have the necessary on-going due diligence in place to maintain it. The update contains 10 key
commitments which ensures the integrity and traceability of their meat supply chain remains a key priority
within their organisation, given the recent issues publicised surrounding meat supply chain and suppliers. 10
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Trust Month 2 Performance
Summary
Domain*

Key Highlights

Clinical
Effectiveness

10

5

Safety

8

4

Patient
Experience

10

0

Finance & Operational
Efficiency

6

7

Staffing measures

2

1

Key Actions

Patient access targets for Cancer Waiting Times, and RTT Non-Admitted completed and RTT Incomplete pathways were
achieved this month. The RTT Admitted completed pathway target was not achieved at 88.2% which is consistent with
the Trust plans not to achieve this target as the backlog of longer waiting patients is reduced. Elective ALOS has decreased
to 5.4 days and is now 0.7 days above the 4.7 day stretch target. Repatriation bedday delays decreased from 626 beddays
in April to 296 beddays in May - effectively 10 beds per day on average for May compared to 21 beds per day for April.
Key concerns are:
• Emergency Care – 96.5% of patients were seen in A&E within 4 hours, achieving the 95% target for May, and the standard
is being achieved so far in June, but remains a concern.
Leading indicators for efficiency: Recording of Expected date of discharge (EDD) has increased slightly from 48.6% in April
to 50.6% in May, but is still not achieving the internal 90% target.

• Latest actions and divisional plans can be
found in the specific performance update
reports in this paper for RTT performance
• Daily meetings continue to be held with the
Assistant Director of Performance & Contracts
to review breaches in A&E
• Weekly RTT meetings continue to take place
to track longer-waiting patients
• Weekly Cancer waiting list meetings continue

No new MRSA cases attributed to the Trust during May but 2 reported cases to date. 99.6% of elective patients and 98.7% of
emergency patients were screened for MRSA. No new VRE cases were reported this month.
Key concerns are:
• HCAI (CDT) – 1 CDT case was reported in May in Liver (Dawson Ward), achieving the internal YTD trajectory of 8 cases and
lower than the 9 cases reported this time last year.
• Red AIs and red shifts – 19 Red AIs reported in May: 3 in Clinical Site Management (ED), 2 in Orthopaedics (Lister and
Matthew Whiting), 1 in Child Health (Philip Isaacs), 1 in CSDS (Radiology), 1 in Critical Care (Theatre), 1 in Haematology
(Davidson) and 10 attributed to another Trust (patients with grade 3 or 4 pressure ulcers acquired in the community or other
Trusts) 30 red shifts reported in May: 8 in Neurosciences, 5 in Surgery, 5 in Liver, 4 in Renal, 4 in TEAM, 3 in Child Health.
Leading indicators of safety:
● Hand Hygiene – audit compliance rose to 81.3% overall in May (compliance was 91.1% for actual audits performed).

• Continued focus on managing MRSA infection
and screening.
• 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.

Key concerns are:
 HRWD – overall HRWD score has dropped by 2% to 84% in May. No sections are achieving their targets.
 28 Day Cancellation Standard – 7 breaches of this standard reported: 5 in Surgery (due to list overrun, equipment failure,
surgeon availability, equipment availability and unknown reason), 1 in Neuro (list overrun) and 1 in Gynae (list overrun).
Single Sex Accommodation – 19 breaches (10 in ICU, 9 in MECRU) were reported in May compared to 49 in April.
 Outpatient Cancellations – 8,015 hospital-initiated cancellations in May, a decrease of 261 but still over 1500 above target.
 Complaints – number of complaints has increased from 65 to 77 while the response rate has dropped from 60.3% to 53.6%.

• HRWD performance for May to be reviewed at
the monthly divisional performance review
meetings
• Complaints are reviewed and challenged at
the weekly Performance Improvement Group
chaired by the Chief Operating Officer.

Overall theatre utilisation has increased to 81% in May, continuing to achieve the 80% target. Main Theatre utilisation
increased by 1.8% to 82.0% in May, achieving the 80% target. DSU Utilisation dropped in May by 1.9% to 76.2%, remaining
below the 80% target.
Key concerns are:
 Weekend discharges – 20.6% of patients were discharged over the weekend in May compared to 20.9% in April.
 DNA Rate - decreased by 0.2% from 11.4% in April to 11.2% in May, continuing to achieve the 12.2% target.
 Coding Depth – decreased by 0.5 from 4.3 in April to 3.8 in May, not achieving the 4.1 target.

• To review the plans that TEAM have in place
to manage increased weekend discharges
• The Ambulatory Care and Local Network
division to review opportunities to further
reduce the DNA rate for outpatient
appointments

Staff Vacancy rate increased by 0.3% to 7.0% in May – remaining within the 5-8% target tolerance.
Key concerns:
● Mandatory & Statutory Training – overall training index score stays at 68 in May but remains below the target of 95.
● Appraisals – 1.9% of staff have had their appraisal performed in-year compared to the 15.0% target.

• Mandatory and Statutory training compliance
to be picked up at Organisational Safety
Committee.

*Number of red/green indicators by domain from Trust scorecard
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2013-14 M2 Division Performance –
Key Areas of Concern
Division

Areas of Concern

Womens & Children

• Ante-natal booking within 12+6 weeks (Obstetrics)
• Hand Hygiene Audits
• HRWD (Obstetrics)
• MRSA Screening (Child Health and Gynaecology)

Liver, Renal and Surgery

• HRWD
• Cancer Waiting Times (Liver)
• Infection Control: CDT
• Hand Hygiene Audit

Networked Services

• Inpatient Cancellations (Neurosciences)
• MRSA screening - Emergency patients
• Hand hygiene audit (Neurosciences)
• Diagnostic 6-week wait breaches: Echo tests

TEAM

• Emergency Care Performance (4-hour target)
• HRWD
• Outpatient cancellations
• Hand Hygiene Audit

Critical Care, Theatres and Diagnostics

• Bed occupancy throughput (Critical Care)
• Hand Hygiene Audits
• Delayed Discharge hours (Critical Care)
• Right on Time starts and Early Finishes (Theatres)

Ambulatory Services & Local Networks

• ALOS (Ambulatory)
• Cancer Waiting Times(Ambulatory)
• Hand Hygiene Audit (Ambulatory)
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Divisional Summary (1/3)
Comment

Women’s
& Children

Liver, Renal
& Surgery

Child Health: Elective ALOS increased above the 3.9 day target to 4.0 days, whilst Non-elective ALOS has
decreased to 3.4 days, remaining below its 3.9 day target. Discharge Date Compliance has improved to
50.3%, but remains below the 90% target. Hand Hygiene Audit compliance has decreased to 85%, remaining
below the target of 95% - audits were performed in all locations. Combined MRSA screening remains below
the 100% target at 99.3% due to 1 un-screened emergency patient on William Gilliat and 1 un-screened
emergency patient on the CDU. 3 Red Shifts were reported on Princess Elizabeth (1), Rays of Sunshine (1)
and Neonatal Intensive Care Unit (1).
Gynaecology: Elective ALOS has increased to 2.4 days achieving the target; Non-Elective ALOS has
increased to 1.9 days which is above the target. Discharge Date Compliance increased to 73.8% but remains
below the 90% target. All cancer measures have been achieved quarter to date. Hand Hygiene audit
compliance has decreased to 85.5% and remains below the 95% target - audits were performed in all
locations. Combined MRSA screening increased to 98.7%, but remains below the 100% target due to 2 unscreened emergency patients on Katherine Monk. VTE Assessments performed continues to achieve the 90%
target at an increased rate of 98.9%.
Obstetrics: Ante-natal booking within 12+6 weeks has decreased for the standard and adjusted measures to
71.8% and 81.7% respectively, remaining below the 90% target. The total C-Section rate has increased
slightly above the 26% target at 26.4%; the elective rate lies within the tolerance threshold at 12.4% (10%15%). All HRWD composite scores remain below target. Hand Hygiene audit compliance has increased to
49% but remains below the 95% target - audits were performed in 3 out of 5 locations and compliance was
82% for those audits actually performed. VTE Assessments was below target at 81.3% target.
Liver: Non-Elective ALOS decreased by 0.7 days to 15.5 days, remaining above the 14.4 target. Elective
ALOS remains above the target of 6.0 days at 7.9 days. 5 repatriation bed day delays reported in April, a
decrease of 63 from April. There were 2.5 breaches of the 62 Wait from Referral to Treatment target and 3
breaches of the Cancer Two Week Wait Target which accounts for the 94% performance in May. 1 new CDT
case reported in May on Dawson ward. No MRSA or VRE cases reported. Hand Hygiene audit compliance
remained at 79.7% with 1 of 6 locations not performing audits – 95.60% compliance was achieved in audits
performed. MRSA Screening is 98.5% due to 3 Non-Emergency patients (2 on Todd Ward and 1 on Trundle
ward) not screened. All HRWD composite scores remain below target.
Renal: Elective ALOS increased by 1.3 days to 5.1 days, above the 2.2 target. Non-Elective ALOS decreased
by 5.5 days to 6.3 days, below the 9.0 day target. Discharge date compliance decreased, reaching 65.3%
compared to last month at 69.5%, still below the target of 90%. No new CDT cases reported in May (1 CDT
case YTD on Victor Parsons Ward) and Hand Hygiene audit compliance increased on last month with 7 out of
8 locations performing an audit – 87.5% compliance was achieved in audits performed. MRSA Screening is at
98.2% this month due to 1 missed Emergency Screening on Fisk and 1 on Victor Parsons Unit. All HRWD
composite scores remain below target.
Surgery: Elective ALOS is achieving the 3.6 day target at 3.3 days but Non-Elective ALOS remains above the
target of 4.8 days at 8.7 days. 33 repatriation bed day delays were reported in May, 61 less than in April. No
new Infection Control cases reported. Hand Hygiene audit compliance increased to 75.7% with 6 out of 7
locations performing an audit – 98.4% was achieved in audits performed. MRSA Screening is 98.8% due to 5
emergency patients not screened (1 on Acute Surgical Unit, 2 on Cotton and 2 on Cheere wards).

Key Action / Focus
- Discharge Date Compliance:
Child Health & Gynaecology
- Hand Hygiene Audits
- MRSA Screening:
Child Health & Gynaecology
- Ante-natal booking within
12+6 weeks: Obstetrics
- HRWD: Obstetrics

- Elective & Non-Elective ALOS
- Cancer Waits: Liver
- Infection Control: CDT
- Hand Hygiene Audit
- MRSA Screening:
Liver & Surgery
- Repatriation Bed Day
Delays: Liver & Surgery
- HRWD
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Divisional Summary (2/3)
Comment

Networked
Services

TEAM

Cardiovascular: Summary In-hospital Mortality Index (SHMI) remains at 88, better than the expected index of
100. Elective ALOS has reduced from 7.7 days in April to 5.5 days in May and is just above the 5.2 day target.
Non-Elective ALOS has decreased from 8.5 days last month to 7.1 days this month and is achieving the 7.1 day
target. Discharge date compliance has reduced from 87.1% last month to 79.2% this month and is below the
90% target. Hand Hygiene audit compliance has decreased from 92% in April to 31.5% in May and is below the
95% target. The HRWD overall section score has reduced from 89% last month to 88%, achieving the 86%
target. The number of inpatient cancellations has reduced from 7 in April to none in May. There were 179 breach
patients waiting over 6 weeks for Cardiology (echo) test patients.
Neurosciences: Non-Elective Neurology ALOS is 9.7 days above target, impacted by 2 patients with an
average stay of 115.5 day each. Discharge date compliance improved to 75.9% from 75.7%, but remains below
the target of 90%. Repatriation bedday delays reduced from 324 beddays in April to 179 beddays in May. Hand
hygiene audit compliance reduced to 81.7% in May from 96.6% last month, below target of 95% due to no audit
being submitted for Neuro-imaging. 63% compliance was obtained in those areas that submitted audits. There
were 2 un-screened MRSA emergency patients: 1 on Kinnear Wilson, 1 on The Friends’ Stroke Unit.. There was
1 red shift on David Marsden ward and 7 on The Friends’ Stroke Unit. There were 10 on the day cancellations of
elective Neurosurgical procedures. There was one 28 day breach in Neurosurgery due to an over-running list.
Haematology: SHMI YTD has worsened to 100 from 94, but consistent with the expected index of 100.
Discharge Date Compliance has remained at 74.8%, below the 90% target. Cancer waiting times standards
were not achieved in April with 1 breach in the 62 day cancer waiting times target. Hand hygiene audit
compliance has improved to 98.7% from 94%, above the 95% target.

TEAM: SHMI outcomes remain well-performing with an index of 53 compared to the expected index of 100.
Elective ALOS has increased by 1.5 days from last month to 10.0 days in May, above the target of 8.6 although
activity volumes are low . Non-Elective ALOS has reduced by 1.3 days down to 7.1 days in May, achieving the
7.9 day target. The volume of Outlier bed occupancy has continued to reduce, with TEAM patients now
occupying 19.1 outlying beds per day in May compared to 26.5 for April on average. The Cancer Waiting
Times index has dropped below the target of 100 due to the 62-day referral to treatment cancer target not being
achieved. Repatriation bedday delays have improved significantly, reducing from 109 beddays in April to 20
beddays in May, now achieving the target of 30 beddays. Type 1 Emergency care performance targets
continue to be met with 95.8% of patients seen within 4 hours. Hand hygiene compliance has improved to
82.6% in May, still remaining below the 95% target (with no data being supplied for Betty Alexander Suite 91.9% compliance was reported for actual audits performed). No MRSA, VRE or CDT cases were reported this
month. The overall HRWD composite score has decreased to 82% remaining below the target of 86%, with all
three sections failing to meet their targets. Outpatient cancellations remain above the target, at 642 in May
compared to target of 315. There were 4 Red shifts this month, compared to 17 in April – a significant
improvement – 3 red shift were reported for the Emergency Department Adults area.

Key Action / Focus
- Elective and NonElective ALOS (Cardiac)
- Repatriation bedday
delays: Neurosciences
- MRSA screening:
Emergency patients:
Neurosciences
- Hand Hygiene Audits:
Haematology & Cardiac
- Inpatient Cancellations
- Diagnostic 6 week
breaches: Cardiology

- Cancer Waiting Times
- Hand Hygiene Audits
- Outpatient Cancellations
- HRWD
- Red Shifts

Divisional Summary (3/3)
Comment

Critical Care,
Theatres and
diagnostics

Ambulatory
Services and
Local Networks

Critical Care (CC): Bed occupancy throughput has increased from 105.2% last month to 109% this month,
and remains above the 85% target. No new bacteraemia cases reported in May and Hand Hygiene
compliance has increased from 90% in April to 91.4% in May, remaining below the 95% target. 2 Red and
Amber adverse incidents were reported in May. Emergency MRSA screening remains at 100%. Delayed
Discharge Hours have decreased from 1363 hours in April to 762 hours in May - mainly due to an increase in
Liver Renal and Surgery (267 hours). Total Level 1 Bed Days Number have reduced from 68 bed days in
April to 41 bed days in May, and still remains above target of 0.
Diagnostics: Same day CT wait (request pre 9:30am) has increased from 89% in April to 92% in May and is
achieving the 90% target. Hand Hygiene audit compliance has decreased from 90.1% last month to 83.8%
this month and remains below the 95% target. MRSA Screening is at 100%. 2 BBV incidents reported this
month. Reporting Turnaround for CT IP has increased from 0.1 days in April to 0.2 days in May, but is still
within the target of 1 day.
Theatres: Hand Hygiene Audit compliance has increased again from 79.7% last month to 84.1% this month
and is below the 95% target. 1 adverse incident reported this month. 9 sessions were closed with 13 days’
notice or less this month compared with 14 last month. Main theatre utilisation has increased from 80.2% in
April to 82% in May and is above the 80% target. Right On Time starts have increased from 34.1% to 41.2%
in May, remaining below the 51% target. Early Finishes have decreased again from 32.5% in April to 31.1%
in May, and remains above the 9% target. Follow up attendances have increased from 298 in April to 420 in
May, above the target of 354.

Ambulatory: The Summary Hospital Mortality Index (SHMI) at 57 continues to achieve the expected index of
100. Both Elective and Non Elective ALOS indicators are above their respective targets. Elective ALOS has
decreased to 8.8 days compared to its 3.6 day target. Non Elective ALOS has increased from 16.5 days to 27
days compared to its 12.2 day target. Divisional Cancer Waiting times composite indicator is 99.6 due to a
half breach of the 31-Day Subsequent Drug Treatment indicator in Breast Surgery. Hand Hygiene Audit
compliance has improved from 48.7% to 86.1%, not achieving its 95% target - audits were performed in 7 out
of 8 locations - compliance was 100% for those audits actually performed. MRSA Screening continues to
achieve its 100% target. Outpatient Cancellations – by Hospital has increased to 1,963 appointments, not
achieving the 1,475 target. Coding Completeness by Cut off Date has improved to 92%, not achieving its
95% target. New to Follow up ratio has improved from 3.3 to 2.9, but is still above its 2.7 target.
Dental: Elective ALOS has increased from 1.2 days to 1.9 days, not achieving the 1.1 day target. Non
Elective ALOS has improved from 2.9 days to 2.1 days, not achieving its 2.1 day target. Emergency Care
Performance (4 hour) target for the Dental Unit achieved 99.8%, achieving the 95% target. Hand Hygiene
Audit compliance has improved to 97.8% and continues to achieve the 95% target - audits were completed in
all locations. MRSA Screening continues to achieve target at 100%. Outpatient Cancellations by Hospital
have improved from 964 to 651 but is still higher than the target of 473.

Key Action / Focus
- Bed occupancy throughput:
Critical Care
- Hand hygiene
- Delayed Discharge Hours:
Critical Care
- Right on Time starts and

Early Finishes (Theatres)

- ALOS: Ambulatory
- Hand Hygiene Audit:
Ambulatory
- Outpatient Cancellations by
Hospital

- Cancer Waiting Times:
Ambulatory
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2013-14 M2 Trust & Division
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Regulatory/Contractual Performance
2013/14 (1/2)
1.

Regulatory Performance
1.1 Monitor Month 2 position:
The Trust has achieved the performance indicator targets in the Monitor Compliance framework for
May with the exception of the RTT 18 Week Admitted target. A&E attendances and sustained
emergency access pressures continued during May, however the Trust achieved 96.45% performance
against the 4-hour waiting time compared to the 95% target for the month.
The Trust had zero MRSA bacteraemia cases reported in May with 2 attributable cases YTD.
1 C-Difficile case was reported in May with the Trust having 6 attributable cases YTD and is on-track to
achieve the quarterly trajectory of 12 cases.

The current rating for Q1 2013/14 is Amber-Green due to the failure of the RTT 18 Week Admitted
target.
Actions:
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.

Weekly RTT waiting list review meetings continue and further opportunities for weekend working and
off-site options continue to be explored.
Daily A&E breach review meetings are on-going and now extended to include all divisional managers.
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Regulatory/Contractual Performance
2013/14 (2/3)
1.2 Care Quality Commission (CQC) Quality Risk Profile (QRP):
Adverse movement on Outcome 21: Records from high green to low yellow due to a data refresh of
the Information Governance Toolkit. Out of 38 data items, 37 items deteriorated but were rated either
‘similar to expected’ or better. The data item: ‘The trust ensures that the confidentiality of patient
information is protected through use of pseudonymisation and anonymisation techniques, where
appropriate’ is now rated ‘worse than expected’ (from ‘similar to expected’).
Positive movement on Outcome 14: Supporting staff from high yellow to low yellow. This relates to a
positive movement on the quarterly attendance of the Local Security Management Specialist (LSMS) at
the quarterly regional LSMS meetings which moved from ‘worse than expected’ to ‘similar to expected’.
All other outcomes remained the same.
Orthopaedic and Cardiology mortality alerts: The Business Intelligence unit have identified the
patients who have triggered the 2 mortality alerts in the Orthopaedics and Cardiology disease groups
based on the QRP reports. Casenote and clinical coding reviews will be undertaken by 4 clinical
teams, based on the mortality outlier alert methodology that is adopted for Dr Foster mortality alerts.
The review of Cardiology diagnosis group patients will be undertaken by clinical leads from Cardiology
and General Medicine, and the Orthopaedic diagnosis group patients review will be undertaken by
clinical leads from Neurosurgery and Orthopaedics.
The review process is being led by the chair of the Mortality Monitoring Committee (MMC) and the
Clinical Effectiveness team, and initial findings will be presented to the MMC by the end of August.
2.

Contractual
2.1 - Clinical Commissioning Group (CCG) - The Contract has been signed with the CCG
Commissioners for 2013-14. There is a commitment from the Trust and CCG to ensure all outstanding
schedules are completed for 28th June.
2.2 - NHS England - Activity, finance and QIPP have been agreed whilst CQUIN remains outstanding.
There is an expectation to sign the contract by 28th June, but a more realistic assessment is that it is
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likely to take until the end of July.

Regulatory/Contractual Performance
2013/14 (3/3)
2.3 CQUIN 2012/13 update - Q4 position has been confirmed by commissioners as 100% delivery of the
CQUIN scheme standards, with an associated financial value of £3.7m. CQUIN performance for 2012-13
overall has therefore been confirmed as 100% (£10.2m).
2.4 CQUIN 2013/14 – Clinical Commissioning Group (CCG) Q1 update - The Trust has agreed 7 of 9
CQUINs with the CCG. The agreement of Family & Friends and Cancer is still outstanding as we are waiting
for further clarification from the CCG. Action plans have been developed and we are currently working
towards a submission for the end of Q1.
Key Risks for Q1 submission:
-

Choose & Book: Not identifying the required number of clinics to go live by the end of Q1.

-

Outpatient Experience – Suite 1: Failing to gather enough responses on patient experience surveys to
give us a baseline for improvement later in the year.

-

Friends & Family: Not achieving the required response rate in A&E.

2.5 CQUINs – NHS England - The Trust has agreed 6 of the 10 CQUINs with NHS England. There are a
number of outstanding issues in negotiation with the remaining CQUINs, as NHS England continue to alter
their requirements.

Actions: Finalise CCG and SPC CQUIN. Continue to track progress & hold internal meetings around CQUIN
milestones. Complete Q1 submission for the end of July.
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QRP June 2013 position

Analysis of King’s QRP June 2013 (published 7 June 2013):
Overall Risk Estimates

25

Contents
•Executive Summary
•Trust Performance Summary

•Divisional Performance Summary
•Regulatory/Contractual Performance
•

Monitor 2013-14 Q1 update

•

Care Quality Commission - Quality Risk Profile (QRP) update

•

Contractual 2013-14 position update

•Specific Performance Reports
•

Infection Control Plan

•

Demand and Capacity Review leading to updated ED and RTT Action Plans

•

Other Updates

26

Infection Control Update (1/9)
Trust position – May 2013
1.

MRSA (post 48 hour) bacteraemias –
Two Trust attributable cases reported in 2013 - 14
•
One in Child Health (April 2013)
•
One in Haematology (April 2013)
MRSA screening:
•
99.6% Elective (in May 2013)
•
98.7% Emergency (in May 2013)

2.

VRE bacteraemias – improved performance:
0 cases of VRE bacteraemia in May (trajectory of 1 case for the same period.)

3.

C-difficile – a very challenging trajectory to achieve in 2013/14:
1 CDT cases reported to DH (as per National Guidance) in May (trajectory of 4 cases for the same period)
•
Liver – 1 case
A further 7 cases have been reported locally as per the May 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.

4.

Time to isolation
In May, 54.5% of CDT patients were isolated within the timescale set for clinical departments. The main reason for
this has been the considerable pressure of emergency activity on beds. The Infection Prevention Control team
have been working closely with bed management teams to manage this risk.
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C-difficile Action Plan Update
(2/9)
The latest HCAI Action Plan for 2013-14 can be found on the following slides.
Key focus areas:
1.

Re-focusing on management of in-dwelling devices (IV line and urinary catheter care):
To prevent further MRSA bacteraemia, re-vitalise IV line care policy and practice. The IP&C Team are
working with the Continence team to strengthen the programme aimed at the improving urinary catheter care,
ensuring that the lessons learnt from our experience with IV line care are implemented.

2.

Review of MRSA pre-admission screening of patients
To ensure all elective admissions screened for MRSA receive the right information before screening and are
followed-up to ensure that they are managed appropriately to prevent infection.

3.

Hydrogen Peroxide Vapour (HPV) technology
HPV has been used in a number of areas where CDT or multi-resistant gram negative infections occurred. Work
is on-going to strengthen the proactive HPV programme to work in conjunction with the reactive programme
already in place.

4.

CDT root cause analysis
The well established process for reviewing both DH and locally reportable CDT cases will be reviewed and
strengthened over the next month to drive further improvements required in order to achieve the challenging
CDT trajectory for 2013/14 set at no more than 49 cases. An electronic process is currently being developed to
support this process.

5.

Multidrug resistant organisms – Child Health
The trust has had cases of children colonised with Carbapenem resistant Enterobacteriaceae (CRE).The
outbreak management group comprised of Infection Prevention & Control (IP&C), Capital, Estates and Facilities
(CEF), Medirest and the division, is nearing full implementation of the action plan including those actions
identified through the external review process and to place long term processes in place to maintain this
improvement. A monthly infection control meeting will now be held (from June) to ensure that the improvements
achieved through this process are maintained in the long term.

6.

Dental Community Units
The IPC team is working with the Dental Management team to review decontamination processes and to ensure
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that all units are meeting national standards.

HCAI Action Plan Update (3/9)
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HCAI Action Plan Update (4/9)
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HCAI Action Plan Update (5/9)
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HCAI Action Plan Update (6/9)
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HCAI Action Plan Update (7/9)
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HCAI Action Plan Update (8/9)
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HCAI Action Plan Update (9/9)
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Demand and Capacity Review
(1/18)

• Context for Emergency Department (ED) and RTT Plans
• Winter Review: ED
• Winter Review: Emergency activity
• 3-Year Demand and Capacity Review
• Capacity Intentions
• ED Plan

• RTT Plan
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Context for Emergency Department (ED) and RTT (2/18)
•

This short paper summarises a detailed in-depth analysis of Trust-held data, in support of
operational issues experienced within the Trust during the last winter period from the
Emergency Department and inpatient ward perspective.

•

Winter-related pressures have been experienced not only within the Trust but also across the
wider health economy in South East London which has had a significant impact on the
operational running of the hospital – in relation to managing planned (elective) activity, specialist
tertiary transfer patients, emergency activity and demand within the Emergency Department.

•

For the first time since 2009, the Trust did not achieve the 4-hour arrival to discharge target in
A&E in Q4 of 2012-13 which meant that we were in breach of this standard within our
performance rating with Monitor. This was an access target that the Trust had planned to
achieve throughout 2012-13. Similarly the Trust faced challenges on RTT performance.

•

Reporting to The Emergency Care Board (ECB), a detailed data review has been undertaken to
compare winter ED attendance and admitted activity undertaken in Q3/4 of 2011-12 with the
same Q3/4 period in 2012-13. This analysis has looked at the wider impact of the increased
emergency activity on both planned and unplanned activity, as well as the impact on the waiting
list and long-wait position.

•

As a result of the initial data review, more detailed action plans have been developed as part of
the Winter Plan for 2013-14, in support of achieving both ED and RTT performance indicators.

•

This paper contains a summary of the key data findings, as well as the latest version of the ED
Action Plan and RTT Action Plan for 2013-14.

•

Ernst & Young have also been supporting the Trust in developing a demand and capacity model
across key specialties, and this paper includes key outputs from this initial modelling work.
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Winter Review: ED (3/18)
-

10% increase in Majors/Resus activity
More ‘surges’ in ED attendances

•

ED attendances: 4% increase in ED attendances over the year 2011-12 to 2012-13 but no real
change in attendances between the two Q4 periods. However, attendances in Q4 in 2011-12
were 6% higher compared to the previous year.

•

Majors and Resus: Jan-Mar 2013 saw the highest ever increase in patients indicating an
increase in the acuity of patients presenting in ED. This represented a 9% increase compared
to Q4 in 2011-12.

•

Minors and Paeds: 5% decrease in patients attending Minors and a 4% decrease in Paediatric
attendances comparing Q4 in 2012-13 with Q4 in 2011-12.

•

Elderly attendances (aged 75+): No change in the number of elderly patients attending ED
during Q4 in 2012-13 compared to Q4 in 2011-12, however, there was a 7% increase in elderly
patients seen during the previous year which indicates that there are still high numbers of
patients attending.

•

Elderly admissions: 8% increase in the number of elderly patients admitted via ED during Q4
2012-13 compared to 2011-12 which suggests that although a similar number of patients are
seen in ED, there is an increase in their acuity due to the higher volume of admissions. For this
period, 50% of elderly patients seen in ED were admitted.

•

Ambulances: Ambulance arrivals were much
higher per day in Q4 this year compared to
previous years, although there has been little
change in the number of Red Phone and Major
Trauma attendances for the same Q4
comparison. Peak periods of arrival hours for
Ambulance arrivals for Q4 this year are on
average now 1pm, 4pm and 8pm.

•

However, there has been a significant increase
in Major Trauma arrivals from March 2013 with a
26% monthly increase in Mar-13, a further 11%
increase Apr13 and a 19% increase May-13.

•

Increased peak morning attendances on all
week days during 2012-13, whereas these
peaks were typically observed only on a Monday
and Friday during 2011-12.
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Winter Review: Emergency activity (4/18)
- Significant increase in acuity of patients with successful AAU and specialty
admissions
•

Emergency spells: Activity increased by 18% (1862 admissions) during Q3/4 2012-13 compared
to Q3/4 2011-12. There were 1801 additional patients admitted via the Adult Assessment Unit
(AAU), Clinical Decision Unit and Day wards for the same time period.

•

Emergency beddays: 10% increase in emergency beddays consumed on-site (excluding beddays
for Medihome where patients are managed at home by the Medihome nursing teams).

•

Long stay patients: 27% increase in the number of patients staying in hospital over 50 days
accounting for nearly 50% of the emergency bedday consumption increase.

•

Specialty activity/bedday increases: Emergency activity increases excluding short-stay
emergency admissions observed in the following key specialties:
 Cardiology: 9% increase in activity in Cardiology (53 admissions) with increased activity
from Bromley, Greenwich and Bexley PCT’s. There was a 40% increase in the volume of
PAMI activity.

 Haematology: 31% increase in activity (71 admissions) with an additional 50 admissions for
predominantly local sickle-cell patients.
 Neurosurgery: 12% increase in activity (55 admissions) in Neurosurgery with significant
activity increases from Medway (26%), Greenwich (16%) and Croydon (13%) PCT’s.
 Stroke Medicine: 21% increase in activity (111 admissions) in Stroke Medicine with
significant activity increases from Lambeth (46%), Croydon (18%), Southwark (17%) and
Greenwich (14%) PCT’s. Stroke census data has also indicated that 31% of patients
admitted are stroke mimic patients.
 TEAM: Emergency patients consumed an additional 15 beds (2 due to activity increases and
13 due to increased length of stay). 109 patients discharged with a 50+ day stay in hospital
in Q3/4 2012-13 compared to 65 patients for the same period in 2011-12.
 Child Health: 4.4% increase in activity (45 spells) predominantly from Southwark, Lewisham
and Greenwich. Emergency patients occupied on average 3 additional beds on PICU/HDU
in Q3/4 2012-13 compared to Q3/4 2011-12. 25 treat and transfer patients seen in March
compared to average of 15 per month.
•

Critical Care: 11 additional satellite beds required to meet with demand following a step change
from January 2013. The largest specialty consumer is Neuroscience with an 11% increase in
beddays in 2012-13. Other notable increases observed in General Surgery and Cardiac Services.
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3-Year Demand and Capacity Review (5/18)

Overall admitted activity has increased by 4% over the last 3 years. Emergency and Elective activity has
increased by 11% and 0.7% respectively whilst non-elective/tertiary activity has decreased by -1.5%.

•

There has also been a rise in the number
of patients being treated within the Acute
Assessment Unit (AAU). When including
these patients, there has been a 14%
increase in overall emergency activity
admitted via ED.
Across all admission groups the LOS of
admitted patients dropped between
2010/11 and 2011/12. However, over the
last year LOS in all groups has increased.
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•

ALOS

•

Spells

14% increase in emergency patients. Despite an increase in Medihome,
occupied beds rose with the Trust occupancy rate reaching 93%

Spells

Non Elective

ALOS

•

Over the last year the number of beds occupied in the Trust has increased by 34 (from 813 to 847), with 14
due to changes in activity and 20 due to changes in LOS.

•

The Trust bed base has only increased by 12 beds over the last year. The additional 22 occupied beds have
been accommodated through an increase in occupancy rates. In 2012/13, the overall bed occupancy rose to
93% leading to an inability to meet un-planned peaks in demand.

•

During this period there has been on average 31 Medihome beds used compared to 20 Medihome beds used
during 2011-12. This provides an overall increase of 45 beds allowing for the additional uptake of Medihome.
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3-Year Demand and Capacity Review (6/18)
- Changes in the CCG profile of emergency activity.
- Growing waiting list as a result of emergency pressures.
•
•
•
•
•

The profile of the Trust’s emergency activity by PCT has changed over this 3 year period:
Lambeth and Southwark’s emergency workload has increased by 10% and 12% respectively
Significant increases in activity from Lewisham (21%) and Croydon (59%)
Reductions in activity from Bromley (-3%), Bexley (-18%) & Greenwich (-1%)
Significant increase in activity from non-local PCT’s.
Emergency Spells By PCT (CCG)

2012/13

7,391

2011/12

7,010

2010/11

SOUTHWARK
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10%
LAMBETH

CROYDON

30%
BROMLEY

40%

50%

769

1,877

6,089

20%
LEWISHAM

2,034

6,497

6,699
0%

•

6,845

692 450

1,296

593 693 452

1,124

1,676
60%

Referrals by PCT percentage
GREENWICHTEACHING
BEXLEYCARETRUST

70%
WESTKENT

485 716 454
80%

WANDSWORTH

869

90%
EASTERNANDCOASTALKENT

However, despite the waiting list pressures the number of patients waiting 52+ weeks reduced from 230
patients in April 2012 to 57 in March 2013.

100%
Other

Capacity Intentions (7/18)
Capacity changes at King’s to meet rising emergency pressures and reduce waiting
list backlogs
•

Additional physical capacity at Denmark Hill coming on line in 12/13:
•
•
•
•
•

Infill 4 [47 beds and 2 theatres] – to open in August’13
Critical care capacity
Majors cubicles
Paediatric short stay facility
Expanded maternity

•

Service relocations within the enlarged organisation to release bed and theatre capacity at
King’s in Q3 & Q4 to meet emergency and elective demand
• Development of an elective inpatient orthopaedic service at Orpington
• Relocation of elective inpatient gynaecology and non-complex general surgery to the
PRUH

•

Productivity improvement opportunities to improve capacity utilisation either by expanding
current schemes or identifying new initiatives
• Increase in the number of cases per theatre list by reducing the turnaround time
between cases
• Reduced length of stay through admission on the day of surgery and faster discharge
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Capacity Intentions (8/18)
Site strategy overview post acquisition

Denmark Hill
Decompress the site
ahead of winter to
ensure:
•
emergency
pressures can be
met
•
timely acceptance
of tertiary referrals
•
reduction in waiting
list backlog of
complex IP surgery

PRUH
Elective IP focus –
gynaecology, general
surgery & urology
Create ambulatory
gynaecology facility

Improve utilisation of
theatre capacity & ensure
work is undertaken in the
most appropriate setting

QMH
Dental services

Orpington
Adult elective inpatient
orthopaedic centre

Ophthalmology services
Community midwifery

Beckenham Beacon
Diagnostics
Antenatal service

Post acute step-down
beds
A range of outpatient
clinics

Increase the number of
majors cubicles .

Release beds through the
introduction of admission
avoidance initiatives for
Create a Paediatric short both elective and
stay facility and an
emergency pathways.
interim critical care
facility to meet current
demand

A range of outpatient
clinics to remain whilst
reviewed in conjunction
with Bromley CCG
Improved utilisation of
capacity through the
introduction of new
services to be agreed in
conjunction with Bromley
CCG
•
Urology day
treatments &
outpatients
•
Community
Cardiology service

•

Enables patients to be seen safely along a consistent pathway in a timely manner

•

Enables emergency pressures at both Denmark Hill and PRUH to be met

•

Improves delivery of clinical services through strengthened clinical management & efficiencies
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ED Plan (9/18)
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ED Plan (10/18)
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ED Plan (11/18)
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ED Plan (12/18)

47

ED Plan (13/18)

48

ED Plan (14/18)

49

RTT Plan (15/18)
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RTT Plan (16/18)
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RTT Plan (17/18)
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RTT Plan (18/18)
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Other Updates (1/3)
Francis Working Group – May 2013 Progress Report
In response to the Francis Report, the Trust has setup a Francis Working Group which is supported by
an Operational Group that will implement the plan and ensure progress is made in a timely fashion.
1.

Progress so far
1.1 – Identifying pressure in the hospital

The hospital is constantly under pressure to meet increasing demand and to utilise its workforce and
capacity effectively. As part of a wider performance management review, a small team are looking at a
range of measures that tell us when we are in difficulty. This will be a unique set of measures that signal
concern over and above average operational difficulties. This information will identify that additional
support (clinical and managerial) is required and there will be rapid action to address this.
1.2 - Listening to patients and staff – “King’s in Conversation”
The main priority for the Working group is the establishment of a rolling programme of Listening Events.
Each event will be hosted by a member of the Executive team and will provide valuable information from
staff which will be used to support our forward planning. The aim is to receive wide and varied feedback
about hospital services and patient focus and to use this information to shape and improve our services
and to make sure that we support staff appropriately.

A next phase will be to explore how the views of King’s staff can be surveyed on a more frequent basis
than the current annual survey through the National Staff Survey.
1.3 – Listening to patients
As well as the planned listening events, the team aim to strengthen the current patient feedback
processes. An action plan to strengthen and improve the learning from patient complaints has been
developed and the Francis Operational Group will work through these proposals over the coming
months.
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Other Updates (2/3)
1.4 – Clinical Standards, Training and Education
There is already a huge amount of work being undertaken across the organisation in all professional
groups to ensure staff have the right skills and experience to provide a quality service. The Francis
Operational Group will build on this and where gaps are identified by staff, we will modify and expand as
necessary. The revised appraisal process will support this. The Francis Report action plan has been
presented at both the Consultants and Senior Nurses Committees and there is involvement from each.

Clinical staff are encouraged to provide feedback, and in particular we have asked the junior doctors
and the Palliative Care Team to work with us to develop a way of capturing feedback and information
about the wards and departments. This will be the first in a programme of clinically based engagement
activities and will complement the Trust wide Listening Events.
1.5 – Performance and Quality Management

The Performance Team are reviewing the way we measure the hospital performance – there needs to
be equal emphasis on quality of care and clinical standards as well as the effective and efficient running
of the hospital. A new scorecard which incorporates a balanced assessment of quality and operational
performance will be developed and launched once this work has been completed.
There will also be an opportunity here to test how patient and staff feedback relates to the data we
produce – both serve as a way of checking and assuring ourselves that we are providing the best quality
service.
1.6 – Ensuring Consistent Communication
There is a communication plan that supports the work we are doing in the Francis Working Group. This
plan will make sure that our messages are consistent and complement the values and behaviours that
we already identify with. We want staff to know how important the lessons from the Francis Report are,
but we also want to integrate these activities within our existing work programmes where we are already
doing a good job.
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Other Updates (3/3)
2.

Forward Plan

The Francis Groups will continue to meet throughout the summer to progress the agreed actions and to
ensure we make real progress. This work will be presented to the Board and once the Listening Events
have commenced and process of continuous feedback will be established. Divisions and Department
will all be involved in receiving and acting upon the information we receive.
The Francis Operational Group will review each of the 290 recommendations from the Francis Report
(February 2013) to ensure our work captures all the important messages. A review of what other
hospitals in London and wider afield has also commenced to test our approach and make sure we have
a comprehensive approach. This will be reported to the Board in July 2013.
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Enc 2.8.1

Report to:

Board of Directors

Date of meeting:

25th June 2013

Subject:

Quarterly Patient Safety Report

Author(s):

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

Presented by:

Mr Michael Marrinan (Medical Director)

Sponsor:

Mr Michael Marrinan (Medical Director)

Status:

For discussion

1. Background/Purpose
This report outlines the key patient safety issues that have been reported through the
governance framework in the quarter January-March 2013.
2.

Action required

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

There are no direct legal implications

Financial:

Financial impact from failure to maintain discount on CNST
insurance premium (2012/13 contribution without risk discount
is c. £12.4 M; for 2013/14 is c. £14.8 M)

Assurance:

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

Clinical:

Significant clinical issues affecting the safety of patients are
highlighted

Equality & Diversity:

Equality and
appropriate

Performance:

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

Strategy:
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Diversity

issues

are

highlighted,

where

Risk identification as outlined in Risk Management
Strategy

Enc 2.8.1
Estates:

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

Reputation:

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

Other:(please
specify)

N/A

Executive Summary
1. Executive Summary


The Francis Group has agreed a series of workstreams that will address the key
recommendations within the Francis report – these are:
o Identifying pressure in the hospital – development of a matrix of measures
that signal operational concern – led by Geraldine Walters and Peter Fry
o Listening to patients – led by Jane Walters (King's in Conversation)
o Listening to staff – led by Angela Huxham (King's in Conversation)
o Clinical standards – led by Geraldine Walters and Mike Marrinan
o Performance and Quality management – led by Peter Fry and Judith Seddon
o Ensuring consistent communication – led by Sally Lingard
The Group has decided that the main priority in the short term will be to improve and
support the listening culture at King’s and a series of events (King’s in Conversation)
with a wide range of staff and patients are planned in the coming months.



3 patients have recently acquired MRSA bacteraemias at KCH (1 in March and 2 in
April 2013). These cases have been fully reviewed at the Infection Prevention &
Control Committee. These investigations will also be discussed at the Serious
Incident Committee in July.



2 Never Events (and 1 “near-miss” Never Event) have been reported since April
2013. These are summarised below:
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o

In April a misplaced naso-gastric tube incident was reported. The
investigation is due to be presented at the Serious Incident Committee in
June.

o

A right femoral guidewire was retained post line insertion on ICU in April. This
was later identified following an x-ray during a follow-up appointment. The
patient has now had the guidewire successfully removed and has fully
recovered. The investigation has been fully discussed at the Surgical Safety
Improvement Group and will also be reviewed at the Serious Incident
Committee in July.

o

A “near miss” Never Event occurred in May relating to wrong site surgery.
The problem was identified prior to knife to skin and there was no harm to the
patient. The investigation was reviewed at the Surgical Safety Improvement
Group in June and is also due to be discussed at the Serious Incident
Committee in July.

Enc 2.8.1
A recent BBC news article (based on a BBC FOI request) noted that 762 Never
Events were reported in England during the period 2009-2012, and of these 322
(42%) were retained foreign objects, 214 (28%) wrong site surgery, 73 (10%)
misplaced naso-gastric tubes and 58 (8%) wrong implant/prostheses. The table
below shows a breakdown of this data by large acute hospitals in London. It suggests
that our peers have been reporting similar numbers and types of Never Event over
this period.
All Never Events are fully investigated and reviewed by the Trust’s Serious Incident
Committee, chaired by the Medical Director. Surgical Never Events are also
discussed at the Surgical Safety Improvement Group (see below) to ensure that
lessons are shared.
Breakdown of Never Events by Trust, 2009-12
Trust
Type of Never Event
Retained
Wrong site Misplaced
Wrong
foreign
surgery
NGT
implant
object
KCH*
6
2
0
1
GSTT
4
8
1
2
Imperial
8
2
1
0
Bart’s**
8
5
4
1
St George’s
3
3
1
0

Other
TOTAL
0
0
0
1 (air embolus)
1 (pt mis-

9
15
11
19
8

identification)

UCLH
SLHT
Chelsea
Royal Free

2
4
5
5

0
1
4
2

1
2
0
1

1
0
0
0

1 (air embolus)
0
0
1 (methotrexate

5
7
9
9

administration)

*The BBC report noted KCH had reported 6 Never Events – this is incorrect and should be 9 over this
period
**Includes Bart’s partner organisations



The Surgical Safety Improvement Group, chaired by Mr Bhangoo (consultant
neurosurgeon), has now met 3 times. The Group is focussing on safety in surgery –
in particular ensuring effective implementation of the surgical safety checklist. There
was good attendance by surgeons at the last meeting and a series of actions are
being implemented to drive surgical safety improvements. This Group reports to the
Patient Safety Committee chaired by the Medical Director



The Trust currently has 1 safety alert outstanding relating to implementation of safer
spinal & epidural devices. The Trust is currently piloting these new devices and
progress is being monitored by the Patient Safety Committee.



A KHP safety event (Safety Connections) was held on Wednesday 15th May. The
purpose of the event was to help identify and implement patient safety projects
across KHP. A KHP Safety Connections Board is being set-up which will help
coordinate and focus these safety workstreams for the future.
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Enc 2.8.1

Important Patient Safety Issues
2.

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


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

Patient Falls
In the last quarter there was an increase in the total number of patient falls reported.
However the vast majority of these did not result in any significant injury to the patient
(less than 3%). Actions being implemented to reduce incidence of patient falls
include:




Increase in provision of bed and chair sensors for those at risk of falling
Increase in establishment of the Falls Team (now 3 whole-time equivalent
staff are in place)
1:1 specials are in place for those with dementia and/or at risk of falls

Patient falls continue to be monitored by the Falls Strategy Group which reports to
the Patient Safety Committee. The Falls workstream is led by the Deputy Director of
Nursing.
Pressure Ulcers
In the period Jan-Mar 2013 there were 41 hospital acquired pressure ulcers and of
these all were grade 2. This compares favourably with the previous quarter where 42
were reported of which 5 were grade 3 and 37 grade 2.
Although the average rate of pressure ulcers grade 2-4 increased between 2011-12
and 2012-13, the increase in pressure ulcer incidence has been of grade 2 pressure
ulcers (where damage is minimal) and there is no indication these are leading to
grade 3 and 4 pressure ulcers. In fact the rate of grade 3 and 4 pressure ulcers has
decreased in 2012-13 compared to 2011-12.
Recent actions which have been implemented to further reduce pressure ulcer
incidence include:
 The safety express programme has been extended to include Trundle Ward
with all teaching on pressure ulcer prevention completed. More wards are to
be added to this programme in 2013-14
 Tissue viability nursing induction was revised in February 2013 and now
includes interactive sessions where wounds are discussed and graded using
visual aids and photographs to small groups of approximately 6 staff
Pressure ulcers are closely monitored through the Tissue Viability Team and the
Safety Express Project. This workstream is led by the Deputy Director of Nursing.

4|Page

Enc 2.8.1
VTE
At King’s the prevention and management of VTE is principally achieved through risk
assessment, appropriate thrombo-prophylaxis, hospital-acquired thrombosis (HAT)
rates and review of HAT data through root cause analysis (RCA). Progress in these
areas is summarised below:






The Trust VTE risk assessment rate was 97% in the Jan-Mar 2013 quarter
which exceeds the CQUIN target of 92%
The rate of appropriate thrombo-prophylaxis in the last quarter was above
95% which exceeds the yearly CQUIN target of 92%
A provisional year-to-date rate for hospital-acquired thrombosis (HAT) for
2012-13 was 3.34 cases per 1000 admissions, down from 4.13 per 1000
admissions in 2011/12. This indicates a real improvement in patient outcomes
The RCA return rate in 2012-13 has fallen against the 63% achieved in 201112

The Thrombosis Team have implemented specific actions to further reduce harm
from VTE which include:
 Incorporation of HAT data analysis into the agendas of Specialty Morbidity &
Mortality meetings
 Increased focus on RCA completion as this is now linked to CQUIN payments
in 2013-14
 Promotion of the VTE training programme – as of April 2013 the VTE training
rate for clinical staff was >80%
VTE risk assessment rates, prophylaxis rates and HAT numbers continue to be
monitored by the Anticoagulation Team which reports to the Patient Safety
Committee.
3. Safety Quality Priority: Improving the identification and escalation of acutely ill
patients
Work to improve the management of acutely ill-patients is led by the Director of
Nursing and Midwifery. The number of deteriorating patient incidents increased in
the Jan-Mar 2013 quarter to previously reported levels (following a significant
reduction in the Oct-Dec 2013 quarter). Although progress has been made in 201213 more work needs to be done to improve the recognition and escalation of acutely
unwell patients. Therefore the Trust has chosen this again as a safety quality priority
for 2013-14. The focus of current work includes:





Continued rollout of the electronic vital signs software (Wardware): this has
now been implemented on all wards in TEAM and roll out to Haematology
has commenced. An initial review has confirmed that staff find the system
user-friendly and patient safety is improved because of the functionality.
Recruitment of a critical care outreach team (I-Mobile) which will be able to
respond to patients identified as at risk of deteriorating
Implementation of an electronic Do Not Attempt Resuscitation (DNAR) form
– this has been piloted and further work identified to achieve a robust
solution is on-going. A lead is being sought to develop Goals of Care within
Acute Medicine.

The Deteriorating Patient Group monitors these workstreams and reports into the
Patient Safety Committee.
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4.

Infection Control
Specific targets for MRSA bacteraemia and CDT are set by the Department of Health
and performance against these targets is listed below:



The Trust reported 2 cases of MRSA bacteraemia in 2012-13 which was
below the DoH threshold. However, as noted in the executive summary, the
Trust reported 2 cases in April 2013 and this is being carefully monitored
The Trust reported 54 cases of CDT in 2012-13 which was below the DoH
threshold

The Trust has in place an infection control governance framework to ensure that
hospital acquired infections are identified and investigated and appropriate action is
taken to prevent recurrence (this includes a Director and Deputy Director of Infection
Prevention and Control). The Infection Prevention and Control Committee continues
to monitor Trust infection control performance and reports to the Patient Safety
Committee.

Recommendation
The Board of Directors is asked to note the content of this report.
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Enc 3.1

Report to:

Board of Directors

Date of meeting:

25 June 2013

Subject:

Revised Board of Directors Standing Orders

Author(s):

Jane Walters, Director of Corporate Affairs

Presented by:

Jane Walters, Director of Corporate Affairs

1.

Executive Summary

At its meeting held on 30 April 2013 the Board received and ratified the Trust’s revised
Constitution. As a result, a review of the Board’s Standing Orders was required, and these
have now been revised for approval by the Board. The changes are not major in nature, but
reflect both best practice and changes brought about as the result of the Health and Social
Care Act 2012.
The marked up (Appendix 1) and clean (Appendix 2) copies of the revised Board Standing
Orders are attached.
2.

Action required

The Board is asked to consider the proposed changes highlighted in section 4 of the revised
Board Standing Orders and approve the recommendations set out in section 5 below.
3.

Key implications

Legal:

Revisions reflect statutory requirements and good practice.

Financial:

There are no direct financial implications.

Assurance:

This is an important part of the Trust measures to ensure it is compliant
with its terms of authorisation.

Clinical:

There are no direct clinical implications.

Equality & Diversity:

There is no direct impact on E&D.

Performance:

There are no direct performance implications.

Strategy:

There are no direct impact strategic implications.

Workforce

There are no direct impact workforce implications.

Estates:

There are no direct implications on Estates.

Reputation:

The Board is required to act in accordance and with its Standing
Orders.

Other (specify):

None.
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Enc 3.1
4.

Proposed Changes

The following changes are proposed to the Board Standing Orders in addition to some minor
changes to reflect good practice:

5.



Amended to be consistent with the revised Trust’s Constitution and Health and Social
Care Act changes



References to the Board’s obligation to adhere to the Directors' Code of Conduct and
best practice guidance from Monitor have been included.



Provisions are now included allowing notice of meetings and agendas to be sent by
e-mail as well as post and reflects that the Board receives its papers on BoardPad.



Provisions have been included to make it explicit that the Trust must display a notice
setting out the time and place of the meeting, as well as an obligation to give
reasonable notice of the meeting via the Trust's website. These are standard
provisions and reflect good governance as a public body.



A provision allowing for the emergency exercise of powers by the Chair, in
consultation the Chief Executive and at least two NEDs has been included.



Given that there are already provisions allowing for attendance by video link, and for
notification to be sent by e-mail, the provision whereby Directors are not required to
be notified of meetings when they are outside the UK have been removed.



It is considered good practice to address the procedure to be followed in the event of
non-compliance with the Standing Orders. These provisions are now included.



The quorum provisions have been strengthened, including details around where
certain attendees of meetings are not counted towards the quorum (where they are
conflicted, for example).



There were no provisions cross referring to the Directors' obligations regarding
conflicts of interest. These have now been cross referenced with the appropriate
provisions in the Trust’s Constitution.



The obligation for providing agendas is now explicit in the revised Board Standing
Orders.

Recommendation

The Board is asked to:
 Consider the revised Standing Orders, offer any comments and approve the
proposed changes to the Board Standing Orders.
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STANDING ORDERS OF
the Board of Directors of THE BOARD OF DIRECTORS OF
King’s College Hospital NHS Foundation Trust
The Constitution of the Trust provides that its Board of Directors shall adopt Standing
Orders covering the proceedings and business of its meetings.
Interpretation
1.1
Save as permitted by law, at any meeting the Chair of the Trust shall be the final
authority on the interpretation of Standing Orders.
1.2

1.3
1.2

Any expression to which a meaning is given in the 2003 Act or in the Regulations
or Orders made under the 2003 Act shall have the same meaning in this
interpretation and in addition:

In these Standing Orders, the expressions in the left hand column below shall
have the meanings set out in the adjacent column, and any other capitalised terms
used shall have the meaning set out in the Constitution:

“20032006 ACT”
“TRUST"
"BOARD"

“GOVERNOR”

means the National Health and Social Care (Community Health and
Standards)Service Act 2003.2006 (as amended).
means the King’s College Hospital NHS Foundation Trust.
shall mean the executive and non-executive Directors of the Trust
appointed as members of the Board in accordance with the
Constitution of the Trust and with the provisions of the 20032006 Act.
shall mean a Governor elected by the members of the Trust, or
appointed in accordance with the provisions of the Constitution.

"CHAIR"

ismeans the person appointed by the Governors to lead the Board.as
chair of the Trust. The expression “"the Chair of the Trust”Chairman"
shall be deemed to include the Vice-chair of the Trust if the Chair
Chairman or any other non-executive director appointed if the
Chairman and/or Vice Chairman is absent from the meeting or is
otherwise unavailable.

"CHIEF EXECUTIVE"

shall mean the chief executive officer (and accounting
officerAccounting Officer) of the Trust, appointed by the non-executive
directors and whose appointment is approved or ratified by the
Governorsin accordance with the Constitution.

“CONSTITUTION”

shall mean the Constitution of the Trust as may be amended from time
to time.

"DIRECTOR"

shall mean an executive or non-executive member of the Board.

“GOVERNOR”

shall mean a Governor elected by the members of the Trust, or
appointed in accordance with the provisions of the Constitution.

"OFFICER"

means an employee of the Trust.

"REGULATORSCHEM
E OF
DELEGATION"

means the Independent Regulator of NHS Foundation TrustsTrust's
reservation of powers to the Board of Directors and delegation of
powers.

"SECRETARYSOS"

means a person appointed by the Trust to act independently of the
Board and monitor the Trust's compliance with the law, these Standing
Orders, and observance of applicable statute and guidance for
Directors.

"SPECIAL REASONS"

means reasons based on patient, individual or commercial sensitivity.

"TRUST"

means the King’s College Hospital NHS Foundation Trust.

"VICE-CHAIR"

means the non-executive Director appointed by the Board to take on the
Chair’s duties if the Chair is absent for any reason.

"WORKING DAY"

means any day other than a Saturday, Sunday or a public holiday in
England and Wales.

2.

The Chair

2.1

The Chair shall be appointed byin accordance with the GovernorsConstitution and
shall conduct the meetings of the Board.

2.2

The directorsBoard shall elect one of the Trust may appoint a non-executive
Director from amongst them to be Vice-Chair, and to conduct meetings in the
absence of the Chair. The Vice-Chair may be appointed for such a period, not
exceeding the remainder of his/her term as non-executive Director of the Trust, as
they may specify on appointing him/herDirectors to be Vice-Chair. If the Chair is
unable to discharge his office as Chair of the Trust, the Vice-Chair of the Board
shall be acting Chair of the Trust.

2.3

The Vice-Chair may at any time resign from the office of Vice-Chair by giving
notice to the Board byof his resignation in writing to the Chair or Secretary.

2.4

References to the Chair shall, so long as there is no Chair able to perform his/her
duties, be taken to include references to the Vice-Chair.

3.

Meetings of the Board

3.1

Meetings of the Board shall be open to members of the public and representatives of
the press, unless for reasons of patient, individual or commercial sensitivity,Special
Reasons in relation to all or part of a meeting, the Board resolves otherwise.

3.2

Matters to be dealt with by the Board following the exclusion of the public and
representatives of the press under paragraph 3.1 above shall be confidential to
members of the Board, Officers and any others in attendance at the request of the
Chair. Those in attendance when such matters are dealt with shall not reveal or
disclose the content of papers or reports presented, or any discussion on these
generally, which take place while the public and press are excluded, without the
express permission of the Chair.

3.3

The Chair shall give such directions as he/she thinks fit in regard to the
arrangements for meetings and accommodation of the public and representatives of
the press such as to ensure that the Board's business shall be conducted without
interruption and disruption.

4.

Calling Meetings

4.1

Meetings of the Board shall be held at such times and places as the Board may
determine. 4.2 The Chair may call a meeting of the Board at any time.

4.2

A public notice of the time and place of the Board meeting, and the public part of
the agenda, shall be displayed at a Trust Hospital and shall be advertised on the
Trust's website giving reasonable notice of the meeting, save in the case of
emergencies. Before holding a meeting, the Board must send a copy of the agenda
of the meeting to the Council of Governors.

4.3

If the Chair refuses or fails within seven days of a requisition to call a meeting
signed by at least one-third of the whole number of Directors being presented to
him, such one third or more Directors may forthwith call a meeting.

4.34.4 A notice of meeting specifying the date, time and place of the meeting and the
business proposed to be carried out at it shall be delivered to every Director, or sent
by post to the usual place of residence of such Directoror uploaded to a secure web
based portal accessible to all Directors (and notified to the Directors by e-mail once
uploaded) at least three (3) clear working daysWorking Days before each meeting.
4.44.5 In the case of a meeting called by the Directors in default of the Chairaccordance
with paragraph 4.3 above, the notice shall be signed by thosethe Directors who
requisitioned the meeting and no business shall be transacted at the meeting other
than that specified in the notice.
4.54.6 Failure to serve notice on one quarter or more of the whole of the number of
Directors shall invalidate the meeting, but lack of service of notice on any Director
shall not otherwise affect the validity of a meeting or the business transacted at it.
4.6

It shall not be necessary to give notice of a meeting to a Director who is absent from
the United Kingdom. 4.7
Notice shall be presumed to have been served at the
time at which the notice would be delivered in the ordinary course of the post, or the
following Working Day after the day that the e-mail of notification (referred to in
paragraph 4.4) was sent.

4.8

The powers which the Board has retained to itself within these SOs or the Scheme
of Delegation may, in emergency or for an urgent decision, be exercised by the
Chairman in consultation with the Chief Executive and at least two Non-Executive
Directors. The exercise of such powers by the Chairman shall be reported to the
next formal meeting of the Board for ratification.

5.

Conduct at meetings

5.1

Statements of Directors made at meetings of the Board shall be relevant to the
matter under discussion and the decision of the Chair of the meeting on questions of
order, relevance, regularity and any other matters shall be observed at the meeting.

5.2

If for any reason these SOs are not complied with, full details of the noncompliance and any justification for non-compliance and the circumstances around
the non-compliance, shall be reported to the next formal meeting of the Board for

action or ratification. All members of the Board and all Officers have a duty to
disclose any non-compliance with these SOs to the Secretary as soon as possible.
6.

Voting

6.1

Every question at a meeting of the Board shall be determined by a majority of the
votes of the Directors present and voting on the question and, in the case of any
equality of votes, the person presidingChair shall have a second or casting vote.

6.2

All questions put to the vote shall, at the discretion of the Chair of the meeting, be
determined by oral expression or by a show of hands. In no circumstances may an
absent Director vote by proxy. Absence is defined as being absent at the time of the
vote.

7.

Written Resolutions

7.1

A resolution in writing signed by all the Directors shall be as valid and effectual as
if it had been passed at a meeting of the Board or (as the case may be) a committee
of the Board convened and held and may consist of several documents in the like
form each signed by one or more Directors.

8.

Minutes

8.1

The Directors shall cause minutes of the meetings of the Board to be taken and kept
in books for that purpose.

8.2

The names of the Directors present at each meeting, of those absent at each meeting
and of those from whom apologies have been received shall be recorded in the
minutes.

8.3

The minutes of each meeting shall be submitted for agreement at the next ensuing
meeting where they will be signed, if agreed as true and accurate, be approved by
the person presiding at it.
As soon as practicable after holding a meeting, the Board of Directors must send a
copy of the minutes of the meeting to the Council of Governors.

8.4
9.

Quorum

9.1

No business may be carried out unless a quorum is present.

9.2

A quorum for a meeting of the Board shall be four (4) Directors, to include two (2)
non-executive Directors and two (2) executive Directors.

9.3

An Officer in attendance for an executive Director but without formal acting up
status may not count towards the quorum.

9.4

If a Director has been disqualified from participating in the discussion on any matter
and/or from voting on any resolution by reason of the declaration of a conflict of
interest in accordance with the Constitution, he shall no longer count towards the
quorum. If a quorum is then not available for the discussion and/or the passing of a
resolution on any matter, that matter may not be discussed further or voted upon at
that meeting. Such a position shall be recorded in the minutes of the meeting. The
meeting must then proceed to the next business.

9.4

If this quorum is not present within half an hour from the time set for the meeting,
or if during the meeting a quorum ceases to be present, the meeting shall
automatically be adjourned to such time and place as the Chair in his/her sole

discretion shall decide, save that notice of the adjourned meeting shall be given in
accordance with paragraph 4 above. No business shall be transacted at any
adjourned meeting which was not included in the notice of the meeting of which it
is an adjournment.
9.49.5 The Board may from time to time and upon request agree that a member or
members of the Board may participate in a meeting by video link or a similar means
of electronic communication. If so agreed by the Chair, participation in a meeting
in this manner shall be deemed to constitute presence in person at that
meetingregarded for all purposes as personally attending such a meeting provided
that, and only for so long as, the relevant member has the ability to communicate
interactively and simultaneously with all other members of the Board attending the
meeting including all other persons attending by means of electronic
communication.
10.

Delegation to Committees

10.1

The Board may agree from time to time to the delegation of its executive powers to
committees or sub-committees, which it has formally constituted. The constitution
and terms of reference of these committees, or sub-committees, and their specific
executive powers shall be approved by the Board.

10.2

The Standing Orders of the BoardSOs, as far as they are applicable, shall apply with
appropriate alteration to meetings of any committee or sub-committee established
by the Board.

10.3

Committees may not delegate their executive powers to a sub-committee without
the express authority of the Board.

10.4

A member of a committee (including sub-committees or joint committees) shall not
disclose any matter dealt with, by, or brought before, the committee, sub-committee
or joint committee without its permission until the committee, sub-committee or
joint committee (as appropriate) shall have reported to the Board or shall otherwise
have concluded on that matter.

10.5

A Director or a member of a committee, sub-committee or joint committee shall not
disclose any matter reported to the Board or otherwise dealt with by the committee,
sub-committee or joint committee, notwithstanding that the matter has been
reported or action has been concluded, if the Board or committee, sub-committee or
joint committee resolve that it is confidential.

10.6

A member of a committee shall not disclose a matter dealt with by, or brought
before, the committee without its permission until the committee shall have reported
to the Board or shall otherwise have concluded on that matter.

11.

Custody and Sealing of Documents

11.1

Custody of Seal - The Common Seal of the Trust shall be kept by the Chief
Executive or Secretary in a secure place, and the Common Seal shall only be used
in accordance with the Constitution.

11.2

Sealing of Documents - The Seal of the Trust shall not be fixed to any documents
unless the sealing has been authorised by a resolution of the Board or of a
committee thereof.11.4
Register of Sealing - A record of each sealing shall be
made and numbered consecutively in a book provided for that purpose. An annual
report shall be made to the Board. on each occasion that a sealing is made.

12.

Conflicts of Interest and Directors' Code of Conduct

12.1

Paragraphs 19.22 to 19.34 of the Constitution include provisions detailing how
Directors should disclose and deal with conflicts of interests. The Directors shall
comply with these requirements them at all times.

12.2

Each Director shall adhere to the principles set out in the Directors' Code of
Conduct and any relevant guidance and best practice advice issued by Monitor.
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STANDING ORDERS OF THE BOARD OF DIRECTORS OF
King’s College Hospital NHS Foundation Trust
The Constitution of the Trust provides that its Board of Directors shall adopt Standing
Orders covering the proceedings and business of its meetings.
Interpretation
1.1
Save as permitted by law, at any meeting the Chair of the Trust shall be the final
authority on the interpretation of Standing Orders.
1.2

In these Standing Orders, the expressions in the left hand column below shall
have the meanings set out in the adjacent column, and any other capitalised terms
used shall have the meaning set out in the Constitution:

“2006 ACT”

means the National Health Service Act 2006 (as amended).

"BOARD"

shall mean the executive and non-executive Directors of the Trust
appointed as members of the Board in accordance with the
Constitution of the Trust and with the provisions of the 2006 Act.

"CHAIR"

means the person appointed as chair of the Trust. The expression "the
Chairman" shall be deemed to include the Vice Chairman or any other
non-executive director appointed if the Chairman and/or Vice
Chairman is absent from the meeting or is otherwise unavailable.

"CHIEF EXECUTIVE"

shall mean the chief executive officer (and Accounting Officer) of the
Trust, appointed in accordance with the Constitution.

“CONSTITUTION”

shall mean the Constitution of the Trust as may be amended from time
to time.

"DIRECTOR"

shall mean an executive or non-executive member of the Board.

“GOVERNOR”

shall mean a Governor elected by the members of the Trust, or
appointed in accordance with the provisions of the Constitution.

"OFFICER"

means an employee of the Trust.

"SCHEME OF
DELEGATION"

means the Trust's reservation of powers to the Board of Directors and
delegation of powers.

"SOS"

means these Standing Orders for Directors.

"SPECIAL REASONS"

means reasons based on patient, individual or commercial sensitivity.

"TRUST"

means the King’s College Hospital NHS Foundation Trust.

"VICE-CHAIR"

means the non-executive Director appointed by the Board to take on the
Chair’s duties if the Chair is absent for any reason.

"WORKING DAY"

means any day other than a Saturday, Sunday or a public holiday in
England and Wales.
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2.

The Chair

2.1

The Chair shall be appointed in accordance with the Constitution and shall conduct
the meetings of the Board.

2.2

The Board shall elect one of the non-executive Directors to be Vice-Chair. If the
Chair is unable to discharge his office as Chair of the Trust, the Vice-Chair of the
Board shall be acting Chair of the Trust.

2.3

The Vice-Chair may at any time resign from the office of Vice-Chair by giving
notice of his resignation in writing to the Chair or Secretary.

3.

Meetings of the Board

3.1

Meetings of the Board shall be open to members of the public and representatives of
the press, unless for Special Reasons in relation to all or part of a meeting, the
Board resolves otherwise.

3.2

Matters to be dealt with by the Board following the exclusion of the public and
representatives of the press under paragraph 3.1 above shall be confidential to
members of the Board, Officers and any others in attendance at the request of the
Chair. Those in attendance when such matters are dealt with shall not reveal or
disclose the content of papers or reports presented, or any discussion on these
generally, which take place while the public and press are excluded, without the
express permission of the Chair.

3.3

The Chair shall give such directions as he/she thinks fit in regard to the
arrangements for meetings and accommodation of the public and representatives of
the press such as to ensure that the Board's business shall be conducted without
interruption and disruption.

4.

Calling Meetings

4.1

Meetings of the Board shall be held at such times and places as the Board may
determine. The Chair may call a meeting of the Board at any time.

4.2

A public notice of the time and place of the Board meeting, and the public part of
the agenda, shall be displayed at a Trust Hospital and shall be advertised on the
Trust's website giving reasonable notice of the meeting, save in the case of
emergencies. Before holding a meeting, the Board must send a copy of the agenda
of the meeting to the Council of Governors.

4.3

If the Chair refuses or fails within seven days of a requisition to call a meeting
signed by at least one-third of the whole number of Directors being presented to
him, such one third or more Directors may forthwith call a meeting.

4.4

A notice of meeting specifying the date, time and place of the meeting and the
business proposed to be carried out at it shall be delivered to every Director, or sent
by post or uploaded to a secure web based portal accessible to all Directors (and
notified to the Directors by e-mail once uploaded) at least three (3) clear Working
Days before each meeting.

4.5

In the case of a meeting called by the Directors in accordance with paragraph 4.3
above, the notice shall be signed by the Directors who requisitioned the meeting and
no business shall be transacted at the meeting other than that specified in the notice.

4.6

Failure to serve notice on one quarter or more of the whole of the number of
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Directors shall invalidate the meeting, but lack of service of notice on any Director
shall not otherwise affect the validity of a meeting or the business transacted at it.
4.7

Notice shall be presumed to have been served at the time at which the notice would
be delivered in the ordinary course of the post, or the following Working Day after
the day that the e-mail of notification (referred to in paragraph 4.4) was sent.

4.8

The powers which the Board has retained to itself within these SOs or the Scheme
of Delegation may, in emergency or for an urgent decision, be exercised by the
Chair in consultation with the Chief Executive at least two Non-Executive
Directors, if reasonably possible. The exercise of such powers by the Chief
Executive and the Chairman shall be reported to the next formal meeting of the
Board for ratification.

5.

Conduct at meetings

5.1

Statements of Directors made at meetings of the Board shall be relevant to the
matter under discussion and the decision of the Chair of the meeting on questions of
order, relevance, regularity and any other matters shall be observed at the meeting.

5.2

If for any reason these SOs are not complied with, full details of the noncompliance and any justification for non-compliance and the circumstances around
the non-compliance, shall be reported to the next formal meeting of the Board for
action or ratification. All members of the Board and all Officers have a duty to
disclose any non-compliance with these SOs to the Secretary as soon as possible.

6.

Voting

6.1

Every question at a meeting of the Board shall be determined by a majority of the
votes of the Directors present and voting on the question and, in the case of any
equality of votes, the Chair shall have a casting vote.

6.2

All questions put to the vote shall, at the discretion of the Chair of the meeting, be
determined by oral expression or by a show of hands. In no circumstances may an
absent Director vote by proxy. Absence is defined as being absent at the time of the
vote.

7.

Written Resolutions

7.1

A resolution in writing signed by all the Directors shall be as valid and effectual as
if it had been passed at a meeting of the Board or (as the case may be) a committee
of the Board convened and held and may consist of several documents in the like
form each signed by one or more Directors.

8.

Minutes

8.1

The Directors shall cause minutes of the meetings of the Board to be taken and kept
in books for that purpose.

8.2

The names of the Directors present at each meeting, of those absent at each meeting
and of those from whom apologies have been received shall be recorded in the
minutes.

8.3

The minutes of each meeting shall be submitted for agreement at the next ensuing
meeting where they will, if agreed as true and accurate, be approved by the person
presiding at it.
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8.4

As soon as practicable after holding a meeting, the Board of Directors must send a
copy of the minutes of the meeting to the Council of Governors.

9.

Quorum

9.1

No business may be carried out unless a quorum is present.

9.2

A quorum for a meeting of the Board shall be four (4) Directors, to include two (2)
non-executive Directors and two (2) executive Directors.

9.3

An Officer in attendance for an executive Director but without formal acting up
status may not count towards the quorum.

9.4

If a Director has been disqualified from participating in the discussion on any matter
and/or from voting on any resolution by reason of the declaration of a conflict of
interest in accordance with the Constitution, he shall no longer count towards the
quorum. If a quorum is then not available for the discussion and/or the passing of a
resolution on any matter, that matter may not be discussed further or voted upon at
that meeting. Such a position shall be recorded in the minutes of the meeting. The
meeting must then proceed to the next business.

9.4

If this quorum is not present within half an hour from the time set for the meeting,
or if during the meeting a quorum ceases to be present, the meeting shall
automatically be adjourned to such time and place as the Chair in his/her sole
discretion shall decide, save that notice of the adjourned meeting shall be given in
accordance with paragraph 4 above. No business shall be transacted at any
adjourned meeting which was not included in the notice of the meeting of which it
is an adjournment.

9.5

The Board may from time to time and upon request agree that a member or
members of the Board may participate in a meeting by video link or a similar means
of electronic communication. If so agreed by the Chair, participation in a meeting
in this manner shall be regarded for all purposes as personally attending such a
meeting provided that, and only for so long as, the relevant member has the ability
to communicate interactively and simultaneously with all other members of the
Board attending the meeting including all other persons attending by means of
electronic communication.

10.

Delegation to Committees

10.1

The Board may agree from time to time to the delegation of its executive powers to
committees or sub-committees, which it has formally constituted. The constitution
and terms of reference of these committees, or sub-committees, and their specific
executive powers shall be approved by the Board.

10.2

The SOs, as far as they are applicable, shall apply with appropriate alteration to
meetings of any committee or sub-committee established by the Board.

10.3

Committees may not delegate their executive powers to a sub-committee without
the express authority of the Board.

10.4

A member of a committee (including sub-committees or joint committees) shall not
disclose any matter dealt with, by, or brought before, the committee, sub-committee
or joint committee without its permission until the committee, sub-committee or
joint committee (as appropriate) shall have reported to the Board or shall otherwise
have concluded on that matter.
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10.5

A Director or a member of a committee, sub-committee or joint committee shall not
disclose any matter reported to the Board or otherwise dealt with by the committee,
sub-committee or joint committee, notwithstanding that the matter has been
reported or action has been concluded, if the Board or committee, sub-committee or
joint committee resolve that it is confidential.

10.6

A member of a committee shall not disclose a matter dealt with by, or brought
before, the committee without its permission until the committee shall have reported
to the Board or shall otherwise have concluded on that matter.

11.

Custody and Sealing of Documents

11.1

The Common Seal of the Trust shall be kept by the Chief Executive or Secretary in
a secure place, and the Common Seal shall only be used in accordance with the
Constitution.

11.2

A record of each sealing shall be made and numbered consecutively in a book
provided for that purpose. An annual report shall be made to the Board.

12.

Conflicts of Interest and Directors' Code of Conduct

12.1

Paragraphs 19.22 to 19.34 of the Constitution include provisions detailing how
Directors should disclose and deal with conflicts of interests. The Directors shall
comply with these requirements them at all times.

12.2

Each Director shall adhere to the principles set out in the Directors' Code of
Conduct and any relevant guidance and best practice advice issued by Monitor.
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King’s College Hospital Board of Directors
Finance & Performance Committee
Minutes of the meeting of the Finance & Performance Committee held at 08:30 on Tuesday
30 April 2013 in the Dulwich Committee Room, King’s College Hospital
Present:
Graham Meek (GM)
Prof Sir George Alberti (GA)

Committee Chair/ Non-Executive Director
Trust Chair/ Non-Executive Director

Chris Stooke (CS)
Sue Slipman (SS)

Non-Executive Director
Non-Executive Director

Prof Ghulam Mufti (GM1)
Marc Meryon (MM1) (from item 013/34)

Non-Executive Director
Non-Executive Director

Tim Smart (TS)
Simon Taylor (ST)

Chief Executive Officer
Chief Financial Officer

Dr Mike Marrinan (MM)

Medical Director

Dr Geraldine Walters (GW)
Angela Huxham (AH)

Director of Nursing and Midwifery
Director of Workforce Development

Jacob West (JW1)
Jane Walters (JW)

Director of Strategy
Director of Corporate Affairs

Peter Fry (PF)

Assistant Director of Performance & Contracts

In attendance:
Leonie Mallows (LM)

Corporate Governance Officer (Minutes)

Apologies:
Roland Sinker, Simon Dixon, Faith Boardman
Item

Subject

013/29

Welcome & Apologies

Action

Apologies for absence were noted.
013/30

Declarations of Interest
No declarations of interest were reported.
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013/31

Approval of Minutes of the previous meeting

Action

The minutes of the meeting held on 26 March 2013 were approved as a correct
record.
013/32

Actions Tracking/Matters Arising
The action tracker was noted.

013/33

Performance Report – Month 12
PF presented a summary of month 12 (March) performance.
The Committee noted the following key points:
Good Performance
 Referral to treatment (RTT) incomplete and non-admitted pathway and
cancer waiting time targets were achieved for the month and for quarter 4;


The total number of cases of C-difficile at year-end was 54. This compares
favourably with Monitor’s quota of 75 cases; and



‘How are we doing?’ survey results continued to achieve the target of 86%
in month 12, although there was a drop in the overall score for environment.
Medirest will attend monthly performance meetings to address relevant
issues.

Performance Challenges
 The emergency care 4-hour wait target was not achieved in quarter 4. This
reflects the high volume of attendances and level of acuity. This situation is
mirrored by trusts and foundation trusts across the country;


A second case of MRSA has been attributed to the Trust in the year
2012/13. The outcome of the root cause analysis will be presented at the
next meeting;



As anticipated the Trust did not meet the referral to treatment (RTT)
admitted target in quarter 4. This is consistent with the plans submitted to
Monitor at the start of the year;



The Trust has focused on treating longer-waiting patients and will continue
to do so in the first quarter of 2013/14;



Capacity pressures are restricting the number of tertiary patients that can be
brought into the Trust;



Diagnostic waits remain an area of concern for the Trust although
performance has improved since the start of the calendar year;



A review of winter activity and the options for managing capacity issues is
underway. Detailed discussions about pathways are required and there is a
need to refine and rejuvenate existing processes as well as to consider
behaviours in support of this analysis. Further details regarding capacity
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Item

Subject

Action

plans will be presented at the next meeting;


Due to the limited number and availability of single rooms it is not always
possible to isolate patients. It is anticipated that the development of Infill
Block 4 will alleviate this situation. The matter is also kept under review at
weekly infection control meetings.

In response to comments and questions from committee members the following
key points were noted:


In month 12 the Trust recorded a 63.2% rate for responding to complaints
within 25 days. Current indications show that the target of 70% could be
achieved in the early part of 2013/14. Comparable data is difficult to find as
other trusts do not publish their complaints data;



Work is on-going to ascertain why there has been an increase in the
number of outpatient appointments cancelled by the hospital; and



There are a number of areas that are emerging within the performance
report as areas of concern which should be carefully monitored for any
underlying issues.

Contractual
 Heads of Agreement (HoA) with Clinical Commissioning Groups (CCGs)
have been signed. HoA are shortly to be agreed with NHS England (NHSE)
who will provide approximately 50% of the Trust’s income;


The regional director from NHSE visited the Trust recently to discuss
specialist services.

Francis Working Group
 A wider working group which includes local commissioners and GP
representatives is now meeting monthly in addition to the internal working
group which meets fortnightly;


A review of this committee and the format and content of the performance
report will take place as part of the performance management work stream;



The initial focus of work streams is on staff listening events and capturing
early warning signs of high activity and stress. A series of listening events
involving 1000 staff has been planned;



Trusts are approaching responding to the Francis recommendations in
different ways , including enhancing existing processes as part of on-going
quality improvement;

The Committee agreed that systems in the Emergency Department and
the present allocation of resources would be a topic for a future Board
seminar and for the first of a series of ‘deep dive’ sessions for nonexecutives directors.

LM/GA
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013/34

Finance Report – Month 12

Action

ST presented a summary of financial performance in month 12 (March).
The Committee noted the following key points:


The Trust ended the financial year with an operating surplus of £3.2m,
which was an £800k variance from the planned target of £4m;



There has been a significant amount of income in the final months of the
year, including from unplanned contractual ‘over-performance’ payments
and winter pressure funding;



A financial risk rating of 3 has been maintained throughout the year
although this has been within a very tight margin;



There was an adverse movement in CIP performance and this should be
reflected on when planning the coming year; and



Infill Blocks 4 and 5 are operating lease funded and therefore not part of the
capital plan.

ST presented an outline of 2013/14 budget controls.
The Committee noted the following key points:


In the interests of transparency there should be greater detail around ‘other
operating income’, the contingency reserve for CIPs and unavoidable cost
pressures such as NHSLA contributions;



There is no national model for dental services across two sites and as such
there are some outstanding issues to resolve with GSTT regarding the
Dental service increment for teaching (SIFT); and



Spend on agency and bank staff is a difficult area to budget for and is
closely monitored. There is a need to recruit highly skilled nurses,
particularly in ED.

The Committee discussed NHS and non-NHS financial performance. It was
noted that these were indicative numbers and that further work was required to
ensure that the surplus/deficit numbers were a fair reflection.
The following key points were noted:


Non-NHS income is required in order to ensure an operating surplus; and



The service line reporting tool will be used to refine the figures for income
which is embedded within services.

It was agreed that prior to publishing NHS and non-NHS income data the
Trust should be assured of its integrity.
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TS reported that due to the implications of the new HRMC ruling regarding VAT
the joint venture GSTS had engaged legal advisors, applied for a judicial review
(JR) and had the application accepted.
The Trust had clearly stated that it would not support any scheme for taxavoidance but would continue to support GSTS and await the outcome of the
JR.
013/35

Schedule of Assurance
JW presented the draft Schedule of Assurance which outlined current
supporting evidence and a RAG-rated assessment of the 19 board statements
which the Board of Directors are required to self-certify against as part of the
annual plan submission to Monitor. The full self certification process would take
place at the Board meeting on 21 May 2013.
The following key points were noted:


There are 19 statements in total. Since last year, Monitor has added four
new statements and removed one statement (regarding the Information
Governance Toolkit);



Monitor regards the monitoring of compliance against board statements and
its Quality Governance Framework as key elements of its governance
regime and as such it is important to acknowledge the Trust’s performance
challenges in order that the Board can give the most accurate assessment
possible of anticipated performance for the coming year; and



The draft Schedule of Assurance had previously been considered by King’s
Executive and the Quality & Governance Committee.

In addition, PF tabled a document in support of self-certification against
statement 11 regarding ‘ongoing compliance with all existing targets’ and
outlined the Trust’s current rationale for self-certifying compliance or noncompliance with each of the infection control, referral to treatment, A&E and
cancer wait targets.
The following key points were discussed and provisionally agreed, subject to
final decision at the 21 May Board meeting:


The Trust recommends self-certifying compliance against the quotas/targets
for MRSA, RTT 18 week non-admitted and incomplete and all 8 indicators
for cancer waiting times. This is based on 2012/13 performance in these
areas and the robustness of the systems in place;



The Trust recommends self-certifying non-compliance against the quota of
49 cases of C-difficile. Although performance has improved, the Trust has
had 54 attributed cases in 2012/13 and therefore it would not be advisable
to declare compliance with a rate equivalent to 4 cases per month;



Based on an earlier decision to prioritise the treatment of long-waiting
patients, the RTT 18 week admitted target was not achieved in quarter 4 of
2012/13 and would remain at risk throughout 2013/14;
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Action

Despite the on-going work to review capacity options it would be prudent to
declare that based on current levels of activity the A&E 4-hour wait target
would be at risk in 2013/14. There is also potential for a further rise in
activity during the winter months of 2013/14.

In response to comments and questions from the Committee the following
additional key points were noted:


Assurance around statement 12 regarding the Trust operating in an
‘economic, efficient and effective manner’ may be obtained via the internal
and external audit processes and the work of the Audit Committee;



It was the view of the Committee that while the Trust remained compliant
with all key statutory and legal requirements, the wording of statement 17
which requires the Trust to ‘ensure that at all times it complies with all
applicable legal requirements’ would mean in effect that it would be very
difficult to certify compliance and



The Trust is currently seeking clarification over the status of statement 18
regarding the provision of ‘necessary training’ for governors



In discussion about new statement 19, the Committee was minded to
recommend to the Board adoption of statement 2, as the result of the level
of emergency demand and capacity, affordability of expected activity levels
for commissioners and conclusion of suitable financial arrangements with
the DoH for transfer of services all impacting potentially on the Trust’s ability
to provide commissioner requested services.

Committee members were asked to consider the statements, asking
colleagues for further information or assurance where required, in
preparation for the Board meeting on 21 May when the process of selfcertification will take place.
013/36

JW/All

Treasury Management Report - Month 12
The Committee noted the month 12 Treasury Management Report.

013/37

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

013/38

Date of next meeting
Tuesday, 21 May 2013, 09.00 – 10.30 Dulwich Committee Room
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