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Apologies

Action

Apologies for absence were noted.
13/122

Declarations of Interest
There were no declarations of interest.
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Chair’s Action

Action

There were no Chair’s actions to report.
13/124

Minutes of Previous Meeting

13/125

The minutes of the meeting held on 25 June 2013 were approved as a correct
record.
Matters Arising/Action Tracking
The matters arising were noted.

13/126

KHP Update
Prof. John Moxham provided an overview of KHP activity since the last report in
June.
The following key points were noted:
 Work continues on the application for accreditation as an Academic Health
Sciences Centre (AHSC);

13/127



As part of the accreditation work and development of the Clinical Academic
Groups (CAGs) KHP is developing a scorecard for CAGs; and



KHP’s integrated care programme is one of the key identifiers which
distinguish it as a AHSC.

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.

13/128

Update from Board Committee Chairs
Quality & Governance Committee (QGC)
GM1 advised that the Quality Governance Committee met on 25 July. At this
meeting the Committee:
 Discussed the latest patient safety and outcomes information concluding that
although there are some areas of challenge there were no major areas for
concern;
 Received feedback from the Francis Working Group and inputted into the key
action plans;
 Took a deeper look into recent never events;
 Considered complaints and the response rates;
 Reviewed the recent results from the Friends and Family Test (FFT); and
 Noted that the 2012 Staff Survey results had improved compared to 2011 and
accordingly the Trust was ranked in the top 20.
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Action

It was noted that the new Chief Inspector of Hospitals, Prof. Sir Mike Richards
named South London Healthcare Trust (SLHT) in the first tranche of hospitals to
be inspected in the early autumn under the new Care Quality Commission’s (CQC)
inspection regime. Given the plans to dissolve SLHT in the autumn, it did not seem
feasible for the CQC to inspect the hospital and in particular the PRUH when new
systems and practices will be implemented as a result.
It was agreed that GA would speak to Prof Sir Mike Richards.
Strategy Committee
SS reported that at its last meeting the Committee welcomed Sir Stephen Moss,
former Chair of Mid Staffs NHS FT, who was recruited after the issues of Mid
Staffs came to light. Sir Stephen Moss shared some of his thoughts on the trends
which led to the deterioration of Mid Staffs and provided some key insights which
the Committee found very useful.
It would be very useful if the Trust organised a similar session for the clinical staff.
Finance & Performance Committee
GM advised that the Committee met earlier to discuss the Trust’s finance and
operational performance. The continued high activity levels are having a knock-on
effect on the Trust’s financial and operational performance.
Audit Committee
CS advised that there was no significant update since the last meeting. The next
meeting of the Committee will be in September and it will review the next tranche
of internal audits.
Board Integration Committee
CS advised that the Board Integration Committee had been responsible for
overseeing the plans and proposal for the proposed acquisition of the Princess
Royal University Hospital. As the Trust reaches the advance stages of the
regulatory process and transaction negotiation the Committee will begin to focus
on the implementation of the Trust’s plans.
Equality & Diversity Committee
MM1 advised that the Committee had its review meeting and agreed that although
it had done some good work it may be time to make room for a different framework
which would ensure that equality and diversity matters remain on the Board
agenda. Accordingly, a meeting of the Committee will take place in the autumn
where a number of options will be discussed a proposed direction of travel would
be put to the Board for approval.
13/129

Update on Council of Governors Activities
The report on the activities of the Council of Governors for the period was noted.
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13/130

Chief Executive’s Report

Action

The Board noted the Chief Executive’s report for the period.
The following key points were noted:
 On Friday, 26 July the Trust celebrated the centenary of King’s being in
Camberwell;
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The Trust is busier than it has ever been and this may be reflected in the
Trust’s recent Friends and Family Test (FFT) results but the Trust is aware that
it has some work to do to improve these results;



The teams across the Trust work extremely hard and their work pressure is set
to increase as the Trust continues to provide support to South London
Healthcare Trust (SLHT);



The proposals around the acquisition of the Princess Royal University Hospital
will only serve to strengthen the KHP partnership;



Work continues on KHP and the development of proposals around closer
integration;



KHP’s Academic Health Sciences Centre accreditation application is not
predicated on the merger of the organisations; and



The Trust Open Day on 07 July 2013 was very successful and the Trust’s
Charity is to be thanked for supporting the event.

Finance Report – Month 03
The Board received the month 03 finance report presented by ST:
The following key points were noted:
 The Trust is running a small operating deficit overall;


The overall financial performance is positive. This is, however, masking
underlying issues related to the big change in the high level of activity and the
corresponding increase in staffing costs;



The Trust is not making sufficient margins and the current situation is reflective
of the position expected in winter months so the Trust needs to consider where
it goes from here;



There is a slight improvement in the cash position because the Trust had
received some outstanding payments; and



To address some of the Trust’s capacity issues the CCU enabling works are
near completion, Infill Block 4 will be fitted out in August and the works on
Orpington Hospital are due to be completed and ready for use in October.
4

Enc 1.4a
Item

Subject

13/132

Performance Report – Month 02

Action

RS presented the performance report for Month 02.
The Board noted the report and the following key points:
 The Trust is performing well on referral to treatment (RTT) complete and
incomplete pathways, C. difficile and MRSA;
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RTT admitted performance is on par with the Trust’s submission in its Annual
Plan. In line with plans the Trust is bringing down its list of long-waiters;



There is still a high level of attendances in the emergency department with a
majority of those patients being frail and elderly;



The Trust is disappointed by the low Friends & Family Test (FFT) scores in
some parts of the hospital and, as discussed at length at the Quality
Governance Committee, will see to address this accordingly;



VRE is an area of increasing concern for the Trust with new cases of
colonisation appearing in some specialist services;



The Business Intelligent Unit is conducting analyses to find out what is behind
the high volume of patient cancellations;



There are no material regulatory performance issues of note and the process
for signing contracts with commissioners is nearing completion;



Although the Trust is being more proactive in taking measures to ensure that
patients better use the local and effective means of receiving treatments there
is only so much it can do to stem the flow of patients into its emergency
department; and



The Trust now needs to focus on building the right infrastructure for diagnostics
as the echo services begin to grow.

Francis Working Group Update
RS provided an update on the work conducted by the Francis Working Group. The
Board were reminded that the group included members of the executive team, a
non-executive director, the chair, clinical medicine and nurse leads, a governor
and representatives from the commissioning body.
The following key points were raised and noted:
 Following an extensive review and analysis of the recommendations in the
Francis Report the Group has agreed 6 work streams to ensure that all the
recommendations are considered and action plans developed;


Each work stream is headed by an executive lead responsible for a series of
sub groups and cross cutting initiatives to take forward relevant action plans;
5
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Action

Work has focused on the following:
o Identifying pressure in the hospital - when the hospital is operating in a
steady state performance management falls within the operational
framework. With the continued increase in the level of activity in the
hospital resulting in pressure on resources, the potential for slippages
in operational performance can increase.
Accordingly, a unique set of measures are being reviewed to ensure
that the Trust can effectively identify any early signals and put in place
the necessary resources to ensure that performance is maintained at
the optimum level; and
o

Listening to patients and staff – the Trust needs to make sure that it
improves access to routes to register concerns from staff and patients
and accordingly do as much as possible to learn from the feedback
from these two important group of stakeholders. Conversely, the Trust
also needs to improve how it feeds back to these stakeholders so they
know they have been listened to. This area of work is being driven
through the staff and patient listening events;



The output and work in the listening events are enshrined in the Trust’s values
and behaviour standards; and



The Trust is taking a very thoughtful approach to ensuring it embeds
improvements derived from the Francis Report recommendations into all the
Trust’s activities.

The Board noted the report from the Francis Group and noted that the next
report will include the output from the listening events.
13/134

Quarterly Patient Outcomes Report
The Board discussed the quarterly patient outcomes report.
The following key points were raised:
 The theme of this report is enhancing quality of life for patients with long-term
conditions;


The Trust is committed to ensuring that it enhances the quality of life and
reduces preventable morbidity for people with long term conditions at the Trust
and this is a key part of the remit of the Long-Term Conditions Committee
(LTCC);



The Trust is currently undertaking a review of the relevant outcomes data to
ensure that in due course the LTCC will be able to review data routinely;



The Trust selected dementia as one of its priorities for 2013/14 because it is
the most under-diagnosed long-term condition nationally;
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The Trust should be in a position where it can close the loop, get the data and
analysis and, by delivering its plans, will be able show a change for the better;



Improvements in the Trust’s processes and resources have led to circa 20%
further improvement in diabetes intervention and treatment of admitted patients
which leads to better outcomes;



The Trust’s participation in national audits and the subsequent results are
monitored and reviewed by the Clinical Effectiveness Committee; and



At present PROMS only covers four areas but it would be useful if the Trust
could have evidence pertaining to the integrated care programme.

Action

The Board noted the patients’ outcomes report for the quarter and
commended Claire Palmer for the quality report.
13/135

Quarterly Director of Infection Prevention and Control (DIPC) Report
The Board noted the DIPC report.
The following was key points were noted:
 The Trust has had two attributable MRSA (post 48 hour) bacteraemia cases in
the period 2013-14;
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There have been no cases of VRE bacteraemia to date;



The C-difficile trajectory will be very challenging to achieve this year with 8
cases reported to date and a further 24 cases reported locally for testing in line
with DH guidance. All these case are being addressed in line with the Trust’s
protocols;



In quarter 1 of 2013/14 the Trust had reported 14 cases of E.coli bacteraemia
and 15 post-48 hour cases of MSSA; and



These reported cases are being monitored closely and the Trust’s health care
acquired infection action plan, included in this report, has been submitted to
Monitor and is presented to the Board as part of the monthly performance
reports.

Changes to CQC Inspection Regime
The Board noted and discussed the changes to the CQC inspection regime.
The following key points were noted:
 Of the eighteen trusts identified for inspection by the end of 2013 the CQC has
flagged that six of these trusts are indicated as having a high-level of risk and
will be priorities for inspection;



Five key questions will replace the 16 outcomes. The questions will be on
safety, effectiveness, compassion, responsiveness and leadership;
7
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Action

Providers will be expected to meeting three standards:
i. Fundamental standards of care (required by law) define the basics and
must be achieved by every registered provider, including when registering
new services. CQC are likely to take enforcement actions against
providers falling below these standards.
ii. Expected standards (required by law) define evidence-based, best
practice care that patients would expect. CQC are likely to require
improvement actions by providers not meeting these standards.
iii. High quality care (aspirational) is defined as care and treatment that
meets both of the above but also incorporates innovation and/or
forward-looking service delivery. CQC will take high quality care into
account when making judgements on a provider’s overall quality of care.
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To meet the standards, providers must demonstrate that they meet
expectations in the following areas:
o Safety
o Effectiveness
o Compassion
o Responsiveness
o Leadership



Inspections will remain mainly unannounced and are expected to last typically
15 days, with six to seven days on-site. Out-of-hours inspections will be more
common than before.

Liverpool Care Pathway
The Board welcomed Professor Irene Higginson and Dr Wendy Prentice who
presented the Trust’s response to the Independent Review of the Liverpool Care
Pathway (LCP).
The following key points were raised:
 The review conducted by the Department of Health highlights that there are
areas of poor care of the dying;


Used correctly the LCP can support a dignified and peaceful death for
terminally ill patients and their families. It also ensures patients are in the
driving seat for their end of life care using individual plans with appropriate
medical and nursing care;



End of life care was one of the Trust’s key priorities between 2011-2013;



The Trust has made progress in the coordination of care, advance care
planning through the use of the AMBER care bundle, education and training,
bereavement support and support for carers;
8
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In comparison to the national average of 12% only 8% of the Trust’s patients or
carers rated the overall care at the end of life of their relative / friend to be
poor;



The Trust cannot however become complacent. It must do something different
for acute palliative patient care. This could be achieved by focusing on the
palliative care agenda, improving local expertise and the discharge process
coordination; and



It is recommended that the Trust continues with the LCP but supported by
some immediate actions as those outlined in report.

Action

The Board considered the proposed measures outlined in the report to improve the
Trust’s end of life services.
It was noted and agreed that some of the proposed measures required
internal review and where necessary should be progressed in line with the
Trust’s processes, i.e. such as completion of suitable business case.
13/138

Monitor Q1 2013/14 Submission
The Board reviewed and approved the Trust’s quarter 1 submission.

13/139

Application to Department of Health Energy Fund
The Board discussed the application to the Department of Health (DH) for energy
funding presented by ST.
The following was noted:
 Trust has successfully completed stage one of the application process;


If the Trust is successful it will receive circa £2.9m from the DH energy
efficiency fund;



To receive this funding the Trust must agree to use the projected annual
energy savings of £634k to improve patient care;



The Trust’s application stated that savings would be used towards:
o Installing high quality double glazing. This will benefit patients and staff by
reducing air born infection problems such as aspergillus, reducing heat
loss and draughts and reducing noise levels.
o Improve lighting in wards by installing LED lighting and replacing aged and
yellowing diffusers.
o Carrying out the refurbishment of wards to raise the overall standards.



If the Trust is successful it will be able to continue to improve the Trust’s clinical
environment.

The Board approved the submission of the application and agreed that the
revenue consequences of the project are affordable.
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13/140

Board Integration Committee – Terms of Reference

Action

The Board noted and approved the revised Board Integration Committee
terms of reference. BIC would continue for the foreseeable future and its
activities would now move from transaction management to implementation
of the integration.
13/141

Research Strategy
The Board noted the review of the Trust’s Research Strategy.

13/142

Board Committee Minutes
The Board noted the minutes of the Finance & Performance Committee meeting
held on 30 April 2013.

13/143

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

13/144

Date of Next Meeting
Tuesday, 01 October 2013 at 14:30 in the (TBC).
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Minutes of the meeting of the Board of Directors held at 14:00 on Thursday, 05 September
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Jane Walters (JW) – Non-voting Director
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Trust Chair
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
Director of Corporate Affairs
Director of Strategy

In attendance:
Tamara Cowan (TC)
Diane Summers
Phidelma Lisowska
Sue Gallagher
Christine Klaassen
Tom Duffy
Jan Thomas
Fiona Clark
Christopher North
Michael Robinson
Nanda Ratnavel
Andrew McCall
Barbara Pattinson
Pam Cohen
Michelle Pearce
Brady Pohle

Board Secretary (Minutes)
Governor
Governor
Governor
Governor
Governor
Governor
Governor
Governor
Governor
Governor
Governor
Governor
Governor
Governor
Governor

Apologies:
Graham Meek (GM)
Sue Slipman (SS)

Non-Executive Director, Vice Chair
Non-Executive Director
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Apologies

Action

Apologies for absence were noted.

1

Enc 1.4b
Item

Subject

13/147

Declarations of Interest

Action

There were no declarations of interest.
13/148

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

13/149

Matters Arising/Action Tracking
The matters arising were noted.

13/150

Overview of proposed acquisition of SLHT assets and services
The Board conducted a lengthy discussion about the proposal for the Trust to
acquire services and assets of the Princess Royal and Orpington Hospitals and
other services provided at different locations on the dissolution of South London
Healthcare Trust.
The following key points were raised and noted:
 The fundamental rationale for the acquisition is to improve care for the patients
in the local community;


The health sector is facing some significant economic and financial challenges;



Monitor has provided the Trust with an indicative assessment and risk ratings
for the proposed transaction.
Monitor has advised that the transaction will have a financial risk rating of 3
and a governance risk rating of Amber-Red. This is in line with the Trust’s
plans outlined in the full business case.
The Trust will be subject to slight increase in scrutiny by Monitor in the longer
term but the Board is of the opinion that there were no surprises in the Monitor
assessment;



The proposed acquisition will include the transfer of circa 2700 staff;



The acquisition will afford the Trust the additional capacity it requires to provide
high levels of service to the patients;



The Board has considered and deliberated the conditions under which the
Trust would be willing to acquire these assets and services. These conditions
are enshrined in the Transaction Agreement which also encapsulate the key
elements of the full business case. The Transaction Agreement must be signed
by the 13 September.
In order to ensure that the Trust will be a going concern the Trust has
negotiated and agreed bridging support and costs to conduct necessary capital
works.
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Action

The Trust has built in essential contingencies, indemnities and warranties into
the deal package to ensure that it is protected against any unforeseen issues
that may arise;

13/151



The underlying benefits for patients lie in the opportunities presented by the
acquisition to decompress the through flow on the Denmark Hill site, develop
and enhance some key services and grow the research and academic
dimension;



The Trust recognises that it is possible to make significant leaps to improve
productivity and efficiency, and improve the quality of services for patients;



Some key risks include:
o Distraction risk – deterioration in performance at the Denmark Hill site;
o Implementation risks – not effectively implementing integration plans;
o Integration risks – issues arising from not effectively driving the cultural
change;
o Local external risks – if the plans for Lewisham go ahead the additional
potential pressures on the Trust could present additional challenges



The Trust has developed a robust governance structure supported by the
Board Integration Committee and the Programme Management Office to
oversee and implement its integration/implementation plans.

Formal Board Decision on the Proposed Acquisition
GA asked the voting members of the Board to consider the contents/context of:
o the full business case which was informed by the due diligence reports and
the independent audit opinions;
o Monitor’s transaction assessment;
o the Transaction Agreement; and
o the discussions at the earlier private meeting of the Board and Joint Board
and Council meeting.
and by a show of hands indicate if they agree that the Trust should acquire the
following:
o All services, assets and staff associated with Princess Royal University
Hospital including Orpington Hospital and South London Healthcare Trust
property interest in Beckenham Beacon;
o

Ophthalmology (interim) and Dental services at Queen Mary Hospital to
remain at that site under a lease arrangement with Oxleas.

o

Services provided previously by SLHT at other NHS sites including at
Sevenoaks and Dartford and Gravesham
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Action

The Board unanimously resolved that:
1) The Trust should acquire the above assets and services from 01 October
2013; and
2) The recommendation to approve the acquisition be put to the Council of
Governors at their public meeting.
13/152

Enlarged Organisation Constitution
The Board ratified the Constitution for the enlarged organisation noting that
both the Board and Council had approved the substantive changes to the
document in February 2013.

13/153

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

13/154

Date of Next Meeting
Tuesday, 01 October 2013 at 14:30 in Orpington Village Hall
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30/10/2012

21/05/2013
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PE would return in six months to give an update on
progress to implement the cancer patient experience
action plan.

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.

PE/LM

October
2013

JW

Late 2013

JW

October
2013

It was also agreed that a site visit of the PRUH would be
arranged for Governors at the appropriate time.
JW/TC

Board of Directors Meeting – 30 July 2013

30 October
2013

This item was due to come
to Board in July but it has
been deferred, with the
approval of the Chair until
October to make way for a
Board discussion on the
Liverpool Care Pathway
Review.

Should the Trust acquire the
PRUH a programme of site
visits will be organised for
Governors. This programme
will span over two months so
that all governors will have
the opportunity to tour the
site.
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Enc 2.1

Chair’s Briefing Note
A new chapter in our history
Today marks a momentous point in our history, as King’s College Hospital NHS Foundation
Trust and the Princess Royal come together to create a new large acute hospital trust
serving the patients of South East London and beyond. It is an incredibly exciting time for all
of us. The challenges ahead are significant, and I know how hard everyone has worked to
achieve this, and I thank you all.
Naturally, we are all focussed on this one, specific date in the calendar; however, the full
integration of our two organisations will take much longer. Despite the pace of change over
recent months, we will all need to be patient, as we take time to understand how the cultures
of two different organisations can work together for the benefit of all our patients.
We have been incredibly impressed by the people and staff we have met at the Princess
Royal and at other sites across SLHT. We all also feel there is something special about
working at King’s. It is clear to us already that we share common values, and this makes us
optimistic for the future.
I have been Chairman of King’s College Hospital NHS Foundation Trust since December
2011 and before that, a non-executive director, and it is a great personal privilege to become
the Chairman of the new enlarged organisation from today.
We hope that the integration will support improved quality of services across the whole of the
enlarged organisation, with increased access to specialist services; greater flexibility in terms
of where patients can receive treatment, a larger, well supported and productive workforce;
and all supporting the financial sustainability of the local health economy and enhanced
research activity.

As part of King’s College Hospital NHS Foundation Trust, local patients and residents
also benefit by becoming part of the wider King’s Health Partners, one of only 5
Academic Health Sciences Centres nationally. The four partners are KCH, Guy’s and St
Thomas’ South London and Maudsley NHS FTs, with their academic partner King’s
College, University of London. KHP’s vision is to be a leader, both local and global, in
the improvement of health and wellbeing. This vision is currently being further developed
through consideration of organisational models to best deliver the vision, which include
closer integration of three NHS FTs. A full update is provided in the Chief Executive’s
report.
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The Board of Directors
Without the hard work and contribution of the Board over the past months, we would not be
here today. The members of the Board, outlined below, will remain the same following the
integration. Three Board members are Bromley residents.
Board of Directors

Non-Executive Directors

Executive Directors

Prof Sir George Albert - Chair

Tim Smart
Chief Executive

Sue Slipman

Simon Taylor
Chief Financial Officer

Prof Ghulam Mufti

Roland Sinker
Chief Operating Officer

Chris Stooke

Angela Huxham
Director of Workforce Development

Marc Meryon

Dr Geraldine Walters
Director of Nursing & Midwifery

Faith Boardman

Jane Walters
Corporate Affairs Director & Trust Secretary

Graham Meek

Jacob West
Director Strategy

The Council of Governors
The same can be said for our Council of Governors who have remained engaged throughout
the process, challenging the Board to ensure that we remain focused on our underpinning
goal of improving patient care.
However, as we expand the Trust to include all of the new locations, we need to ensure that
the new local populations and patients served by the Trust have a stake and a proper voice
in its future. So we are actively recruiting new members from Bromley, Lewisham, and from
patients in the local area, who will elect new Governors to represent them. There will be 4
new Governors representing Bromley and one representing Lewisham.
All PRUH and Orpington staff are also members of the new organisation, and will have the
opportunity to vote for 2 new interim Staff Governors to represent them.
Elections will be held towards the end of 2013. I hope you will all participate and encourage
your friends and family to sign up as members too.
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Protocols for Public Board Meetings
As a Foundation Trust, our public Board meetings are open to members of the public. We
meet monthly (with the exception of August), and will be holding a number of our meetings in
the Bromley/Orpington area. This also applies to our Council of Governors meetings.
We publicise the dates of meetings on our website and copies of meeting papers will be
provided on the day of the meeting.
Our meetings are Board meetings held in public, not public meetings. However, if time
allows and it is appropriate to do so, I will take questions from the public. If you have a
specific question you wish to ask, we ask that you notify this in advance to the Board
Secretary, Tamara Cowan. Contact details are available on the website.
Our agenda today is very much focused on the period prior to integration, but as we move
forward and get to grips with the task ahead we will begin to provide integrated reporting.
Later you will hear from Roland Sinker about our early experiences at the Princess Royal
University Hospital during September.
I cannot emphasise how exciting this challenge is for all of us, and I look forward to engaging
with you all over the coming months and years as we develop high quality, sustainable
healthcare services for the benefit all of the people in south east London who need our
services.
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Report to:

King’s College Hospital Board of Directors

Date of meeting:

30th September 2013

By:

George Alberti

Subject:

Chairman and Non-Executive Directors’ Report

George Alberti- Chairman
24th July

Visit to ED and Acute Medicine at PRUH
Attended Council of Governors at GSTT

25th July

Council of Governors Strategy Group
Attended Quality and Governance meeting
Attended Equality and Diversity meeting

26th July

Attended Public Health Committee
1:1 with Graham Meek

29th July

1:1 with Tim Smart
Meeting with Professor Roger Williams, Ghulam Mufti and Simon
Taylor
Meeting with Joydeep Sinha
Meeting with Roland Sinker
Tour of Morris Wohl Centre

30th July

Attended KCH Finance and Performance Committee
Chaired Private and Public Board meetings
Chaired Joint meeting of BoD and CoG
Attended Awards Ceremony for Junior Doctors

31st July

Meeting with Carol Gayle and colleagues re 3D4D Programme
Meeting with Officers of KCH Charity
Meeting with Mike Edmonds re vascular services

1st August

Board to Board meeting with Monitor
Attended KCH Commercial Services meeting

5th August

Chaired Private Board meeting
1:1 with Tim Smart
Attended KHP Chairs Steering Group
Met Jeremy Hunt
New Governor induction
Met Officers of Bromley Council

7th August

Met Dr Weeks re Stroke Services
Phone conference with Monitor

12th August

GoSee in Emergency Department
Attended KHP Chairs Steering Group
1
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13th August

1:1 with Robert Lechler

14th August

Attended A & E Roundtable at FTN

2nd September

Meeting re Michael Parker Inclusion Award
Attended KHP Chairs Steering Group

3rd September

Attended Clinical Directors meeting
Attended meeting re Helipad
1:1 with Mike Marrinan

4th September

Attended Consultant Development meeting
1:1 with Anil Dhawan

5th September

Chaired Private and Public Board meetings, Joint meeting of BoD
and CoG, and Private Council of Governors meetings

6th September

Meeting with NEDs re KHP

9th September

Attended King’s Executive re KHP
Meeting re OHI survey

10th September

Attended King’s Fund Breakfast meeting re competition
Attended FTN Quality Working Group
Attended meeting of Chairs and CEOs at FTN
Attended KHP Research Forum

11th September

Attended workshop re Emergency Care at KCH and PRUH
Attended Quality and Governance Committee

12th September

Attended KCH Research Committee
1:1 with Professor Bruce Hendry

16th September

1:1 with Professor Alberto Sanchez-Fueyo
Visits to Maternity Department and ED
Attended KHP Chairs Steering Group

17th September

1:1 with Professor Rick Trainor
BoD Agenda Planning meeting
1:1 with Tim Smart
Meeting with Hannah Joyce re Helipad
Attended KCH Academic A

18th September

Attended KHP Partners Board
Chaired Council of Governors Private and Public meetings
Chaired KCH Annual meeting

19th September

Chaired Consultant Interview Panel
Visit to Institute of Hepatology
Chaired Public Lecture given by Professor Nigel Heaton

20th September

GoSee at Friends Stroke Unit
1:1 with Professor Robert Lechler
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Graham Meek
23rd July

Attended Business Integration Committee

25th July

Attended CoG Strategy Committee
Attended Quality & Governance Committee

30th July

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

1st August

Attended meeting with Monitor

nd

2 August

Go-and-See Donne Ward
Chaired King’s Commercial Services meeting

5th August

Attended Board of Directors’ meeting (Private)

12th August

Go-and-See Lion Ward

20th August

Meeting with Reverend Ben Rhodes

9th September

Attended meeting of KCH Executive
Attended meeting on recruitment for PRUH

18th September

Attended KCH Annual Public meeting

Chris Stooke
23rd July

Chaired BIC

th

Monitor preparation meeting

th

1st August

Attended F&P meeting
Attended Private Board meeting
Attended Public Board meeting
Monitor preparation
Attended Monitor board to board

2nd August

Attended KCH Commercial Services board

5th August

Attended Private Board meeting

6th August

Chaired interview panel, consultant emergency medicine

28th August

Chaired BIC

5th September

Attended Private Board
Attended joint meeting with Governors
Attended Public Board

9th September

Meeting re recruitment of integration lead, long list

29 July
30 July
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23rd September

Chaired BIC
Meeting re recruitment, short list

24th September

Meeting with KPMG re Board Appraisal

27th September

Attended Transport Feeder Group

Sue Slipman
25th July

Attended Governors Strategy Committee
Attended KCH Quality and Performance Committee
Attended KCH Board per-Monitor meeting

30th July

Attended KCH Board Finance and Performance Committee
Attended KCH Board Private meeting
Attended KCH Board Public meeting
Attended Joint KCH Board and Council

1st August

Made Go See visit with Roland Sinker to Twining Ward
Attended Board to Board with Monitor

11th September

Attended KCH Quality and Governance

18th September

Attended KCH Governors meeting

Marc Meryon
25 July 2013

Attended Governors Strategy Committee (part)
Chaired Meeting of Equality & Diversity Committee
Attended Quality & Governance Committee (check)

30 July

Attended Finance & Performance Committee
Attended Private Board meeting
Attended Board of Directors/Council of Governors meeting
Attended Public Board meeting
Attended Preparatory meeting

1 August

Attended Preparatory meeting
Attended Monitor Board to Board meeting

5 August

Attended Go See

28 August

Attended Board Integration Committee by telephone

2 September

Attended meeting to discuss Michael Parker Inclusion Award

5 September

Attended Private Board meeting
Attended Private Board/Council meeting
Attended Public Board meeting
4
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Ghulam Mufti
23 July 2013

1:1 with Professor Sir Robert Lechler

24 July 2013

Meeting with Judith Seddon & Jane Walters

25 July 2013

Attended Monitor Board to Board preparation session
Chaired Trust Quality & Governance meeting

26 July 2013

Attended King’s Centenary celebrations

29 July 2013

Meeting with Professor Sir George Alberti
Visit to Wohl Institute

30 July 2013

Attended Finance & Performance Committee
Attended Board of Directors private session
Attended PRUH NED’s review of presentations
Attended Board of Directors public session
Attended preparation session for Board to Board
Board Go & See on Todd Ward with Faith Boardman

1st August 2013

Attended Monitor pre meet
Attended meeting with Monitor

5 August 2013

Attended Private Board
Meeting with Roland Sinker & Alan McGregor

7 August 2013

Meeting with Jacob West

15 August 2013

1:1 with Mike Marrinan

16 August 2013

Meeting with Tonic re centenary

30 August 2013

Attended Finance & Performance Committee

5 September 2013

Attended Board of Directors
Attended special joint Board/Council
Attended Public Board of Directors
Attended Public Board of Governors

Faith Boardman
23rd July

Attended Business Integration Committee
Attended Board meeting of KCH Charity

25th July

Attended pre-meet for joint meeting with Monitor
Attended Quality and Governance Committee
Attended discussion on Equality and Diversity

30th July

Attended Finance and Performance
Attended Private Board
Attended Joint meeting of Board and Governors on PRUH
Business Case
Attended Public Board
5
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Pre-meet for joint meeting with Monitor
Go and See
31st July

Attended meeting on KCH Charity with Chair and CEO

1st August

Attended pre-meet for joint meeting with Monitor Board
Attended joint Board meeting with Monitor

5th September

Attended Private Board
Attended Private Joint meeting of Board and Governors
Attended Public Board
Attended Public Governors' Council

6th September

Attended NED’s meeting on KHP

10th September

Attended CEA Committee

11th September

Attended Quality and Governance Committee

23rd September

Attended Business Integration Committee
Attended briefing meeting on Patient Experience

24th September

Attended Board Evaluation interview

25th September

Attended KCH Centenary Service and lecture event
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Report to:

Board of Directors

Date of meeting:

01 October 2013

By:

Professor Sir George Alberti, Chair

Subject:

Update on Council of Governors’ Activities

Governor activities since the last update have included:

25 July Governors Strategy Committee
The Committee discussed a presentation which focused on the Trust’s Strategic Priorities
Matrix for Quarter 1, the proposed acquisition of assets and services from South London
Healthcare Trust (SLHT), and the developments relating to King’s Health Partners (KHP).
The Committee noted the outline of the new organisations/bodies that commission and fund,
regulate and provide NHS healthcare services, and in particular the role of local scrutiny
organisations. Merav Dover, Chief Officer of Southwark and Lambeth Integrated Care (SLIC)
outlined the vision of the organisation and the steps taken towards achieving it.

30 July Board of Directors and Council of Governors Joint Meeting
The proposed acquisition was discussed in great detail. The clinical case put forward
demonstrated that the acquisition would have an overall positive impact on the patient
experience, highlighting the expected improvement in the standards of care at both sites.
Despite the clear non-financial benefits, the financial case put forward proved to be more
challenging. The risks were clearly laid out, as were the steps in place to mitigate these
risks. With the Full Business Case taken into consideration, the overall conclusion reinforced
the fact that the proposed acquisition fits well with King’s strategy. During the meeting, a
round table discussion also took place between the Non-Executive Directors/Executive
Directors and the Governors. All six tables were asked to identify three benefits and three
challenges around the proposed acquisition, which resulted in a discussion of the findings.

05 September Board of Directors and Council of Governors Joint Meeting
05 September Council of Governors Meeting
Both meetings focused on the proposed acquisition. The items considered to reach the final
decision included the Transaction Agreement, the indicative risk rating from Monitor, and the
Full Business Case.
18 September Council of Governors Annual Members Meeting
The Governors took an active part in the Annual Members Meeting, attended by over 100
Members, which was declared a success. Not only was it a good occasion for all to
participate in health checks, it also provided the perfect opportunity for Members to meet
with their Governors. The Governors took part in a King’s in Conversation pop up event.
1
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Nicky Hayes, Lead Governor presented an overview of the Governors activities during
2012/13, and their planned activities during 2013/14.
Elections and Membership
As the Trust moves forward to the next steps of the proposed acquisition, we are preparing
to expand our constituency areas so we are represented in the Boroughs of Bromley and
Lewisham. Our current Governors are taking part in recruiting Members for these areas. The
election will be held in late 2013/early 2014.
Forthcoming events:
30 September - Board of Directors (Private) meeting
01 October - Board of Directors (Public) meeting at Orpington Village Hall
03 October – Governors Workshop/Potential PRUH site visit
14 November – Governor Development Day

2
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Report to:

Board of Directors

Date of meeting:

01 October 2013

By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Board Report

1. Executive Summary
September 2013 will be remembered for several reasons at both King’s College Hospital and
the Princess Royal University Hospital in Bromley, but mainly because it is the month in
which King’s assumed operational management of the PRUH, ahead of full integration from
1 October.
Understandably, there have been a number of issues as the new teams have become more
familiar with each other and their differing processes, but there has been good progress.
Both King’s in Camberwell and the PRUH have operational and financial issues which need
to be resolved, but I am confident that we have a clear line of sight to achieving the plans
which have been approved by the Board and the Council of Governors. As we enter the
winter, there won’t be much room for manoeuvre, especially as the system adjusts to ever
more change and continuing pressures, along with constrained resources.
We have also made some important progress in King’s Health Partners as we prepare for
the panel interview to decide whether our Academic Health Sciences Centre status is
confirmed for another five years, and which organisational model we believe will best enable
us to achieve our potential. Five very imaginative visions have been proposed in Integrated
Care, Cardiovascular, Paediatrics, Cancer and in Regenerative Medicine, to inform those
decisions. October will be important for KHP, not least as we welcome Matthew Patrick as
the new CEO of SLAM.
2. Finance – month 5
At the end of month 5 (August) King’s College Hospital has an operational surplus position
of £0.470m, against a planned year to date surplus of £0.882m. This is an adverse variance
from plan of £0.412m.
The Trust’s overall Monitor financial risk rating at month 3 remains at 3. This is in line with
the overall risk rating in the annual plan.
Detailed information can be found in the monthly finance report contained within this set of
papers.
3. Performance – month 5
No further cases of MRSA have been attributed to the Trust, so the position remains at 2
cases in 2013/14 to date. C-difficile rates are below the quota set for 2013/14; the Trust has
reported 16 cases year to date against a quota of 20.
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Access targets remain under pressure due to the acuity and volume of emergency care
patients. The emergency care 4-hour wait target was achieved in August but is under
significant pressure in September and therefore for the quarter (July –September).
The Trust remains on track to deliver against all cancer patient waiting time targets in quarter
2 and is maintaining a strong performance in terms of keeping the number of longer waiters
to the level we had planned and thus within the targets that were set at the beginning of the
year.
Detailed information can be found in the monthly performance report contained within this
set of papers. Information about PRUH performance during the early handover period will be
presented at the meeting.
4. South London Healthcare Trust
On 05 September, the Board of Directors and the Council of Governors met separately and
together to reach a decision on the Trust’s proposed acquisition of services and assets of
South London Healthcare Trust, including the Princess Royal University Hospital (PRUH)
and Orpington Hospital. A few days earlier Monitor had formally written to the Trust with the
outcome of their risk assessment and indicative financial and governance risk ratings. These
ratings were in line with King’s current performance and suggested that the plans we had
outlined in the full business case would not lead to any material deterioration to performance.
The Board and Council agreed to proceed with the acquisition outlined in the full business
case, subject to the successful resolution of the outstanding matters related to the
transaction agreement. Subsequently, these matters were resolved and the transaction
agreement signed. We await the transfer order.
This was a momentous decision for the Trust and my unreserved thanks goes to the many
individuals and teams that have been involved in the preparation of the business case,
integration planning and steering us through the regulatory process, as well as to those who
have offered their experience and demonstrated strong and clear leadership to guide the
process.
The Trust now has now assumed operational management at the PRUH and staff are
working hard to align processes and lay the ground for integration post 1 October. In the
meantime we continue to keep the staff and stakeholders informed through bulletins and
intranet messages. I am pleased that we are holding our first Board meeting post-integration
in Orpington and in future Board and Council meetings will be held at both the Denmark Hill
site and within the Borough of Bromley. In addition, a programme of events is planned during
the transition period to engage staff and encourage two-way communication.
5. King’s Health Partners
King’s College Hospital remains absolutely committed to the King’s Health Partners (KHP)
vision and is participating fully in the continuing detailed work to develop a business case for
closer integration. Staff were called upon over the summer to give their thoughts on the
future direction of KHP, and in particular about the culture of the organisations involved.
The KHP Partners Board will meet in late October to decide which organisational model the
full business case will be based on. There are a number of options being explored, which
include the merger of the three foundation trusts. Learning from the experience of two
foundation trusts in the south west of England, it is important that by the time the Partners
Board meets all organisations have a clear understanding of the complexities and costs
involved in navigating a potential merger process, and options for closer integration.
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In the same week the panel interview to determine KHP’s status as an Academic Health
Sciences Centre will take place. Amongst several other very strong contenders, the
accreditation process will be robust and competitive.
6. Capital, Estates & Facilities
Phlebotomy Project, Golden Jubilee Wing, Denmark Hill site – The project to reconfigure the
existing space and to implement the latest technology, improve efficiency and increase the
number of bays was completed over a 10 day programme at the end of August.
Infill Block 4, Denmark Hill site - We expect the new theatres and wards to become
operational by the end of October. Key actions are being monitored on daily basis.
New Critical Care Unit, Denmark Hill - Significant progress has been made to prepare the
site for enabling works to begin during October.
Emergency Department, Denmark Hill - There are plans to install additional two storey
portakabins to provide accommodation for Clinical Decision Unit and Paediatrics.
Orpington Hospital – Works are progressing well and we expect the site to be operational in
early October.
Department of Health Energy Efficiency Grant – King’s has been awarded a £3 million grant
from the Department of Health to deliver energy efficiency measures across the Denmark
Hill site. This will include improvements to the heating and hot water systems, upgrading
heating control systems and the wide ranging pipe insulation measures.
7. Media Coverage & Events (13 July – 19 September)
Press and broadcast coverage
24 July - The Nursing Standard featured an article about Pat Brown, a nurse at King’s who
performed at the opening of London’s Olympic games. She is one of 17 volunteers that are
featured in a photographic exhibition which celebrates the games one year since the
opening ceremony.
25 July - A new mother and baby born at King’s were featured in The Daily Mail and another
in the Southwark News, about mothers who had their babies born on the same day as
Prince George.
15 August - News Shopper featured an article about King’s Director of Trauma Mr Rob
Bentley. Mr Bentley talks about what it life is like at King’s, and the type of injuries King’s
treats.
21 August - The Nursing Standard featured an article about Lurleen James and her role as a
Senior Sister in Renal. She describes how she acquired the training, skills and experience
needed for her senior role in a nurse-led dialysis unit.
30 August - Tim Jackson, Consultant Retinal Surgeon at King’s, provided an expert
comment for a piece in PharmaTimes and Optometry about giving patients access to the
only available therapy for a rare eye condition.
6 September - Stella McCartney has teamed up with menswear label Rake to design a
limited edition of 2,500 headscarves that will be gifted to all of King’s new chemotherapy
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patients, for one year, funded by Coutts. She also worked with Jill Thomas, MacMillan
Cancer Support at King’s, to develop this idea.
Events
26 July – To celebrate 100 years in Camberwell, we held our Centenary Day on Friday, 26
July. Events on the day included re-creating the photo taken at the official opening on 26
July, 1913.
18 September – King’s Annual Members Meeting was held on Wednesday, 18 September.
There were health checks and information stands as well as a formal meeting and breakout
sessions on Care of Older People and Movement Disorders.
Upcoming events: King’s is running a series of special public lectures. The next lecture will
take place on Wednesday 9 October, where Professor Edward R. Howard will talk about the
history of King’s.
8.

Consultant Appointments

Following Advisory Appointment Committees over the summer, there have been five
consultant appointments. Start dates for all appointees are to be arranged.
Specialty

New/Existing

Appointee

Emergency Medicine x 2 posts

New

Dr Tim Scott
Dr Katie Mcleod

Obstetrics & Gynaecology
(Education)

New

Dr Victoria Potter

Obstetrics & Gynaecology
(Postnatal)

New

Dr Sadia Bhatti

Special Care Dentistry

New

Sukina Moosajee

9.

Chief Executive’s Brief

The CEO Brief to staff for September is attached in appendix 1.
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An update from the Chief Executive to all staff at King’s College Hospital
In a very short me we will be welcoming 2500 addi onal colleagues to the King’s family. Like the rest
of us who work in the NHS, you are dedicated to improving the health of the people you serve. That is
the nature of being a public servant. There is no doubt that the inner London King’s family will learn a
lot from our new outer London colleagues, and the same is true in the other direc on as well.
Since we first floated the idea of acquiring the Princess Royal from South London Healthcare Trust, we
have not deviated from our core purpose of improving the quality of pa ent care, and now the rubber
really hits the road, as they say. The new larger King’s will face challenges in many areas, but as an
integrated organisa on we will have greater flexibility to solve our problems and to improve. One of
our challenges is emergency admissions, where the pressures through the summer months have been
as tough as any winter that many of us can recall. We will be working across the wider Trust to explore
how we can avoid future breaches of the 95% Emergency Care standard. We are also playing an
important part, as members of the Founda on Trust Network and the Shelford Group, in changing the
way that emergency admissions are reimbursed, which presents a significant challenge for the Trust as
a whole.
The addi on of Orpington Hospital in par cular, plus the new theatres and beds in in‐fill block 4 on
Denmark Hill, will give us the flexibility to improve performance in wai ng mes and elec ve lists. This
will help our finances. As we prepare for winter, we are pre y much on plan, but we are not achieving
our cost savings targets principally because of the need to employ agency staﬀ to deal with high
ac vity levels. Unless we keep a very ght grip on finances, we will find it hard to keep improving the
quality of care we provide.
And as the summer comes to a close, we are reaching a me when we will make important decisions
about King’s Health Partners. Many of our new colleagues will not know much about KHP, so please
look at the website www.kingshealthpartners.org. We have been saying for two years now that we are
close to making an important decision about organisa onal form, but this autumn the Partners’ Board
will have the evidence in front of us to decide whether the merger of the three FTs is the most feasible
and aﬀordable way of achieving KHP’s goals, or whether another form of closer integra on is to be
preferred. Whatever we decide, it will be based on improvements to healthcare, research and
educa on, and will require us to work very intensely for several months on a final business case.
In the mean me, we have much to celebrate. The expansion of King’s College Hospital NHS Founda on
Trust, during the hundredth year of King’s College Hospital on Denmark Hill, is the most significant
development in the Trust’s history, and arguably in healthcare in southeast London since King’s moved
to Denmark Hill. Reflec ng on my nearly five years here, we are truly living up to our values, and in
par cular ‘Always Aiming Higher’, and of course now ‘Making a Diﬀerence to in our Local community’
on a much bigger scale. Our vision for our new enlarged organisa on is both exci ng and challenging.
One thing is clear—life will not be dull for any of us over the next few years.
Tim Smart
Chief Execu ve

An update from the Chief Executive to all staff at King’s College Hospital
Important messages for staﬀ working at new
sites
It is very important that all former SLHT staﬀ joining
King’s a end the Welcome to King’s Induc on
sessions, and managers who are now working on‐site
at the PRUH are asked to encourage staﬀ there to
register on‐line for these as soon as possible. You can
find the links to book places within the latest edi on
of the Welcome to King’s staﬀ update or, if you are
based at Denmark Hill, on the Welcome to King’s
Induc on Kwiki page.
We urgently need staﬀ currently working via SLHT
Bank to register with NHS Professionals. If they are
not registered they will not be eligible to con nue
working at the PRUH and other sites a er 1 October.
Please ensure this message gets across via
management structures to staﬀ on the wards.

Staﬀ Accommoda on Update
The PRUH acquisi on is genera ng a significant
demand for oﬃce space to accommodate staﬀ
transferring from SLHT, transi on personnel and
flexible ‘”hot desk” facili es for colleagues working
across more than one site. The long term
requirements will become clearer as the integra on
progresses: our short term focus is to provide
suﬃcient space for the immediate period from 1st
October and this is being met as follows:
Denmark Hill
The Trust has acquired a 3–year lease on 161
Denmark Hill, an oﬃce building approximately 10
minutes walk from the Hospital campus. This is being
refurbished for use by corporate departments.
Elsewhere there will be a number of small
reconfigura ons on the main site, the business park
and at Jennie Lee House to meet expansion needs
while keeping teams together as far as is possible.
PRUH and QMS
We are developing the former SLHT HQ suite and
separa ng out and conver ng an area of the main
canteen. These will both be for shared “hot‐desk” use
by visitors from Denmark Hill. In addi on there will be
a modular oﬃce cabin adjacent to the Day Surgery
Unit. This will be used by some teams currently based
in the main building, releasing space to embed new
management and transforma on personnel with their
new teams. There will also be some space provided
for corporate staﬀ that have to be based on‐site in
Green Parks house. At QMS we are taking over the
Frognal Building. This is being modified to provide

accommoda on for corporate personnel transferring
from SLHT and transi on and cross‐site staﬀ whose
func ons do not require them to be on the clinical
sites.
The Estates and Facili es Team are in dialogue with all
divisions and corporate departments about use and
alloca on of this oﬃce accommoda on, and detailed
informa on for each individual department will be
made available shortly through your own teams.

New Havens website
This month saw the launch of a new website for the
Havens – our specialist centres for people who have
been
raped
or
sexually
assaulted
www.thehavens.org.uk.
The new responsive site was designed to make it
easier to find help and support from one of the
Havens – whenever and wherever you are in
London.
Informa on can now be accessed on
anything from a PC or laptop at home to a tablet or
i‐phone on the move. Working with our colleagues at
the Metropolitan Police we have created a site that is
focused on helping people, irrespec ve of their
ethnicity, religion, sexuality or lifestyle.

King’s Annual Members Mee ng
The Annual Members’ Mee ng will be held this year at
Avonmouth House, 6, Avonmouth Street, at the
Elephant and Castle. We will be following our usual
format of displays and health checks followed by
presenta ons on the last financial year and our plans
for the year ahead, and then a couple of breakout
sessions. This year’s topics are Care of Older people
and Movement Disorders. The formal mee ng starts
at 6.30 and we would be delighted to see some staﬀ
in a endance.

King’s in Conversa on – book your place NOW
Our King’s in Conversa on listening events are now
well underway, and we are s ll looking for staﬀ from
all areas to take part. For informa on about the mes,
dates and loca ons, and to book a place, use the link
on the Kingsweb homepage or email kch‐
tr.listening@nhs.net
Date of last MRSA bacteraemia: 29 April 2013
Clinical area: DMU Ward (Haematology)
Cause: – Posi ve MRSA result not seen by clinical
staﬀ, and MRSA protocol was not followed before IV
procedure.
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Subject:

Finance Committee Report – Month 5 (August 2013)

Author(s):

Simon Dixon, Nicola Hoeksema, Iris Lewis

Presented by:

Simon Taylor, Chief Financial Officer

Sponsor:

Simon Taylor, Chief Financial Officer

History:

First submitted to Finance and Performance Committee

Status:

Decision/Discussion/Information

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 5 Executive Financial Summary
Annual Budget
£'000
Income (excluding off Tariff Drugs)
675,560
Off Tariff drugs Income
43,612
Pay
(399,032)
Non-Pay (excluding off tariff drugs)
(324,866)
Off Tariff Drugs Expenditure
(43,612)
Capital Charges, Interest and Dividends
42,594
Internal Recharges
(614)
SLR/Internal Recharges
358

Total
Impairment Expense
Consolidated Annual Surplus/(Deficit)

(6,000)

YTD Budget
£'000
268,331
17,941
(164,176)
(123,863)
(17,941)
17,345
(223)
148

YTD Actual
£'000
284,101
19,710
(172,874)
(131,478)
(19,710)
17,404
1
(3)

(2,438)

(2,849)
3,320
471

Enc 2.6

Month 5 YTD
Variance
£'000
15,770
1,769
(8,698)
(7,615)
(1,769)
59
224
(151)

Month 4 YTD
Variance
£'000
13,856
172
(7,350)
(6,645)
(172)
(41)
168
(107)

Movement in
Month
£'000
1,914
1,597
(1,348)
(970)
(1,597)
100
56
(44)

(411)

(119)

(292)

Financial Key issues:
 The Trust is reporting an operating surplus of £471k year to date excluding the asset impairment accrual of £3.320m. The
Monitor Financial Risk Rating is 3, in line with the Annual Plan. The annual surplus target is £2m excluding the nonoperating asset impairment cost of £8m for the year. The phased operating surplus plan for month 5 is £882k and
therefore the Trust is £411k adverse from plan. The adverse movement in month of £292k is due to a reduction in the
winter pressure income accrual as a result of no national or local funding agreement for the Denmark Hill site.
 Although the Trust is achieving a minimal surplus to date there are a number of underlying challenges that could adversely
impact of the financial position in the second half of the year:
1. No winter pressure support for the Denmark Hill site to sustain the A&E performance and expedite discharges;
2. Commissioner affordability of contract over-performance as reflected by LSL CCG’s risk share proposal;
3. Current CIP achievement of schemes is 66% and the schemes are predominantly phased in QTR 3 & 4;
4. A stepped increase in the Trust’s cost base due to off-site working at private hospitals and the increasing use of
agency nurses & clinical locums;
5. Risk to planned income streams being paid in full such as NHSE CQUIN; Project Diamond funding and Dental SIFT
6. The contingency reserves are committed to increasing nursing establishments in Critical Care, TEAM and
Neurosciences to provide safe and quality care to complex and high acuity patients. Other material commitments
against reserves include a contribution to KHP business planning.
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Winter Pressure monies
 The Trust has been allocated £1.9m “winter monies” as part of the national funding for challenged health economies in
2013/14 for the PRUH site; but nothing for the Denmark Hill site. The Trust had bid for £6.7m for the PRUH site and £11m
for the Denmark Hill site as shown on pages 8 and 9. A number of the schemes on the Denmark Hill site related to
recurring investments (£3m) from last year on the assumption that “non-recurring” funding would follow this year.
Therefore the Trust has to review and prioritise schemes with financial support from the local CCGs and NHSE.
 The LSL CCG’s have invested in emergency admissions activity (£1.5m) and the short stay AAU - Acute Assessment Unit
(£850k) through the 13/14 contract. Despite this CCG investment the Trust is still over-performing on emergency activity
and the PbR 30% marginal rate will reduce Commissioner payments by £3.9m (LSL CCGs £2.2m and NHSE £1.7m). If
the CCGs have no robust investment plans to reduce emergency admissions then there is a clear argument that this
funding should be re-invested at Denmark Hill.
Contract income over-performance
 At month 5 the CCG’s are over-performing by £9.9m and NHSE by £5.6m against there contract values. The key service
areas generating contract over-performance are critical care and emergency/non-elective in-patients. Off –tariff drugs and
the new maternity pathway tariff are also impacting on the income over-performance. This over-performance level is
reflective of the changing emergency case-mix (higher level of complexity, acuity and longer LOS) now being seen in the
hospital.
 The Trust has responded to the LSL CCG risk-share proposal and agreement is dependent on the Trust securing winter
pressure funding to secure investments such as the temporary two storey CDU/ Paediatric modular building. The riskshare arrangement will also need to cover contract penalties (e.g. RTT waits) and KPIs (e.g. excess bed days and
outpatient follow ups).
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Cost Improvement Programme
 The Trust CIP achievement to date is £9m (plan to date £13.5m) which is an adverse variance of £4.5m. This is a 66%
achievement against the CIP target to date. The annual target is £40m and a contingency reserve has been set aside to
cover the high risk projects. All the Division’s are struggling to achieve their targets to date except the Women’s and
Children Division. A 75% achievement level is required and the current return would leave a shortfall of £3.6m.
 The outstanding allocation of CIPs for CCG QIPPs and new business cases will be completed in month 6. The Division’s
are identifying substitution CIPs and short term non-recurring savings to close the financial gap.
 The PRUH CIP schemes have been notified to the Division’s and will be allocated against budgets from 1st October.
Cost base pressures
 The Trust cost base is increasing due to a large share of the elective work taking place off-site in private hospitals and the
Trust is not achieving a financial margin on this activity. The cost to date is £2.6m and projected to be in the region of
£5.8m for the financial year. The off-site activity is for endoscopy, bariatric, endocrine, orthopaedic surgery and
cardiothoracic surgical work such as heart bypasses; plus elective neurosurgery. The ‘go live’ for Infill Block 4 (48 beds and
2 theatres) on 18th October should ease the capacity pressures and enable the ring fencing of elective beds. The theatres
will be operational early November.

 Agency nursing has increased in Critical Care, Acute Medicine, Neurosciences and Liver due to a combination of increased
activity and more frail and elderly patients requiring greater complex care; including one to one nursing care.
Income risks and contingency reserves
 The Trust is still awaiting confirmation from NHSE regarding CQUIN payments at 2.5% on the total contract value and the
Project Diamond Funding support (£2.7m). The Dental SIFT allocation has been reduced by £1.2m and the Trust is in
discussion with GSTT regarding this transitional reduction.
 The Trust has committed to increasing the nursing establishments in Acute Medicine, Critical Care, Liver and
Neurosciences to maintain patient safety and quality. These investments are dependent on robust recruitment plans to
reduce the agency cost, not to fill the new posts with existing agency staff.
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Kings Winter Pressure 2013/14

Direct Impact on A&E Performance
Neuro Nursing needed to cope with the increased acuity of patients
CDU portacabin hire/ housekeeping & hostess service
Increased CDU capacity & new RAT/ majors assessment area
LAS performance nursing/ admin
1 band 6 ED Paeds nurse shift 24/7
ED Twilight SpR shift 7/7
Acute Medicine Consultant rota review to support weekend cover for 7/7
working
Other Schemes
Total

Enc 2.6

Q1
£'000

Q2
£'000

Q3
£'000

Q4
£'000

Total
£'000

201
113
0
74
68
68

201
113
0
74
68
68

201
113
165
74
68
68

201
113
165
74
68
68

804
453
329
295
272
270

0
173
696

30
193
746

90
336
1,114

90
375
1,153

210
1,076
3,709

402
250
0

402
250
0

802
250
125

802
250
125

2,408
1,000
250

0

0

117

117

235

0
0
652

0
11
663

100
1,787
3,181

100
1,823
3,217

200
3,621
7,713

1,348

1,409

4,295

4,370

11,422

Schemes to Manage Emergency Admissions
RDL additional acute medicine beds (12 beds until 30/9/13 then increasing to
28 beds)
Acute Medicine wards nursing shift review
Critical Care Equipment lease purchase costs
2 B5 nurses per shift to provide specialing for dementia patients and patients
with mental health issues including those with suicidal tendencies
Additional waiting list / booking staff to support the Trust's revised Access
Policy .
Other Schemes
Total
KINGS TOTAL
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PRUH Winter Pressure 2013/14
Direct Impact on A&E Performance
Portacabin CDU facility outside EAU/ED & staffing
Winter pressure ward (M1)
2 additional nursing shifts in ED 24/7 (to include all new majors capacity and
paeds)
Therapists - 7/7 working (ED/ CDU & EAU)
Basic level KOPAL capacity - 1 geriatrician and 1 band 7 nurse, 1 band 7
therapist
Other Schemes
Total
Schemes to Manage Emergency Admissions
To support additional critical care demand and to facilitate flexing beds for
MT/ED.
Therapists - medicine (12.60 wte M-F)
Pathology - Additional testing in labs for diagnostic requests i.e Nora Virus,
Influenza etc
Need for further anaesthesia advanced trainee level : increasing airway
complexity / surgery (CRE etc)/ trauma / heart attack centre etc – For SC
Microbiologist joining ward rounds PRUH sites
Pharmacy tech based in discharge lounge (PRUH) Extended day PRUH week
end 16.00- 18.00 or additional pharmacist and technician during weekend
Open additional 3 beds in Paediatric Ward in PRUH
3wtes Clinical Fellows
7/7 diagnostics to support additional Surgery work being proposed
Other Schemes
Total
PRUH TOTAL
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Q1
£'000

Q2
£'000

Q3
£'000

Q4
£'000

Total
£'000

0
0

0
0

359
166

359
166

717
331

0
0

0
0

104
83

104
83

208
166

0
0
0

0
0
0

54
204
969

54
204
969

107
408
1,937

0
0

0
0

180
135

180
135

360
269

0

0

120

120

240

0
0

0
0

80
65

80
65

160
130

0
0
0
0
0
0

0
0
0
0
0
0

65
64
56
50
596
1,410

65
64
56
50
596
1,410

130
128
111
100
1,192
2,820

0

0

2,379

2,379

4,757
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Financial Risk Rating Ratios
Financial Criteria

Weight
(%)

Metric to be scored
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Month 5

Month 5
Rating

13/14
Plan

13/14 Plan
Rating

Achievement of Plan

10

EBITDA achieved (% of plan)

93.3%

4

94.0%

4

Underlying Performance

25

EBITDA Margin (%)

4.7%

2

4.7%

2

Financial Efficiency

20

Net Return after Financing (%)

0.3%

3

-0.4%

3

20

I&E surplus margin (%)

0.2%

2

0.3%

2

25

Liquidity Ratio (days)

16.2

3

16.4

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
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 Income is over-performing by £17.5m YTD, a £3.5m favourable movement this month. Outpatient referrals are
particularly high in Neurosciences, Surgery, Women’s Health and Dental. Vascular surgery elective/non-elective work
is adverse against plan. Critical care and the new Maternity pathway tariff are over-performing in both volume and
price. The new maternity pathway tariff reflects the activity case-mix and is generating additional income.
 Pay is overspent year to date by £8.7m, a £1.4m adverse movement in month.
 Nursing is £5m overspent year to date, £600k adverse movement in month. The overspend is mainly in
critical care, neurosciences, liver and acute medicine. Nursing bank and agency spend has been
approximately £2m per month, this is 71% higher than the same period last year. 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.
 Medical is £1.4m overspent to date, £352k adverse movement in month. The majority of the overspend is in
emergency medicine, acute medicine and Neurosciences caused by locums covering vacancies and sickness.
Plans are in place to recruit permanent staff. There is also a cost pressure for twilight ED locum SpR shifts, a
continuation of last year winter pressure investment.
 Professional, technical and scientific is £1.3m overspent to date, £266k adverse movement. This is again
due to the use of temporary staffing (mainly agency) to cover vacancies in areas such as pharmacy, dental,
liver theatres and cardiac. Cardiac are also using temporary staff to reduce Echo waits and to assist in the
backlog of work within cardiac suites.They are now recruiting to fill substantive posts.
 Non Pay is overspent by £9.4m overspent year to date, a £2.5m adverse movement. Clinical supplies are £2.9m
overspent, the majority of this is in Critical Care and Theatres due to an increase in activity and decontamination
costs. Drugs overspend of £1.2m is offset by off tariff income. There is also aprox £1m of unfunded costs relating
offsite work and a £1.3m bad debt provision relating to overseas visitors income that is contributing toward the year
to date adverse position.
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Divisional Variance Analysis
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Material off-track variances to plan are as follows:
 Neurosciences - £1,038k adverse YTD. Income is £2,091k favourable. Elective and outpatient income is over-performing in
Neurosurgery and Stroke. Elective neurosurgery income has over-performed due to off site working but paediatric non elective
activity is underperforming . Pay is £1,160k overspent, of which medical pay is over spent by £391k due to unfunded pay arrears and
high locum costs. Nursing pay is over spent by £645k on high cost of specials and sickness cover, some overseas recruitment has
taken place and the substantive staff are expected to be in post by the end of September. £1,642k non-pay overspend, is mainly
drugs and devices due to activity increase in neurosurgery spinal work and off site working (Harley Street)
 Cardio-vascular - £1,264k adverse YTD. Income is £193k adverse. Vascular is underperforming due to the transfer of some serves
to GSTT and cancellations due to bed pressures. Off site work is due to start to clear the backlog. Nursing overspend is caused by
bank spend due to increased activity on CRU in V&A. Usage of 5th and 6th beds on CRU, specials and sickness cover. External
Contracts overspend is due to HCA invoices for off site work done at London Bridge. Also partly due to Jan-Mar 2013 activity not
being notified to finance at year end and partly due to HCA charging in excess of tariff income for these procedures.
 Ambulatory - £1,009k adverse YTD. Income is £213k adverse. Oncology planed same day activity is underperforming year to date
and is showing a significant drop compared to last year. There is a possibility that the activity is being mapped to Haematology and
this is being investigated further. Ophthalmology is also underperforming, the workload for new DMO service is getting off the ground
so income is expected to improve. Drugs account for the majority of the expenditure overspend and the spend has been particularly
high in Ophthalmology & Oncology. The division has a CIP to reduce FP10 usage by 40% which they have not been able to achieve
due to the new dispensary being built.
 TEAM - £987k adverse YTD. Income is £2,093k favourable, elective, non elective and outpatient income is over-performing.
Nursing is overspent by £984k due to wards booking additional day and night shifts to cope with increased patient acuity since
December 12. Emergency department nursing is overspent due to use of high cost agency (adults usage has reduced by 16%
compared to last quarter in 12/13). Bank has also reduced by 41% due to recruitment of substantive staff. There are also outstanding
cost pressures for Paediatrics winter planning and LAS performance yet to be funded (£290k for 5 months) . Medical pay is £764k
overspent and this is mainly due to additional locums posts in acute medicine. There is a cost pressure for twilight ED locum SpR
shifts agreed as winter pressures (£114k). The division had withdrawn some shifts from July which did reduce the overspend over the
last 2 months, however an additional shift has since been authorised to ensure that Qtr 2 95% target is achieved.
 Corporates – There are a number of unplanned cost pressures in corporate departments year to date including £83k for the KHP
KIS project, £48k for the Francis/Listening project and £76k for the EPS benchmarking system.
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Temporary Pay Analysis Trend
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The graph to the left shows spend on bank and agency
nursing over the previous periods and it is showing that
the trend is on the increase.
B&A spend continues to be high and the main areas are
still CCTD due to additional Critical Care capacity,
weekend day surgery lists and the additional shifts in ED.
Shifts are being escalated to agencies as there is a need
for more highly skilled nurses, particularly in ED.
Additional controls are being put in place in an effort to
reverse this trend.
The dip in spend this month is due to bank and agency
spend in critical care being overestimated in previous
months.

The graph to the right shows spend on agency medical
staffing over the previous period and it is showing that the
trend is starting to go up again and actual expenditure is
erratic on a month to month basis. Consultant posts that
were previously covered by locums have now been
recruited into but some junior positions (particularly in ED)
are still reliant on locums to cover shifts.
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Temporary Pay Analysis by Division
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Agency spend (shown to the left) is 76% 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 in specialised areas where
recruitment into vacancies is difficult. Some overseas
recruitment is taking place but this is a slow and
expensive process.

Bank spend (shown to the right) is 27% 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.
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Expenditure By Type
Annual
Budget
£'000

YTD
Budget
£'000

Enc 2.6

YTD
Expend
£'000

YTD
Variance
£'000

Last Month
Variance
£'000

Movement
in Month
£'000

PAY

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

(127,625)
(149,734)
(61,660)
(19,431)
(1,533)
(31,625)
(7,424)
(399,032)

(53,247)
(62,448)
(24,505)
(8,087)
(639)
(13,163)
(2,087)
(164,176)

(54,664)
(67,483)
(25,314)
(8,166)
(652)
(14,452)
(2,143)
(172,874)

(1,417)
(5,035)
(809)
(79)
(13)
(1,289)
(56)
(8,698)

(1,111)
(4,456)
(585)
(113)
(21)
(1,024)
(40)
(7,350)

(306)
(579)
(224)
34
8
(265)
(16)
(1,348)

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

(67,167)
(68,450)
(36,440)
(26,817)
(23,645)
(18,949)
(358)
614
(84,928)
(326,140)

(25,524)
(28,560)
(12,344)
(11,174)
(9,450)
(7,895)
(148)
223
(29,662)
(124,534)

(28,415)
(29,714)
(14,041)
(11,477)
(9,471)
(7,933)
3
(1)
(32,737)
(133,786)

(2,891)
(1,154)
(1,697)
(303)
(21)
(38)
151
(224)
(3,075)
(9,252)

(2,329)
(857)
(1,233)
(189)
(9)
50
107
(168)
(2,169)
(6,797)

(562)
(297)
(464)
(114)
(12)
(88)
44
(56)
(906)
(2,455)

Total Expenditure

(725,172)

(288,710)

(306,660)

(17,950)

(14,147)

(3,803)

All Income

719,172

286,272

303,811

17,539

14,028

3,511

Income and Expenditure

(6,000)

(2,438)

(2,849)

(411)

(119)

(292)

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

Enc 2.6

Annual Budget
£'000
114,901
(48,265)
(31,551)
(174)
34,911
160,588
(60,061)
(50,936)
662
50,253
46,731
(71,918)
(59,438)
0
(84,625)
138,723
(61,228)
(23,293)
340
54,542
74,404
(55,035)
(7,040)
0
12,329
97,929
(55,968)
(8,452)
0
33,509
15,211
(2,936)
(3,800)
(1,360)
7,115
70,685
(43,622)
(122,947)
(18,949)
0
174
(114,659)
719,172
(399,033)
(307,446)
(18,949)
614
(358)

YTD Budget
£'000
47,666
(20,114)
(13,165)
(73)
14,314
66,684
(25,198)
(22,265)
277
19,498
18,699
(29,955)
(24,706)
0
(35,962)
56,628
(25,503)
(9,995)
142
21,272
30,628
(23,020)
(2,952)
0
4,656
39,706
(23,318)
(3,519)
0
12,869
6,338
(1,216)
(1,583)
(567)
2,972
19,923
(15,852)
(38,529)
(7,895)
73
0
(42,280)
286,272
(164,176)
(116,714)
(7,895)
223
(148)

YTD Actual
£'000
47,816
(20,227)
(13,730)
(65)
13,794
69,242
(27,177)
(24,937)
302
17,430
19,503
(30,581)
(26,303)
237
(37,144)
59,905
(26,567)
(10,906)
56
22,488
32,721
(25,256)
(3,569)
0
3,896
44,384
(23,658)
(3,674)
15
17,067
7,431
(1,336)
(2,891)
(358)
2,846
22,809
(18,073)
(39,844)
(7,933)
(184)
0
(43,225)
303,811
(172,875)
(125,854)
(7,933)
(1)
3

YTD Variance
£'000
150
(113)
(565)
8
(520)
2,558
(1,979)
(2,672)
25
(2,068)
804
(626)
(1,597)
237
(1,182)
3,277
(1,064)
(911)
(86)
1,216
2,093
(2,236)
(617)
0
(760)
4,678
(340)
(155)
15
4,198
1,093
(120)
(1,308)
209
(126)
2,886
(2,221)
(1,315)
(38)
(257)
0
(945)
17,539
(8,699)
(9,140)
(38)
(224)
151

Last Months
Variance
£'000
307
(132)
(426)
7
(244)
1,984
(1,624)
(1,698)
29
(1,309)
582
(865)
(1,701)
164
(1,820)
2,414
(992)
(891)
(64)
467
1,342
(1,728)
(453)
0
(839)
3,835
(296)
(154)
0
3,385
1,048
(95)
(889)
145
209
2,516
(1,617)
(575)
50
(174)
0
200
14,028
(7,349)
(6,787)
50
(168)
107

(6,000)

(2,438)

(2,849)

(411)

(119)

Movement
£'000
(157)
19
(139)
1
(276)
574
(355)
(974)
(4)
(759)
222
239
104
73
638
863
(72)
(20)
(22)
749
751
(508)
(164)
0
79
843
(44)
(1)
15
813
45
(25)
(419)
64
(335)
370
(604)
(740)
(88)
(83)
0
(1,145)
3,511
(1,350)
(2,353)
(88)
(56)
44

(292)
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2013/14 CIP YTD Summary
PERFORMANCE AGAINST PLAN
CIP Identified YTD Target YTD Actuals Variance
ACLN
CCTD
TEAM
LRS
NWS
W&C
Facilities
Corporate
Trustwide
TOTAL

4,472
5,259
2,679
3,710
2,863
1,766
116
1,554
17,572
39,990

1,649
1,606
993
1,335
1,139
647
16
527
5,641
13,553

1,113
1,153
376
711
811
724
16
422
3,686
9,011

-536
-453
-617
-624
-328
77
0
-106
-1,954
-4,542

Enc 2.6

Year to date under performance against CIPs amounts to £4,542k, 66%
achievement.
Schemes with YTD targets where actual results have not yet been reported
are as follows:•
•
•

Outpatient QIPP - £1,096k
A&C Reduction - £378k
Business Cases - £1,331k

A prudent position has therefore been taken in that, if no figures are
available then the CIP is deemed unachieved. However Outpatient QIPP
schemes totalling £1,018k and Business Cases totalling £1,331k for 13/14
have been identified and will be phased from months 6 to 12.
The A&C CIP will focus reducing agency spend.

The major variances are as follows :• ACLN: £232k A&C staffing (awaiting information), £78k DNA rate reduction, £72k DMO, £35k FP10s, £25k DSU on the day Cancellation, £16k
Pharmacy staff disestablishment
• CCTD: £133k Outpatient QIPP, £128k A&C staffing (awaiting information for both schemes), £106k outsourcing pharmacy, £33k temporary
staffing reduction
• TEAM: £143k Outpatient QIPP (awaiting information), £120k AAU admissions income (needs substitution), £87k UCC locums, £87k Outlier
reduction, £42k sickness reduction, £33k medical assessments for disability living allowance, £30k specialing
• LRS: £223k Reduction in diagnostics tests, £70k FP10s, £50k immunosuppressant savings, £34k Hep B post transplant drugs, £33k Day
Admissions lounge. Awaiting information for various schemes
• NWS: £62k, temporary staff reduction, £36k microdisectomy day case procedures, £20k antifungals, £18k electrophysiology
• W&C: £20k temporary staffing reduction, offset by £74k PICU B & A savings and £35k Paeds Liver non-NCG income over-achieved
• Facilities:
• Corporate: £68k temporary staffing reduction, £21k Finance pay reductions, £17k translation services
• Trustwide: £1,331k Business Cases, £822k Outpatient QIPP, £542k Commercial income, £351k Procurement, £125k Noteless, £109k A&C
staffing (awaiting information for all of these schemes). This is mostly offset by an over achievement of Coding Optimisation income (£1,327k).
Divisional meetings are due to take place to monitor CIP plans, with actions to be undertaken to resolve queries and slippage of schemes.
The data analysis for coding optimisation is based on three months activity averaged for months 4 and 5.
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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

2,820
2,549
569
1,868
1,086
1,261
16
1,081
5,662
16,911

55
1,670
666
33
651
202
100
127
-575
2,930

1,596
1,040
1,443
1,809
1,126
303
0
346
12,485
20,149

£39.990m stretch target CIPs identified.
However £20.149m (50.4%) are currently
Red RAG rated.
RAG ratings are based on YTD performance if
scheme has already started:•
•
•

Red – less than 50% achievement
Amber – less than 75% achievement
Green – 100% achievement

Enc 2.6

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:

£344k Outpatient QIPP – more detailed information required
£289k Charge for AAU admissions – Division to implement

LRS:

£254k Nursing bank & agency reduction – Division to
implement
£235k FP10 Reduction – Division to implement

NWS:

£500k Reduction in temp staffing – Division to implement
£120k Microdisectomy day case – Division to implement

W&C:

£184k Endoscopy increase – Division to implement (with LRS)
£50k Reduction in temp staffing – Division to implement

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

If scheme has not yet started, RAG rating is
based on delivery plan status.
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2013/14 CIP YTD Results by Monitor CategoryEnc 2.6
SPLIT OF CIP YTD ACTUALS BY CATEGORY

SPLIT OF CIP YTD TARGETS BY CATEGORY

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

Income
Recurrent
778
228
467
443
566
251
0
12
5,055
7,800

Pay
Recurrent Drugs Recurrent
403
330
406
521
489
7
145
400
107
201
121
1
0
0
197
234
2,102

0
0
1,460

Clinical
Supplies
Recurrent
62
304
7
307
243
37
0
0
351
1,312

Misc Other
Non-Clinical Operating Non-Operating
Supplies
Expenses
Expenses
Recurrent Recurrent
Recurrent
Total
10
64
2
1,649
47
98
2
1,606
18
2
2
993
32
6
2
1,335
18
2
2
1,139
10
225
2
647
0
16
0
16
11
0
146

23
0
436

284
0
297

527
5,641
13,553

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

Income
Recurrent
575
109
48
290
441
299
0

Pay Recurrent
126
242
301
46
32
163
0

Drugs
Recurrent
295
415
0
296
146
1
0

Clinical
Supplies
Recurrent
59
241
4
44
169
27
0

12
3,686
5,460

108
0
1,018

0
0
1,153

0
0
545

Non-Clinical
Supplies
Recurrent
10
47
18
31
18
10
0
11
0
145

Misc Other
Operating Non-Operating
Expenses
Expenses
Recurrent
Recurrent Total
46
2
1,113
98
2
1,153
2
2
376
2
2
711
2
2
811
224
724
16
0
16
6
0
395

284
0
295

422
3,686
9,011

SPLIT OF CIP YTD VARIANCES BY CATEGORY

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

Income
Recurrent
-203
-120
-418
-153
-125
48
0

Pay
Recurrent
-277
-165
-188
-99
-74
42
0

Drugs
Recurrent
-35
-106
-7
-104
-54
-0
0

Clinical
Supplies
Recurrent
-3
-63
-3
-263
-75
-10
0

Non-Clinical
Supplies
Recurrent
-0
0
0
-1
-0
-0
0

Misc Other
Operating
Expenses
Recurrent
-18
0
0
-4
0
-2
0

0
-1,369
-2,339

-89
-234
-1,084

0
0
-307

0
-351
-767

0
0
-2

-17
0
-41

NonOperating
Expenses
Recurrent
0
0
0
0
-2
0

Total
-536
-453
-617
-624
-328
77
0

0
0
-2

-106
-1,954
-4,542
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Reporting Structure (Revenue)

Enc 2.6

Consolidated
Income & Expenditure

KCH

PRUH

KCH Baseline
Budgets

Integration
Support

PRUH Baseline
Budgets

Quality
Investments

1. KCH

1. Revenue

1. PRUH

1. Nursing

2. Orpington

2. Capital

2. QMS

2. Clinical Due
Diligence

3. Corporate
Departments

3. Other Sites:
- Sevenoaks
- Beckenham Beacon
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Reporting Structure (Revenue)

Enc 2.6

From the 1st October (Month 07) we will be reporting the Income and expenditure position by site which will then be
consolidated into an combined report for the enlarged organisation.
The KCH site reports will consist of:
•
Existing KCH services
•
New services situated on the Orpington site
•
Integration support budgets - this will be held centrally but can be broken down to divisional level
•
Corporate budgets – This will be a consolidation of existing corporate budgets plus additional pay and non-pay
budgets relating to the PRUH.
The PRUH Site reports will consist of:
•
Existing services situated on the PRUH, QMS, Sevenoaks and Beckenham Beacon sites.
•
Quality Investments – Nursing. This will be held in reserve and allocated to divisions once approval plans on how
these funds are to be used have been received from the Director of Nursing.
•
Quality Investments – Due Diligence. This will be held in reserve and allocated to division when finance have
received robust implementation plans.
•
All the financial budgets will be issued net of PRUH CIPs.
Reporting Hierarchy
We will be able to report by site at each level of the reporting hierarchy as well as producing a consolidated position.
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Reporting Structure (Balance Sheet)

Enc 2.6

Transfer by Absorption Accounting
 The Trust will recognise the assets and liabilities
received as at the date of transfer.
 The corresponding net credit / debit reflecting the gain /
loss is recognised within income / expenses, but outside
of operating activities.
 Under Transfer by Absorption only the surplus/deficit
incurred by PRUH post transaction date will be
recognised in King’s Income & Expenditure.
 Non-current Assets (Property, Plant and Equipment) will
transfer to KCH on 1 October and will be reported as
KCH assets
 Working Capital Balance will not transfer to KCH except
for relevant Stocks balances which will be assessed on
30 September and incorporated into the KCH stock
balances.
 Relevant material accruals, deferred income and
provisions will transfer to KCH and will be cash backed.

 Non-current Liabilities: The value of the PFI Liability will
transfer to KCH on 1 October and will be reported as a
KCH liability.
 PDC support for liquidity support, capital integration
costs and capital enabling costs will be reflected as new
PDC on the KCH Balance Sheet
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Month 5 Capital Summary

Enc 2.6

 Capital Plan
• The Capital Plan has been included on page 18. The annual budget remains at £41.250m as at month 5.
• £675k of the Capital Plan will be funded by charitable donations, £3m is funded by an Energy Grant from the
Department of Health Energy Fund, with the remaining £15.645m being funded by internal Trust resources such as
Depreciation.

 Forecast Capital Expenditure
• Forecast capital expenditure for 13/14 has increased by £2.588m against the Trust’s Annual Plan budget .An increase
in this forecast overspend to year-end will put the Trusts liquidity rating of 3 at risk.

Scheme

Maternity & Paediatrics
Emergency Centre
Diabetic Foot Clinic
Office Moves - E-learning to Unit 4
Trundle Ward
Endoscopy - Building Costs (Phase 1)
CT Scanner Enabling Works
Children's Outpatient Refurb
Current overspends - Other major works
Minor Works - Capital Maintenance
Medical Equipment
Total Capital Budget Expenditure

Budget per
Revised
Net Additional
Annual Plan Forecast Spend Forecast Spend
2013/14
2013/14
2013/14
Comment
£'000
£'000
£'000
Additional costs for Fees and VAT, and project now incorporates the refurbishment of Suites 4 & 7 in
1,280
2,000
720 the Golden Jubilee Wing
Lease of a 2 storey Portakabin with CDU and Paediatric beds has reduced the need for capital spend on
1,279
79
(1,200) this project. Funding to be used on Trundle Ward.
600
300
(300) Scope of project reduced
200
100
(100) Scope of project reduced
750
3,600
2,850 Additional funding required to convert Trundle Ward into a critical care ward
145
145 Additional spend to finalise Endoscopy project
84
84 Additional enabling works to install CT Scanner on ground floor of GJW
68
68 Refurbishment of Children's Outpatients areas, not included in annual plan
87
87 Projects overspent at month 4
1,000
1,147
147 Budget required to complete Corridor Refurbishment project.
1,165
1,252
87 Additional funding required for Infill Block 4 Equipments
6,274
8,862
2,588

 Capital Expenditure
• Capital expenditure to month 5 was £8.344m against a re-phased year-to-date budget of £17.091m. The current
under-spend against year-to-date budget relates primarily to the major works projects i.e. CCU Build and Energy
Performance Contract and the phasing of their budgets over the first quarter of the financial year. It is anticipated that
the spend will accelerate in the 2nd quarter.
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3 Year Capital Plan
Scheme
Maternity (MLU/MAU Expansion)
Emergency Centre (Majors & External Works)
Energy Performance Contract
Windsor Walk Development
Day Surgery Unit
Liver Lab Research Facility
Adult Cystic Fybrosis Inpatient Facility - Guthrie
Renal Dialysis Expansion
Critical Care Unit - Phase 1
Critical Care Unit - Fees Phase 1 & 2
CCU Enabling Works - general
CCU Enabling Works - IFB 4
CCU Enabling Works - IFB 5
CCU Development - Unit 8 (Waste Compound)
Site Wide Infrastructure
CCU Development - Cyber Knife Enabling Works (IFB 5 Basement)
Critical Care Unit - Phase 2
Consulting Rooms for ATOS (Funded by ATOS)
Pharmacy Dispensing Expansion
Helideck
Pet CT Scanner Enabling Works
Diabetic Foot Clinic
Office Moves & Reconfigurations (eg E-learning to Unit 4)
Trundle Ward
Ultrasound Reconfiguration
Mortuary Expansion
Paeds Short stay - linked to ED
Additional Major Schemes
Endoscopy - Perfusionists Move
Endoscopy - Changing Rooms
Endoscopy - Fire Damage Works
Brunel Ward
Portakabin Replacement
Decked Car Park
Clinical Research Facility (Building)
CT Scanner Enabling Works
Children's Outpatient Refurb
Minor work schemes
Information Technology - Tangible Assets
Information Technology - Intangible Assets
Medical Equipment new and replacement
Medical Equipment new and replacement (Critical Care)

Total Capital Budget Expenditure
External Funding - CCU Capital Loan

Net Spend after CCU Loan

Enc 2.6
2012/13
£'000
320
721
173
933
1,588
87
1,080
118
196
16
37
8,308
3,170
896

Annual Plan
2013/14
2014/15
£'000
£'000
1,280
1,279
4,000
3,000
377
252
860
1,500
10,000
5,536
1,000
4,000
1,700
1,000
3,500
1,770
4,625
2,200
21,600
300
84
43
1,000
600
200
750
700
700
300
200
50
500
350
500
200
-

2015/16
£'000
3,000
-

1,144
838
275
712

1,000
2,000
500
1,540
-

1,000
1,500
500
1,250
3,349

1,000
1,500
500
1,250
3,000

20,612

41,250

47,345

10,250

4,400

23,595

32,005

17,655

15,340

10,250

375

250
349

250

-

Donated - Equipment
Donated - Critical Care Equipment
Donated - Consulting Rooms Atos
Donated - Adult Cystic Fibrosis
Energy Grant
Depreciation
Internal Funding

300
3,000
15,645
19,320

430

-

15,989
17,018

16,289
16,539

Additional Internal Funding (Available) / Required

(1,665)

(1,678)

(6,289)
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Capital Expenditure Summary
Month 5

Enc 2.6

Budget

Expenditure

Total per capital category
Annual Plan
13/14

Period Budget

Actual YTD

Cost to Complete Total Cost 13/14

Forecast
Variance

Major works
Capital Maintenance (Minor Works)
Medical Equipment
IT and infrastructure
Intangibles (IT)
Donated - Major Projects
Donated - Medical Equipments

35,910
1,000
1,165
2,498
2
300
375

14,963
417
485
1,041
2
49
135

6,100
511
1,111
436
2
49
135

32,164
636
141
2,062
251
240

38,264
1,147
1,252
2,498
2
300
375

2,354
147
87
-

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

41,250

17,091

8,344

35,494

43,838

2,588

Budget
Gross capital expenditure b/f
(Intangible Assets Included Above)
Non Cash Purchase of OMS
Gross Cost

Period Budget

Actual to date

Anticipated
Changes

Y/E Forecast

41,250

17,091

8,344

35,494

43,838

41,250

17,091

8,344

35,494

43,838

675
675

184
184

184
184

491
491

675
675

Capital Charge against Capital Resource Limit

40,575

16,907

8,160

35,003

43,163

Depreciation / DoH Capital Resource Limit
PDC Receivable
External Borrowings
Internal Cash Resources
FT Capital Plan

15,645
3,000
23,595
(1,665)
40,575

6,519
1,250
9,831
(693)
16,907

5,243
0
5,900
(2,983)
8,160

10,402
3,000
17,695
1,318
32,415

15,645
3,000
23,595
(1,665)
40,575

0

0

0

2,588

2,588

Less:
Capital Donations held on Trust, NOF monies
Total

Variance : + over / (-) under
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Capital Expenditure Summary
Month 5 – Major Works

Enc 2.6

MAJOR WORKS PROJECTS
Scheme
Maternity (MLU/MAU Expansion)
Emergency Centre (Majors & External Works)
Energy Performance Contract
Day Surgery Unit
Liver Lab Research Facility
Critical Care Unit - Phase 1
Critical Care Unit - Fees Phase 1 & 2
CCU Enabling Works - general
CCU Enabling Works - IFB 4
CCU Enabling Works - IFB 5
CCU Development - Unit 8 (Waste Compound)
Site Wide Infrastructure
Pharmacy Dispensing Expansion
Helideck
Pet CT Scanner Enabling Works
Diabetic Foot Clinic
Office Moves & Reconfigurations (eg E-learning to Unit 4)
Trundle Ward
Ultrasound Reconfiguration
Mortuary Expansion
Endoscopy - Perfusionists Move
Endoscopy - Changing Rooms
Endoscopy - Fire Damage Works
Endoscopy - Building Works
Decked Car Park
Clinical Research Facility (Building)
CT Scanner Enabling Works
Children's Outpatient Refurb
Other Major Works
TOTAL

Annual Plan
2013/14
£'000
1,280
1,279
4,000
377
252
10,000
1,000
1,700
1,000
3,500
1,770
4,625
84
43
1,000
600
200
750
700
300
200
50
500
500
200
-

Actual Spend
to Month 4
£'000
397
18
730
98
115
3
386
2
271
482
1,783
542
44
20
484
8
3
1
214
13
174
141
84
87

Cost to
Complete
£'000
1,603
61
3,270
279
137
9,984
614
1,698
729
3,018
4,083
40
23
516
292
100
3,597
699
300
50
444
500
59
68
-

Forecast
Cost
£'000
2,000
79
4,000
377
252
9,987
1,000
1,700
1,000
3,500
1,783
4,625
84
43
1,000
300
100
3,600
700
300
214
50
457
174
500
200
84
68
87

35,910

6,100

32,164

38,264

Variance
to Plan
£'000
720
(1,200)
(13)
13
(300)
(100)
2,850
14
(43)
174
84
68
87
2,354
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Month 5 Working Capital Summary
Trade Debtors
 As at month 5 outstanding trade debtors totalled £28.9m.
This total includes the following outstanding amounts:
• Private Patient and Overseas Visitors debts
• PCT Invoices 2012/2013 (net of credits)
• CCG SLA & NHS Commissioning monthly invoices 2013/2014
• NHS England Revenue Integration Funding
• Guy’s & St Thomas’ NHS Foundation Trust
• King’s College London

Enc 2.6

£9.041m
£0.131m
£3.405m
£5.479m
£2.179m
£2.778m

Cash

 The Cash balance at the end of Month 5 was £16.709m against a forecast cash balance of £14.195m.

Trade Creditors
 As at month 5, outstanding trade creditors totalled £20.7m.
This total includes the following outstanding amounts:
• King’s College London
• Guy’s & St Thomas’ NHS Foundation Trust
• NHS Supply Chain

£2.305m
£2.044m
£1.077m

Working Capital Facility
 The Trust has not utilised its Working Capital Facility of £35m in the current financial year.
 The Trust’s Working Capital Facility has been approved by NatWest and the contract documents are being drawn up.
 The proposal is to increase the Working Capital Facility to £40m pending approval from Monitor.
Prudential Borrowing Limit
 The Trust is currently utilising £97.931m (70%) of its 2012/13 Tier 1 Prudential Borrowing Limit (Long-term borrowing) of
£141m leaving headroom of £43.069m.
 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 was received in June 2013. This loan will not breach the Trust’s Prudential Borrowing Limit.
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Working Capital - Debtors

Enc 2.6

Total Outstanding

0 - 30 days

31 - 60 days

61 -90 days

Over 90 days

£

£

£

£

£

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

2,740,540
6,273,519
5,701,578
14,715,637
(1,687,458)
13,028,179

1,657,701
6,073,654
2,048,572
9,779,927
9,779,927

696,129
(89,809)
710,140
1,316,460
1,316,460

335,764
230,216
875,927
1,441,906
1,441,906

50,946
59,459
2,066,939
2,177,344
(1,687,458)
489,886

52,424
2,778,367
211,685
2,108,074
5,150,551
(336,294)
4,814,257

29,756
607,206
38,749
734,804
1,410,515
1,410,515

2,407
475,607
72,571
317,742
868,326
868,326

5,930
619,496
13,450
141,351
780,227
780,227

14,332
1,076,059
86,916
914,177
2,091,483
(336,294)
1,755,189

19,866,188

11,190,442

2,184,786

2,222,133

4,268,827

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

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

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

100%
100%

56%
18%

11%
35%

11%
15%

21%
32%

5,959,341
(484,516)
5,474,825

766,466
766,466

1,102,220
1,102,220

959,692
959,692

3,130,962
(432,849)
2,698,113

3,081,721
(2,712,475)
369,246

636,864
636,864

90,426
90,426

327,389
327,389

2,027,043
(2,308,178)
(281,135)

1,403,330

1,192,646

1,287,081

9,041,062

 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.

5,158,005
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Working Capital - Creditors

Overall Total
£
NHS Bodies

0 - 30 days
£

Enc 2.6

31 - 60 days
£

61 -90 days
£

Over 90 days
£

5,166,468

783,378

1,159,411

456,776

2,766,904

Non NHS Bodies

15,536,234

2,941,851

7,200,241

3,747,533

1,646,609

Total

20,702,702

3,725,228

8,359,651

4,204,309

4,413,514

100%
100%

18%
17%

40%
50%

20%
15%

21%
18%

% of Total Outstanding - Month 5
- Month 4
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Cash Summary

Enc 2.6

Cash Balances
 The Cash balance at the end of Month 5 was £16.709m against a forecast cash balance of £14.195m.

 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 August 2013
 To 31st August 2013, cash received from CCG’s and other NHS Trusts was £1.5 more than forecast. The CCG’s and
other NHS Trust have paid outstanding invoices from the last 4 months.

 Cash received for Training and Education was £1.4m less than forecast this is due to an outstanding payment that
will be paid in September.

 VAT and Other Income received was £2.4m more than forecast this is due mainly to the £2m received from KCL for
payments of outstanding invoices.

 Payments to NHS Professionals for bank and agency staff were £1m less than forecast, payments in September
have been increased to cover this shortfall.

 Payments against capital invoices were £1.1m less than forecast, due re-phasing of spend on major capital projects
such as the CCU build and the Energy Performance Contract.

 Revenue creditors were paid £1.6m more than forecast in August in order to reduce the creditor payment days to 60.
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TOTA L
Forecast
£'000s

Balance B/F

QTR 1
2013/14
A CTUA L
£'000s

Jul-13
A CTUA L

A ug-13
A CTUA L

£'000s

£'000s

QTR 2
2013/14
Forecast
£'000s

QTR 3
2013/14
Forecast
£'000s

QTR 4
2013/14
Forecast
£'000s

40,502

40,502

16,028

21,502

16,028

11,757

14,684

1,159
177,890
2
81,090
278,863
16,000
3,500
839
1,092
2,191
20,000
2,866
(142)

1,115
43,885
0
15,210
50,697
2,895
0
729
520
564
0
1,098
(142)

0
15,350
2
8,365
39,326
994
0
69
31
166
0
190
0

44
14,808
0
6,082
25,840
512
0
41
43
236
0
584
0

44
44,960
2
21,881
86,166
3,660
475
110
74
577
2,500
916
0

0
44,406
0
20,274
69,000
3,999
1,272
0
249
525
7,510
426
0

0
44,639
0
23,725
73,000
5,446
1,753
0
249
525
9,990
426
0

Income

NHS Clinical Income
LS L PCT
LS L CCG S LA
LS L CCg's Other
S LA CCG's & HB's
S LAs- NCB
Provider to Provider Income
NCA's - CCG's
NCA's - PCT
NCA's - HB
RTA's
Patient S LA Overperformance 2013/2014
Patient S LA Overperformance 2012/2013
Patient S LA Overperformance 2011/2012

Non-NHS Clinical Income
Private Patients

14,152

4,411

1,217

1,199

3,461

3,138

3,142

Research and Development
Training & Educ: HEE T& E
Merit Awards
Energy Contract
Pathology (Joint Venture)
Caregroup Operational Income
VAT reclaims
Consultant's Fees income (Private Patients)
sub-total

7,520
43,447
3,440
2,250
20,469
27,440
20,319
3,659
728,046

1,176
8,830
127
0
5,796
8,330
6,083
1,025
152,349

241
8,499
0
0
2,662
3,384
1,824
0
82,320

167
42
0
0
1,511
3,672
1,912
184
56,877

1,256
10,863
0
750
5,673
9,176
5,236
534
198,314

2,544
11,877
2,464
750
4,500
5,102
4,500
1,050
183,586

2,544
11,877
849
750
4,500
4,832
4,500
1,050
193,797

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

209,637
163,912
37,472
3,659
30,974
4,894
34,251
11,070
13,078
198,856
707,803

51,055
39,716
7,303
1,025
8,939
1,276
8,985
3,321
3,598
50,149
175,367

17,076
13,566
4,845
0
2,977
400
2,845
1,107
1,076
28,135
72,027

16,969
13,498
2,873
184
2,951
418
2,821
1,107
2,104
15,572
58,497

51,836
40,940
11,766
534
8,229
1,218
8,466
3,321
4,080
61,207
191,597

53,373
41,628
9,403
1,050
6,903
1,200
8,400
3,321
2,700
42,000
169,978

53,373
41,628
9,000
1,050
6,903
1,200
8,400
1,107
2,700
45,500
170,861

Other Income

Cash from operations

20,243

(23,018)

10,293

(1,620)

6,717

13,608

22,936

Capital & Financing Items
Capital gross exp (Purchased)
Capital gross exp (Donated)
Capital Income (Donated)
Receipts from sale of Capital Assets
PDC Dividends (TDR)
PDC Received
Loan Received
Loan Repaid (Energy Centre)
Loan Repaid (Business Park)
Loan Repaid ( Natwest)
Loan Received( Natwest)
S alix Loan Repaid
Capital Element of Finance Lease repayment
Interest on investments
Interest Paid on 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

42,548
675
(675)
0
7,676
0
(26,600)
450
562
0
0
124
804
(82)
68
89
458
326
2,484
7,440
36,347

3,876
0
0
0
0
0
(5,900)
225
281
0
0
0
201
(28)
17
46
232
25
621
1,860
1,456

3,841
90
0
0
0
0
0
0
0
0
0
0
67
(6)
0
0
0
0
207
620
4,819

2,285
0
0
0
0
0
0
0
0
0
0
0
67
(6)
0
0
0
0
207
620
3,173

10,317
290
0
0
3,838
0
(6,200)
0
0
0
0
62
201
(18)
17
0
0
0
621
1,860
10,988

12,680
285
0
0
0
0
(5,800)
225
281
0
0
0
201
(18)
17
43
226
60
621
1,860
10,681

15,675
100
(675)
0
3,838
0
(8,700)
0
0
0
0
62
201
(18)
17
0
0
241
621
1,860
13,222

Net Inflow / Outflow

(16,104)

(24,474)

5,474

(4,793)

(4,271)

2,927

9,714

24,398

16,028

21,502

16,709

11,757

14,684

24,398

Forecast Balance C/F
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Analysis of Cash Balances (Monthly)
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GRAPH A – Monthly Net Cash Balances (incl. Overdraft)
Monthly Cash Balances

NatWest
Cash Balance

GBS- Citibank

45,000

40,000

35,000

30,000

£'000

25,000

20,000

15,000

10,000

5,000

Mar-13

Apr-13

May-13

Jun-13

Jul-13

Aug-13

Date

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

30-Jun-13

31-Jul-13

31-Aug-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 AS AT

31 March 2013

Qtr 1
30 June

31-Jul-13

31-Aug-13

Consolidated
Annual Plan
Forecast

£'000

£'000

31 March 2014
£'000

2013

£'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

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

£'000
1,246
272,045
816
73,111
3,834
351,052

1,175
273,083
816
72,955
3,834
351,863

1,122
273,348
816
72,802
3,834
351,922

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

11,250
17,871
19,257
(4,821)
51,228
5,188
16,028
116,001

11,799
15,333
21,150
(5,735)
40,701
5,381
21,502
110,131

11,240
19,411
21,568
(6,205)
48,329
6,169
16,709
117,221

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)

(629)
(6,199)
(3,181)
(8,173)
(33,358)
(18,724)
(36,691)
(106,955)

(629)
(5,031)
(3,127)
(8,157)
(20,798)
(18,416)
(45,895)
(102,053)

(629)
(6,182)
(1,373)
(7,963)
(20,915)
(19,871)
(52,767)
(109,700)

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

360,098

359,941

359,443

384,399

(21,249)
(6,893)
(75,584)
(103,726)

(21,249)
(6,893)
(75,584)
(103,726)

(21,249)
(6,893)
(75,584)
(103,726)

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

Total Assets less Current Liabilities

356,173

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

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

Total Assets Employed

258,348

256,372

256,215

255,717

253,723

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

135,678
87,538
35,132

135,678
87,757
32,937

135,678
87,757
32,780

135,678
87,612
32,427

135,678
88,913
29,132

Total Taxpayers' Equity

258,348

256,372

256,215

255,717

253,723




Trade and Other Receivables includes NHS and Non-NHS debtors on page 22
Trade and Other Payables includes NHS and Non-NHS creditors on page 23
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Public Sector Payments Policy
Paid to NHS Organisations

Amount Paid on Time

Public Sector Payments Policy
2013/14
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Through AP

Direct Debit

Total

Through AP

Direct Debit

Total

% of

% of

% Paid

Cum Ave

£'000

£'000

£'000

£'000

£'000

£'000

AP

DD

on Target

on Target

April

2,505

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%

June

1,826

4,288

6,114

53

4,288

4,341

3%

100%

71%

77%

July

3,717

5,952

9,669

1,306

5,952

7,258

35%

100%

75%

76%

August

2,080

3,980

6,060

846

3,980

4,826

41%

100%

80%

77%

12,196

20,556

32,752

4,514

20,556

25,070

37%

100%

77%

Paid to Non NHS Organisations
2013/14

Amount Paid on Time

Through AP

Direct Debit

Total

Through AP

Direct Debit

Total

% of

% of

% Paid

Cum Ave

£'000

£'000

£'000

£'000

£'000

£'000

AP

DD

on Target

on Target

April

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%

June

14,877

7,999

22,876

8,213

7,999

16,212

55%

100%

71%

69%

July

27,814

8,708

36,522

11,997

8,708

20,705

43%

100%

57%

66%

August

15,934

7,964

23,898

8,922

7,964

16,886

56%

100%

71%

67%

91,245

42,138

133,383

45,717

42,138

87,855

50%

100%

66%
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Glossary
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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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Report to:

Finance and Performance Committee

Date of meeting:

30 September 2013

Subject:

Performance Report, Month 5 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 Quarter 2 position based on performance reported to August 2013. It
also contains an update on the Trust’s contractual position at M5 including the latest position on CQUIN
agreements.
The report also contains an update on the revised governance risk rating that the Monitor Board has
communicated to the Trust in relation to its assessment of the Trust’s proposed acquisition of the Princess
Royal University Hospital (PRUH).

2. Action required
The Board is asked to approve the M5 performance reported against the governance indicators defined in the
Monitor Compliance framework for Quarter 2.
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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 in August with the exception of the
RTT 18 Week Admitted target and the 62 day cancer time to treatment target. The best
rating that the Trust can achieve for Q2 2013/14 will be Amber-Green due to the failure
of the RTT 18 Week Admitted target as planned, and is subject to achieving all cancer
and A&E waiting time targets for Q2 overall.

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 in August as defined in the Monitor compliance framework, with the exception
of the RTT 18 Week Admitted target and the 62 day cancer time to treatment 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)
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Executive Summary (1/6)
1.
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Trust Wide 2013-14 Key Areas of Performance for Month 5:
1.1 Good Performance
Access Targets - Cancer waiting time targets (with the exception of the 62-day time to treatment target),
the Emergency 4-hour performance target, RTT Non-admitted completed pathway and Incomplete
pathway targets have been achieved in August.
Health Care Acquired Infection (HCAI) – No further MRSA cases have been attributed to the Trust
following the 2 cases reported in April. There were a further 4 c-difficile cases reported in August so 16
cases have been attributed to date which is lower than the trajectory of 20 cases, and a better position
compared to the 26 cases reported last year. There were 2 further VRE bacteraemias reported in August,
lower than the internal trajectory of 9 cases, and better than the 13 cases reported at this time last year.
1.2 Performance challenges – 6 Areas
RTT Admitted – As planned, the RTT Admitted completed pathway target was not achieved in August with
87.1% 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. The Trust was ahead of
its backlog trajectory at the end of August position across the key challenged specialties, with the
exception of Orthopaedic day-cases where the backlog has increased during August. Emergency activity
and associated bed occupancy remained high into August, especially in comparison to this time last year,
which continues to disrupt the planned elective inpatient flow within the hospital.
Emergency Care Performance – The Emergency Care performance target was achieved in August,
however Q2 performance to date is 94.9% compared to the 95% 4-hour target. This includes patients
seen in the Urgent Care Centre which represents 13-15% of patients seen within the Emergency
Department (ED), circa 60 patients of the 385 attendances seen on average per day. Key area of concern
is the number of current clinical vacancies in acute medicine which has impacted on the number of
patients discharged from medical wards. This has put pressure on the flow of patients through the
Emergency Department, and the ability to see patients within 60 minutes for their time to first clinical
assessment in ED. The Trust needs to achieve over 95.7% compliance in order to meet the target for Q2
5
overall, therefore achievement of this target is at risk with the current pressures.

Executive Summary (2/6)
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Red Shifts – The number of ward-based red shifts increased from 32 in July to 44 in August: 14 in
Surgical wards and 11 in Child Health wards.
Complaints – The number of complaints received fell slightly from 64 cases in July to 62 cases in August.
The response rate to complaints is improving with nearly 55% of the cases over the last 3 months
responded to within 25 days. This is still lower than the internal target of 70%.
Pressure Sores – The number of hospital-acquired pressure sores remains high with 13 cases in August,
compared to the target of 3 cases and the 7 cases reported at this time last year. 5 of the cases were
reported on TEAM division’s medical wards and 3 cases on surgical wards.
Diagnostic Waits - There were 56 breaches of the 6-week diagnostic waiting time standard at the end of
August compared to 116 breaches at the end of July, a reduction of 60 patients with 1.3% of patients
waiting over 6 weeks against the national 1% target. The majority of the breaches are for patients waiting
for Cardiology (echo) tests where the backlog is reducing as planned, and for Paediatric endoscopy
patients which currently represents the current key area of concern.
1.3 Actions – 6 areas
RTT admitted - The Trust’s first priority remains the reduction of the number of 52+ week wait patients.
However there were 33 breaches reported at the end of August compared to the 29 patients waiting at the
end of July, which is higher than our planned trajectory of 28 breaches. This is a minor variance to our
planned position, and divisions have action plans in place to clear the 52-week backlog by the end of Q3.
The Trust’s second priority is the reduction in the number of over-18 week wait patients, and the overall
Trust backlog trajectory was achieved for the end-August position. However, there is currently some
slippage with movement in some specialties which is due to seasonal factors. The overall Trust 18-week
backlog position is being reviewed weekly in September.
Emergency Care Performance – Weekly Emergency Care Board meetings are currently being held to
review performance and progress against the revised Action Plan which is included in this report.
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Red Shifts – All red shifts are reported to the Deputy Director of Nursing to manage on a daily basis in
order to resolve any shortfall of staff on the wards. Red shifts are reviewed in more detail at the divisional
Nursing & Midwifery meetings held by the Deputy Director of Nursing.

Complaints - The complaints backlog continues to be challenged at the weekly Performance Improvement
Group chaired by the Chief Operating Officer.
Pressure Sores – All cases reported in August were grade 2 cases with none of the cases providing any
cause for concern. The Tissue Viability team continue to review cases and provide training to ward staff
where appropriate.

Diagnostic Waits - The weekly diagnostic waiting list review meeting continues, chaired by the Divisional
Manager for Critical Care, Theatres and Diagnostics with service manager representation from all
reportable diagnostic areas. The key area of concern are the Paediatric endoscopy breaches where the
current position remains above trajectory. Additional Saturday lists are being identified in order to clear the
back-log. The number of stress echo breaches continues to reduce into September and remains ahead of
the trajectory.
2. Other areas of concern:
2.1 Tertiary transfers - Capacity pressures continue to restrict our ability to bring in tertiary transfer
patients. Repatriation bedday delays have increased further from 406 beddays during July to 511 in
August. Transfer delays accounted for 17 beds per day on average in August compared to 13 beds in July.
The number of Neuroscience bedday delays nearly doubled between July and August for patients on David
Marsden and Kinnier Wilson wards. We continue to track and prioritise our Tertiary transfers on a daily
basis. Repatriation delays are escalated daily to the Director of Operations at relevant Trusts.
2.2 Hospital Acquired Alert Organisms – The increase continues to be in the number of new VRE
colonised cases seen, with 138 cases YTD compared to 45 cases reported at this time last year. Weekly
multi-disciplinary meetings continue around the management of these cases, predominantly in the Liver
division. The Trust also continues to see new cases of CRE, the majority of which are identified through
admissions screens which does not indicate cross-transmission at present.
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2.3 Red Adverse Incidents (AIs) – 10 incidents were reported in August which included 2 grade
community-acquired pressure ulcer cases which we are required to report. 3 of the cases were patient-fall
related and there is one incident that has been recorded which involves a potential data confidentiality
breach which has been declared to the CQC. This is currently being investigated by the Trust’s Data
Security Manager in relation to data provided to the Picker Institute for the 2013 national maternity survey.
With the exception of the community-acquired 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.
2.4 Patient Cancellations – The number of inpatient operations cancelled on the day for non-clinical
reasons reduced from 67 cases in July to 31 cases in August. The number of outpatient appointments
cancelled by the hospital reduced from just over 9,100 appointments in July to 8,965 in August – still 1,100
more appointments compared to this point last year. Further analysis into the reasons for the cancelled
appointments has been undertaken between the Ambulatory division and the Business Intelligence Unit with
a proposal to further refine this indicator for publication in next month’s scorecard reports.
2.5 Mixed Sex Accommodation (MSA) - There were 16 Single Sex accommodation breaches reported in
August 2013, a decrease of 24 cases compared to July. All breaches were delayed discharge patients from
surgical and medical critical care units. National guidance regarding the reporting of delayed discharges
from ICU facilities as MSA breaches has been re-issued, as there is inconsistent reporting nationally. We
will be working with our lead commissioner to agree a reporting approach to be adopted across London
which will be picked up at next Commissioner meeting in early October.
2.6 Mandatory and Statutory Training - The overall index score for reporting staff who have attended
mandatory & statutory training courses improved by 1 point to 73, compared to the expected index of 100.
The position continues to improve further compliance is required to achieve the internal target of 95%.
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Regulatory and Contractual Performance
3.1 Monitor
Monitor Q2 interim position - The Trust has achieved the performance indicator targets in the Monitor
Compliance framework for August with the exception of the RTT 18 Week Admitted target and the 62 day
cancer time to treatment target. The RTT admitted target will not be achieved as planned, and we are
confident that the 62-day cancer waiting time target will be achieved for Q2 overall. 94.9% of patients have
been seen within 4 hours compared to the 95% target for the current Q2 position. This is being monitored
closely but achievement of this indicator is at risk for Q2.

Monitor Governance ratings and PRUH acquisition – The Monitor Board has confirmed in writing to the
Trust of its assessment of the proposed acquisition of the Princess Royal University Hospital (PRUH) by
Kings College Hospital. Monitor has agreed an Amber-Red risk rating for the Trust once it combines with the
PRUH. This rating will be subject to change following the recent release of the Risk Assessment Framework
which comes into effect from Q3 this year.
The Trust is required to submit site-specific performance to Monitor on a monthly basis for Q3 and Q4 this
year as a minimum. The Trust is also required to submit updated threshold trajectories and detailed action
plans for the PRUH and the combined organisation which will demonstrate a return to compliance within a
satisfactory timescale. These plans need to be submitted to Monitor by the end of Q3.
The Trust will work further with Monitor to understand any changes to its risk rating under the new Risk
Assessment Framework against which the Trust will be measures from October 2013 onwards.

Current Q2 Performance at PRUH – All 18-week Referral to Treatment indicators have been met in July
and August. Based on externally-submitted cancer data for July, all cancer waiting time targets are being
achieved with the exception of the 2-week wait targets for both all cancer referrals and symptomatic breast
referrals. The Type 1 A&E 4-hour waiting time target is also not being achieved at 87.0% for the cumulative
position to August compared to the 95% target.
Based on this interim Q2 position, the governance risk rating for the PRUH would be Amber-Red.
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Executive Summary (6/6)

Enc 2.7

3.2 Contractual
Clinical Commissioning Group (CCG) - The Contract has been signed with the CCG Commissioners for
2013-14.
NHS England (NHSE) – CQUIN schemes have been agreed but the outstanding action is to confirm the
final CQUIN values within the contract.
CQUIN 2013/14:
CCG Q2 update – Family & Friends responses rates are a significant challenge for Q2 and this area
remains a high risk for the Trust in 2013/14.
NHS England – We have submitted Q1 data, forecasting 100% achievement and are waiting for a formal
response.

4.

Specific Performance Reports and other updates

This month’s reports includes Action Plan updates for:
4.1 Infection Control Update
Further details on the enhanced actions for 2013-14 can be found in the HCAI Action Plan, provided later in
this report.
4.2 Emergency Department (ED) Action Plan Update
Further details on the additional action plans to manage the 4-hour emergency care performance target can
be found in the ED Action Plan update, provided later in this report.
4.3 RTT Performance Update
Further details on the revised trajectories and additional action plans to reduce the over 18 week backlog
can be found in the RTT Performance update, provided later in this report.
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Trust Month 5 Performance
Summary
Domain*

Key Highlights

Clinical
Effectiveness

10

2

Safety

8

4

Patient
Experience

7

3

Finance & Operational
Efficiency

7

6

Staffing measures

2

1

Enc 2.7

Key Actions

Cancer waiting times (with the exception of the 62-day time to treatment target), RTT Non-Admitted and Incomplete
pathway targets were achieved in August. The RTT Admitted completed pathway target was not achieved at 87.1%,
consistent with the Trust plans to reduce the long-wait backlog.
Key concerns are:
• ALOS – elective ALOS decreased to 5.8 days, and is 1.1 days above target, and non-elective ALOS remained at 6.2 days.
• Emergency Care – 95.4% of patients were seen in A&E within 4 hours, achieving the 95% target. There remains
considerable pressure within A&E in September and significant risk that this access target will not be achieved for Q2
overall. The average daily number of outliers decreased from 38 beds in July to 31 beds in August, with
•Repatriation bedday delays increased from 338 beddays in June to 406 beddays in July - effectively 16 beds per day on
average for August compared to 13 beds per day for July.

• 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 August but 2 reported cases to date. 99.4% of elective patients and 96.4%
of emergency patients were screened for MRSA.
Key concerns are:
• HCAI – 4 CDT cases were reported in August: 3 in TEAM (Twining, Lonsdale and Donne) and 1 in Private Patients (Guthrie) –
this is lower than the internal YTD trajectory of 20 cases and lower than the 26 cases reported at this time last year. 2 VRE
cases were reported this month: 1 in Liver (Todd) and 1 in Surgical (Cotton).
• Red AIs – 10 incidents reported in August based on national reporting requirements for 2013/14 (including ED breaches
and community acquired pressure ulcer cases).
• Red shifts – 44 red shifts reported: 14 in Surgery and 11 in Child Health with the remaining 19 spread across 5 areas.
Leading indicators of safety:
● Hand Hygiene – audit compliance dropped to 81.2% overall in August.

• Continued focus on managing MRSA infection
and screening.
• Weekly CDT meetings continue to review
locally reported cases , and distinguish between
true or colonised cases.
• On-going implementation of an action plan to
ensure compliance with the DH document “Start
Smart, then Focus” for antimicrobial
stewardship.

The overall HRWD score is at 85% in August, and therefore 1% point below the 86% target – Patient Engagement was the
only section score not to achieve its target of 87% with a score of 86, the same score that was reported in July.
Key concerns are:
28 Day Cancellation Standard – 2 breaches reported: 1 in Neuro (emergency took priority) and 1 in Surgery (list over ran).
 Single Sex Accommodation – 16 breaches were reported in August compared to 40 in July.
 Outpatient Cancellations – 8,965 hospital-initiated cancellations in August, an increase of 141 and over 2500 above target.
 Complaints – number of complaints has reduced from 64 to 62 and the response rate has improved from 53.0% to 54.9%.

• HRWD performance for August 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 decreased to 80% in August but continues to achieve the 80% target. Main Theatre utilisation
decreased by 2.9% to 80.3% in August but is still achieving the 80% target. DSU Utilisation increased by 0.4% to 76.1%,
remaining below the 80% target. DNA Rate remains at 11.6% in August and continues to achieve the 12.2% target.
Key concerns are:
 Weekend discharges – 21.3% of patients were discharged over the weekend in August compared to 19.3% in July but the
28.0% target is still not being achieved.

Key concerns:
● Staff Vacancy rate has dropped by 2.5% to 6.6% in August – and is now being reported within the 5-8% target tolerance.
● Mandatory & Statutory Training – overall training index score rose to 73 in August but remains below the target of 95.
● Appraisals – 5.4% of staff have had their appraisal performed in-year compared to the 38.0% target.

*Number of red/green indicators by domain from Trust scorecard

• To review the plans that TEAM have in place
to manage increased weekend discharges

• Mandatory and Statutory training
compliance to be picked up at Organisational
Safety Committee.
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2013-14 M5 Division Performance –
Key Areas of Concern
Division

Areas of Concern

Womens & Children

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

Liver, Renal and Surgery

• Hand Hygiene Audit
• Elective and Non Elective ALOS
• MRSA Screening
• 52 week waiting times (Liver/HpB and Surgery)

Networked Services

• Finance position
• MRSA screening - Emergency patients
• Hand hygiene audit
• Diagnostic 6-week wait breaches: Echo tests

TEAM

• Finance position
• ED 4-hour performance
• HRWD
• Red Shifts
• Complaints

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

• Finance position
• Elective and Non Elective ALOS (Ambulatory & Dental)
• Hand Hygiene Audits (Ambulatory & Dental)
• Outpatient Cancellations by Hospital (Ambulatory & Dental)

Enc 2.7
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Divisional Summary (1/3)
Comment

Women’s
& Children

Liver, Renal
& Surgery

Finance Position: At the end of month 5, the division has an adverse variance of -£211k.
Child Health: Elective ALOS increased above the 3.9 day target to 5.1 days. Non-elective ALOS has
decreased to 4.1 days but is still over the 3.9 day target. Discharge Date Compliance has reduced to 37.3%,
and remains below the 90% target. Hand Hygiene Audit compliance has increased to 88.1%, but remains
below the target of 95% - audits were performed in all locations. Combined MRSA screening remains below
the 100% target at 97.3% due to 7 un-screened emergency patients: 1 on Princess Elizabeth ward, 1 on LION
ward and 5 on Toni & Guy Ward. 11 Red Shifts were reported on: Princess Elizabeth (2), LION (1), Thomas
Cook (3), TONG (1), Rays of Sunshine (1) and the Neonatal Intensive Care Unit (3).
Gynaecology: Elective ALOS has increased to 2.9 days and is over the target of 2.4 days; Non-Elective
ALOS has decreased to 1.1 days and is below the target of 1.8 days. Discharge Date Compliance increased
to 61.0% but remains below the 90% target. Hand Hygiene audit compliance has increased to 90.2% but
remains below the 95% target - audits were performed in all locations. Combined MRSA screening has
decreased to 97.6% due to 4 un-screened emergency patients in Katherine Monk ward. VTE Assessments
performed continues to achieve the 90% target at a decreased rate of 94.9%. All of the HRWD section score
targets were achieved in August.
Obstetrics: Ante-natal booking within 12+6 weeks has increased for the standard and adjusted measures to
78% and 86% respectively, but remain below the 90% target. The total C-Section rate achieved target in
August at 23.4%, and the elective C-section rate is 8.1% - better than the 10% target. Hand Hygiene audit
compliance has increased to 90.9% but remains below the 95% target. VTE Assessments remains above
target at 96.5%.
Finance Position: At the end of month 5, the division has a positive variance of £194k.
Liver: Non-Elective ALOS increased by 0.5 days from last month to 17.4 days and remains above the 14.4
target. Elective ALOS increased by 2.4 days from last month to 7.8 days and remains above the 6.0 target.
The number of 52 week wait patients has increased from 29 patients waiting at the end of July to 36 patients
waiting at the end of August. 30 repatriation bed-day delays reported in August 2013, a decrease of 25 bed
days from July. Hand Hygiene audit compliance was 77.8% with Adult Liver Outpatients not performing an
audit – compliance was below the 95% target for the division by 17.2%. MRSA Screening is 98.6% - falling
slightly below the 100% target. There were 3 Red Shifts in the Liver Division in August – 1 on Dawson Ward
and 2 for Trundle Ward.
Renal: Non-Elective ALOS increased by 2.3 days to 12.2 days and remains above the 9.0 day target.
Discharge date compliance increased to 80.8% in August which represents an increase of 41.4% compared to
July. There were no new cases of CDT in August 2013 - 1 CDT case reported in July 2013 (1 CDT case YTD
on Victor Parsons Ward). Hand Hygiene audit compliance decreased to 87.4% from 99.4% and is below the
95% target. MRSA Screening was at 97.4% in August due to 1 un-screened elective patient on Cheere Ward
and 1 un-screened emergency patient on Victor Parsons Ward.
Surgery: Non-Elective ALOS remains above the target of 4.8 days at 7.5 days. 41 repatriation bed-day
delays were reported in August 2013, 30 less than in July 2013. Hand Hygiene audit compliance increased to
90.3% from 87.7% last month with all areas performing audits. MRSA Screening was at 97.5% due to 12
emergency patients not screened in August 2013 (3 on Acute Surgical Unit and 9 on Lister Ward).

Enc 2.7
Key Action / Focus
- Finance position
-Discharge Date Compliance:
Child Health & Gynaecology
- Hand Hygiene Audits
- MRSA Screening:
Child Health & Gynaecology
- Red Shifts (Child Health)
- Ante-natal booking within
12+6 weeks: Obstetrics

- Elective and Non-Elec ALOS
- 52 week waiting times
- Hand Hygiene Audit
- MRSA Screening
- Repatriation Bedday delays
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Comment

Networked
Services

TEAM

Finance Position: At the end of month 5, the division has an adverse variance of -£2,868m.
Cardiovascular: Summary In-hospital Mortality Index (SHMI) increased to 90 but remains better than the
expected index of 100. Elective ALOS has increased from 5.3 days in July to 5.5 days in August and is above
the 5.2 day target. Non-Elective ALOS has increased from 5.8 days in July to 9.2 days in August and is not
achieving the 7.1 day target. Discharge date compliance has reduced from 71.1% in July to 57.6% in August
and is below the 90% target. Hand Hygiene audit compliance has decreased from 96.1% in July to 48.2% in
August, and is not achieving the 95% target. The HRWD overall section score has increased from 86% in July
to 88% in August and continues to achieve the 86% target. The number of inpatient cancellations has decreased
from 6 in July to 4 in August. There were 24 breaches of the 6-week diagnostic waiting time standard in
Cardiology (echo tests) at the end of August – a reduction of 40 breaches compared to the July position.
Neurosciences: Non-Elective Neurosurgery ALOS is only 1.2 days above target, despite 2 patients discharged
with an average stay of 127 days. Elective Neurosurgery is 0.8 days above target, impacted by the discharge of
a 90 day stay patient. Discharge date compliance dropped to 72.6% from 76.6%, below the target of 90%.
Repatriation bed-day delays increased from 196 beddays in July to 249 days in August. Hand hygiene audit
compliance improved to 92% in Aug from 81.6% in July, below the target of 95%. There were 3 red shifts
reported on The Friends Stroke Unit. There were 4 unscreened MRSA emergency patients on David Marsden.
There were 4 on the day cancellations of elective Neurosurgical procedures, and one 28 day cancellation in
Neurosurgery (emergency took priority).
Haematology: SHMI index has worsened from 89 to 93 for the 12-months to July but remains better than the
expected index of 100. Discharge Date Compliance has worsened to 73.6% from 78.9%, but remains below the
90% target. MRSA screening has improved to 99% from 97.4%. There was 1 un-screened emergency patient
on RDL ward. Hand hygiene audit compliance has improved to 68.7% from 92%, below the 95% target.
Waddington ward reported 2 red shifts during August.
Finance Position: At the end of month 5, the division has an adverse variance of -£987k.
TEAM: SHMI outcomes remain good with an index of 52 compared to the expected index of 100. Elective
ALOS was 8.6 days in August consistent with the 8.6 day target. Emergency Care Performance achieved
target at 95.4% in August but type 1 performance for the A&E (ED) department did not achieve target at 94.5%.
Patient outlier beddays reduced in August, occupying on average 13.5 beds per day. TEAM received 10
complaints in August, of which were related to the ED. Cancer wait times were not achieved with , as a result
1.5 breaches of the 62-day First Treatment target. The number of red shifts for TEAM has reduced to 7, and
there were 2 Red Adverse Incidents this month, both falls, with the number of Slips, Trips & Falls cases
reducing to 29 in July, but still above the target of 11 cases. Emergency Readmissions within 30 days have
risen to 13.4%, higher than the target of 12.8%. The overall HRWD survey score has fallen to 82, so TEAM
and continues to not achieve the overall HRWD survey score target. MRSA and VRE infection rates continue
to achieve the target, with no new infections in August. However, there have been 3 new CDT cases reported
but the YTD position remains below the trajectory of 11 cases. Hand Hygiene audit compliance reduced further
to 77.1% and MRSA screening reduced again to 95.2%. The number of hospital acquired pressure sores has
increased to 5 compared to the target of 1 case. The outpatient DNA rate has dropped to 15.6%, failing to
achieve the 14.4% target.

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

Finance position

-

ED 4-hour performance

-

Complaints

-

HRWD

-

Red Shifts

-

Slips, Trips & Falls

-

Hand Hygiene

Divisional Summary (3/3)
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Key Action / Focus

Comment

Critical Care,
Theatres and
diagnostics

Ambulatory
Services and
Local Networks

Finance Position: At the end of month 4, the division has a positive variance of £1.335m.
Critical Care (CC): Bed occupancy throughput has increased from 105.1% in July to 105.7% in August, and
remains above the 85% target. No new bacteraemia cases reported in August. Hand Hygiene audit
compliance has increased from 90.3% in July to 90.6% in August, remaining below the 95% target. 9 Red
and Amber adverse incidents were reported in August. Emergency MRSA screening has decreased to 98.5%
from 100% last month. Delayed Discharge Hours have decreased from 1510 hours in July to 1370 hours in
August - mainly due to a decrease in TEAM (429 hours). Total Level 1 Bed Days Number have decreased
from 139 bed days in July to 95 bed days in August, and still remains above target of 0.
Diagnostics: Same day CT wait (request pre 9:30am) has reduced to 82% in August from 91% last month,
and is not achieving the 90% target. Hand Hygiene audit compliance has increased from 84.9% in July to
93% in August and remains below the 95% target. MRSA Screening remains at 100%. 3 BBV incidents
reported this month. Reporting Turnaround for MRI IP has increased from 0.5 days last month to 0.8 days in
August, but remains within the target of 1 day.
Theatres: Hand Hygiene Audit compliance has increased from 87.9% last month to 88% this month, just
below the 95% target. Main theatre utilisation has decreased from 83.2% in July to 80.3% in August,
achieving the 80% target. Right On Time starts have decreased again from 34% to 33% in August, remaining
below the 51% target. Early Finishes have increased from 30.1% in July to 31.2% in August, and remains
above the 9% target. New to Follow up ratio remains at 3.7 and is not achieving the 3.6 target.
Finance Position: At the end of month 4, the division has an adverse variance of -£925k.
Ambulatory: The Summary Hospital Mortality Index (SHMI) has increased from 42 last month to 52 this
month, but is better than the expected index of 100. Elective ALOS has increased from 5.2 days in July to
10.8 days this month, and is not achieving the 3.6 day target. Non Elective ALOS has risen to 24.0 this month
from 19.3 days in July, now above the 12.2 day target. No Red Adverse Incidents were reported this month.
Hand Hygiene Audit compliance has increased from 80.8% to 83.3%, not achieving the 95% target – 7 out of
8 locations returned an audit. Compliance was 95.1% for completed audits. MRSA Screening continues to
achieve the 100% target. Outpatient Cancellations by Hospital has increased to 2,644 appointments, higher
than the 1,475 target. New to Follow-up ratio remains at 2.8, not achieving the 2.7 target.
Dental: Elective ALOS remains above the 1.1 day target at 2.1 days. Non Elective ALOS has decreased to
2.1 days and is now achieving the 2.1 day target. Emergency Care Performance (4 hour) target for the Dental
Unit has reduced to 99.6%, not achieving the 99% target. Hand Hygiene Audit compliance has reduced from
89.1% last month to 69.3% this month and is still not achieving the 95% target – 7 out of 9 locations returned
an audit. MRSA Screening continues to achieve the 100% target. Outpatient Cancellations by Hospital have
decreased again from 793 to 662 appointments, remaining above the 473 target. OP Coded activity has
decreased to 95% this month from 96% in July and but is still achieving the 95% target.

- Bed occupancy throughput:
Critical Care
- Hand hygiene
- Delayed Discharge Hours:
Critical Care
- Right on Time starts and
Early Finishes (Theatres)
- Same Day CT waiting times

-

Finance position

-

New to Follow up ratio:
Ambulatory

-

Non-Elective & Elective
ALOS

-

Hand Hygiene Audit

-

OP Coded activity: Dental

-

Outpatient Cancellations by
Hospital
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Regulatory/Contractual Performance
2013/14 (1/2)
1.

Enc 2.7

Regulatory Performance
1.1 Monitor Month 5 position:
The Trust has achieved all the performance indicator targets in the Monitor Compliance framework for
August with the exception of the RTT 18 Week Admitted target and the 62 day cancer target. Even
though the 62 wait cancer targets were not achieved for August, the Trust should be able to achieve
this target for Q2.
A&E attendances and sustained emergency access pressures continued during August. The Trust
achieved 95.36% performance against the 4-hour waiting time target for August. However, performance
for the quarter is currently 94.9% and below the 95% target. This is being monitoring closely so
achievement of this indicator is at risk for the quarter.
The Trust had 0 MRSA bacteraemia cases reported in August with 2 attributable cases YTD.

4 C-Difficile cases were reported in August with the trust having 16 attributable cases YTD.
The best rating that the Trust can achieve for Q2 2013/14 will be Amber-Green due to the failure of the
RTT 18 Week Admitted target as planned, and is subject to achieving all cancer and A&E waiting time
targets for Q2 overall.
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. The Trust
has invited the DH Intensive Support Team to review our cancer data collection and reporting
processes at both Kings and Princess Royal hospital sites in September.
Weekly RTT waiting list review meetings continue and further opportunities for weekend working and
off-site options continue to be explored.
1.2 Care Quality Commission (CQC) Quality Risk Profile (QRP):
There was no Quality Risk Profile (QRP) report published in September.
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Regulatory/Contractual Performance
2013/14 (2/2)
2.

Enc 2.7

Contractual
2.1 CCG - The Contract has been signed with the CCG Commissioners for 2013-14.
2.2 NHS England – Activity, Finance and QIPP have been agreed whilst CQUIN remains outstanding.
CQUIN schemes have now been agreed, but we are contesting NHSE's method of calculating the total
value. We have an agreement in principle that we are to use the same methodology for calculation as
in 2012/13, but are yet to confirm the final values within the contract.
2.3 CQUIN 2013/14 – CCG Q1 update – The trust achieved 100% for Q1. However, Family & Friends
responses rates are a significant challenge and this area remains a high risk for the Trust in 2013/14.
2.4 CQUIN 2013/14 – NHS England – We have submitted Q1 data, forecasting 100% achievement
and are waiting for a formal response.
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Monitor Governance ratings and
PRUH acquisition (1/2)
1.

Enc 2.7

Monitor’s assessment on the indicative risk ratings in relation to the proposed Princess Royal University
Hospital (PRUH) acquisition

Monitor has written to the Trust in early September to communicate the decision made by the Monitor Board on the
indicative risk ratings in relation to the proposed transaction to acquire the PRUH hospital:
•

Monitor have agreed an Amber-Red rating for the Trust once it combines with the PRUH.

•

The rating reflects the risks to King’s performance against the national indicator targets around 18-week
Referral to Treatment (RTT) and A&E.

•

In respect of these risks, Monitor requires post-transaction monitoring arrangements to be put into place
including site-specific reporting against the access and outcome targets on a monthly basis for Q3 and Q4 as
a minimum.

•

To supplement this, the Trust will be providing Monitor with updated threshold trajectories and detailed action
plans for the PRUH and the combined organisation which demonstrate a return to compliance within a
satisfactory timescale. Monitor has acknowledged that this time scale may exceed the 13 month period as
stipulated in the Compliance Framework.

•

The plans are to be submitted to Monitor by the end of quarter 3 and will come to Board for sign-off in
November.

The revised governance risk rating of Amber-Red that Monitor has confirmed is based on the current Compliance
Framework that is in place until the end of Q2 in 2013-14. Monitor has now published details of the Risk Assessment
Framework which will be effective from October 2013, and will replace the Compliance Framework. This rating is
therefore subject to change when new risk ratings for all Foundation Trusts are released at the end of the month based
on the recently-released Risk Assessment Framework.
Actions:
•

The Trust will work closely with Monitor to understand the impact of the new Risk Assessment Framework on
the revised governance risk rating that was communicated in the letter to the Trust from the Monitor Board.
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Monitor Governance ratings and
PRUH acquisition (2/2)
Current Q2 Performance at PRUH
2.

Enc 2.7

Current Q2 Performance at PRUH against Key Patient Access and Outcome targets

18 Weeks Referral to Treatment Times
•

RTT Admitted performance achieved the 90% target in July and August with 92.6% and 90.8% of patients
admitted within 18 weeks.

•

RTT Non-Admitted performance achieved the 95% target in July and August with 96.9% and 96.4% of
patients seen within 18 weeks.

•

RTT Incomplete performance achieved the 92% target in July and August with 94.4% and 93.5% of patients
waiting under 18 weeks, and the overall backlog of patients waiting over 18 weeks for treatment reduced to
845.

A&E 4-hour waiting times
•

87.0% of patients were seen within 4 hours for the cumulative position in Q2 to the end of August for Type 1
attendances to the A&E department only, so the 95% target is not being achieved. This excludes the Type 3
attendances seen in the Urgent Care Centre which is co-located with the A&E department on the PRUH site.

Cancer waiting times

•

Based on the submitted July cancer data submitted to Open Exeter, all cancer waiting time targets are being
achieved with the exception of the two-week wait targets for both all cancer referrals and symptomatic breast
patient referrals.

Infection Control
•

2 MRSA cases reported to the end of August.

•

4 C-difficile vases reported to the end of August, lower than the trajectory of 9 cases.

Based on this interim position for Q2, the governance risk rating for PRUH would be Amber-Red.
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Infection Control Update (1/9)
Trust position – August 2013

Enc 2.7

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:
•
99.4% Elective (in August 2013)
•
96.4% Emergency (in August 2013)

2.

VRE bacteraemias – improved performance:
5 cases of VRE bacteraemia YTD (trajectory of 9 case for the same period.)

3.

C-difficile – a very challenging trajectory to achieve in 2013/14:
16 CDT cases reported to DH YTD (as per National Guidance); trajectory of 20 cases for the same period.
•
Liver – 4 cases
•
TEAM – 4 case
•
Renal – 1 case
•
Neurosciences – 3 cases
•
Private patients – 2 cases
•
Critical Care – 1 case
32 cases (YTD) have been reported locally as per DH testing guidance. This compares to 48 locally reported
cases for the same period last year. 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 August, 76.9% of CDT positive patients were isolated within the timescale set for clinical departments. This is an
improvement from 50% in July. This improvement has occurred despite continued pressure of emergency activity
on beds and lack of adequate isolation facilities in the Trust. 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)

Enc 2.7

Key focus areas:
1.

Re-focusing on management of in-dwelling devices (IV line and urinary catheter care):
The IPC Team continue to strengthen the programmes aimed at improving the care of in-dwelling devices. This
is to ensure that the lessons learnt from our experience with IV line care are applied to the management of
urinary catheters for the prevention of catheter associated urinary tract infections. Promoting good IV line care
remains an important area of focus to prevent further line related bacteraemias.

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. This work continues and aims to
standardise care of patients’ care.

3.

Cleaning and decontamination (environment and equipment)
The use of HPV for room and equipment decontamination is now fully established and requests by departments
continues at around 80 per month. Using Tru-D (UV radiation) has been a very helpful adjunct to HPV for
situations where HPV would not be usable. The project of the Senior IPN to the work with Medirest and other
partners has now completed.

4.

CDT root cause analysis
Weekly route cause analysis meetings continue. The electronic RCA form is well on the way to completion and it
is due to be rolled out by the end of October.

5.

Multidrug resistant organisms
Weekly multidisciplinary team meetings continue to be held to address infection control issues around the
management of cases of VRE and CRE in the Liver Division. An action plan is in place and this is reviewed at
the weekly meetings. The Trust continues to see sporadic new cases of CRE, the majority of these being
identified through admission screens and therefore does not indicate cross transmission at present.

6.

Dental Community Units
The IPC team is working with the Dental Management team to review decontamination processes and to ensure
that all units are meeting national standards. CEF is also working to ensure that water quality, including
legionnaires testing meets requirements set out in HTMs and other national guidance.
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1.

Admitted Waiting List position
The total number of patients on the admitted waiting list has increased during August from 6,017
waiting at the end of July 2013 to 6,112 waiting at the end of August 2013, and has continued to grow
in September. In this period, the number of patients waiting over 18 weeks has reduced from 1,638 to
1,548, ahead of the planned trajectory of 1,567 patients at the end of August. There is currently some
slippage in the over 18 weeks backlog position with movement in some specialties which is due to
seasonal factors.

2.

RTT Admitted Completed Pathway position
The 90% RTT Admitted target was not achieved in August consistent with the planned position that the
Trust has agreed with Monitor and the commissioners. 87.1% was achieved for August with the
following specialties not achieving the target:
•
General Surgery
•
Urology
•
Trauma and Orthopaedics
•
Neurosurgery
•
Cardiothoracic Surgery
•
Gastroenterology (HpB)
•
Gynaecology

3.

52+ Week Wait backlog position
The Trust’s first priority is the reduction in the number of patients waiting over 52 weeks. The table
below summarises the number of inpatients currently waiting for admission over 52 weeks which has
increased from 29 patients in July 2013 to 36 patients in August 2013, which includes 3 non-admitted
breaches in Neurosurgery.
52+ Week Waiters
General Surgery/Colorectal Surgery
T&O
Neurosurgery
HpB
Total

July
5
1
4
19
29

August
7
0
5
24
36
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4.

18+ Week Backlog position
The Trust’s second priority for 2013-14 is to reduce the historic 18+ week backlog to sustainable
levels. Trajectories have been set for all specialties to bring the Trust backlog to 550 by the end of the
financial year. The most challenged specialties are General Surgery, Gynaecology, HpB,
Neurosurgery and Orthopaedics. With the exception of Orthopaedic day cases, each of these
specialties is ahead of its trajectory.
Additional weekly monitoring has been established to track progress against the revised plans for
these specialties with monthly monitoring for the other specialties. The weekly report now includes full
Trust level monitoring and weekly changes in over 18 week waiters across all specialties.

An element of the reduction is being planned to be undertaken in private provider capacity:

5.

•

Bariatrics at King Edward VII Hospital and The Lister by Kings’ consultants, and at Chelsfield
Park by an SLHT consultant

•

HpB lap chole work at HCA Hospitals

•

Orthopaedics at The Sloane and The Lister Hospitals

•

Neurosurgery at HCA Hospitals

•

Orthopaedics long-wait patients are being transferred to GSST for treatment, subject to
individual patient consent. Only 12 patients have been confirmed dates during August and
September compared to the planned number of 60 patients, in part due to the nature of the
procedures which GSST have been unable to accept. There are a number of patients who are
being seen at GSST and then requesting transfer back to Kings for surgical treatment.

RTT Non-Admitted and Incomplete pathway position
The Trust has continued to achieve its overall non-admitted performance target of 95%. However,
continuing to achieve the 92% incomplete target remains a risk.
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Report to:

Board of Directors

Date of meeting:

1 October 2013

By:

Jane Walters, Director of Corporate Affairs

Subject:

Quarterly Patient Experience Report

1. Executive Summary


This report reviews patient experience at King’s College Hospital over quarter 1 (April to
June 2013). However, it also considers patient experience relating to the Princess Royal
University Hospital/South London Health Care Trust, where such information was available.
The plan going forward is to roll out the same programme of patient experience at the PRUH
and other former SLHT sites, incorporating learning from best practice from all areas, and to
integrate reporting for future such reports.



Over the last three months, work has continued at King’s to address the recommendations
raised in the Francis Report. ‘King’s in Conversation’ has now gathered views from over 700
staff and patients. A full report will come to the Board in November. It is planned that ‘King’s
in Conversation’ will be rolled out to PRUH staff and patients from late autumn onwards.



The results of the 2013/2014 National Cancer Survey were published at the end of August.
King’s College Hospital made good improvement in some areas, but overall results were
disappointing. Results for South London Healthcare were also disappointing, although the
results are not broken down by site.



For King’s at Denmark Hill, all Quarter 1 targets for both the national and local patient
experience CQUINs have been met covering Friends and Family and improving outpatient
experience.



The Friends and Family Test, was launched nationally on April 1st 2013 and is now live at
King’s and PRUH for inpatients and patients discharged from the emergency service. Results
to-date have been disappointing with King’s rated red for inpatients for the first four months of
the year. FFT scores for the PRUH are also disappointing although show an improved
picture for June, but with very low response rates. Response rates remain an issue for both
sites, particularly in the emergency setting.



Q1 has seen a slight fall in satisfaction rates from inpatients with scores dipping below the
benchmark for two out of the three months. Response rates improved with the average rate
for the quarter of 43%, 5% improvement on Q4 of last year. Given the CQUIN targets linked
to Friends and Family response rates, good response rates across all King’s surveys is key.


.


In October, the ‘How are we doing’ inpatient survey, which includes the Friends and
Family Test will go live at the Princess Royal and Orpington Hospitals. The Friends and
Family test also continues to be asked of patients visiting the A&E at the PRUH. Friends
and Family will also be launched for Maternity service users at both the Denmark Hill and
PRUH sites in line with national guidance. The first results to include all the new King’s
sites will be for October 2013 which will be reported Trust-wide in November
193 complaints were received in Q1 compared to 174 in Q4 of the previous year. For the
year to date, 57% of complaints have been responded to within the twenty five day
1
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target, an improvement from the previous quarter, however, further improvement
is needed. Although no formal handover of complaints from PRUH had taken
place when this report was written, we understand that the PRUH receives on
average circa 60 complaints per month, a similar number to King’s at Denmark
Hill.


The volunteering programme continues to thrive, with now over 900 volunteers at King’s
Denmark Hill. The PRUH and Orpington hospitals also have active volunteering
programmes, with around 200 volunteers, and excellent support from a number of key
charities, including the Friends of PRUH, Friends of Orpington Hospital and the Royal
Voluntary Service.

2. CQUIN performance including Friends and Family
King’s at Denmark Hill met all its targets for both the national and local patient experience
CQUIN priorities which were also our quality priorities for the year. Data for the PRUH was not
available for inclusion in this report.
2.1. Local Patient Experience CQUIN – improving outpatient experience
Work is continuing to drive improvement for patients visiting Suite 1 (Orthopaedics) at King’s,
Denmark Hill. Investment has been secured to redesign the Suite which will include
improvements to the environment. To address the issue raised by patients about the need for
better explanation of test results, consultants now have dual screens so that they can view the
results of diagnostic tests alongside other elements of the patient’s notes. Other improvements
have been introduced such as serving patients refreshments as they wait in clinic.
2.2. National Patient Experience CQUIN – Friends and Family Test
The new Friends and Family Test question was launched nationally on 1st April 2013 for
inpatients and emergency patients discharged home. Emergency patients are drawn from the
Emergency Department, Acute Dental Service and the Early Pregnancy and Gynaecology
Scanning Unit (Denmark Hill) and A&E and the Early Pregnancy Unit (PRUH).
The FFT question has been incorporated into the Trust’s inpatient survey both on the Denmark
Hill and PRUH sites. Within the emergency setting, a variety of methods are being used in
order to offer all patients the opportunity to answer the FFT question including




on-line surveys using i-Pads and touch screen kiosks,
a token system where patients drop a token into the appropriate boxes
FFT cards completed prior to discharge

Although the original CQUIN target to achieve a baseline response rate of 15% was dropped by
the Department of Health, Trusts are still required to achieve a 20% plus response rate by
Quarter 4. This still presents a significant challenge, and we are continuing to explore
alternative methods to maximise response rates. Alongside this, key to achieving the target is
good staff engagement in the process.
2.3. Friends and Family Inpatient Results
Results for King’s Denmark Hill and PRUH sites for inpatient FFT are as follows:
•

King’s Denmark Hill – the overall FFT score was in the bottom 20% of trusts nationally – red
rating.
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•
•
•

Although the inpatient response rates are high compared to other Trusts, work still needs to
be done to increase the response rates in emergency settings to achieve a combined
response rate of 20% plus by Q4
Overall, South London Healthcare Trust was red rated for April and May, with June at amber.
Data is not currently available for rating by site
Response rates for the PRUH are significantly lower than rates at Denmark Hill. In order to
address this issue, the King’s How are we doing inpatient survey was launched at the PRUH
on 1st October.
Site Inpatient

April 2013

May 2013

June 2013

Denmark Hill

FFT Score: 61
Response rate:
41.29%

FFT Score: 64
Response rate:
40.77%

FFT Score: 60
Response rate:
38.85%

Princess
Royal (PRUH)

FFT Score: 52
Response rate:
11.29%

FFT Score: 58
Response rate:
19.48%

FFT Score: 66
Response rate:
19.26%

2.4. Why do patients comment negatively?
As you would expect, inpatients who would not recommend King’s express strong views in their
comments. Comments cover a range of issues from poor communication, hospital food,
environment, and staff attitude.
In the Emergency Department patients who provide answers to the FFT follow up question
‘Please tell us the main reason for your answer’ focus strongly on waiting times and how they
are communicated.
The issues identified through both HRWD and FFT form part of the monthly performance
management meetings held with each of the Divisions, led by the Chief Operating Officer.
2.5. Emergency FFT
•
•
•
•
•

From April to July, King’s Demark Hill emergency FFT scores were amber rated
Response rates have fluctuated with a high in May of 10.79% and a low of 5.3% in April. The
introduction of a token system in August supported a rise in response rates to 11.6%. There
is still further work to be done to achieve the target response rates by Q4.
To address this, the use of texting will be introduced on the Denmark Hill site. This method
has proved successful at other sites with response rates of upwards of 20% being achieved
Results for the PRUH site were more varied with a low of 10 in April and a high of 79 in
June. Response rates were very low and this may have had an impact on the overall scores
The PPI team have been working through September with colleagues at the PRUH to look at
how to increase response rates. In addition to the use of FFT cards in the A&E, we will be
introducing i-Pads, and an on-line survey. We also plan to use volunteers to assist in
delivering FFT.
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Site - Emergency

April 2013

May 2013

June 2013

Denmark Hill

FFT Score: 39
Response Rate:
5.30%

FFT Score: 41
Response Rate:
10.79%

FFT Score: 37
Response Rate:
7.96%

PRUH

FFT Score: 10
Response rate:
0.39%

FFT Score: 35
Response rate:
0.66%

FFT Score: 79
Response rate:
0.87%

2.6. Friends and Family in Maternity
The Friends and Family Test for Maternity launches on 1st October. For both King’s sites,
women will be able to answer the Friends and Family Test questions on-line. Women will be
given business card style FFT cards which will include a link to the surveys on the King’s
website or via a QR code via smart phones.
Women will be asked for their views on their maternity services at three touch points:
1. Antenatal care – to be surveyed at the 36 week antenatal appointment
2. Birth and care on the postnatal ward – to be surveyed at discharge from the ward/birth
unit/following a home birth
3. Postnatal community care – to be surveyed at discharge from the care of the community
midwifery team to the care of the health visitor/GP (usually at 10 days postnatal)
For the birth and care on the postnatal ward, the Friends and Family questions will be asked
as part of the wider How are we doing maternity survey.
3. National Patient Surveys – 2012/13 National Cancer Survey
Results of the 2012/13 National Cancer Survey were published at the end of August. The
survey is a postal survey of cancer patients aged 16 and over with a primary diagnosis of
cancer.
A full programme of improvement work was implemented after the 2010/11 survey but has not
had sufficient time to fully impact on these results.
Below is a summary of results for King’s and for South London Healthcare Trust. SLHT results
are for the trust as a whole and cannot be broken down to site level for the PRUH. Results can
therefore only act as an indicator of performance.
3.1. Results for King’s Denmark Hill
763 King’s patients were sent a survey and 390 completed surveys were returned - a response
rate of 56% compared to 64% nationally
Of the 63 indicator questions, King’s performance is as follows:•
•
•

 36 indicators improved of which 3 made statistically significant improvement
 20 indicators got worse
2 remained the same
4
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In spite of disappointing results overall:
•
•

11 sections show improvement with significant improvement in ‘Support’, ‘Hospital
Doctors’, and ‘Ward Nurses’
2 sections deteriorated - ‘Hospital care as a day patient/ outpatient’ and ‘Overall NHS
Care’

Although a comprehensive action plan was developed following the 2011/2012 survey, there
was little time for these actions to impact on patient satisfaction before the sample for this year’s
survey was drawn.
Results for South London Healthcare Trust
1003 SLHT patients were sent a survey of which 563 completed a survey – a response rate of
60% compared to 64% nationally and 4% higher than the KCH response rate.
For SLHT 8 sections improved whilst 6 deteriorated. The most improved section was ‘Hospital
Doctors’. The biggest fall was for the section about ‘day care or care as an outpatient’. This
was also the weakest section for King’s.
3.2. Comparison between King’s and SLHT
Overall, SLHT performed slightly better than King’s, as can be seen from the chart below.
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4. Addressing the Francis Recommendations
As part of the trust’s ‘Listening to Staff’ and ‘Listening to Patients and Families’ work
programmes, a series of listening events was launched in the summer – King’s in Conversation
asks staff and patients three key questions:




Does King’s always put patients first?
Would you recommend Kings College Hospital as a place to receive care or work?
How easily can you make things better?

To date we have had conversations with over 700 staff and patients. The overwhelming majority
of responses received from both staff and patients are positive. However, there are areas for
improvement, and a full report will be presented at the November Board meeting by Roland
Sinker, Chief Operating Officer.
A specific action plan has also been developed to strengthen our use of patient complaints as a
tool for learning and improving. Actions to date include:





Implementing a survey to assess complainants’ satisfaction with the complaints process.
To-date 240 surveys have been sent to complainants for the period April – July 2013.
Results will be reported in the next quarterly report.
Complaints response letters now invite complainants to take part in listening events such
as the King’s in Conversation programme

From 1st October, the complaints processes at the PRUH will align with King’s
overall approach to complaints handling including a larger PALS service on the
PRUH site to deal with issues and concerns where possible as they arise, and to
signpost patients to the complaints process as appropriate.

5. External ‘Radar’
The Trust regularly monitors a range of external sources of patient experience data from the
CQC Quality Risk Profile on websites such as NHS Choices, Patient Opinion and social
networking sites including Facebook and Twitter.
King’s Denmark Hill rating is currently 4.5 stars out of a possible 5. This compares to a 3.5 star
rating for the PRUH. The breakdown for the two sites is as follows:
Area
Cleanliness
Staff Co-operation
Dignity and respect
Involvement in decisions
Single Sex Accommodation

King’s Denmark Hill star rating
4
4
4.5
4.5
4.5

King’s – PRUH Star rating
3.5
3.5
3.5
3.5
4

We also continue to receive comments from patients and their families via Facebook, NHC
Choices, Patient Opinion and Twitter.
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5.1. How are we doing?
Performance for Quarter 1 has been mixed.










HRWD 2012/13 Quarter

Q 1 average scores

Inpatient overall score
 Patient Engagement
 Care Perceptions
 Environment
 Response Rate
Day Surgery (April and May only)
EMSA – sharing ward or bay
EMSA – sharing bathrooms and toilets
Maternity (April and May only)

85
85
87
78
43
93
92
91
85

RAG Rating

Performance for Q1 for the HRWD inpatient survey has dropped slightly with the overall
average score remaining one point below target at 85, due to poorer performance in May.
Scores for patient engagement fell back slightly with an average score of 85
Care and treatment scores have reached the benchmark of 87 for two out of the three
months
Environment scores reached the benchmark in April and June but dropped to 77 in May.
The food rating has remained green for the last 12 months.
The response rate for the inpatient survey is below the 50% target and this is an area where
we need to focus
Day Surgery: The overall scores have remained the same on average as the previous
quarter. Response rates remain low at an average of 16%.
Maternity: benchmark score of 84 has not been reached this quarter with scores of 82 and
81.
Outpatients: the overall score has dropped one point from 84 last month to the benchmark
score of 83. There were 778 responses in June, the best monthly figure since launch.
Although this is encouraging, it only equates to 1.5% of outpatient activity. Achieving a 15%
response rate when Friends and Family extends to outpatients will be a considerable
challenge.
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5.2. Complaints and PALS










193 complaints were received in Q1 compared to 174 in Q4 of the previous year.
For the year-to-date, 57% of complaints have been responded to within the twenty five day
target, an improvement from the previous quarter, however, further improvement is needed.
Although no formal handover of complaints from PRUH had taken place when this report
was written, we understand that the PRUH receives on average circa 60 complaints per
month, a similar number to King’s at Denmark Hill.
There were 857 PALS contacts during Q1, compared to 957 in the previous quarter.
During Q1 at KCH, 52% of complaints related to an inpatient episode, and 48% to
outpatients, including the Emergency Department.
Of the inpatient complaints, 28% related to surgery, 24% to medicine and 12% to maternity.
Causes of complaint included clinical care, cancellation and discharge arrangements
Of the outpatient complaints, 23% related to surgical outpatients, 21% to the Emergency
department, with the rest spread amongst other outpatient areas. The main issues raised
were waiting times, cancellation and delays in transport.
Service improvements in relation to complaints continue to be developed, and examples of
these are given in the Annual Complaints Report elsewhere on this agenda.

6. Volunteering
The King’s College Hospital volunteering service is continuing its rapid expansion to ensure as
many patients as possible have access to volunteers. The service is continuing to receive
requests for volunteers from new clinical and ward areas, and the demand for both volunteers
and for placements remains high. To understand the strengths and the areas for development
for the volunteering service, the King’s Fund is undertaking an evaluation, which will involve
focus groups and one-to-one interviews. It is hoped this work will provide constructive feedback
to allow the service to respond to the needs of patients and carers, staff, and volunteers.
In addition to the main hospital volunteering programme, we are now launching an exciting pilot
project which will see volunteers assist patients back into the community upon discharge. These
volunteers will help settle patients back into their homes, providing short term befriending and
practical support, such as making small snacks and turning the heating on. Wider recruitment for
this project will begin shortly.
7. Recommendation
The Board is asked to note this report, and offer any comments.
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Report to:

Board of Directors Meeting (Public)

Date of meeting:

01 October 2013

Subject:

Safeguarding Children Report
Rosalinda James– Named Nurse – Safeguarding Children

Author:

1.

Presented by:

Paula Townsend – Deputy Director of Nursing
Geraldine Walters

Sponsor:

Geraldine Walters

Status:

For discussion

Background/Purpose

This quarterly report is an update with regard to progress against CQC compliance within the safeguarding children
agenda
2.

Action required

The Board of Directors is asked to note the contents of this report and make any necessary recommendations.
3.

Key implications

Legal:

There are no direct legal implications

Financial:

No financial implications

Assurance:

This summary highlights key areas and actions taken

Clinical:

Significant clinical quality issues that arise are summarised. Key issues which
require further action are highlighted.

Equality & Diversity:

Serious considerations are given in terms of safeguarding children. Actions
being taken in this paper are not believed to disadvantage any groups of
patients or staff.

Performance:

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

Strategy:

Risks highlighted in this report inform the quality priorities that are included in
the Quality Report

Estates:

There are no direct Estates implications

Reputation:

Areas of significant risk could potentially damage reputation at King’s through
poor clinical outcome and patient experience
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Executive Summary
This report provides an update of the activity undertaken by the Trust’s Safeguarding Children Team (SCT)
between April and June 2013.
Following the inspection of Southwark the Trust was found to be non-compliant with safeguarding children at levels
st
2 and 3. The Trust was asked by the CQC to address this by 1 October 2012 and a training action plan was put in
place. There has been significant improvement in training figures but at the time of this report the Trust remains
non-compliant with training.
The audit program continues, learning from audits and from Serious Case Reviews forms part of the safeguarding
children work plan. Positive progress has been made with the safeguarding work plan.
1.0 Introduction
The following report provides an overview of activity, which has been undertaken within the Trust with regards to
safeguarding children during the timeframe of the report. It details key developments and progress both internally
and with external partners in regard to how the Trust meets its statutory responsibilities for safeguarding children.
This report will alert the committee to any increased risks identified through monitoring.
2.0

Overview of safeguarding children activity

There have been 174 cases referred to the Safeguarding Children’s Team (SCT) for the period April to June 2013.
Table 1 – referrals to the SCT April to June 2013, by reason for referral/concern
Reason for referral/concern

No. of cases

Sexual abuse
Stabbing
Road traffic accident
Poor compliance/consent
Vulnerable parents
Falls from height
Sexual Health
Section 47
Overdose/poisoning
CP Plan
Separated family
Poor supervision
Sexual exploitation
Pregnancy

16
11
10
8
7
7
6
6
6
6
5
5
4
4

Parental substance /alcohol misuse
Neglect
Domestic violence
CIN
Sexually abuse ( parental)
Physical assault
Non accidental injury
Dog bite

4
4
4
4
3
3
3
3

Deliberate self harm
Delayed presentation

3
3
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Reason for referral/concern

No. of cases

Complex social needs
Trafficked ( child)
Risk to children
Parental mental –ill health
LAC
Fabricated/Induced illness
Dental neglect
Complex health needs
Alcohol/substance misuse
Traumatic injury
Trafficked ( family)
Sexualised behavior
Risk to others
Private fostering

3
2
2
2
2
2
2
2
2
1
1
1
1
1

Previous abuse of children
PPO
Physical abuse
Parental poor physical health
Head injury
FGM
DNA
Aggression
Abused as a child
Other

1
1
1
1
1
1
1
1
1
6

Table 2- referrals by borough of residence
Borough residence
Lambeth
Southwark
Lewisham
Bromley
Croydon
Greenwich
Not known
Others

3.0

No. of cases
38
36
15
10
9
7
29
30

Overview of safeguarding activity in midwifery

In the period from April to June 2013 there were 1342 register able births at King’s. Of those births 4 were women
who presented in labor and were ‘un-booked’ for pregnancy care at any hospital. There were 83 referrals to the
weekly multi-agency safeguarding meeting for vulnerable pregnant women, 14 of those referrals reside in Lambeth,
13 in Southwark, 6 in other boroughs. There were 10 babies issued with a child in need plan,23 with a protection
plan and social care agencies gained interim care orders for 10 babies. Table 4 sets out the borough of residence
of these babies.
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Table 3- babies issued with a child in need /child protection plan and applications for an interim care order
Child protection status
Child in Need plan
Child Protection plan
Interim Care Order

No. of cases
10
23
10

Table 4 –by borough of residence
Borough of residence
Lambeth
Southwark
Others

4.0

No. of cases
14
13
6

Safe recruitment / safe disciplinary practice

The Trust is fully compliant with the NHS Employment Check Standards and associated legislative requirements.
The Deputy Director of Nursing and the Named Nurse are informed by HR and managers if there are concerns that
a member of staff may pose a risk to children. In this period there has been 1 referral and there is 1 ongoing case
being investigated by the police.
6.0

Training

Compliance with training continues to be driven through the performance meetings led by the Director of
Operations and through the nursing scorecard meetings.
Table 5 – Number of staff who have undertaken safeguarding children training as of June 2013
Safeguarding Children Training

7.0

Level required

Total Staff Count

Level 1
Level 2
Level 3

2061
4102
1017

Number of staff
trained
2006
3039
786

% of staff trained
(Compliance is achieved at 80%)
97.33%
74.09%
77.29%

Audit of safeguarding activity

Audits
The SCT and other members of staff currently undertake regular audits of the Trust’s child protection systems and
processes. Findings from the audits are reported to the Safeguarding Children Committee and form part of the
safeguarding work plan. Within this quarter the following audit has been reported:
Safeguarding awareness audit carried out by the Named Midwife with staff in the maternity unit. A questionnaire of
7 key questions was distributed to all midwives attending safeguarding training as part of their mandatory training in
March and April 2013. 34 competed questionnaires were returned and showed that most staff were either
completely or fairly confident in recognising child maltreatment and acting on concerns. Using data from the audit
the Named midwife will formulate next year’s mandatory training for maternity staff emphasising the escalation
policy and pathway, the audit will be repeated in a year’s time.
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8.0 Development of King’s College Hospital Foundation Trust
The Trust has taken over managerial responsibility for the Havens at Paddington and Whitechapel and the
safeguarding team has taken responsibility for providing safeguarding advice, support and training of the staff.
Advice will be offered by telephone and members of the team will attend fortnightly safeguarding review meetings
which will involve members of the team travelling to the different sites.
The Trust has also taken over managerial responsibility for 300 community dental staff and the safeguarding team
will be providing advice and training to the staff. To support the additional need for training in the dental department
the Named nurse has trained two dental staff to assist with level 2 training.
The Trust is taking over management responsibility for the Princess Royal University Hospital in October 2013, the
Named nurse carried out a fact finding visit in May and has begun an assessment of the safeguarding activity
there, and the current view is that the two teams will merge under the management of the Named nurse.
There has been an impact on the safeguarding team from the development of the Trust; there were 68 more
referrals in this period than the previous period.
8.0 SCR and IMR
The Trust was asked to report to the SCR sub-group of the Lambeth Safeguarding Board about a child who
received care at King’s College at the end of 2012. The board decided that the case did not reach the threshold for
a Serious Case Review; however, in multiagency discussions there were two incidents where members of staff
spoke to the child and a parent outside of the agreed multi-agency plan and this was deemed unhelpful. This has
been addressed with the members of staff and their managers to inform their future practice.
9.0

CQC

The CQC declaration of compliance with safeguarding requirements and published on the Trust website was last
updated in May 2013. At the CQC inspection, in May 2012, the Trust was confirmed as compliant with Outcome 7
of the CQC Essential Standards (Safeguarding people who use services from abuse).
Amber status
The Trust has still not met the 80% target for training at levels 2 and 3. There is an action plan to address this and
the importance of safeguarding training is being driven through the divisions by the divisional managers and
addressed at performance meetings. The safeguarding trainer came into post at the beginning of June (the post
had been vacant from the end of July 2012) and more training sessions will be made available.
The Board of Directors is asked to:
Note the contents of the quarterly report which provides an overview of risk and governance and make any
recommendations deemed necessary.
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1. Background/Purpose
A summary of the Infection Prevention and Control activity in 2012/13 as well as the
programme of activity for 2013/14

2. Action required
To note the content of the report and the annual programme

3. Key implications
Legal:

Financial:

Assurance:

The Trust has a statutory responsibility to ensure compliance
under The Health and Social Care Act 2008: Code of Practice
on the prevention and control of infections and related
guidance. The submission of an Annual Report is part of this
Code.
Poor infection control practices and increase in infection rates
has a direct financial impact as a result of additional drug
costs and increase in Length of Stay.
The Infection Prevention and Control report provides the
Board of Directors with an overview of Infection Control
activity and identifying significant trends and developments.
This report incorporates the risk registers relating to infection
control also.
Good Infection Prevention and Control practices are key to
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Clinical:
Equality & Diversity:
Performance:
Strategy:
Workforce:
Estates:
Reputation:

providing high quality care to King’s patients.
The content of this report has no implications for equality and
diversity.
A reduction in infection rates has a direct impact on length of
stay, reduction in costs and the patient experience
None
Protecting workforce from exposure to Bloodborne Viruses
through the provision of training, pre-employment screening.
None
Poor compliance in infection prevention and control standards
could adversely affect the reputation of the organisation.

Other:(please
specify)
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Executive Summary
This report outlines the Infection Prevention and Control (IPC) activities at
King’s for the 2012/13 financial year.
King’s made significant progress in reducing the risk to patients of developing
Hospital Acquired Infections in 2012/13, In particular this report shows that the
Trust succeeded in being below the National Trajectory for Meticillin-resistant
Staphylococcus aureus (MRSA) blood stream infections and also achieved a
reduction in cases of Clostridium difficile infections (CDI).
The cleanliness of the environment has improved with introduction of new
technologies, including Hydrogen Peroxide Vapour (HPV). The introduction of
Ultraviolet C (UVC) radiation will be trialled in 2013/14.
Despite these successes King’s still faces a number of challenges in meeting
its obligations to patients to minimise the risk of Healthcare Acquired
Infections (HCAI) acquisition.
These include the higher prevalence of multi-resistant organisms in our
patient population that require extra vigilance in order to protect patients. Full
compliance by all staff to infection prevention best practice is essential to
protect patients from infections caused by these difficult to treat organisms.
Whilst there is not a direct correlation between increased bed occupancy and
avoiding HCAIs, there is no doubt that it creates additional risks. Clearly an
increase in capacity, particularly in Critical Care areas where patients are
often at more risk of acquiring infection, coupled with an increase in side room
capacity across Kings would be beneficial. Capital projects in 2013/14 will
address both these issues.
The management of indwelling devices, i.e. intravascular catheters and
urinary catheters, has improved significantly. There is, however, no room for
complacency and our audit results still show room for improvement. The same
applies in relation to best practice antibiotic use.
In conclusion 2012/13 saw King’s make a number of significant advances in
combating HCAIs. The Trust is however aware that it needs to maintain and
build on these improvements. This will form the basis for the Trust HCAI
action plan for 2013/14.
Infection Prevention and Control Annual Report 2012/13
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1. Infection Prevention and Control Assurance Framework
The Infection Prevention and Control policy sets out Assurance Framework for
Infection Prevention and Control. This framework sets out the ways in which
The Trust has the statutory responsibility to protect staff, patients and visitors
from infections and this objective is achieved by a range of activities:






Commitment of the Board of Directors, evidenced through the Board
Go See programme; review of performance reports, quarterly DIPC
report
Committees and groups set up to deal with specific matters, for
example, decontamination, blood borne viruses, intravenous lines,
antibiotics usage, professional leads (link practitioners, junior leads,
consultant leads)
Healthcare Associated Infections Operation committee; platform for
Committees and groups reports and review of monthly surveillance
data and following up on action plan.

For details see Appendix 1

2. Infection Control Surveillance
Infection Control Surveillance is a significant process that is required to
identify infections as early as possible, hence allow for formulation of action
plan for treatment and prevent transmissions.
Screening process is in place for a number of organisms; e.g. MRSA, VRE.
The Infection Control Team reviews laboratory database and positive results
require the team to communicate with patient’s medical and nursing team to
start the treatment and prevent transmission.
An alert system which flags up patients’ electronic record is in place in form of
the KICs software.
The Trust adopts a zero tolerance for healthcare associated infections, hence
root cause analysis an action plans for clusters
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2.1. Clusters and Outbreaks
A key part of the role of the IPC team is to carry out investigations and
manage periods of increased incidence (PII), clusters and outbreaks in
order to prevent further exacerbation of these incidents. The following
incidents were reported during this financial year.
Infection Control action plans are issued for wards or departments that
have had two or more epidemiologically related infections. This includes
the recommendation of raising infection control practices and hand
hygiene on the wards, staff education and deep and enhanced cleaning
being completed.
The following table provides an outline on the investigation, PII, clusters
and outbreaks during the twelve months ending March 2013 (Appendix 2
for further details):
Month

Period of Increased
Incidents and
Investigations

April 2012

May 2012

June 2012
July 2012

August 2012
September
2012

October
2012

November
2012

- Clostridium difficile
(Lonsdale, Lister and
Fisk and Cheere)
- Chicken Pox (Toni &
Guy/ Philip Isaacs
Day Unit)

Clusters
- Para-influenza (Fred
Still)
- Adenovirus (Thomas
Cook)
- Multidrug Resistant
Pseudomonas
aeruginosa (Todd
ward)

- VRE bacteraemia
(Liver ITU and Todd)
- Clostridium difficile
(Todd)
- Clostridium difficile
(Dawson)
- Clostridium difficile
(Victoria and Albert
and Surgical Critical)
- Campylobacter sp.
- Salmonella sp.
- Clostridium difficile
(Fisk & Cheere,
Trundle)

- Clostridium difficile
(Haematology)
- VRE bacteraemia
(Liver Intensive Care
Unit)
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- Norovirus (Todd)

- Norovirus (Cotton)
- Carbapenem resistant
Enterobacteriaceae
(CRE) (Paediatric
Wards)
- Carbapenem resistant
Enterobacteriaceae
(CRE)
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December
2012

- Norovirus (Mary Ray,
Matthew Whiting and
Acute Surgical Unit)

- Norovirus (Oliver,
Twining)

January
2013

- Norovirus (Rays of
Sunshine)

February
2013

- Adenovirus (Thomas
Cook PICU)

March 2013

- Respiratory Syncytial
Virus (RD Lawrence)
- Undiagnosed
Diarrhoea (RD
Lawrence)

- Meropenem Resistant
Pseudomonas
aeruginosa (Cotton)

- Carbapenem resistant
Enterobacteriaceae
(CRE) (Thomas Cook
PICU/Rays of
Sunshine)
- Influenza B (Liver
ITU)
- Influenza A (Cotton
and Victor Parsons)
- Undiagnosed
Diarrhoea (Acute
Surgical Unit)
- Norovirus (Annie
Zunz and Twining)
- Influenza A (Cotton)
- Norovirus (Marjorie
Warren, Byron,
Coronary Care Unit,
Twining and Annie
Zunz)

3. Surveillance at King’s 2012/13 (see appendices 3 - 6 for full report) (ND)
The Infection Surveillance team provides a Trust-wide resource as part of the
microbiology / virology service and works closely alongside the Infection
Control Doctor and Infection Prevention and Control Nursing team. The team
provides specialist advice and support to achieve an understanding of the
impact of infection and to ensure that the Trust is equipped to minimise
infection and discharge its responsibilities to patients, staff and visitors. The
team also collates and validates data returns as part of mandatory reporting
and antibiotic stewardship audits.
These resource-intensive processes are useful in deciding whether long term
trends reflect genuine changes in infection rates.

3.1.

Alert Organism and Alert Condition Surveillance (ND)
“Alert organisms” are important because the options for antimicrobial
therapy may be limited (and often costly); these bacteria can spread and
cause outbreaks; such bacteria may pass their resistance genes to
other, previous susceptible, bacteria.
Over 30 “alert organisms2 are routinely monitored, including
Vancomycin-resistant Staphylococcus aureus (MRSA), Clostridium
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difficile infection (CDI), Vancomycin-resistant Enterococcus faecium and
multiply resistant coliforms (especially Klebsiella sp. and latterly virulent
strains of Carbapenem resistant enterobacteriaceae (CRE)).
Alert organism surveillance is used as a surrogate marker of Infection
Prevention and Control in the Trust and remained central to the
programme throughout 2012/13.
Approximately 2,650 new alert organisms were reported from April 2012
to March 2013. This represented a 15.2% increase on the previous
year’s numbers. The 2012/13 data for C.difficile infections include the
additional 113 “local” cases identified with the new testing regime
introduced in April 2012.

3.2.

Meticillin resistant Staphylococcus aureus (MRSA) bacteraemia
(ND)
The number of new inpatients carrying (colonised) or infected with
MRSA post 48 hours after admission fell by 36% from 129 to 83 in
2012/13. The fall is likely to reflect increased compliance with admission
screening. The majority of the MRSA positive patients (80.4%) were
already positive on admission.
In the same period the number of Trust apportioned bloodstream
infections fell from 5 to 2. This represents a fall of 94% for MRSA
bloodstream infections since 2003/04 when 107 cases were identified .

3.3.

Meticillin-sensitive Staphylococcus aureus bacteraemia (MSSAB)
(ND)
The Trust reported 76 MSSA bacteraemias to the DH in 2012/13.

3.4.

Clostridium difficile (ND)
The number of Trust apportioned C.difficile toxin positive (CDI) cases
reported to the DH fell from 97 in 2011/12 to 54 in 2012/13. This was
well below the DH 2012/13 trajectory of 75 cases.
In April 2012 the Trust introduced the new testing regime for CDI as
directed by the DH. This identified a further 113 “local” C. difficile cases
which are not reported to the DH according to the DH guidance issued in
March 2012. However each case was reviewed by Medical
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Microbiologists and the majority required treatment for C.difficile
infection.
Robust Root Cause Analysis was undertaken for 222 cases and
included both DH reportable and local cases. A Medical Microbiologist
lead the weekly review of cases with clinical medical and nursing teams
and antimicrobial pharmacists.
3.5.

Vancomycin-resistant Enterococci (VRE) (ND)
In 2012/13 there was an increase in the number of VRE bloodstream infections
from 20 to 33. Much of this increase occurred in Liver where 16 cases were
identified. VRE admission and weekly screening had been stopped in the Liver
Unit since December 2011. In the previous two years 8 VRE bloodstream
infections were identified annually in Liver. A review of re-introducing VRE
screening in Liver is ongoing at the time of writing this report.

3.6.

Multidrug-resistant Enterobacteriaceae (ND)
There was a marginal reduction in the total number of post 48 hour
inpatient cases of multi-drug resistant Gram-negative
Enterobacteriaceae (principally E.coli and Klebsielly sp.) from 186 in
2011/12 to 168 in 2012/13.
280 E.coli bloodstream infections were reported to the DH in 2012/13,
38% were identified as post 48 hours after admission and would be
deemed to be Trust attributable.

3.7.

Resistant Non-fermenters (ND)
There was a slight overall rise in the number of post 48 hour isolates of
resistant non-fermenters from 108 in 2011/12 to 138 in 2012/13. Of the
138 cases, 73 were multi-resistant Pseudomonas sp. And 41 were
Stenotrophomonas sp.

3.8.

Viral Infections (ND)
875 viral infections were recorded in 2012/13. 205 of these were
influenza virus and 129 were Norovirus. The Norovirus outbreaks
affected many wards from November to March 2013 with 13 ward
closures.
Of the 875 viral infections recorded in KICS, 220 were identified as post
48 hour admission cases and cross transmission may have occurred.

3.9.

H1N1 (seasonal) influenza (ND)
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The Infection Prevention and Control team were actively involved in the
planning for the potential impact of pandemic H1N1 influenza.
In 2012/13 the Trust has had one cluster (Para-influenza) and two
outbreaks (1, Influenza A and 1 Influenza B).
3.10. Carbapenem- Resistant Enterobacteriaceae (CRE) (AF)
CRE have become an increasing global problem in recent years. These
organisms are usually resistant to multiple antibiotic classes and the
treatment of infections caused by CRE is challenging.
Imported cases have been reported in the UK since 2008 and local
spread has been seen.
King’s is at risk of imported CRE because of its national and international
specialist services and 2012-13 saw the first significant problems. The
Paediatric Liver Service experienced successive outbreaks of VIM and
OXA-48- bearing Klebsiella sp. The majority of patients were colonised
with CRE and not infected.
Lessons learnt from managing the outbreaks included the need for
specific education of staff, patients and parents, the role of the
environment as a reservoir of CRE and the importance of proactive
follow up and screening of contacts.
Information on the detection and management of CRE colonised
patients, including proactive screening of patients transferred from
hospitals abroad and environmental hygiene measures, is available on
the Kingsweb Infection pages.
3.11. MERS Coronavirus- MERS-CoV (AF)
A coronavirus was responsible for the Severe Acute Respiratory
Syndrome (SARS) epidemic of 2003-4 which was associated with a
number of healthcare-associated transmissions.
Although no cases of SARS have been seen in recent years, in
September 2012 the WHO reported the first cases of a severe
respiratory syndrome and multi-organ failure in two patients with
connections to Saudi Arabia. The Middle East Respiratory Syndrome
(MERS) coronavirus was identified shortly afterwards.
Over 40 cases have been reported since, associated with a number of
countries including Saudi Arabia, the UAE, Jordan, France and the UK.
European cases have all had direct or indirect contact with the Middle
East. The case fatality rate has been high at about 50%.
Infection Prevention and Control Annual Report 2012/13
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Control measures, including active case finding by triage of patients
presenting to A&E with a compatible syndrome and exposure history and
strict respiratory isolation of possible cases are required to minimise the
risk of spread to healthcare workers and other patients.
Details are given in the MERS-CoV Infection Control Protocol which has
superseded the SARS Protocol and has been publicised.

4. Performance Management (EG)
An annual action plan is in place to manage progress on key issues. This
action plan continues to drive improvements.
The Infection Control Scorecard is now embedded in practice across the
Trust. It continues to measure Trust, divisional and ward level performance
monthly on key risk areas, e.g. MRSA screening, isolation within statutory
time frame, antimicrobial stewardship, etc.
The divisional RAG rating system, using the scorecard result supports
prioritisation of the Trust’s resources to drive improvement and enhance
patient experience

5. Environmental Issues
5.1.

Cleaning Standards (JS)
Ensuring that high standards of cleaning are embedded within the daily
cleaning routines is essential as without this, the environment acts as a
potential vector for transmission.
In 2012/13 the Trust entered into negotiations with our PFI partners to
extract the cleaning services contract out of the main agreement, which
would allow the Trust to directly manage the service provider and
therefore have much more control over the performance of this key
service.
Once the negotiations were concluded a new service contract has been
agreed between Medirest and KCH, with a revised set of performance
parameters, which are now closely monitored.
The performance of the cleaning service provider continued to improve
in 2012/13 and it is currently graded as “Good”. This grading is based on
the monitoring outcomes, the feedback received from our patients and
the external reviews carried out by other organisations.
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We feel that the current level of performance is due to the success of the
intensive monitoring programme and a much improved working
partnership with the service provider.
In most areas across King’s, including the wards, the key objective is
now sustaining the current level of cleaning without any major drops in
performance. These areas are continuously monitored to ensure that
any failures are identified and immediately rectified.

We have fully implemented a deep cleaning programme and reactive
service using the Hydrogen Peroxide Vapour (HPV) cleaning
decontamination system.

5.1.1. Senior IPC Nurse Cleaning Project (RBS)
The Senior Infection Prevention and Control Nurse during 2012/13
worked with our cleaning service providers to implement and
coordinate all programmes currently in place to drive improvement in
cleaning.
Key project aims include:











Clarification between all stakeholders of the expected standard of
general cleaning as well as the cleaning required after discharge.
Strengthening enhanced cleaning as part of action plan from
management of clusters and outbreaks, with special attention to
equipment use and number of cleans required to manage risk of
transmission.
Audit of cleaning and spot checks of the Medirest domestic staff
practice and feedback to all stakeholders.
Ultrasonic cleaning for large pieces of equipment (e.g. commodes,
bins, trolleys, etc.) with identification tag for audit trail.
New technology – Hydrogen Peroxide Vapour (HPV) treatment has
been introduced in order to reduce the bioburden of micro-organisms
(e.g. antimicrobial resistant bacteria, Clostridium Difficile) on
surfaces and environment.
Working with Medirest to trial Ultraviolet Radiation-C in June 2013 to
eliminate vegetative bacteria in both in site and out of site conditions,
(e.g. under beds).
A picture poster of the 49 elements of cleaning process, including
accountability allocation will be introduced on all wards.
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See appendix 7 for detail of this project.

5.2.

Decontamination (PH)
5.2.1. Implementation of NICE guidance re vCJD
The NICE guidance asks for all surgical patients to be risk assessed
prior to surgery for the risk of CJD and vCJD. It also places a
responsibility on organisations to have a system of full traceability and
tracking of surgical instrumentation.
A risk assessment tool has been developed to risk assess all surgical
patients for vCJD and CJD. This protocol has been successfully
piloted in neurosurgery and has been extended to other areas.
The requirement to maintain a separate pool of instruments for high
risk procedures on patients born after 1997 will be addressed by the
use of colour coded instrument set containers. The containers have
now been procured and a trial of their use is being conducted in the
Day Surgery Unit in conjunction with our Sterile Services Contractor.
Following the trial procedures, the system will be extended to include
instruments used in Neuro Theatres.
The current instrument decontamination contractor’s computer
tracking system is not yet able to track single instruments within a set
but it is likely that this requirement will be covered during the retendering of the sterile services contract later in 2013/14.
5.2.2. Audit of the management of in-house decontamination
machines
Endoscope Washer Disinfectors (EWDs) and Operators are audited
monthly, or on alternate months where the clinical unit achieves
consistently high audit scores. This audit reviews the implementation
of processes and training with most clinical units now achieving
maximum marks. Risks still remain in respect of the environment and
lack of rinsing sinks, but this will be addressed with the opening of the
new centralised endoscopy decontamination unit. The opening of this
Department has been delayed until approximately October 2013 due
to a fire in the Wash Area of the Unit.
5.2.3. EWD water testing
Final rinse water testing is a requirement in the operation of these
machines. Testing is carried out monthly on the same day in respect
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of all user locations and instances of water quality failures are now
few and far between. Later in the year the weekly testing of EWDs will
be introduced in accordance with current guidance and this will
include water testing. This function will be carried out internally by
Estates and Facilities who are currently in the process of having a
number of staff trained
5.2.4. Decontamination contingency plan
Contingency plans for King’s decontamination requirements in the
event of failure of contractor service have been reviewed. The current
contractor has multiple processing facilities in and around the London
area and the contingency facility identified for King’s is in Guildford.
The contractor has tested the robustness of the plan by sending
King’s sets to the facility and the computer system was able to read
barcodes and track sets without difficulty.
5.2.5.

Roles and Responsibilities

An Endoscopy Unit Decontamination Manager is now in post in the
Trust to take responsibility for the new Endoscopy Decontamination
Unit which meets the current guidance in full in respect of its design
and layout. Endoscopy decontamination guidance was revised and
reissued by the Department of Health in April 2013 (CFPP 01-06) and
our new unit still meets best practice according to the revised
guidance.
5.2.6. Princess Royal Hospital
Examinations of various elements of the decontamination processes
in use at the PRUH have been commenced. The Hospital has a
compliant and registered Sterile Services Department, which been
reviewed by the Trust Decontamination Advisor. Consideration of all
decontamination related items in respect of PRUH will continue,
including any changes which may be required in respect of the
membership of the King’s Decontamination Committee.
5.2.7. Community Dental Practices
The King’s Dental Institute has over the last year or so won a number
of contracts to run community dental practices across South London,
from Kingston and Richmond to Sidcup and Deptford via Croydon and
New Addington. All such practices are carrying out local
decontamination of their instruments. Twenty four of the practices
have now been audited for compliance with extant decontamination
guidance and it has become clear that decontamination procedures
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vary across the patch. There is a need for standard record keeping,
some staff training, and better management of sterilisers. A meeting is
scheduled to discuss and decide the approach required to standardise
and improve decontamination practice over the area that King’s is
responsible for, and it is hoped to take the matter forward over the
next few months.

6. Healthcare Workers
6.1.

Screening and Immunisation (ED)
There is stronger assurance for staff who joined King’s in the past two
and a half years as processes for “checking” have been strengthened
through the weekly “New Starter” Occupational Health (OH) clinic as part
of the Trust induction programme running every Tuesday. OH continue
to work very closely with Education, Development and Training and
Human Resources at managing non attendees and maintaining a list of
staff deemed at risk until it has been confirmed whether they may have
started work or not. Further work is still ongoing in regard to cleansing of
data and upgrading of the OH patient software system.
OH have for in excess of one year also initiated the ‘recall facility’ on
their patient software system – The process involves running a report of
those with outstanding immunisations and those who do not attend,
then writing to them with reminders. This has proved very successful but
is now impacting on our demand and capacity for clinic appointments.
In spite of sporadic outbreaks, Mumps and Rubella vaccination (MMR)
uptake has remained consistently low with the exception of new entrants
consequently there is stronger assurance for staff who joined King’s in
the past two years; not only through the processes described above but
also by using routine appointments for opportunistic updates and
checks. MMR (according to latest evidence) should be given rather than
testing for antibodies, which is costly and time consuming. The OH
department also ran a communication to the organisation and additional
clinics following the recent outbreak late spring.
Immunisation uptake and compliance assurance with staff in post prior to
2011 remains a concern. Nonetheless OH has taken decisive measures
over the last 24 months to improve uptake. This has been done through
improving internal process and improving Trust facing promotion.
OH also feeds into other key organisational meetings and committees to
promote services and improve understanding for the need for
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immunisations; e.g. Heads of Nursing, OSC, HCAI and teaches on Trust
induction, mandatory training for new consultants and teaching sessions
for F1 and F2 Doctors’.
As a consequence of an audit by KPMG, the Trust’s internal auditors, in
2011 recommendations were made in relation to improving the
Electronic Staff Record (ESR) system and Cohort functionality (Cohort is
the Occupational Health bespoke patient software system) and at
resuming a Trust-wide recall programme similar to the one which started
in 2009. Complete and effective ESR and Cohort compatibility is an
ongoing national problem involving a national OH and DH working group
so progress cannot occur in isolation at KCH.
Ongoing recall remains focussed on high risk acute areas but progress
is slow given routine workload and demands as well the project is now
resourced on only a very limited basis.

Blood-borne Viruses (BBV) incidents (FN)
The regulatory framework in respect of BBV includes Health and Safety
law, European Union Directives and guidance from the Health and
Safety Executive (HSE). These require the Trust to have policy and
procedure that provide for safe handling and disposal of sharps;
prevention of occupational exposure to blood-borne viruses, including
prevention of sharps injuries; management of occupational exposure to
BBVs and post-exposure prophylaxis; and to provide specific
Occupational Health services in respect of BBVs. HSE guidance has
been updated by the introduction of the Health and Safety (Sharp
Instruments in Healthcare) Regulations 2013 which discuss the use and
disposal of sharps devices and require the provision of safety
engineered sharps devices where applicable.
Measures currently in place in the Trust delivering compliance with the
regulatory framework include:
 a regularly reviewed Trust BBV risk assessment
 Trust BBV policy which covers exposure prevention and post exposure
procedures and includes advice to staff.
 Departmental risk assessments and reviews of clinical procedures (a
system prompting each department to assess individual procedures
and consider the use of new technology)
 An Occupational Health service with systems in place to manage
clinical cases post sharps / blood splash injury
 The use of safety engineered devices to reduce exposure
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 Trust Safer Sharps policy, ratified in January, which reinforces local
risk assessment, incident reporting and root cause analysis.
Specifically it requires the Trust to draw up annually a Sharps Injury
Prevention Plan (SIPP) incorporating:
o An analysis of sharps injuries at the Trust;
o A discussion of high risk procedures and controls currently in
place;
o A list of conventional devices currently in use within the
organisation;
o A list of safety engineered devices already in use in the
organisation;
o A list of devices to be reviewed in the forthcoming year; and
o A list of other controls that should be implemented or
improved.
BBV incidents are reported on Datix and independently collected by OH.
From the OH data available it appears that there has been a rise in
incidents over the last two years, not evident from the Datix information
and there is a clear discrepancy between the two sources of data.
Occupational Health Data (from walk in attendances
Year

Sharps

Splash

Total

2011/12

234

59

293

2012/13

273

62

335

Reported on Datix
Year

Sharps

Splash

Total

2011/12

177

55

232

2012/13

174

50

234

It should be noted that over the period April 2011 to March 2013, activity
in the Trust has increased as have the number of staff.
Over the year BBV committee has focussed on:


Policy and ARMS3 compliance.



Improved reporting and analysis of BBV incidents;



Incident review as a means of increasing learning and reducing
incidents;
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Divisional reporting on annual BBV incidents to Organisational
Safety Committee;



Improved quality of BBV RAs undertaken by departments; and



Strong linkage between identified risks and procurement policy for
the continued introduction of safety engineered “sharps” devices.
Current initiatives include Trust wide communication of what to do in
case of sharps or splash injury and also that it is a statutory
responsibility of members of staff to report BBV incidents to the Trust
(using Datix).

6.2.

Infection Prevention and Control staff education and training
(OM)
Mandatory update/ recall training: the infection control training
strategy was reviewed in 2011 and as a result of this a different
approach to infection control was introduced in order to increase
compliance with training across the Trust. The team now provides
face to face training to Trust staff on the induction and recall
training programme as well as training staff in each division.
Divisions are responsible for organising the training dates and
venues. This means the team delivers, on average, 3 training
sessions per week.
An in-house infection control e-learning training package is still in
development. This approach has helped improve the training
compliance for the medical and nursing and midwifery staff. The
training compliance for nursing and midwifery staff is 68.1%
compared to 46.4% during the same period last year; 58% for
medical staff compared to 36.5% same period last year.
Infection control notice boards: these are part of the Trust-wide
infection control communications initiative. They are used to
communicate to ward staff and visitors the current/ topical infection
control issues and audit results to help clinical staff on the wards
review their own performance.
International Infection Prevention and Control Week (IIPW):
This event was held again in October 2012 in the Boardroom. Staff
took part in a variety of educational activities.
Infection Resources: this is the department’s information portal on
the intranet and continues to be updated regularly with information,
policies, protocols and the team’s contact details.
Videos: there are infection control training videos in the ICT video
library. This is available to all staff in the Trust. The videos include:
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5 moments for hand hygiene, commode cleaning and taking blood
cultures.
Information leaflets: the team contributed to the development of
several information leaflets for patients, visitors and staff. These
include: Norovirus, isolation and CRE leaflets.
Hand hygiene: staff across the Trust have had their hand hygiene
technique assessed as part of their infection control update, during
the International Infection Prevention & Control Week and the
numerous Hand Hygiene Awareness events that have been held
throughout the year.

6.3.

IV Training (JC)
6.3.1. ANTT
The IV team continues to provide corporate and divisional
ANTT competency assessments of clinical staff. The data
below is taken from WIRED which shows the numbers
trained by Division.
See appendix 8 for detailed training figures.
6.3.2. Venepuncture and Cannulation Training (JC)
These courses are delivered on a monthly basis. It is very
well received, in high demand and there is a waiting list for
attending this course. Divisional requests for this training
have been granted based on the service needs. The
PDN’s are supporting the competency assessments of the
newly trained staff within the clinical areas.
King’s is the first Trust in England to trial and implement the
B Braun e-learning package for Cannulations. Other Trusts
have been interested in the process and delivery of elearning and practical sessions.
See Appendix 8 for detailed training figures

6.3.3. Healthcare Assistant (HCA) Cannulation Training in
ASU: a pilot project (JC)
Based on an identified service need in Surgery, a pilot
project started last July to train HCA’s to perform peripheral
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cannulation. There are 5 HCA’s in the pilot group and
collectively over the past five months they have inserted
around 170 peripheral cannulae. Initial results indicate a
well-received service and successful pilot. The evaluation
was done in January 2013 and the Assistant Director of
Nursing has agreed to roll out the HCA training based on
the service needs in the Divisions.

6.4.

Infection Prevention in Catheter/CAUTI and catheter care
training (IK)
The continence team, this year, focussed on teaching on a number
of training programmes





Nursing and midwifery induction
HCA induction
Band 5 away days [ any division by invitation]
Neurology Band 5 and Band 2 away day regular sessions [
includes bowel care]
 Preceptorship programme [ includes bowel care]
 F1/F2 [ includes bowel care]
 A&E local induction
 Paediatric bladder and bowel skills workshop
 LITU bladder and bowel skills workshop
 Haematology
 TEAM
The training programme includes reducing catheter associated
urinary tract infection, E coli bacteraemia, catheter care, bowel
care, documentation, understanding colonisation, interpret
CSU/MSU.
The catheterisation skills work shop is delivered on a monthly
basis. This training is very well received by qualified staff.

7. Infection Prevention and Control Policies and Protocols (SR)
There is a programme for reviewing policies and protocols at the HCAI Ops
Committee.
Policies, protocols and guidance, developed, reviewed and published on the
Trust “Infection Resources” intranet over the last twelve months include:
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Infection Prevention and Control Policy
Varicella Zoster Virus Protocol
MRSA Protocol
CRE guidance

8. Medical Engagement (PD)
A network of Medical Consultants continues to act as ward-based champions
of Infection Prevention and Control. These are:




IPC leads, who are responsible for promoting good IPC practice as well
as challenging poor practice within their specialty. All leads have 2
hours per week in their job plan in order to deliver in the role.
IPC ward champions; each ward or clinical area has a consultant
ambassador for infection control, identifiable by a poster at the
entrance.
Junior IPC leads work with IPC leads and ward champions to deliver
these objectives within the junior doctor establishment.

In 2012/13 a number of new IC leads were appointed in order to improve
performance (Urology, Orthopaedics, Diabetic Foot, Liver, Hepatobiliary
Surgery). Child Health developed a new monthly, multi-professional IC
meeting, chaired by the IPC lead, in response to new challenges from
emerging multi-resistant organisms. The junior IPC lead list has been recently
updated in order to facilitate a joint educational session with the ward IPC link
nurses.
IPC ward champions are responsible for ensuring the return of monthly
antimicrobial stewardship audits (see section 10.1.2) from all inpatient areas
for inclusion in the Trust Infection Control Scorecard. These audits, devised by
the Microbiology and Pharmacy Departments and administered by the Head
of IC Surveillance and the Infection Control Doctor, have been carried out
since April 2011. The results are fed back each month to the Infection Control
Leads, Ward and Junior Infection Control Champions and others on request.
Membership of the Trust ‘Antibiotic Usage Steering Group’ was expanded
over 12/13 in order to maximise its improvements in antibiotic stewardship
across the specialties.
The 3 groups in combination worked together with MDT colleagues to deliver
the achievements in antibiotic stewardship described in section 10.1 Medical
staff attendance at the weekly Trust C Diff meeting improved over 2012/13.
The Trust Infection Control Doctor and Trust Antimicrobial Lead presented at
the 3-monthly Consultant Development Mornings as well as Clinical Directors’
meetings, in order to raise the profile of good IC practice amongst the wider
consultant body.
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Going forward the IPC leads, champions and junior leads will continue to work
collaboratively in order to meet the challenges posed by a zero tolerance
approach to MRSA, as well as tighter C Diff targets for 13/14

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

9.1.

Antimicrobial Audits

9.1.1. Antimicrobial Stewardship Monthly Audits (DJ and JH)
Three Key Performance Indicators (KPIs) for antimicrobial
stewardship continued to be collected by medical staff and
measured on a monthly basis throughout 2012/2013:
 KPI1 – Indication recorded
 KPI2 – Stop/review date recorded
 KPI3 – IV to PO switch not over due
During the year, compliance with the recording of an indication for
all antimicrobial prescriptions (KPI1) dropped slightly from 97% to
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96%. A small increase from 88% to 90% was observed for KPI3 (IV
to PO switch not overdue).
However, disappointingly a decrease from 87% to 73% was noted
for KPI2 (stop/review date recorded). Such, a reduction in
prescriptions containing stop/review dates may lead to
antimicrobials being continued for an inappropriately extended
durations. A similar finding has emerged from root cause analyses
of all CDT cases within the Trust, suggesting that many
antimicrobials could have been stopped sooner than they actually
did. This has led to the exploration of options to use EPMA to
support the prescribing of antimicrobials with appropriate durations,
including the inclusion of mandatory stop dates, review dates and
syndromic prescribing.
In August 2012, KPI4 (Indication as per guideline or Microbiology
approval) was introduced after a short pilot period. KPIs 1 to 3
provide indicators of good antimicrobial prescribing, but do not offer
sufficient information that the antimicrobial prescribed was
appropriate or in line with Trust recommendations. In August 2012,
the percentage of antimicrobial prescriptions that were compliant
with Guidelines or Microbiology approval was 88%, highlighting that
guidelines were being followed or Microbiology input was sought
and implemented for the majority of antimicrobial prescriptions.
This figure improved to 92% by March 2013.

9.1.2. Proton pump inhibitor (PPI) prescribing, and use of Trust
guidelines (DJ and JH)
The purpose of this review was to evaluate the appropriateness
and documentation of electronic prescribing of PPIs and H2
receptor antagonists (H2RA) in adults in non-critical care areas at
King’s College Hospital in accordance with Trust guidelines.
A total of 675 patients were reviewed and 372 (55.1%) had either a
PPI or a H2RA prescribed (and 5 patients had both). 67.6% of
patients had a specific indication recorded for their PPI/H2RA
prescription, despite a mandatory indication being included on
EPMA for all PPI prescriptions. In addition, only 26.6% of
prescriptions were deemed appropriate (i.e. their indication was in
line with Trust guidelines). Many pharmacists and doctors
questioned were unaware of the Trust guidelines or how to locate
them, which may explain the low rate of compliance.
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Additionally, the guidelines were complicated and not always easily
interpreted, which can be attributed to a lack of national guidance
for the use of anti-secretory agents, particularly in secondary care.
The lack of documentation in the clinical notes regarding the
decision to initiate PPI prescriptions did not help to clarify whether a
prescription was deemed appropriate and in accordance with Trust
guidelines.
To ensure all PPI/H2RA prescribing is appropriate, the Trust
guidelines have been simplified, and the available indications on
EPMA standardised with these guidelines. Such guidelines will be
promoted to all and made easily accessible at the point of
prescribing.
9.1.3. Point prevalence survey (PPS) of antimicrobial prescribing
across the Trust (DJ and JH)
A point prevalence survey of antimicrobial prescribing was
undertaken to analyse current antimicrobial prescribing and to
compare with results from previous years and to identify any
trends. The results highlighted:
 41.2% of patients were prescribed antimicrobials (up from
38.7% in 2009). Some areas where antimicrobial prescribing
would be expected to be high e.g. haematology (90%), critical
care (75%) and liver (60%) obviously distort the overall Trust
figures.
 The ratio of IV:PO antibiotics had increased to 56:40 from 45:43
in 2009. This may have resulted from the introduction of EPMA
and stop dates/durations on antimicrobial prescriptions and
hence a reduction in IV to PO switch.
 Only 47% of ‘restricted’ antimicrobials were according to
guidelines or documented as being approved by Microbiology.
These results have also highlighted that in some specialties, there
is a lack of appropriate or readily available guidelines to support
appropriate antimicrobial prescribing. This will be addressed in
2013/14.

9.1.4. Audit of surgical antibiotic prophylaxis (led by Dr Brian Prater)
This audit examined the choice and time of administration of
antimicrobial prophylaxis in relation to the time of surgery,
administered in theatres for a variety of elective surgical
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procedures. Data for the surgical procedure of 65 patients was
examined.
Where guidelines for surgical prophylaxis exist, appropriate
antimicrobials are being prescribed and administered. However, in
approximately half of all cases (46%), guidelines do not exist to
support appropriate antimicrobial surgical prophylaxis. Similarly,
post-operative prophylaxis is being prescribed appropriately in 46%
of cases, but appropriate guidelines did not exist for 42% of cases.
100% of prophylactic antibiotics were recorded as being
administered within 60 minutes of ‘knife to skin’, complying with
‘Start Smart then Focus’ and the ‘WHO Surgical Safety Checklist’.

9.2.

Pharmacy / Microbiology Ward Rounds (DJ and JH)
Joint microbiology / pharmacy rounds continued during 2012/2013.
Some of these ward-based rounds review every patient on
antimicrobials with representatives of the clinical team. Others are
discussions of patients, which are identified by the medical
microbiologist. For every clinical area there is at least one wardbased round














9.3.

Once weekly rounds on the neurosurgical wards
Twice weekly rounds on Medical Assessment Units
Twice weekly surgery rounds
Once weekly renal rounds
Twice weekly HAU rounds
Daily rounds in Critical Care Units
Once weekly rounds in Liver ICU
Twice weekly rounds on Paediatric ICU
Twice weekly rounds on non-MAU medical wards
Once weekly rounds on Neonatal ICU
Once weekly ward rounds of vascular and diabetic foot patients
Once weekly rounds of patients with endocarditis
Twice weekly haematology-oncology rounds.

Antimicrobial Governance (DJ and JH)
See appendix 9 for the Antimicrobial Governance Framework

9.4.

Antimicrobial Referal System
Two antimicrobial referral systems designed in 2009 continue to be
used:
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 Antimicrobial referral forms sent by the ward pharmacist via the
electronic patient record to the antimicrobial pharmacist and
consultant Microbiologist.
 Restricted antimicrobial transcription forms are used to order all
restricted antimicrobials by ward pharmacists. These forms are
collected and checked by the antimicrobial pharmacist. The
system allows for the identification of inappropriate
antimicrobial prescribing.
9.5.

Antimicrobial Workstreams for 2013/14
See Appendix 10 for the Antimicrobial work plan 2013/14.

10. The Infection Prevention and Control nursing team (OM)
The Infection Prevention & Control Nurses (IPCNs) continue to develop and
support the operational work of the Trust. The team’s work in the last year
has included:
10.1. Infection Surveillance (OM)
The IPCNs continue to support the infection surveillance
programme in the Trust. This includes maintenance of the Infection
Control surveillance database which supports the alert organism
surveillance. This workstream is the key foundation for all
surveillance and performance management in infection prevention
and control in the Trust. The team is working in conjunction with the
ICT department to ensure systems continue to support the IPCNs
and the infection surveillance programme.
10.2. Audit programme (OM)
The IPCNs utilise the IPS Quality Improvement Tools and ICNA
audit tools. In 2012/13, the IPCNs carried out environmental audits
of clinical departments. Areas audited included: Day Surgery Unit,
all theatres, Renal Dialysis Units, Blood Sciences Laboratory, Lister
ward, Vascular Lab, Radiology, Frank Cooksey Rehabilitation Unit
and Milk Kitchen NICU. These audits were instrumental in
improving the environment in these areas. The IPCNs also took
part in the 2012 PEAT inspection. Monthly commode audits
continue to be carried out and are part of the Infection Control
Performance Scorecard assurance audits. Hand hygiene audits
were carried out in hot spot areas as part of the monitoring
process.
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10.3. Infection Control Link Practitioners (ICLPs) (OM)
The Infection Control Link Practitioners programme, led by the IPC
team, has over 100 staff members in the network. This network
aims to raise the profile at ward/ departmental level and reinforce
local ownership of IPC issues.
Attendance of the monthly study days is good with an average of
60 practitioners attending. The practitioners have implemented
changes in their local departments which have been instrumental in
improving infection control standards.
Two ICLPs in the Surgery division co-authored and presented a
poster at the IPS 2012 Conference in Liverpool in October. The
ICLPs carry out monthly hand hygiene audits and other audits as
per the annual audit programme.
10.4. Infection control ward rounds (OM)
The team carry out ward rounds in all clinical areas. The aims of
these rounds are to review patients with infections or colonised with
multidrug resistant organisms and advise on their management.
This helps ensure this group of patients receive the right care and
infection control precautions are in place and being adhered to. In
some divisions these rounds are done in conjunction with the
matron and ward sisters. In some cases, however, this is done by
the IPCN who then feeds back to the matron and ward sisters.
10.5. Divisional infection control meetings (OM)
IPCNs remain core members of the divisional infection control
meetings. Their role is to give the division an update on infection
control issues across the Trust and in the division, report on
infection control issues and give expert infection control advice that
is pertinent to the division.

10.6. Root cause analysis (RCA) process (OM)
The IPCNs continue to support the RCA process for MRSA
bacteraemia and CDI by being a core member of the teams that
carry out the route cause analysis investigation and where relevant
contributing to the resulting action plan. The CDI review meeting is
held weekly and the IPC Nurses are responsible for initiating the
RCA form, sending out the review meeting email notifying clinicians
they need are required to attend the review meeting.
10.7. Patient isolation and bed management (OM)
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The team work with the clinical site management and bed
management teams to address patient isolation requirements on a
day to day basis. There is still some work to do to ensure this
process is more proactive and helps patient flow in the Trust
without compromising patient safety.

11. Intravenous (IV) Practitioners Team (JC)
11.1. Standardisation of IV practice and equipment
The IV team continues to implement Project H.A.N.D.S., a
programme to standardise IV practice and assess the competency
of clinical staff in the management and insertion of intravenous
devices.
The Trust is close to achieving full compliance in the
implementation of safety engineered sharps as it has now fully
standardised with peripheral cannulae ,needlefree connectors and
venepuncture safety equipment.
The outstanding equipment that will be implemented are the
following during 2013/14.

11.2. Improving IV documentation (JC)
The Trust is now paperless and using electronic IV documentation
apart from the Critical Care areas. The IT director has also
supported the Team by ensuring daily notifications for both
peripheral and central lines documented on EPMA. These are
circulated to the IV Team and key clinical staff within the divisions.
Implementation of Paediatric EPMA IV documentation is scheduled
for 2013/14.
11.3. IV Audits (JC)
Monthly IV audits based on 5 Key Performance Indicators are done
by the members of the IV team to cover all the areas stipulated by
the Divisions. Overall, we are able to sustain most standards
above 80 %. Daily Notification Alerts for Paediatics started in
March 2013.
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11.4. PICC Surveillance (JC)
The table below presents the results from the IV team’s 24 -48
hours post insertion PICC surveillance. Application of Biopatch and
the securement device (BP/SL/GL) is the main problem identified.
To address these problems, a novel securement device
(Securacath) was approved for trial by the Novel Procedures
Committee in January 2013. Biopatch ongoing training will continue
in 2013/14.

11.5. IV Team Development (JC)
11.5.1. IV Practitioner Competency and Supporting the PICC waiting list
(JC)




Working with Radiology, a training package is currently being
developed to ensure competency in PICC line insertions. Four IV
practitioners are now trained for PICC and Midline insertions.
Monthly Multidisciplinary Meetings for IV Devices are now held and
chaired by Jason Wilkins (Consultant Radiologist) to discuss issues
related to IV device insertions.
Additional IV team PICC lists have been provided to help decrease the
waiting times in Radiology and promote early discharge of patients. A
trial of PICC pre-assessments was done in January to March which
helped in slight decrease of cancellations (DNA) and an increase in the
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PICC insertions (INS). From March 2013, an increasing trend for PICC
requests and insertions can be seen.

11.5.2. Dissemination and Presentation of Current Work at Conferences
and IV Forums (JC)
“H.A.N.D.S., an Evidence based approach to standardising IV
Practice” was presented at the Infusion Nurses Society Annual
Conference in Las Vegas, Nevada and at the National Infusion and
Vascular Access Society(NIVAS).
This work was published in the July 2012 issue of British Journal of
Nursing IV Supplement
Excellence in IV Care – The IV team organised a conference in May
2012 which was well attended by representatives from the clinical area.
The keynote speaker was Lisa Dougherty, Nurse Consultant for IV
Therapy from the Royal Marsden. This day also provided an opportunity
to showcase the IV initiatives from participating departments.
The first IV Master class entitled “Troubleshooting for IV Devices”
was held 14th August 2012 and attended by identified IV Champions in
the clinical areas. The IV champion role has been established to
promote evidence based IV practice in their clinical areas. They are
currently supported by the IV Practitioners to be advocates for best IV
practice.

12. Catheterisation and Catheter Care (JC)
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12.1. Standardisation of catheterisation and catheter care (IK)
The continence team set up a catheterisation skills work shop to
standardise practice around catheterisation and catheter care. It is
competency based aiming to assess the competency of clinical
staff in the management and insertion of a urethral catheter.
We also run a bowel care and assessment skills workshop which is
competency based.
The training and competency assessment emphasises a consistent
implementation of currently recommended preventative measures
as set out in Skills for Health (updated May 2011)
The Trust is on target with national standards around urinary
catheter insertions and catheter associated urinary tract infections
(CAUTI)
Catheterisation rate

CAUTI

rate

National =14 -17 %

National = 7%

Kings =16%

Kings = 5%

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

12.3. Catheter and catheter care audits (IK)
The continence team do regular catheter audits benchmarking our
findings with national targets.
The continence team work closely with the Infection control team
and their link nurses auditing catheter care on their ward areas.
These results are cascaded to all divisions to improve standards
and practices resulting in better patient outcomes.
From May 2013 we receive EPR results from all patients with a
positive blood culture for E Coli bacteraemia so we can do a RCA
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at ward level. This has highlighted some key areas to focus on;
targeting specific areas aiming to raise the profile of early
identification and initiating preventative strategies that would
reduce these incidences and therefore reduce the risk to patients.
National Average

January 2013

May 2013

Catheter insitu

14 – 17%

17.6%

16%

CAUTI (all positive
urine specimens
excluding patient’s
clinical symptoms)

7%

24% (all positive
urine specimens
excluding patient’s
clinical symptoms)

6% (all positive
urine specimens
excluding patient’s
clinical symptoms)

59% (paediatrics
excluded)

67%

29%

44.5%

Not recorded

3 patients with
E.Coli bacteraemia
+ a catheter

57%

57%

Catheters
documented
(EPR compliance
Catheters
secured
E.Coli
Bacteraemia

Bags dated

From June 2011 to
May 2012 32,012
episodes of E.Coli
bacteraemia were
reported nationally
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Appendix 1 – Assurance Framework (see IPC policy)
Assurance Framework
Board of Directors
The Board of Directors is responsible for ensuring that the Trust has appropriate
infection control systems and resources in place to enable the organisation to deliver
its objectives and statutory requirements. The Board meets monthly. The Board
seeks assurance of this in the following ways:

9.1.1. By receiving and approving the Infection Prevention and Control
Policy

9.1.2. By receiving twice yearly, the Hygiene Code Gap Analysis, which

9.1.3.







9.1.4.





9.1.5.



9.2.

refers to the Health Act Assurance Framework, which defines the key
controls and assurance for each duty contained within the Health and
Social Care Act 2008, and an assessment of how the Trust is
performing against each duty.
By receiving the annual report to the Board. This report, as a
minimum, will include:
number of MRSA bacteraemias, VRE bacteraemia and CDT cases
any outbreaks of infection, including actions taken
number of serious untoward incidents, including actions taken
the Infection Control annual plan
Infection Control Surveillance reports
Reports of any external assurance process (i.e. internal audit, Care
Quality Commission reports)
By receiving quarterly reports from the Director of Infection Prevention
and Control. This report, as a minimum, will include:
number of MRSA bacteraemias, VRE bacteraemia and CDT cases by
division
cumulative performance for the year to date
new initiatives / actions to reduce risks
other items by exception
By inclusion of Infection Control performance measures within the
Director of Operations report on performance to the Board. This report
includes data to show:
MRSA screening performance
hand hygiene performance
incidence of alert organisms.

Quality and Governance Committee
This committee monitors and reviews the effectiveness of infection control structures
and systems to ensure that they are compliant with the Trust’s overarching
governance framework and with the requirements of external regulatory bodies.
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The Quality and Governance Committee will review all infection control risks (red and
amber) contained within local and corporate risk registers to ensure that the
assurance are adequate and that the action plans to address gaps are appropriate
managed and progressed to mitigate / reduce the risk to patients. It also reviews
trends emerging from reported infection control adverse events and serious untoward
incidents.
9.3.

Healthcare Associated Infection (HCAI) Operational Committee
The HCAI Operational Committee determines and oversees the implementation of
the Infection Prevention and Control Strategy and Annual Programme and monitors
the implementation of the Infection Prevention and Control Policy. It promotes best
practice and a learning culture through the Trust’s Infection Prevention and Control
management structures. Responsible for overseeing compliance with the Health and
Social Care Act (2008). This committee, chaired by the DIPC, is responsible for
reducing the incidence of HCAIs in the Trust by ensuring that national, local and
Trust targets relating to reduction in rates of specific infections are met.
To do this the committee meets monthly to do the following:






9.4.

monitor compliance with the duties of the Health and Social Care Act via the
Hygiene Code Gap Analysis
receive reports from groups and committees (blood borne viruses, IV catheters,
decontamination, Occupational Health, Antibiotics Steering Group, Safety
Express/Urinary Catheter, Infection Control Link Practitioners ).
receive, review, approve and monitor annual infection control action plans from
.
monitor incidents of alert organisms (MRSA, C.diff, VRE)
review Root Cause Analyses

Decontamination Committee
The Committee is chaired by the Divisional Manager, Ambulatory Services and Local
Networks in her capacity as Decontamination Lead. The purpose of the committee is to
ensure that the decontamination services, locally and those provided externally, are of a
high quality and meet nationally specified standards.

9.5.

Blood Borne Viruses Steering Committee
This committee, chaired by the General Manager – Operations, ensures that the risk of
patients and staff acquiring blood borne viruses is minimised through appropriate
management processes and procedures.

9.6.

Intravenous Catheter Group
The Intravenous Catheter Group leads on the creation and maintenance of a safe
therapeutic clinical environment for patients who receive intravascular therapy.
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9.7.

Monitoring of the Assurance Framework
The table below details the monitoring arrangements.

Measurable
policy
objectives i.e.
what will be
monitored

Monitoring / audit method

Frequency
of
monitoring

Responsibility
for performing
the monitoring

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

Monitoring of
the Infection
Control
Assurance
Framework

Audit of the following:

Annually

Deputy DIPC

Healthcare
Associated
Infection
Operations
Committee

Frequency
of
monitoring

Responsibility
for performing
the monitoring

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

Measurable
policy
objectives i.e.
what will be
monitored



Infection Control Policy
Received and Approved
by the Board of Directors
Annually



Annual Infection Control
report and Annual Plan
received by Board of
Directors



Information contained in
the Infection Control
Annual Report is as
stated in policy



Hygiene Code Gap
Analysis reviewed six
monthly by Board of
Directors



Quarterly Infection
Control Report received
by Board of Directors

Monitoring / audit method



Information contained
with quarterly report as
stated in the policy.



Infection Control
performance measures
are included in the
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monthly Board
performance report.


Infection Control risks
contained within the
local and corporate risk
registers are reported to
the Quality and
Governance Committee.



The HCAI Ops monitors
compliance with the
duties of The Health and
Social Care Act (2008)



The IPCC HCAI Ops
receives reports from
feeder committees.



The HCAI committee
meets at least monthly.



Divisional infection
control plans are
reviewed at least
annually.



The HCAI committee
monitors incidence of
alert organisms.



Root Cause Analyses
are reviewed at the
HCAI committee.



The Decontamination
Committee meets
according to its Terms of
Reference.



The Bloodborne Viruses
Committee meets
according to its terms of
reference.



The Intravenous
Catheter Committee
meets according to its
Terms of Reference.
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Appendix 2 – Clusters Outbreaks Period on Increased Incidences and
Investigations (OM)

Clusters, Outbreaks, Period of Increased Incidences and
Investigations

Month/
Year

Ward

Division

Apr-12
Apr-12
May-12

Fred Still
Thomas Cook
Todd

Child Health
Child Health
Liver

May-12
May-12
May-12
May-12
Jun-12

TEAM
Surgery
Renal
Liver
Child Health

Jan-13
Jan-13
Feb-13
Feb-13
Feb-13

Lonsdale
Lister
Fisk & Cheere
Todd
Toni & Guy/ Philip
Isaacs Day Unit
LITU
Todd
Todd
Dawson
Victoria & Albert
Surgical Critical Care
Victoria & Albert
Victoria & Albert
Cotton
Fisk & Cheere
Trundle
Rays of Sunshine
Cotton
Rays of Sunshine
Princess/Toni &
Guy/Rays of Sunshine
Derek Mitchell Unit
LITU
Oliver
Twining
Mary Ray
Matthew Whiting
Acute Surgical Unit
Rays of Sunshine
Thomas Cook
PICU/Rays of Sunshine
Lister
LITU
Cotton
Victor Parsons
Acute Surgical Unit

Feb-13
Feb-13
Feb-13
Mar-13

Annie Zunz
Twining
Thomas Cook PICU
Cotton

TEAM
TEAM
Child Health
Surgery

Mar-13
Mar-13
Mar-13
Mar-13
Mar-13

Marjorie Warren
Twining
Coronary Care Unit
Annie Zunz

TEAM
TEAM
Cardiac
TEAM

RD Lawrence

Haematology

RD Lawrence

Haematology

Jul-12
Jul-12
Jul-12
Aug-12
Sep-12
Sep-12
Sep-12
Sep-12
Oct-12
Oct-12
Oct-12
Oct-12
Oct-12
Oct-12
Oct-12
Nov-12
Nov-12
Dec-12
Dec-12
Dec-12
Dec-12
Dec-12
Jan-13
Jan-13

Organism/ Infection

Clusters

Parinfluenza
Adenovirus
Pseudomonas
aeruginosa
Clostridium difficile
Clostridium difficile
Clostridium difficile
Norovirus
Chicken pox

1
1
1

Liver
Liver
Liver
Liver
Cardiac
Critical Care
Cardiac
Cardiac
Surgery
Renal
Liver
Child Health
Surgery
Child Health
Child Health

VRE bacteraemia
VRE bacteraemia
Clostridium difficile

1
1

Haematology
Liver
TEAM
TEAM
TEAM
Surgery
Surgery
Child Health
Child Health

Clostridium difficile
VRE bacteraemia
Norovirus
Norovirus
Norovirus
Norovirus
Norovirus
Norovirus
CRE

Surgery
Liver
Surgery
Renal
Surgery

CDT
Influenza B
Influenza A
Influenza A
Diarrhoea
(undiagnosed)
Norovirus
Norovirus
Adenovirus
Pseudomonas
aeruginosa
Norovirus
Norovirus
Norovirus
Norovirus
Respiratory Syncytial
virus
Undiagnosed
diarrhoea

Mar-13

Clostridium difficile
Clostridium difficile
Campylobacter sp.
Salmonella sp.
Norovirus
Clostridium difficile
Clostridium difficile
CRE
Norovirus
CRE
CRE

Total
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Outbreaks

Period of
Increased
Incidents (PII)

Investigations

1
1
1
1
1

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

9

21

13

1
3
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Appendix 3 – 2012/13 Infection Surveillance Annual Report (ND)
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2012/13 INFECTION SURVEILLANCE ANNUAL REPORT
1. Introduction
King’s has an unprecedented number of specialties on one site and therefore one of the most
complex in-patient mixes of any teaching hospital in London. Medical, surgical and therapeutic
advances render patients increasingly susceptible to infection, and infection is recognised as a
major success-limiting factor in many areas of modern healthcare. Healthcare-associated
infections (HCAIs) add significant additional cost in relation to average length of stay, drug
expenditure, morbidity and mortality, and thus are an essential component of the Trust infection
control agenda as they impact on outcome, mortality and morbidity.
The Infection Surveillance Team provides a Trust-wide resource as part of the
Microbiology/Virology service and work closely alongside the Infection Control Doctor and Infection
Prevention and Control Nursing Team. The team provides analytical and specialist advice on the
emergence and spread of ‘alert organisms’ reported externally to DH and a more comprehensive
dataset is fed back internally to Divisions. The team also collates and validates data returns as
part of mandatory reporting and antibiotic stewardship audits
Rates of MRSA, C. difficile infection, VRE and other multi-resistant Gram-negative organisms are
used as surrogates for healthcare associated infection (HCAI) levels. The Infection Surveillance
Team provide specialist epidemiological advice and support to achieve an understanding of the
impact of infection and to ensure that the Trust is equipped to minimise infection and discharge it’s
responsibilities to patients, staff and visitors.
The Study of the Efficacy of Nosocomial Infection Control (SENIC) in the USA showed that
approximately one-third of HAIs can be prevented by a fully active IC programme which includes
surveillance and feedback of infection. At King’s for the last 5 years we have set Divisions a
challenging year on year 10% reduction target in hospital-acquired (HAI) cases.
The impact of this Trust-wide effort in terms of measurable outcomes has been considerable.
Applying Kings MRSA bacteraemia data to the Department of Health HCAI productivity calculator
(Table 1) demonstrates likely savings to the Trust from MRSA bacteraemia reduction in excess of
£260,000 with 700 bed-days saved.
The Head of Surveillance also leads on service developments, investigation into alert organisms
and reporting to Commissioners/Trust Committees and targeted projects reviewing root causes,
clusters and scope for improvements.

2. Mandatory Reporting of HCAI
Mandatory reporting to the DH of MRSA, VRE, MSSA and E.coli bacteraemias and C.difficile
infections is a Trust requirement. In 2012/13 the Trust achieved DH targets for MRSA
bacteraemias (2 cases against a target of 4) and C.difficile infections (54 cases against a target of
75). The Surveillance team reported a total of 478 infections for both Trust-apportioned (HAI) and
Non Trust-apportioned (CAI) cases as required on the DH website, in a timely manner with data
quality assured. Of these 219 (45.8%) were Trust apportioned cases.
Quarterly denominator data of total number of samples tested was extracted from the laboratory
databases and also submitted. In 12/13 there was a 9.2% increase in blood cultures tested in the
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laboratory compared to the previous year (27,775 in 12/13 and 25,424 in11/12) and a 12%
increase in C. difficile toxin tests done (7,466 in 12/13 and 6,668 in 11/12).
In 2012/13 the Trust Board asked for assurance from both internal auditors (KPMG) and external
auditors (Deloittes) who validated the Surveillance team’s C.difficile reporting procedure and found
full compliance.
3. Epidemiology and outbreak management
The IPCNs continued to document every new alert organism in patients’ medical records and
generated an electronic ‘flag’ on the Electronic Patient Report (EPR) system. In terms of the scale
of the alert organisms dealt with in 2012/13, the Surveillance team, ICD and IPCN’s advise on the
day to day management for over 120 inpatients (with more than 150 alert organisms) on any given
day. One of the primary objectives and successes of this surveillance is to reduce cross
transmission to other patient and staff and minimise the risk of outbreaks.
Carbapenamase resistant enterobacteriaceae (CRE) were first identified at King’s Pediatric unit in
September 2012. The Surveillance team reviewed epidemiological data to determine where
outbreaks have occurred alongside discharge data and results from the laboratory to produce
timelines and probable routes of transmission. This allowed targeted initiatives for control and/or
prevention resulting in marked reductions. 15 confirmed paediatric cases of CRE were identified in
the June outbreak report. (See full report in appendix)
Nine 'Action plans' were issued by the IPCNs where clusters were identified within a seven day
period (See Appendix).
21 Outbreak and incident meetings were convened for Norovirus; CRE; Infuenza and 13 PII for
CDI diarrhoea and vomiting. This resulted in 13 ward closures for Norovirus (See Appendix).

4. Local accountability – Divisional IC scorecards and heatmaps
The Surveillance team refined data retrieval systems set up in previous years, extended the use of
epidemiology charts for feedback and provided both Trust Reports and individual care group
infection control scorecards in partnership with the Business Intelligence Unit (BIU). The
performance scorecards and eVision application (available on King’s intranet) continued to provide
Divisions not only with numbers and trend comparators (previous month/year) but also the origin of
alert organisms (hospital or community), and patient’s hospital numbers to undertake root cause
analysis.
The Divisional scorecard and heatmap incorporates the main targets for mandatory reporting of
HCAI. In 2012/13 local Divisional alert organism data were fed back monthly to wards, sentinel
staff and care group leads and monthly data was also reviewed through the ‘integrated’ Trust
scorecard – which is used as a generic tool for performance management of Divisions. The IC
Scorecard includes lead indicator data on assurance audits and lag indicator data on infections.
(see Figure 1 for March 2013 Trust IC Scorecard)

5. Surveillance reports to HCAI Operational Committee
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In 2012/13 the HCAI Ops committee, chaired by the DIPC, met monthly to advise the Trust
Executive on issues relating to Infection Control at Kings. Surveillance Trajectory reports (Figures
2-8) and Trust IC Scorecards informed the discussion.

6. Surveillance reports to Infection Control Clinical Leads Group
This Group, chaired by the Infection Control Doctor meets monthly. At each meeting Surveillance
Trajectory reports, Trust IC Scorecards and Trust antibiotic report (Appendix 1) prepared by the
Surveillance team are reviewed with respective Divisional clinical leads and actions agreed.

7. Alert organism and alert condition surveillance
‘Alert organisms’ are important because the options for antimicrobial therapy may be limited (and
often costly); these bacteria can spread and cause outbreaks; such bacteria may pass their
resistance genes to other, previous susceptible, bacteria. Over 30 ‘alert organisms’ are routinely
monitored. The major alert organisms include Methicillin-resistant Staphylococcus aureus
(MRSA), Clostridium difficile infection, Vancomycin-resistant Enterococcus faecium and multiply
resistant coliforms (especially Klebsiella sp. and latterly virulent strains of Carbapenem resistant
enterobacteriaceae CRE). Some of these bacteria may now be resistant to all standard
antimicrobials.
Alert organism surveillance is used as a surrogate marker of infection control in the Trust, and
remained central to the programme throughout 2012/13. The Surveillance team continued to use
and improve on the data retrieval systems set up and refined in previous years.
In addition, alert organism rates were fed back to wards and care groups on a regular basis at
Divisional Governance and risk meetings.
7.1 Total alert organisms
Approximately 2,650 new alert organisms were reported from Apr 2012 to Mar 2013. This
represented a 15.2% increase on the previous years numbers. The 2012/13 data for C.difficile
infections include the additional 113 ‘local’ cases identified with the new testing introduced in April
2012.
The Surveillance Team and Infection Prevention and Control Nurses (IPCN) generates alert
organism surveillance information either passively, through the interrogation of laboratory
databases or actively through a programme of screening.
Figure 9 shows the new total alert organism acquisitions (colonisation and infection). The
increased activity from November 12 to March 13 was due to an increased number of Norovirus
cases at this time (n=93 cases).
Once a new alert organism is confirmed the IPCNs telephoned and visited ward staff, labelled
notes and advice was given on protocols and isolation precautions. All this information was
uploaded onto the in-house developed infection control patient management and surveillance
system (KICS). The Head of Surveillance supports and maintains this ‘real time’ IT application
from which these surveillance reports were extracted for the Trust.
7.2. Meticillin-resistant Staphylococcus aureus (MRSA)
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The number of new inpatients carrying (colonised) or infected with MRSA post 48h admission fell
by 36% from 129 to 83 in 2012/13. The fall is also likely to reflect increased compliance with
admission screening. In 2012/13 over 78,000 MRSA screens were tested in the laboratory. 340 of
the 423 MRSA positive patients (80.4%) were already positive on admission (CAI).
In the same period the number of Trust apportioned bloodstream infections (MRSAB) fell from 5 to
2 (Figure 10).
This represents a fall of 94% for MRSA bacteraemias since 2003/4 when 107 cases were
identified.
This dramatic reduction probably reflects a combination of factors including the provision of realtime surveillance and feedback to staff, audit and advice by the Surveillance team, ICD and IPCNs,
ongoing performance management of Divisions by the HCAI Ops and ICCLG, root cause analysis
by clinical leads. Divisions were also able to match rates ‘real time’ with local key performance
indicators (23 assurance audits) through the infection control scorecards.
As each MRSA bacteraemia is associated with an attributable mortality of 10-30%, and an
additional 10 days inpatient stay as well as an attributable cost of £10,000 per case, the impact of
this reduction on patient well being cannot be over emphasised.
The incidence per 1000 admissions plot in Figure 11 suggests that, although the absolute number
of new acquisitions per month has been variable, the rate or incidence of new acquisitions may
have levelled off.
From September 2012 the Head of Surveillance undertook a targeted CIP initiative which was
aimed at delivering both operational and financial savings. By feeding back monthly unnecessary
repeat screening within a 3 day period, an average monthly reduction of 18.75% across the Trust
was achieved.
With the increased focus on screening and prevention of MRSA bacteraemia, a great deal of work
has been lead by the Infection Surveillance team to reduce HCAIs which is reflected in the
reductions seen in past years. However the workload associated with actual incidence of MRSA
bacteraemia including root cause analysis, implementing corrective measures, preparation and
presentation at CCG/Trust scrutiny/reporting meetings has increased.
7.3 Meticillin-sensitive Staphylococcus aureus bacteraemias (MSSAB)
We reported 76 MSSA bacteraemias to the DH in 2012/13. Although we have seen a marked
reduction in MRSA bacteraemias, this has not been the case for MSSA bacteraemias. Figure 7
shows the month on month variation and Figure 12 shows the rate per 100,000 bed days. It is
assumed the risk factors would be similar for both these organisms and therefore some measures
put in place for the reduction of MRSA should be having an impact. Further work including root
cause analysis needs to be undertaken to determine future reduction strategies.
7.4 Clostridium difficile
The number of Trust apportioned C. difficile toxin-positive (CDI) cases reported to the DH at King’s
fell from 97 in 2011/12 to 54 in 2012/13. This was well below the DH 2012/13 target of 75 cases
(Figure 4). The financial penalties for exceeding this are punitive and scrutiny is intense. Divisions
with high numbers of DH reportable post 48h cases were Liver and Surgery.
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As at March 2013 the DH reportable CDI Divisional 6 month rolling average rate (Figure 6) shows
only three Divisions (Renal, Liver and Surgery) were above the target rate of 0.23 per 1000 bed
days
In April 2012 the Trust introduced the new testing regime for CDI as directed by the DH. This
identified a further 113 ‘local’ C.difficile cases which not required to be reported to DH as they were
GDH and PCR positive but not toxin positive. However each case was reviewed by Medical
Microbiologists and the majority required treatment for C.difficile infection.
Robust root cause analysis was undertaken for 222 cases and included both DH reportable and
local cases. A Medical Microbiologist lead the weekly review of cases with clinical medical and
nursing teams and antimicrobial pharmacists.
7.5 Vancomycin-resistant Enterococci (VRE)
In 2012/13 there was an increase in the number of Vancomycin-resistant Enterococci (VRE)
bacteraemias from 20 to 33 (Figure 3). Much of this increase occurred in Liver where 16 cases
were identified. VRE admission and weekly screening had been stopped in the Liver Unit since
December 2011. In the previous two years 8 VRE bacteraemia cases were identified annually in
Liver. A review of re-introducing VRE screening in Liver is ongoing at the time of writing this
report.
7.6 Multidrug-resistant Enterobacteriaceae
There was a marginal reduction in the total number of post 48h inpatient cases of multi-resistant
Gram-negative Enterobacteriaceae (principally E. Coli and Klebsiella sp) from 186 in 2011/12 to
168 in 2012/13.
It is unknown what percentage of patients entering Kings are already colonised/infected with these
organisms although strains of Extended Spectrum Beta-lactamase (ESBL) producing E. coli are
seen increasingly among patients admitted from the community with urinary tract infection
(particularly those resident in nursing homes).
280 E. coli bacteraemias were reported to DH in 2012/13. 107 (38%) were identified as post 48h
admission and would be deemed to be Trust attributable. The Divisions with the highest number of
cases were TEAM, Liver and Haematology. Significant proportions of these cases were indwelling
urinary catheter related. Further work needs to be undertaken to determine root causes.
7.7 Carbapenem-resistant Enterobacteriaceae (CRE) outbreak investigation at KCH
In Sept 2012 the first cases of CRE were identified in paediatric transplant patients following and
investigation across multiple centres in the UK and Ireland. Subsequently two outbreak strains
were identified at King’s from Sept 12 to Mar 13. The Surveillance team reviewed epidemiological
data to determine where outbreaks have occurred alongside discharge data and results from the
laboratory to produce timelines and probable routes of transmission. This allowed targeted
initiatives for control and/or prevention resulting in marked reductions. 15 confirmed paediatric
cases of CRE were identified in the June outbreak report (see full report in appendix 2)
Outbreak 1 – VIM positive CRE (Sept-Dec 2012):


11 confirmed cases of VIM positive CRE have been identified from Sept to December 2012
in paediatric wards. There have been no new VIM +ve cases since December 2012. Five
of the 11 VIM positive CRE cases were positive on admission screening and six were
hospital acquired.
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VIM positive CRE was also isolated in one adult patient in Sept 2012; on Lister ward under the
colorectal team. Further screening of adult patients identified no other positive cases at the time.
Further spread into adult areas is under surveillance.
Outbreak 2 – Oxa 48 CRE (Jan 2013):


Four confirmed cases of a second CRE outbreak strain (Oxa-48) have been identified
between December 2012 and March 2013 on paediatric wards.

7.8 Resistant non-fermenters
There was a slight overall rise in the numbers of post 48h admission isolates of resistant non–
fermenters from 108 in 2011/12 to 138 2013/14.
Of the 138 cases, 73 were multi-resistant
Pseudomonas sp and 41 were Stenotrophomonas sp.
Molecular typing in recent years has suggested that while there is some clustering of strains, many
appear to represent acquisition from the hospital environment, via indwelling devices.

7.9 Viral infections
875 Viral infections were recorded in KICS in 2012/13. 205 of these were Influenza virus and 129
were Norovirus. The Norovirus outbreaks affected many wards from November to March 13, with
13 ward closures affecting Medical and Cardiac service provision.
Of the 875 viral infections recorded in KICS, 220 were identified as post 48h admission cases and
cross-transmission may have occured.
8. Trust Antimicrobial audit programme
The Surveillance team collates and analyses Antibiotic stewardship audits that are undertaken
monthly on wards. This incorporates the scope for reducing infections and savings in the use of
antibiotics as they review the clinical diagnosis and the continuing need for antibiotics by 48 hours
and make a clear plan of action for the “Antimicrobial Prescribing Decision” i.e. Stop, Switch IV to
Oral, Change, Continue and Outpatient Parenteral Antibiotic Therapy (OPAT).
The Surveillance team assess the data robustness from the 43 spreadsheets, imports into a
tracking tool for inclusion in monthly scorecards and summary reports to the IC Clinical Leads
Group.
The Report on Antimicrobial Stewardship Audit - March 2013 (Appendix 1) based on the 43 wards
audited found that:
o 292 patients were on antibiotics (34% based on occupied bed data). This is consistent
with nationally reported data.
o KPI 1 compliance (target 90% indication recorded) = 96%
o KPI 2 compliance (target 90% stop/review date recorded) = 73%
o KPI 3 compliance (target 95% IV/PO switch not overdue) = 90%
o KPI 4 compliance (target 90% indication recorded/prescribing in accordance with
guidelines) = 92%
The full report is attached at Appendix 1. It provides an indication of areas that should be explored
in more detail to see what lessons can be learnt/shared from wards performing well. As well as
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where changes to practice can be made to improve outcomes with regard to quality and safety,
patient experience, expenditure and/or length of stay.
Reducing levels of HCAIs and the use of antibiotics will produce savings, throughput and thereby
increase specialty income. Although it is difficult to put a specific figure on the scope for savings, it
should be noted that the Trust spend on oral and IV anti fungal agents in 2012-13 was exceedingly
high. Implementing targeted interventions based on detailed data analysis and epidemiological
statistics should yield savings in drug expenditure.
9. Requests for infection audit data.
The Head of Surveillance responded to Doctors and Service managers requests for infection data
for wards/clinics for service development: Internal demand was from KCH consultants/staff whilst
external demand stemmed mostly from FOI queries or other tertiary centres. Accessibility to
historical surveillance data aids the quality improvements and decision making on the ward, which
in turn impacts on outcomes, LOS, hospital throughput and specialty income.
10. Information technology
IT was central to the Surveillance and IPCN service work throughout 2012/13. The variety of data
types, interfacing requirements, volume of data, and the need for collation, validation and analysis
for presentation and feedback underscore the Surveillance team’s heavy reliance on expert IT
input. The Surveillance team has access to excellent information technology including KICS,
which was developed in-house.
Formal support for KICS is being arranged with the Trust IT Department.
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Appendix 4 –2012/13 Infection Surveillance Annual Report Tables and Figures (ND)

2012/13 Infection Surveillance Annual Report
Tables and Figures

Report by:
Nergish Desai
Head of Infection Surveillance, R&D

&

Dr Amanda Fife
Infection Control Doctor

& Consultant Microbiologist

August 2013
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Table 1

Trust Name
Target Reduction by 2008

King's College Hospital NHS Trust
74%

MRSA Bacteraemias
Excess Cost- MRSA
Additional Bed Days- MRSA
Potential Saving- MRSA
Potential Bed Day Saving- MRSA
% of Total Bed Days Saved- MRSA

2003/04
107
£
458,244
1,209
-

All HCAIs
Excess Cost- All HCAI
Additional Bed Days- All HCAI
Potential Saving- All HCAI
Potential Bed Day Saving- All HCAI
% of Total Bed Days Saved- All HCAI

4,450
£ 19,056,466
50,281
-

2004/05
£

64
274,090 £
723
-£
-

2005/06
99
423,983 £
1,119
149,893 -£
396 -0.1%

2006/07
68
291,221 £
768
17,131 £
45
0.0%

2,661
4,117
2,828
£ 11,398,260 £ 17,631,683 £ 12,110,651 £
30,075
46,522
31,955
-£
6,233,423 -£
712,391 £
16,447 1,880
-5.6%
-0.6%
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2007/08
38
162,741
429
111,349
294
0.1%

Only HAI cases from 08/09
2008/09
2009/10
2010/11
2011/12
2012/13
26
19
16
5
2
£
111,349 £
81,371 £
68,523 £
21,413 £
8,565
294
215
181
57
23
£
162,741 £
192,720 £
205,568 £
252,677 £
265,525
429
509
542
667
701
0.1%
0.2%
0.2%
0.2%
0.2%

1,580
6,767,717 £
17,857
4,630,543 £
12,218
4.2%

1,081
4,630,543 £
12,218
6,767,717 £
17,857
6.1%

790
3,383,858 £
8,928
8,014,402 £
21,146
7.2%

665
208
83
2,849,565 £
890,489 £
356,196
7,519
2,350
940
8,548,695 £ 10,507,771 £ 11,042,064
22,556
27,725
29,135
7.7%
9.5%
10.0%
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Figure 1
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Figure 1
continued
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Figure 2
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Figure 5
Local C. difficile (CDT) cases at King's College Hospital NHS Foundation Trust
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Figure6

C. difficile cases (reported to DH) - 6 month rolling average
1.8
DH 12/13 target of 75 cases = Rate 0.23 per 1000 beddays
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Figure 10

Annual MRSA bacteraemia reduction at KCH
DoH 5yr target set in 03/04 - 60% reduction
New DH MRSA Objective 08/09: Trusts to continue to lower the bar in line with national average
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Figure 11

MRSA infection and colonisation in inpatients
at King's College Hospital
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Figure 12

Trust apportioned (post 48h) MRSA and MSSA bacteraemia rates at KCH
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Appendix 5 - CRE Sitrep05 08Apr13(ND)
Carbapenem-resistant Enterobacteriaceae (CRE) outbreak investigation at KCH
th

Sitrep 05:8 April 2013

Summary


Outbreak 1 – VIM positive CRE (Sept-Dec 2012):
11 confirmed cases of VIM positive CRE have been identified from Sept to December 2012 in
paediatric wards. There have been no new VIM +ve cases since December 2012. Five of the 11
VIM positive CRE cases were positive on admission screening and six were hospital acquired.
VIM positive CRE was also isolated in one adult patient in Sept 2012; on Lister ward under the colorectal
team. Further screening of adult patients identified no other positive cases at the time. Further spread into
adult areas is under surveillance.



Outbreak 2 – Oxa 48 CRE (Jan 2013):
Four confirmed cases of a second CRE outbreak strain (Oxa-48) have been identified between December 2012
and March 2013 on paediatric wards.



On routine screening a further 6 cases were identified as Carbapenamase negative stains. These are not linked
to the outbreak strains.



One presumptive paediatric case was isolated on 30/3/13 (RG) - further typing results are pending.



Only one paediatric patient had an infection, this patient recovered and was discharged. All other cases were
colonised.



Adult Liver wards – point prevalence CRE screening was done on 5/3/13 – no CRE cases identified



Introduction of CRE screening on overseas / other hospital transfers.

Figure 1. CRE VIM positive outbreak cases on Paediatric wards
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Figure 2. CRE Oxa-48 outbreak cases on Paediatric wards
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Expired

Health Pro

07/04/13

31/03/13

24/03/13

17/03/13

10/03/13

other

03/03/13

PE

24/02/13

TC PICU/HDU

17/02/13

20/01/13

13/01/13

06/01/13

30/12/12

23/12/12

16/12/12

LION

10/02/13

T&G

03/02/13

TC PICU

09/12/12

02/12/12

25/11/12

18/11/12

11/11/12

TC HDU

27/01/13

ROS

04/11/12

28/10/12

21/10/12

14/10/12

22 MT

Time of positive specimen

Environmental samples


307 environmental samples were taken on paediatric wards between December 2012 and January 2013. All
positive isolates were sent to the Antimicrobial Resistance and Healthcare Associated Infections Reference
Unit (AMRHAI) at Colindale for typing.



30 CRE positive cultures were obtained from sinks in PICU and ROS in December.



Klebsiella pneumoniae was isolated on PICU cubical 4 and Citrobacter freundii in the drug treatment room
and 3 sinks in bed spaces.



On ROS ward, Klebsiella oxytoca and Klebsiella pneumoniae was isolated from 17 sinks. All Klebsiellae
strains have been confirmed as VIM positive CRE.



As per HPA recommendation, it was agreed routine environmental screening for CRE was no longer
required from 25/02/2013.
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Appendix 6 - Antimicrobial Monthly Audit March 2013 (ND)
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Appendix 7 - Cleaning Project (RBS)
Environmental Issues
Cleaning Standards
Ensuring that high standards of cleaning are embedded within the daily cleaning routines is
essential as without this, the environment acts as a potential vector for transmission of
micro-organisms. As a result of the contractual and operational changes implemented in the
previous year, during 2011/12 we have seen a significant improvement in cleaning standards
across the Trust.
The new robust and detailed monitoring process has helped identifying the areas that
required improvements. In addition, a more flexible and pro-active approach of our service
providers has also continued to significantly contribute to the current position. The levels of
patient satisfaction regarding cleanliness also improve in 2011/12, with the results of the
“How Are We Doing?” questionnaires reaching in 2012 the highest level of patient
satisfaction, since the introduction of the questionnaires.
A quarterly cleaning review per Division was also implemented during this period. This
review enables Service Managers, Matrons, Facilities and Service providers, the opportunity
to analyse the performance of the cleaning services in their specific areas. Cleaning results
are reviewed, any improvement actions required are agreed and developments or service
changes are discussed and agreed at this forum.
The Senior Infection Prevention and Control Nurse will, during 2012/13 lead a programme to
coordinate all programmes currently in place to drive improvement in cleaning. She will also
work with other stakeholders to introduce a long-term programme of Hydrogen Peroxide
Vapour (HPV) cleaning, in addition to the ad-hoc programme already in operation.

Improving cleanliness
Spot check audits of Medirest systems and processes have happened in response to the
management of CRE in Child Health. This includes checking that Domestic staff have
adequate numbers of cloths and mops. It also includes checking the number of times each
day a room should be cleaned for CRE i.e. 5 times. During the period of increased incidence
of CRE, a Staff nurse was allocated to cleanliness and the environment. Her observations of
cleaning practices over a number of weeks in Child Health helped highlight cleaning
omissions such as mopping of the cubicle floors of a number of rooms not being done over a
weekend or two. Increased scrutiny of the activity of a terminal clean also has helped drive
up cleaning standards.
During the same time period the Facilities Manger developed CRE terminal cleaning
procedures involving the use of pictures highlighting who’s responsible for what i.e. nursing
or domestic staff. In addition cleaning of the clinical environment has involved treatment of
sinks with Difficile- S disinfectant and Hydrogen Peroxide Vapour in addition to terminal
cleans. During one or two months this included more domestic staff being trained in the
steaming of sinks and drain outlets.

Nergish Desai \ Enc_2-8-3_Infection_Prevention_and_Control_Annual-Report_2012-13_public version

70

Enc 2.8.3

Spot checks of Microfibre and disposable cleaning mops and cloths have been reported
across all wards. The last audit in June 2013 scored 38% compliance against previous
months audits of 23% for May and 11% for April. These results have been reported back to
Medirest and through the HCAI Committee’s and Matrons Forum. While scores started low,
there has been improvement to date especially around the Ruskin Wing housing the Health
Care of Elderly and Neurosciences wards. Liver, Child Health, Haematology Division are
currently using disposables cloths and mops in response to CRE cases and a rise in the
number of VRE cases reported. The necessity and importance of clean microfiber cloths and
mops has been further communicated to the Clinical Housekeepers/ Healthcare Assistants
and Infection Control Link Practitioners.
Utilising the cleaning for credits audits to review standards of nurse, domestic cleaning and
estates across the hospital. This has enabled us to highlight the presence of soft furnishings
i.e. when fabric chairs and carpets are present in a clinical area. These types of materials
can’t be cleaned sufficiently to the level or frequency needed in a hospital environment using
disinfectants. While the cleaning scores are marked lower because of the presence of these
items, it has helped speed up the process of getting a quote of replacement for wipeable
fittings and Matrons are actively involved in dealing with this.
In addition, a picture poster is being created for all the wards identifying the 49 elements to
be cleaned stating who is responsible for cleaning, how it can be cleaned and frequency
necessary. This is in draft version and a copy will be available by July 2013.

Environmental cleaning

Equipment cleaning
Large equipment such as ED trolleys, commodes, drip stands, trolleys, zimmer frames, bins,
patient tables have been cleaned in the ultrasonic tank. Some equipment has been tracked
manually i.e. ED trolleys with identification tags to provide an audit trail of cleaning. Other
equipment including Lead Aprons have been steam cleaned.
Deep clean programme
The plan includes 4 wards and 11-12 departments to be deep cleaned per month as part of
the periodic annual deep clean programme. This includes curtain changes, blinds cleaning,
carpet cleaning and stripping and sealing where necessary. The programme is published in
the yellow cleaning folders on the wards and depts. Fisk & Cheere ward and Victor Parsons
unit was deep cleaned and HPV’d in March / April 2013. Lister was decanted to Cheere
surgical unit which was closed on some weekends and deep cleaned and HPV’d in May
2013. HPV use during the programmed cleans of all wards has not been possible due to
Kings bed pressures and lack of a regular decant ward. Numerous other ad hoc prioritised
deep cleans and enhanced cleaning advised by infection control has been undertaken for
clusters/outbreaks including Norovirus. When necessary wards have been cleaned with
disposables rather than Microfibre during such times.
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Education and Training
Cleaning terminologies have been updated with Medirest and the hospital in the form of a
flowchart. Historically requests from the ward and departments have been to request a deep
clean to describe an infectious clean. Working with the Facilities manager to introduce colour
cleans as follows. Blue equals non-infectious, yellow infectious. When a ward requests a
clean through the Medirest helpdesk, the caller identifies which type of colour i.e. infectious
or not (yellow or blue). The Medirest operator assists by clarifying which organism. The
flowchart further clarifies for the user if it is a yellow clean whether HPV is indicated.
Infection Control have devised the flowchart to say that if the organism is a CRE or CDT or
any multidrug resistant organism, then the room/bed spaces will be HPV’d. Using the
terminal cleaning monthly totals generated, a calculation of the % of HPV deployments has
been recorded per division.
Education of Medirest Contract Staff.
Infection Control training of Medirest Staff has continued around Staff (Porters, Caterers,
and Domestics) and to date since beginning the exercise 150 staff have been trained in CRE
management since February 2013.

New Technologies
Hydrogen Peroxide Vapour
The cleaning programme 2012/13 included the following:Introduction of Hydrogen Peroxide Vapour (HPV) technology to the Hospital, this included
the purchase of 3 HPV machines in December 2012 and the training and provision of City
and Kent Staff to put them into action.
Each month since February 2013 there has been a steady increase in the number of HPV
deployments across the Divisions as follows:Table 1
Months 2013

Total no of HPV
Deployments

No of HPV
starting time
after 11pm

Feb
March
April
May
June

33
61
40
67
39

3 (9%)
4 (7%)
3 ( 7.5% )
10 (14%)
10 ( 25 % )

No of HPV
with starting
time before
11am
0
2 (3%)
2 (5%)
3 (2, 9%)
3 (7.6%)

Total % of
HPV carried
out normal
contract hours
97%
90%
87.5%
84.1%
67.4%

Total %
outside normal
hours
3%
10%
12.5%
16.9%
32.6%

Breaking down monthly the HPV data as the number of HPV deployments as % of total
terminal or deep cleans.

Observations

Nergish Desai \ Enc_2-8-3_Infection_Prevention_and_Control_Annual-Report_2012-13_public version

72

Enc 2.8.3

 Increase in HPV over 5 months
 29% increase from Feb – June 2013
 Third of HPV’s in June was done outside normal hours
 The no of HPV’s % doubled outside hours after 11pm (June’s data is incomplete).
Table 2
Name of
Division

Surgery

Months Total Fogged %

Feb-13

Mar-13

Apr-13

2% (2/118)

2% (2/101)

7%(5/75)

TEAM

0% (0/139)

4% (8/198)

2% (
2/92)

Liver

0% (0/84)

5% (4/86)

9% (6/68)

3.5% ( 2/57)

24%
(8/34)

Neurosciences

0% (0/58)

16%
Child Health

16% (11/69)

18%(18/99)

(9/56)

Critical Care

0%

0% ( 0/6)

0%

6% (6/97)

0% ( 0/22)

7% (2/27)

0%

4% (1/23)

5%

Haematology

Cardiac

( 0/33)

( 1/19)

Renal

0% ( 0/35)

80% (24/30)*

28%
(11/40)

Womens

3% ( 1/39)

0%

0%(0/27)

Totals

20

59

44

*The totals between the two tables are different because in Feb & March 2013 HPV
deployments also occurred away from the hospital in Ronald McDonald House, Winsor Walk
Camberwell. In April 2013, if more than a single sized room has been HPV’d then it has
been counted twice as 2 HPV deployments.
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Ultraviolet Radiation-C
Uv-C was introduced to the Trust in June 2013 as a trial by Medirest Company. All the
clinical papers to date show that UV-C is effective in eliminating vegetative bacteria on
contaminated surfaces both in line of sight and behind objects within approximately 15 mins
and in eliminating CDT spores within 50 minutes ( Rutala, W et al, 2010; .Nerandzic, M et al
2010 and First UK trial of UV-C Boswell et al, Nottingham University Hospital Nov 12).
Already UV-C has been utilised in Theatres, Suite 9, Todd and Donne ward to
decontaminate rooms and equipment. This included disinfection of the room after organisms
including CRE, VRE, CDT. The Head of Facilities has given instruction for this
decontamination device to continue to be used at Kings.
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Appendix 8 - IV Training (JC)
ANTT Training Table

Division

Staff Count

Compliant

% Target =
95%

Kings College Hospital NHS
Foundation Trust

3795

2362

62.24

Ambulatory Care and Local
Networks

258

90

34.88

Critical Care Theatres and
Diagnostics

715

425

59.44

International and Private
Patients

26

23

88.46

Liver Renal and Surgery

741

459

61.94

Networked Services

645

385

59.69

26

18

69.23

Trauma Emergency and Acute
Medicine

605

458

75.7

Women’s and Children’s

779

504

64.7

3795

2362

62.24

Operations Directorate
Management

TOTAL

Venepuncture and Cannulation Training Table

YEAR

Booked

Trained

2011

142

123

2012

334

219

2013 ( until March)

43

30

Total

519

372
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Appendix 9 – Antimicrobial Governance (DJ & JH)
During 2012/2013, members of the Antibiotic Usage Steering
Group worked on and approved:
 “Adult Antimicrobial Pocket Guide 8th edition” in July 2012
 Development and agreement of AUSG Action Plan in response
to ‘Start Smart then Focus’
 Development, with BIU, of electronic reports to extract
antimicrobial consumption DDD (Defined Daily Doses per 1000
Occupied Bed Days) data directly from Pharmacy database
 Initiation of development of Antimicrobial Guidelines phone app,
in conjunction with GSTT
 Antibiotic Policy for Cardiac Device Insertion
 Antifungal Guidelines for use in Surgery and Gastrointestinal
Patients
 Guidelines for Intrathecal Vancomycin and Gentamicin in
Neurosurgical Patients
 Guidelines for the treatment of Bacterial Peritonitis in Adult
Patients on Peritoneal Dialysis
 Combined Management Guidelines for Adult Neutropenic
Sepsis
 Adult Haemato-Oncology Antifungal Guidelines
 Review of paediatric antimicrobial treatment guidelines
 Review of Patient Specific Directions (PSDs) for azithromycin,
ciprofloxacin and penicillin V.
 Review of Patient Group Directions (PGDs) for benzylpenicillin
and co-amoxiclav for use in A&E
 Enhanced use of EPMA to support laxative prescribing
 Development of antimicrobial stewardship training video
 Development and introduction of safer and simplified gentamicin
and vancomycin prescribing options on EPMA
 Review possibility of using EPMA for ‘syndromic prescribing’ to
support improved antimicrobial prescribing, including stop
dates
 An assessment of drug reactions in the skin (produced by a
consultant Dermatologist)
 Peri-operative prophylaxis guidelines for cardio-thoracic surgery:
CABG including valve replacement
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Appendix 10 – Antimicrobial Work-streams for 2013/14 (DJ & JH)
 Development of antimicrobial orders on EPMA to include
‘Review Dates’
 The publication of the “Adult Antimicrobial Guide, 9th Edition” in
July 2013
 To further develop syndromic prescribing for ‘simple’ infections
on EPMA
 Further development and publication of paediatric antimicrobial
treatment guidelines
 Finalise and publish the ‘Treatment of Surgical Infections’
guideline
 Finalise and publish guidelines for peri-operative prophylaxis for
urological procedures, trauma and maxilla-facial surgery
 Finalise and publish guidelines for outpatient parenteral
antimicrobial therapy (OPAT), including pre-requisite
information, urinary tract infection, cellulitis and monitoring,
including therapeutic drug monitoring (TDM)
 Collect DDD data from the EPMA system
 Finalise the development of EPMA order sets for surgical perioperative antimicrobial prophylaxis
 Add antimicrobials and microbiology results to the Antimicrobial
Medication Report
 Development and launch of Antimicrobials Guidelines phone
app
 The review of the following guidelines:
- Neurosurgery Peri-operative Antibiotic Prophylaxis
Guidelines
- CABG including Routine Valve Replacement Antibiotic
Prophylaxis
- Peri-operative prophylaxis: Vascular Surgery (Adult
patients)
- Peri-operative prophylaxis: Joint Prosthesis and (Closed)
Fractured Neck of Femur
- Peri-operative prophylaxis: Adult Gastrointestinal Surgery
- Clinical Guidelines for the Management of Pelvic
Inflammatory Disease
- Adult Neurosurgery Empiric Treatment of Infection
- Guidelines for the Microbiological Management of
Diabetic Foot Infections
- Antimicrobial Guidelines for Adult Liver Patients
- Key information about prescribing for pandemic influenza
- Relenza® factsheet
- Key information about prescribing for pandemic influenza
- Tamiflu® factsheet
- Key information about prescribing for pandemic influenza
- Summary of the prescribing guidance
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- Criteria for releasing hospitalised patients treated for
H1N1 swine influenza (or seasonal influenza) from
respiratory isolation
 The review of antimicrobial prescribing within the Diabetic Foot
service (inpatients and outpatients)
 Ongoing training of FY1 and FY2 intakes in August 2013
 Continued regular review of Trust Patient Group Directions
(PGDs) and Patient Specific Directions (PSDs)
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Report to:

Quality and Governance Committee

Date of meeting:

11th September 2013

Subject:

Eliminating Mixed Sex Accommodation (EMSA)

Author(s):

Geraldine Walters, Executive Director of Nursing & Midwifery
Paula Townsend, Deputy Director of Nursing

Presented by:

Geraldine Walters, Executive Director of Nursing & Midwifery

Sponsor:

Geraldine Walters, Executive Director of Nursing & Midwifery

Status:

Information update

1.

Background/Purpose

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

Action required

The Committee is asked to note the contents of this report.
3.

Key implications

Legal:
Financial:

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

Assurance:

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

Clinical:

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

Equality & Diversity:

This report has been subject to an equality impact assessment.
Actions addressed in this paper are not believed to disadvantage
any groups of patients or staff. Addressing the areas of noncompliance will ensure that all patients are treated in SSA
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Performance:
Strategy:
Workforce:

Daily monitoring via the SSA database takes place and
performance is monitored by the LSL Alliance bi-monthly. All
breaches are also reported on UNIFY to NHS London
Risks highlighted in this report are recorded on the Trusts Risk
Register and are monitored via the quarterly report to the
Governance Committee.
All relevant staff have been made aware of the requirement to place
patients in SSA
Changes to some clinical areas have been identified and are being
progressed. There is a process to ensure that all future
developments are SSA compliant

Estates:

Reputation:

Failure to be single sex complaint would impact on the trust’s future
reputation

1. Performance during 2012/2013
The table below demonstrates the performance in relation to eliminating mixed sex
accommodation between April 2011 and March 2012 and their location.
Between March 2012 and August 2013, the trust was free from MSA breaches with the
exception of 7 in Day Surgery Unit during November 2012. These were thought to be due to
day cases not being discharged prior to admission of the following list of patients who were
of the opposite gender, as a result of a drive to create single sex lists. Since the breaches in
November there have been no further breaches in DSU or in any other part of the Trust.

Ward
Day Surgery Unit
Day Surgery Unit
Day Surgery Unit
Day Surgery Unit

No. of Breach
Date of Breach Patients
Feb - Oct 2012
Nov 2012
Dec 2012
Jan – Aug 2013

No. of
Affected
Patients
0
1
0
0

0
6
0
0
TOTAL YTD

Total
Breaches
0
7
0
0
7

A number of initiatives have been implemented to improve performance, including


All children given choice of single sex accommodation



Single sex lists in Day Surgery for adults and a separate list for children.



The purchase and use of portable screens in endoscopy, angiography and cardiac
catheterisation.



Refurbishment of Waddington and CDU in the Emergency Department.



Endoscopy refurbishment.
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2. Performance from April 2012 to date.
The outstanding area which has continued to have breaches on a regular basis are step
down breaches in ITU. A step down breach occurs when there is a failure to discharge a
patient out of ITU within a 6 hour time frame after a decision to discharge the patient has
been made. The table below highlights the number of step down breaches that have
occurred since August 2012 to date.
MSA breaches reported
Month

August 2012
September 2012
October 2012
November 2012
December 2012
January 2013
February 2013
March 2013
April 2013
May 2013
June 2013
July 2013
Total

Delayed discharge
breaches

MSA reported breaches

15
32
46
42
23
27
24
19
49
19
29
40
365

0
0
0
7
0
0
0
0
0
0
0
0
7

These breaches have occurred because of the limitations of the ITU environment and an
inability within ITU to segregate the patients of different gender; and in part due to the
increased pressure on beds in the Trust resulting in there being a lack of beds* to discharge
intensive care patients to when they are ready to leave the intensive care unit.
Every effort is made to preserve the privacy and dignity of patients as far as is possible when
they are in ITU. The plan to increase capacity by the development of a larger facility which
will increase the bed capacity to 60 beds is in place and will be opened in January 2015. The
situation will also be improved, rather than eliminated, by the opening of infill block 4.
Patient Satisfaction in relation to single sex accommodation
As breaches across the trust overall have decreased, patient feedback through the HRWD
survey has seen a corresponding overall improvement. Despite the ITU delayed discharge
breaches there has been no corresponding deterioration in the HRWD scores and although
these patients would not be surveyed in ITU, they are surveyed once on the ward,
suggesting that delays in discharge from ITU are not negatively viewed by patients.
The two graphs below represent patient opinion related to sleeping arrangements and
separate toilet and bathrooms and both represent a score above the benchmark; for
sleeping area the score is 93% and for toilets and bathrooms 90%.

3

Enc. 2.8.4.

4

Enc 3.1.1

TERMS OF REFERENCE
Name

Board of Directors

Chair

Trust Chair

Executive Lead

Chief Executive

Secretary

Director of Corporate Affairs & Trust Secretary

Membership

All Non-Executive Directors
All Executive Directors
Director of Corporate Affairs – non-voting
Director of Strategy – non-voting

Quorum

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

Frequency

Monthly with the exception of August.

Main Purpose

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

Schedule of
decisions
reserved for the
Board



Strategy, Business Plans and Budgets.



Standing Financial Instructions.



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



Significant items of capital expenditure or disposal of assets.



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



Quality, financial and performance reporting arrangements.



Audit arrangements.



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



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



Approval of Board Assurance and Risk Management
Strategy/Policy

Review Frequency: Annually
Last Approved: Version 2 – Board of Directors – 25/09/2012
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Approval of the Annual Plan and self-certification statements,
having had regard to the views of the Council of Governors.



Approval of submissions to regulators.

Review Frequency: Annually
Last Approved: Version 2 – Board of Directors – 25/09/2012
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BOARD OF DIRECTORS FINANCE AND PERFORMANCE COMMITTEE
TERMS OF REFERENCE

Name of Committee

Finance and Performance Committee

Chair

Graham Meek, Non-Executive Director

Executive Leads
Secretary

Chief Financial Officer & Chief Operating Officer
Corporate Governance Officer

Membership

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

Quorum

Three members including at least one non-executive director and two
executive directors from amongst the CEO, CFO and COO.

Frequency of meetings

Monthly

Overall Purpose




Terms of Reference

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

1.

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

2.

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

3.

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

4.

Review Trust performance against Monitor governance and
finance risk ratings prior to submission to the Board, including
the Annual Plan and quarterly submissions to Monitor.

5.

To review the following financial areas:
- Financial Budgets
- Financial Statements

Review Frequency: Annually
Last Reviewed: Version 1.1 – Approved by F&P Committee – 30 July 2013
Revised Version 1.1 for Board Approval – 01 October 2013
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- Outline Capital Programme
- Delegated limits
- Financial Strategy
- Working Capital Requirements
- Projected and Actual Cash Flow
- Use and availability of working capital facilities
- Aged debtors and creditors
- Capital Programme and major variances
- Resource Implications of Risk Assessments from the Quality
and Governance Committee
- Full year and medium term forecasts
- Funding requirements
- Borrowing requirements
- Income and Expenditure
- Balance Sheet position
- CIP Updates including RAG rated proposals
6.

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

Reports to

Board of Directors

Receives reports from

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

Reporting Committees

Review Frequency: Annually
Last Reviewed: Version 1.1 – Approved by F&P Committee – 30 July 2013
Revised Version 1.1 for Board Approval – 01 October 2013
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Patient Complaints Annual Report
2012 – 2013

Enc 4.1

Executive Summary
This report provides a summary of patient complaints received in 2012/13. It
includes details of numbers of complaints received during the year, performance in
responding to complaints, Parliamentary and Health Service Ombudsman
investigations, and action taken by the Trust in response to complaints.
King’s has had a strong focus on improving patient experience over many years, and
this continues to develop and evolve. There are well established mechanisms to
capture the experience of patients and drive ongoing improvement. These include
the extensive ‘How Are We Doing’ (HRWD) patient feedback programme, use of
information gathered through complaints and PALS, listening to patients through
initiatives such as ‘In Your Shoes’ and patient stories. Over the course of the year,
around 20,000 patients feed back to us on their experience of the Trust, both good
and bad. All patient experience is used to motivate and drive service improvement.
The Francis Report on the inquiry into the failings in Mid Staffordshire Hospitals
highlighted serious failures with the complaints process in that hospital. The review
of NHS complaints being undertaken by Ann Clwyd MP and Professor Tricia Hart,
due to be published in the autumn 2013, is likely to provide new guidance and
statutory responsibilities for responding to complaints and concerns. The Trust has
developed its own action plan to improve its processes for listening to patients and
responding to their concerns. The focus is on three areas: improving feedback
processes, listening to patient experience and improving feedback to patients about
what we have done – You said, we did.
The Trust has and continues to work hard to ensure its complaints process is
personal and responds to the needs of the individual to ensure their experience is
listened to and put right simply and quickly. This is demonstrated through our PALS
activity which continues to report consistently high levels. This philosophy aligns
with the Health Service Ombudsman’s Principles of Good Complaints Handling
which promotes a customer focused complaints system.
Main points to note:
638 complaints were received and 3,520 PALS contacts were recorded.
8% increase in complaints and 19% increased PALS activity compared to 2011/12.
55% of complaints were upheld after investigation.
End of year performance of 52.5% of complaints responded to within 25 working
days against a target of 70%.
3% of complaints (18) were referred by complainants to the Parliamentary and Health
Service Ombudsman. This is the lowest level of requests for independent review
since the changes were introduced to the NHS complaints procedure in April 2009.
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The Trust received 638 complaints in 2012/13 which was an increase of 8% in
complaints compared to 2011/12 (589) and the end of year position exceeded the
Trust’s target of 540 complaints. During the year, the Trust responded to 52.5% of
complaints within 25 working days which is significantly below the internal target of
70%. This position was noted by the Board, and is being closely monitored within
the new financial year.
The charts below illustrate complaints and PALS contacts received over a three year
period, comparing activity quarter on quarter. Complaints numbers were fairly
consistent throughout 2012/13 compared to last year, where there was a sharp
increase in the second half of the year. PALS contacts showed a steady increase
throughout 2012/13 indicating more concerns being flagged with the Trust. Overall
PALS activity increased by 19% compared to 2011/12. The Trust also regularly
received positive patient experience stories via patient opinion websites, HRWD, and
increasingly through social media networks, Twitter and Facebook.
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The following chart illustrates the split of complaints between the service areas of
patient care over the past three years. There was an 11% increase in inpatient
complaints in 2012/13, whereas the number of outpatient complaints received in
2012/13 (199) was broadly similar to the previous year (190). Maternity and
Emergency Department complaints have remained similar to previous years.

2010/11

2011/12

2012/13

Inpatient

251

282

312

Maternity

62

47

52

Outpatient

206

190

199

ED

41

70

75

In 2012/13 there were 132,379 attendances through the Emergency Department,
creating additional pressures on capacity across the Trust. Complaints about the
Emergency Department represented 0.6 per 1000 attendances for emergency care.
This represents no change from 2011/12.
Complaints concerning outpatients were historically high (473 in 2008/09; 292 in
2009/10). However by early intervention and problem resolution we have reduced
the number outpatient complaints for the past three consecutive years.
Data from complaints has fed into a number of project steering groups in 2012/13 to
provide a rich source of patient experience feedback. These have included the
review of cancer services following the National Cancer Patient Experience Survey
results in 2012, in particular on issues surrounding communication and information,
and the Outpatient Clinic Redesign Project. This project aims to improve the flow of
patients attending outpatient clinics and ensure patients are fully informed about
what is happening to them during their appointment.
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The Trust takes seriously its complaints and an escalation process for complaints
rated high or above ensures that issues that could lead to an adverse incident are
investigated appropriately.
Responding robustly to complaints and ensuring
openness and transparency in our process, are recognised as an important step in
engaging trust and satisfaction. Clear explanations are provided and we regularly
offer meetings with senior staff as part of the complaints process.
We have involved complainants in patient experience listening events, such as ‘In
Your Shoes’, patient stories and this will continue in 2013/14 beginning with the
King’s in Conversation events. From July, all complaints letters offer an opportunity
to participate in King’s in conversation / listening and leaning events.
Complaints by Division
The following tables illustrate the distribution of complaints (638) by division received
during 2012/13, and provide a comparison over a 3 year period.
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It is worth noting in particular that:
Women’s Services (Obstetrics and Gynaecology) had an overall 26% increase in
complaints compared to 2011/12. However the increase relates to gynaecology
complaints which increased by 50% compared to 2011/12 (36 2012/13; 18 2011/12).
While Maternity complaints increased by 10% they are overall similar to previous
years. There was an overall increase in complaints concerning privacy and dignity
compared to 2011/12.
Trauma Emergency and Acute Medicine (TEAM) had an overall increase of 15%
in complaints compared to 2011/12, which reflects the continued high levels of
patients coming into King’s through the emergency route. Despite the overall
increase, the distribution of complaints to patients attending the Emergency
Department represented 0.6 per 1000 attendances for emergency care; this remains
unchanged from 2011/12. Complaints within TEAM are multi-faceted and often
involve other divisions, however complaints relate to discharge arrangements and
planning, medical care and availability of staff.
Ambulatory Services and Local Networks (including Dental) saw a reduction of
22.5% in complaints compared to 2011/12. This may reflect the improvements
introduced in outpatients within the period, including the check-in kiosks and efforts
to improve communication within clinics. Also the How Are We Doing (HRWD) was
introduced into outpatients to capture patient feedback.
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The chart above shows the wide variation in the distribution of complaints and PALS contacts by ward and Division. As in other years, the data
also illustrates that, even when complaints are relatively low, PALS contacts can be high.
Looking at the top five wards with the greatest number of combined complaints and PALS contacts, the most frequently raised issues relate to
discharge planning, information relating to care plans and treatment, drug administration/prescribing, and the availability of clinical staff.
Nightingale Birth Unit had the highest number of complaints in 2012/13; 61% of complaints related to the care provided by the midwifery staff.
While in most cases the clinical care was found to be appropriate, women reported feeling disappointed with their overall experience which
reflected the high activity within the ward throughout the year. Other concerns related to the interaction between midwife and patient which was
perceived as unhelpful and unsympathetic towards pain in particular.
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Complaints measured against Trust activity
The table below illustrates the proportion of patient complaints to actual patient
attendances over the past three years. The number of complaints received in
2012/13 remains the same against the Trust’s activity which has increased by 4% on
the previous year.
2010/11

2011/12

2012/13

313

331

364

116,590

119,915

129,424

3

3

3

206

190

199

767,701

746,844

774,714

0.3

0.3

0.3

41

70

75

125,725

129,211

132,364

0.3

0.5

0.6

Inpatient attendances
Number of inpatient complaints
inpatient episodes
complaints per 1000 attendances
Outpatient attendances
Number of outpatient complaints
outpatient episodes
complaints per 1000 attendances
ED patient attendances
Number of ED complaints

ED episodes
complaints per 1000 attendances

The following tables show the Divisions’ complaint activity compared with activity
levels. Trauma Emergency and Acute Medicine overall, have the greater levels of
dissatisfaction per 1000 patients. This correlates with HRWD scores for the acute
medical wards.
Inpatient complaints 2012/13
Division

No of
complaints

Patient
episodes

Trauma Emergency and Acute Medicine
Liver Renal Surgery
Women's and Children’s
Networked Services
Ambulatory
Outpatient complaints 2012/13
Division

67
85
97
77
15
No of
complaints

16,699
24,027
35,923
26,917
25,045
Patient
episodes

Liver Renal Surgery
Trauma Emergency and Acute Medicine
Networked Services
Women's and Children’s
Ambulatory

57
66
28
23
46

143,637
236,937
86,149
114,905
309,912

Complaints
per 1000
episodes
4
3.5
3
3
0.6
Complaints
per 1000
episodes
0.40
0.30
0.32
0.20
0.15
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Causes of complaint
Each complaint can often be multi-faceted, particularly inpatient concerns which may
cover the multi-disciplinary team and relate to events over a short or extended period
of time. However, as in previous years complaints about clinical care and treatment
are by far the highest cause of complaint (357) which represents 56% of all
complaints received.

2011-12

% of
complaints

2012-13

% of
complaints

Admissions, discharge and transfer arrangements

34

6

38 ↑

6

Aids and appliances, equipment, premises (including
access)
Outpatient appointment delay/cancellations

3

1

6↑

1

17
37
55
334
41
4
13
3
8

3

35↑
28↓
58↑
357↑
55↑
2↓
18↑
3↔
10↑

5

Primary subject of complaint

Inpatient delay/cancellations
Attitude of staff
All aspects of clinical treatment
Communication
Consent to treatment
Patients' privacy and dignity
Patients' property and expenses
Personal records (including medical and/or complaints)
Failure to follow agreed procedure
Transport (ambulances and other)
Hotel services (including food)
Others

4
17
4
14

6
9
57
7
1
2
1
1
1
3
1
2

0↓
15↓
3↓
10↓

4
9
56
9
0
3
0
2
0
2
0
2

Overall, the greatest increase in complaints relate to outpatient appointments (delay
and cancellations) and communication (written and oral). These causes of complaint
are also reflected in the PALS activity data which show that 47% of contacts related
to communication and 16% of contacts related to an outpatient appointment. The roll
out of the inpatient HRWD survey to all outpatient services within the period, is now
gathering regular feedback from patients which together with the Outpatient Clinic
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Redesign Project will help to drive improvement in this area. Furthermore, it should
be noted that patient feedback from HRWD has shown positive scores for Patient
Engagement which include ‘when you had important questions did you get answers
you could understand?’ however the final quarter was off the benchmark by 1 point.
Inpatient discharges and patients’ privacy and dignity (including confidentiality) have
also shown a small increase. A number of initiatives were introduced in year, such
as a discharge check list, but improving patient information on discharge is an
improvement priority for patient experience for the 2013/2014. While the continued
high level of emergency admissions has had an adverse impact on many elective
patients who have pursued the complaints process as a result, the number of
complaints in 2012/13 reduced. Patient feedback from HWRD however on patient
dignity, shows scores which consistently exceed the benchmark.
Complaints concerning staff attitude remains a key issue with 47% of complaints
relating to nursing or midwifery staff. This is again reflected in the HRWD where
scores for ‘How would your rate the courtesy of the staff treating you?’ remained off
target for the period. On the flipside of this score however, the Trust consistently
met the benchmark for ‘Did you have confidence and trust in the doctors/nurses
treating you?’
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Grading and outcomes of Complaints
All complaints are graded for severity by the Complaints team using the Department
of Health’s grading guide. All complaints that indicate an adverse incident may have
occurred are flagged as a high priority for the investigating team and the Risk
Management team are notified.
The table below illustrates the severity of complaints received in 2012/13. Two
cases were considered serious and also investigated as serious incidents with root
cause analysis.
Grading
Low – Unsatisfactory service or experience
Medium – Service or experience below reasonable
expectations
High – Significant issues regarding standards and quality of
care
Serious – Serious failure causing serious harm

Number of complaints & %
293 (46%)
239 (37%)
104 (16%)
2 (1%)

During 2012/13, over half of the complaints investigated have issues (either in full or
in part) which were considered to be substantiated. 55% of complaints were upheld
after investigation compared to 57% in 2011/12.
The following table provides information on how we assessed complaints to date in
2012/13 with their recorded outcome.

Complaint not upheld
Complaint upheld
Totals:

Unsatisfactory
service or
experience

Service or
experience below
reasonable
expectations

Significant Issues
regarding
standards, quality
of care

239
181
420

39
150
189

0
9
9

Ethnicity, age of complainants, and access
The ethnicity of patients has remained fairly consistent with previous years, with a
slight decrease (3%) in patients stating their ethnicity as Black African. 16% of
patients chose not disclose their ethnic background to the Trust. Below is a
breakdown of ethnicity recorded in 2012/13.
Ethnicity
White British
White Irish
White – other
Black Caribbean
Black African

% of complainants
45
3
6
8
4
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Other Black
Other ethnic
Not stated

6
12
16

The following list shows the age range of patients captured, who are affected by the
concerns raised with the Trust. Comparing this profile with 2011/12, there is a slight
increase in the number of complaints in the under 20 (2%), but all other profiles are
consistent with previous years.
Age
Under 20
20-40
40-60
60-80
80+

number of complaints
&%

50 (9%)
173 (30%)
176 (31%)

117 (21%)
51 (9%)

Patient Complaints and PALS aim to increase confidence in patients by having a
flexible approach to resolving concerns. We work with staff on the wards and in
departments to help prevent complaints by listening to and responding when things
can be put right. When further support is needed, we aim to ensure that the
complaints process is signposted locally so that patients know how or where to
complain. Improving access to information for patients on a range of patient
experience initiatives, including complaints is a key focus for the Trust in 2013/14
following the Francis Report.
During 2012/13 the predominant method for making a complaint was by letter/email
(52%); 7% of complaints were made online via the Trust’s website; a further 41% of
complaints were made either in person or by telephone. In these cases the patient
complaints team supported the complainant in registering their concerns with the
Trust. Comments and concerns are also collected via patient opinion websites (NHS
Choices) and increasingly via social media networks such as Twitter and Facebook.
Parliamentary and Health Service Ombudsman
The Parliamentary and Health Service Ombudsman (PHSO) helps to resolve
complaints about the National Health Service. They are the final stage in the NHS
complaints process.
In 2012/13 the Trust was informed of 18 complaints which had progressed to the
Ombudsman for independent review. This is a decrease on the numbers referred in
the preceding two years (2011/12 – 21; 2010/11 – 33).
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Division

Ambulatory & Local Networks
Liver Renal & Surgery
Networked Services
Trauma Emergency and Acute Medicine
Women's and Children's

Number of PHSO
referrals

2
3
5
3
5

% of
complaints
received by
division
3%
2%
5%
4%
2%

Of the 18 cases, 1 case is being investigated. This relates to a patient’s outcome
following neurosurgery. Additional information has been provided and we await the
PHSO’s decision. 10 cases reviewed by the PSHO were not considered for further
investigation or local resolution, with 7 cases referred back to the Trust for additional
action to locally resolve which was successfully achieved.
Learning from complaints
The Trust is committed to learning the lessons from complaints to drive service
improvement both at a trust-wide and local level. Throughout the year complaints
have fed into staff education and learning, reflective practice across multi-disciplinary
teams and changes to local practice and procedures.
Drug administration
“I believe my mother wrongly received the medication of another patient over a number of
unspecified days while a patient. If I had not pointed out the changes to my mother’s
medication and dosages the whole clinical team would have been unaware of their mistake”
At the time this was brought to the attention of the ward staff, medication for another
patient was found in the patient’s own drug locker (POD) which had not been
removed at the time of the previous patient’s discharge in line with Trust Policy. The
Trust apologised and investigated the event as an adverse incident. The Matron has
used the complaint to reinforce the importance of emptying the POD, and this
situation is being monitored.
Providing dignified care
“My sister who is 81 years old is not mobile and needs a wheelchair or a walking frame to
get about. A porter in the transport lounge took her to the toilet but left her without the
wheelchair. She had to yell out in the hope that she would be heard and helped. It was a
humiliating experience and unnecessary in an area of the hospital where patients are
waiting often for long periods of time”.
Maintaining patient dignity is a Trust priority, and this complaint highlighted the
needs of transport patients. As a result, volunteers have been recruited from the
extensive Volunteer Programme, to this area to help support transport staff to give
more attention to the patients waiting. In this situation, a volunteer may have been
able to ensure the patient was attended to more promptly and liaised with staff to
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ensure the help was followed through.
Compassionate care
“My son is aged 20 and has cerebral palsy. He was walking back from the bathroom when
he had a spasmodic episode and fell to the floor. A nurse came over to him, put a pillow
under his head and left him on the floor whilst he continued with the paper work he was
doing. My son should be treated with compassion and his needs anticipated”.
The Trust investigated the complaint and confirmed that the patient was helped to
the floor while he was falling during a dystonic event. Dystonia is a neurological
movement disorder, in which sustained muscle contractions cause twisting and
repetitive movements or abnormal postures. The patient was left to lie on the floor
for his own safety, until the episode had recovered. A nurse sat with the patient
throughout. The complaint has however highlighted an opportunity to provide some
teaching for the nurses on dystonia and ‘conscious communication’ with input from a
Consultant Psychologist.
Communication
“I have attended multiple outpatient appointments at King’s and on not a single one of those
appointments have I been seen on time. The communication boards do not reflect the actual
waiting time and nobody seems to take responsibility for updating the patients”.
A new patient calling system will be installed into Suite 3 of the Golden Jubilee Wing
in July 2013. For the first time we will have real-time, automatically gathered
information as to the difference between the patients’ appointment time and the time
that they are called in to see the doctor. It is hoped that this system will give patients
a better estimated waiting time. These improvements are part of an outpatient clinic
redesign project and the initiatives will be rolled out to all outpatient clinics.
Safe and effective patient care
“My husband was discharged with the information that his oxygen levels would be increased
from 2.5 litres to 3 litres but when the oxygen team came they said that they had not
received notification from the hospital of the increase and was therefore unable to give it
and he became unwell and had to be readmitted”.
The Trust apologised for not completing the referral to the oxygen supplier and in
response to the complaint the Respiratory team reviewed their system to minimise
the miscommunication that this case had highlighted. In addition the team reviewed
its patient information to ensure all patients receive a leaflet with the team’s contact
details to minimise concern once discharged. To further support these
improvements, an extended nurse-led oxygen clinic is now available 7 days a week.

14 | P a t i e n t C o m p l a i n t s A n n u a l R e p o r t 2 0 1 2 / 1 3

Enc 4.2

Annual Energy & Carbon Report - 1st April 2012 to 31st March 2013

Annual Energy & Carbon Report
1st April to 31st March 2013

Produced by:

Cathal Griffin - Carbon Reduction Manager &
Robin Freestone- Honorary consultant: Property & Energy

No. of pages:

28 of text

Issued: September 2013

CEF Directorate
Unit 7, King’s Business Park, London.SE5 9NY
T: +44 (0)203 203 3204 F: +44 (0)203 203
W: www.kch.nhs.uk

Annual Energy & Carbon Report - 1st April 2012 to 31st March 2013

Enc 4.2

CONTENTS
1

EXECUTIVE SUMMARY ............................................................................................................... 1

2

INTRODUCTION ............................................................................................................................. 5

3

DEGREE DAY DATA ..................................................................................................................... 6

4

METHODOLOGY - CO2 CALCULATION .................................................................................... 7

5

ENERGY ANALYSIS – INVOICED COSTS, CONSUMPTION & CARBON ............................. 8

6

ENERGY TRENDS .......................................................................................................................... 9
6.1
6.2
6.3
6.4
6.5

7

Energy Consumption - Imported ............................................................................................... 9
Energy Costs – Imported ......................................................................................................... 11
Generated Electricity ............................................................................................................... 12
Exported Electricity.................................................................................................. 13
Net CO2 emission Tonnes (CO2). ............................................................................................ 15

GOLDEN JUBILEE WING – PERFORMANCE........................................................................... 16
7.1 Progress towards emission targets. .......................................................................................... 17

8

ENERGY COST INFLATION ....................................................................................................... 18

9

GREENHOUSE GAS EMISSIONS ............................................................................................... 19

10 WATER CONSUMPTION ANALYSIS ........................................................................................ 20
11 ENERGY PROJECTS UPDATE .................................................................................................... 21
11.1 Capital Projects ........................................................................................................................ 22
11.2 PC Power management software ............................................................................................. 23
11.3 Hambleden Wing Front LED Lighting Project ....................................................................... 23
11.4 Day Surgery Solar Panel Project ............................................................................................. 24
11.5 Display Energy Certificates ..................................................................................................... 25
Figures
Figure 1 Energy Consumption Cost and Data Summary 2009-2013 ......................................... 4
Figure 2 Degree Day records for the Thames Valley Region............................................. 6
Figure 3 Summary of invoiced electricity and gas details: 2011 - 2012 and 2012 - 2013. ........ 8
Figure 4 Imported electricity consumption ................................................................................ 9
Figure 5 Gas Consumption 2012 to 2013 ................................................................................ 10
Figure 6 Total imported gas & electricity consumption .......................................................... 10
Figure 7 Total imported gas & electricity costs ....................................................................... 11
Figure 8 Total generated electricity consumption.................................................................... 12
Figure 9 Exported Electricity kWh .......................................................................................... 13
Figure 10 Exported Electricity Revenue .................................................................................. 13
Figure 11 Total Electricity Used .............................................................................................. 14
Figure 12 Net CO2 Emissions (Tonnes) ................................................................................... 15
Figure 13 Total Gas & Electricity Consumption ..................................................................... 16
Figure 14 CO2 reduction trend against target .......................................................................... 17
Figure 15 Financial savings made from PC management software 2012 – 2013 .................... 23
Figure 16 Location of LED lighting on the front entrance to Hambleden Wing ..................... 24
Figure 17 Solar Panel Installation Day Surgery Building. ....................................................... 24
Figure 18 DEC Results by building ......................................................................................... 25
Figure 19 Total number of DECs by rating. ............................................................................ 25

ii
King’s College Hospital NHS Foundation Trust

ANNUAL ENERGY & CARBON REPORT - 1

1

ST

APRIL 2011 TO 31

ST

MARCH 2013

Enc 4.2

EXECUTIVE SUMMARY

Summary of performance
2012-13 was a very demanding year in which to reduce energy consumption due to
the exceptionally long and cold winter which resulted in a 7% increase in heat
demand. Energy demand further increased as the Trust grew in size by over 5,000
m2. Despite these pressures the Trust met its target to use energy more efficiently
by achieving a reduction in CO2 per m2 although energy consumption and carbon
emissions increased by 7% to 22,075 tonnes.

Energy cost inflation
Energy inflation continues to increase well ahead of inflation. This year the energy
costs increased by 7% or £258,000 to over £4 million.

Energy inflation for the

financial year 2013/14 is expected to be at 10%, further increasing the need for
energy efficiency measures across the Trust.

Water minimisation
King’s reduced water consumption by 9% or 18,000 cubic metres to 187,504 m3.
This is the third consecutive year in which water consumption has reduced as a
result of a concerted effort to identify water wastage.

Day Surgery Unit solar panels
As part of an on-going campaign to reduce carbon emissions, an array of solar
panels has been installed on the roof of the Day Surgery Unit. The 93 panels will
generate more than 18,000 kilowatts of electrical power each year. A one minute
time-lapse video of the solar panels being installed is now available to view on the
KCH YouTube page.

£3 million Energy Efficiency Grant Application
In February the Department of Health advertised a grant of £50 million to fund energy
efficiency measures across the NHS. NHS Trusts and Foundation Trusts were
invited to enter into a competitive, two stage application process in order to select
those energy efficiency projects that deliver best practise which will be shared across
the NHS generally.

1
King’s College Hospital NHS Foundation Trust

Annual Energy & Carbon Report - 1st April 2012 to 31st March 2013

Enc 4.2

Kings was successful in passing Stage 1 of the selection process and will learn the
final result in July. If the trust is successful it will be awarded £3 million to deliver
energy efficiency measures as part of an innovative Energy Performance Contract
across the Denmark Hill site. See below.

Energy performance contract
In March 2013, the Trust signed an energy performance contract with Schneider
Electric to deliver £7.8 million of energy efficiency and heating infrastructure
improvements to the main site. Schneider Electric have now moved from the energy
audit phase to the design phase and hope to deliver a large number of improvements
to the heating system during summer 2013. The improvements will be delivered over
18 months and will upgrade the heating infrastructure, reduce continuity risk to the
hospital and reduce energy consumption and carbon emissions. This is an energy
reduction project whereby Schneider Electric has guaranteed a reduction of
approximately 6% in the Trust’s energy consumption.

Computer power-down software
PC management software was successfully installed by the ICT department in 2011.
It detects when computers have been left idle or left on out of hours and it powers the
PC down in order to save energy.
Over the course of the year this software saved the Trust:
£67,000 in electricity costs;
636 tons CO2
This project had a payback period of less than a year.
LED Lighting
The Capital Projects department has continued a programme to install high efficiency
LED lighting in many of its projects. This includes the new Infill 4 development, the
Cheyne Wing corridor refurbishment and lighting projects on the front of the
Hambelden Wing and the back service road of the hospital. LED lighting will reduce
both electricity consumption and costs, carbon emissions and maintenance costs.

Capital Projects
The Capital Projects Team - Jason Dodd, Head of projects and Christel Garton,
Daniel Sears, Project managers – have been working to further build energy
efficiency and sustainability measures into the design of refurbishments and new
build projects.
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Key Data:
Carbon management
Decrease in energy consumption per m2.
7% increase in Net CO2 emissions of 1,523 tonnes.

Energy Consumption
5% increase in imported gas & electricity consumption to 121 GWh.

Electricity and Gas Costs
7% increase in imported gas & electricity cost of £257,759 to £4,037,424.

Increased cost of Gas
7% increase in the cost of gas of £202,215 to £2,934,347.

Increased cost of Electricity
5% increase in the total cost of electricity of £55,543 to £1,103,076.

CHP Performance
Generated Electricity
31,018 MWh of electricity generated by King’s from the Energy Centre
2% decrease in electricity generated
Dalkia credited £58,867 to compensate for reduce generation

Exported Electricity
Revenue of £498,441 generated from exporting electricity.
8% reduction in electricity exported to 8,825 MWh
11% decrease in exported electricity revenue

Water consumption
9% reduction in water consumption of 18,583 m3.
3% reduction in water costs of £10,500

King’s College Hospital NHS Foundation Trust
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Current Consumption figures.
The following summary table shows the annual energy and carbon data for 2009 -13.

Figure 1 Energy Consumption Cost and Data Summary 2009-2013
Total
2012 - 13

Utility

Total
2011 - 12

Total
2010 - 11

Total
2009 -10

£ 2,934,347
2,732,132
£ 1,103,076
1,047,533
£ 4,037,424 £ 3,779,665
7%
17%

202,215
55,543
257,759

7%

Total Water Cost
Total Water
Total Wastewater

£ 309,372 £ 319,940 £
330,299 £ 370,646 -£ 10,568
187,504
206,087
209,439
250,507
-18,583
173,808
190,192
196,462
226,582
-16,384

-3%

% Water Consumption Change

-9%

Energy Consumption
(Imported)
Total Gas
kWh
Total Electricity kWh
Total kWh
% Change

Total
Total
Total
Total
2012 - 13
2011 - 12
2010 - 11
2009 -10
110,770,194 106,426,157 106,575,340 47,814,923
11,007,472
28,547,817
10,073,443 10,220,090
121,777,666 116,499,601 116,795,430 76,362,740
5%
0%
53%

Carbon Emissions
Gas
- tCO2
Electricty - tCO2
Total CO2 emissions

Total
2012 - 13
20,337
6,000
26,338

22,075
7%

19,711
5,465
25,176

Total
2010 - 11
19,742
5,578
25,320

4,624

4,198

20,552
-3%

21,122

Total
2009 -10
8,856
15,565
24,421

Imported + Generated - Exported

% Change

Total
2011 - 12

33,200,725

3%

Total
2010 - 11

32,298,198

2%

-9%
-9%

Variance

% Change

4,344,036
934,029
5,278,065

Variance

4%
9%
5%

% Change

626
535
1,162

3%
10%
5%
-8%

24,003 1,523

7%

-12%

Total
Total
Total
Total
2012 - 13
2011 - 12
2010 - 11
2009 -10
Generated Electricty (kWh)
31,018,719 31,798,347
30,282,897 2,641,900
Exported Electricty (kWh)
8,825,466
9,573,592
8,691,272
866,101
Exported Electricty Revenue (£) £ 498,441 £ 557,984 £
433,534 £ 25,688
% Exported (£) Change
-11%
29%
1588%
Total
2012 - 13

7%

418 -361

CHP performance

Electricity Consumption on
site

5%

-16%

Total
2011 - 12

4,263

Exported Electricity - tCO2
Total Net emissions - tCO2
% Change

-2%

£
£
£

% Change
2011-12 to
2012-13

Total Gas Cost
(£)
Total Electricity Cost (£)
Combined Energy Cost
% Change
(£)
(m3)
(m3)

£ 2,250,817 £1,077,033
£
966,982 £2,396,195
£ 3,217,799 £3,473,228
-7%

Variance
2011-12 to
2012-13

31,811,715

Total
2009 -10

Variance

% Change

-779,628
-748,126
-59,542

-2%
-11%

Variance

% Change

-8%

30,323,616 902,527

3%

5%

Note - Data has changed slightly to that reported last year to reflect adjustments
made by invoices and credit notes received after the reporting period closed.
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INTRODUCTION

The purpose of this document is to review the annual energy consumption and
carbon management performance of King’s against targets and to update the Trust
on the projects being developed to drive emissions down further in order to meet
targets set by the Government, NHS and King’s.
The main financial and legislative drivers to reduce energy and carbon consumption
that the NHS aims to at least meet are set out below.
34% by 2020 - The UK Government in the Climate Change Act.
25% by 2014 - The Trust’s Carbon Management Plan.
New developments to achieve an energy efficiency performance of 35-55
Gj/100 m3.
All refurbished facilities to achieve a performance of 55-65 Gj/100 m3
New buildings to be low carbon by 2015 and an ambition of zero carbon by
20191.
In addition :
The Carbon Reduction Commitment Energy Efficiency Scheme (CRC) will
result in a charge of £12 per tonne of CO2 emitted. This will increase by 30%
to £16 per tonne in 2014.
This report compares the energy and carbon performance in the financial year 2012 2013 with that of the same period in the previous financial year.
This energy report has been completed using information provided by gas and
electricity suppliers and Dalkia who manage the energy centre. It summarises the
consumption (kWh) carbon (tCO2) costs (£ Gross) for:
Imported gas and electricity - energy purchased from gas and electricity
suppliers.
Generated electricity

- electricity generated by the CHP plant.

Exported electricity

- electricity generated and sold to the grid.

The link to the detailed tables showing energy consumption by each metered building
by month is H:\Energy.
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DEGREE DAY DATA

Heating degree days are a measure of the severity and duration of cold weather.
The colder the weather in a given month, the larger the degree day values for the
month. They are a summation over time of the difference between a reference or
base temperature and the outside temperature.

Weather conditions
The table of degree days below shows that the temperature in the first, third and
fourth quarters of 2012/13 were 30% colder than during the previous year. This
resulted in an increased heating demand for most of the year and led to considerably
increased energy demand, costs and carbon emissions.

Figure 2 Degree Day records for the Thames Valley Region.
Degree Day Data
450

400

Degree days
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300
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METHODOLOGY - CO2 CALCULATION

This report uses the standard emission factors provided by Defra and the
environment agency.
The net emissions have been calculated using the following the Carbon Trust
Standard method:
CO2 emissions (CHP) = Natural Gas + Electricity Imported + Gasoil – Electricity Exported

Gas oil is not currently reported and so is not part of the calculation; however the
effect of oil on the results will be negligible.

King’s College Hospital NHS Foundation Trust
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ENERGY ANALYSIS – INVOICED COSTS, CONSUMPTION & CARBON

Figure 3 Summary of invoiced electricity and gas details: 2011 - 2012 and 2012 - 2013.
Period
2012 - 2013 kWh
Tonnes CO2
£ Gross
2011 - 2012 kWh
Tonnes CO2
£ Gross

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Totals
10,222,432 10,547,210 9,654,380 9,612,259 8,372,301 6,946,232 7,890,729 10,739,800 12,068,212 12,246,814 11,228,910 12,248,387 121,777,666
2,143
2,213
2,054
2,060
1,938
1,759
2,013
2,267
2,491
2,543
2,337
2,520
26,338
383,643
397,207 368,474 371,953 352,322 320,041 359,826
402,126
436,199
447,643
409,058
322,929 4,571,420
9,310,490 10,139,789 8,567,731 8,480,119 7,381,242 8,332,611 9,394,507
1,999
2,125
1,909
1,860
1,806
1,811
2,028
289,398
303,409 278,036 268,454 267,550 253,565 322,992

9,761,870
2,163
352,195

The table above presents the imported gas and electricity for all KCH properties.
This excludes:
The effect of generating and exporting electricity which is analysed at the end of this report.
A gas cost rebate of £266,998 in 2012-13.
An electricity cost rebate of £26,873 in 2012-13.

King’s College Hospital NHS Foundation Trust
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10,702,144 12,059,320 11,787,218 10,582,765 116,499,804
2,240
2,494
2,473
2,270
25,177
361,024
396,115
401,079
285,877 3,779,695

ANNUAL ENERGY & CARBON REPORT - 1

ST

APRIL 2012 TO 31

ST

6

ENERGY TRENDS

6.1

ENERGY CONSUMPTION - IMPORTED

Figure 4
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MARCH 2013

Imported electricity consumption
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The results for 2012/13 show the following:


9 % increase in imported electricity consumption.



10 % increase in imported electricity CO2 of 535 tonnes



5 % Increase imported Electricity costs of £55,543

Electricity consumption increased by 9% compared to last year.
This was due to:
King’s increasing in size and more buildings being supplied with electricity.
A very cold year in which electrical heating would have been used more than
the previous year.
The CHP enables the Trust to generate electricity for use on the main site and to
export any excess electricity to the grid. The electricity generated is produced by
CHP engines which are fuelled by gas.
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Figure 5 Gas Consumption 2012 to 2013

Total Gas Consumption
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 4 % increase in imported gas consumption to 110,770 MWh
 4 % increase in imported gas CO2 of 626 tonnes
 7 % increase in invoiced imported gas costs of £ 202,215
Figure 6 Total imported gas & electricity consumption
Total Imported Gas & Electricity Consumption
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5 % increase in imported gas & electricity consumption to 121,777 MWh.



5 % increase in CO2 emissions of 1,162 tonnes.

The graph above show a 5% increase in imported gas and electricity consumption in
this reporting period compared to the same period last year. Carbon emissions have
increased 5 % or 1,162 tonnes.

10
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ENERGY COSTS – IMPORTED

6.2

Figure 7 Total imported gas & electricity costs
Total Gas & Electricity Costs (£) Imported
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7% increase in gas & Electricity costs of over quarter of a million pounds £257,759.
This is in addition to the 17% increase of £561,866 sustained last year.
An increase in energy inflation and the addition of new buildings has
increased energy costs over the last 24 months by over £800,000.
The 7% increase in invoiced gas and electricity costs is mainly the result of:


Increase in gas and electricity costs ahead of the general rate of inflation
since the start of this financial year.



Increased energy consumption driven by a much colder weather conditions
than experienced the previous year.



Increases in the number of buildings to be heated and powered.

King’s College Hospital NHS Foundation Trust

11

11

Annual Energy & Carbon Report - 1st April 2012 to 31st March 2013
6.3

Enc 4.2

GENERATED ELECTRICITY

Figure 8 Total generated electricity consumption

Total CHP Generated Electricity
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 31,018 MWh of electricity generated by the KCH Energy Centre
 2% decrease in generated electricity or 779 MWhs.
The reduced generation was the result of a technical fault on the CHP engines (a
faulty inter trip). Dalkia financially compensated the Trust £58,867 to compensate for
the reduced generation.
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EXPORTED ELECTRICITY

Excess electricity not consumed on site is exported and sold to the grid.
Figure 9 Exported Electricity kWh
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8,825 MWh of electricity exported to the grid.
8 % decrease in exported electricity


8 % decrease in exported CO2 of 361tonnes

Figure 10 Exported Electricity Revenue
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Revenue generated from exported electricity of £498,441.



4,263 tonnes of CO2 exported



11% decrease in exported electricity revenue of £59,542.



8 % decrease in exported CO2 of 361tonnes
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The Trust benefited from £498,441 in revenue generated from selling electricity to the
grid and this also reduced the carbon foot print of the trust by 4,263 tonnes.
Figure 11 Total Electricity Used
Total Electricity Used
(Generated + Imported - Exported)
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Net electricity consumption of 33,200 MWh



3% increase in net electricity consumption.
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NET CO2 EMISSION TONNES (CO2).

In order to calculate the carbon emissions the net effect of exporting electricity and
associated CO2 must be accounted for.

The exported electricity consumption is

subtracted from the total gas and electricity consumption to give the net 2012/13
consumption and CO2 figures.
The net result is an increase in gas and electricity kWh consumption of 5% and an
increase in CO2 emissions by 7%.
Figure 12 Net CO2 Emissions (Tonnes)
Net Carbon Emissions (CO2)
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7% net increase in CO2 emissions of 1,523 tonnes.
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GOLDEN JUBILEE WING – PERFORMANCE.

7

Figure 13 Total Gas & Electricity Consumption
Golden Jubilee Wing
Total Electrcity & Gas Consumption (kWh)
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Total Gas costs

£188,856

Total Electricity costs

£445,995



Total Gas and Electricity costs £634,651



5 % increase gas & electricity costs of £30,945.



1% increase in gas & electricity consumption.



1 % reduction in CO2 emissions of 26 tonnes.

CO2 emissions have reduced by 1% however energy consumption increased by 1%
Discussions took place this year with HPC to seek agreement to include the Golden
Jubilee Building within the Energy Performance Contract that is being delivered
across the main King’s site. This would have enabled carbon reduction projects,
such as taking heating and electricity from the CHP to the GJW to be carried out.
HPC declined to take part in this project but King’s hopes to re-engage with HPC in
the near future regarding these and other projects.
This is the first full year in which the GJW has had LED lighting installed in a number
of areas which will have reduced electricity consumption. We hope to be able to
supply further LED tubes to Sodexo to install to reduce energy consumption further.
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PROGRESS TOWARDS EMISSION TARGETS.

Figure 14 CO2 reduction trend against target
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The carbon reduction target for 2012 - 13 is for emissions to remain
constant despite a growing and more energy intensive estate.
Annual net emissions increased by 1,523 tonnes CO2
The Trust increased the size of its estate over the year by 5,000 m 2. This along with
the much colder weather conditions compared to the previous year resulted in an
increase in carbon emissions of 1,523 tonnes. Despite these adverse circumstances
the Trust has met its target to use energy more efficiently by achieving a reduction in
CO2 per m2.
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ENERGY COST INFLATION
The cost of energy has increased dramatically again this financial year by 7% or
£257,759 to £4,304,422. The total annual cost of gas and electricity increased by
17% last year and 7% this year amounting to a total increase of over £800,000 in two
years.

Carbon Taxation
This is the second year the Carbon Reduction Commitment Tax has been levied.
The charge CRC tax is approximately £230,000 for carbon emissions released this
financial year. This is similar to the charge levied last year just under half a million £s
over two year.
In 2014 this tax will increase to £16 per tonne of CO2 to over £300,000 at the current
rate of CO2 emissions an increase of £77,000.

The CRC tax will initially add

approximately 10% to the rapidly rising cost of energy.

Carbon Price Floor
In addition a further carbon tax has come into place this year - Carbon Price Floor,
which will increase costs by approximately £60,000.

Energy and Carbon sectors
Energy Costs ( Gas & Electricity): 2012-2013
Energy Cost Inflation 10%
Carbon Reduction Commitment Tax
Carbon Price Floor
European Union Emissions Trading Scheme
Total Increase in energy Costs

King’s College Hospital NHS Foundation Trust

Increase
(£) 20132014
£ 430,442
£ 76,590
£ 60,000
£ 50,000
£ 617,032

Total Forecast
Energy &
Carbon Costs
£
£
£
£
£
£

4,037,424
4,734,864
306,590
60,000
50,000
5,151,454
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GREENHOUSE GAS EMISSIONS
The Trust increased its energy consumption and carbon emissions by 5% for 3
reasons:
1. Weather conditions were 30% colder than the previous year resulting in a
much higher demand for heating;
2. King’s is a successful and growing Trust which has increased its energy
consumption as it increases in size. Over the last year King’s has grown by
5,000 m2 with the development of Unit 4, Unit 6 and the energy intensive
Clinical Research Facility;
3. King’s continues to invest in the latest high tech equipment to deliver
improved patient care. This includes MRI and CT scanners which are very
energy intensive pieces of equipment.
The Trust will increase in size again this year with the addition of further new
Buildings all of which will be heated and powered from energy generated sustainably
from the Trust’s Energy Centre. In addition all new buildings and refurbishments are
being designed by the Projects Team with energy efficiency and sustainability as a
priority. As a result of this expansion the Trust set a target this year of maintaining its
carbon emissions at the same level per m2 and to maintain our emissions at their
current level of 22,075 tonnes.
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WATER CONSUMPTION ANALYSIS
Water consumption has continued to fall for the third year running through a
programme of leak detection and water reduction initiatives.
King’s improved upon the 2% decrease in water consumption achieved in 2011 - 12
by reducing consumption by a further 9% or 18,000 cubic metres to 187,504 cubic
metres.
This meant that in 2012 /13 the Trust reduced its spending on water by £10,500 on
the previous year to £310,000.
A proposal for a water reduction project across the hospital estate is in development.
9% reduction in water consumption of 3,352 m3.
reduction in water costs of £10,500
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ENERGY PROJECTS UPDATE

King’s applies for a £3 million Department of Health Energy Efficiency Grant.
In February the Department of Health advertised a grant of £50 million to fund energy
efficiency measures across the NHS. NHS Trusts and Foundation Trusts were
invited to enter into a competitive, two stage application process in order to select
those energy efficiency projects that deliver best practise which will be shared across
the NHS generally.
Kings was successful in passing Stage 1 of the selection process and will learn the
final result in July. If the trust is successful it will be awarded £3 million to deliver
energy efficiency measures across the Denmark Hill site.

This will include

improvements to the heating and hot water systems, upgrading heating control
systems and the wide ranging pipe insulation measures. These measures are being
delivered as part of a wider energy efficiency package known as an Energy
Performance Contract.
An Energy Performance Contract is the Innovative vehicle used to deliver tried and
tested energy efficiency technologies. This approach develops a solution for the
estate as a whole, rather than taking a conventional ‘piecemeal’ approach. It
ensures all elements of the solution are designed to work together in an integrated
fashion.

Energy Performance Contract (EPC)
In March 2013 the Trust awarded a £7.8 million Energy Performance Contract (EPC)
whereby Schneider Electric guarantees a reduction in the Trust’s energy
consumption.
An Energy Performance Contract is where an ESCo (Energy Saving/Services
Company) provide energy managed services through designing, building, managing
and guaranteeing a reduced consumption on a per kilowatt hour basis.

The

proposed EPC is partially self-funded; being partly paid for from guaranteed
reductions in future energy consumption.
The Energy Performance Contract will be delivered in a three-phase process:
Investment Grade Audit and Project Development (Completed);
Implementation of works (18 - 24 months);

King’s College Hospital NHS Foundation Trust

21

ANNUAL ENERGY & CARBON REPORT - 1

ST

APRIL 2011 TO 31

ST

MARCH 2013

Enc 4.2

Long-term Monitoring and Verification (Guarantee), where Schneider

Electric compensates the Trust in the event of any shortfall in guaranteed
consumption savings.
Initial indications indicate that the investment of £7.8m, they will guarantee a
reduction in the Trust’s energy consumption (current spend £3.5m/yr) of about 6%.

Timetable:
Contract awarded to Schneider
Electric
BRSG approval -Investment Grade
Audit
Begin Investment Grade Audit &
Project development
Final SSTP Business Case
Submission to BRSG.
Sign Implementation and Guarantee
contracts.
Mobilisation & contract
commencement date
Projected completion date

11.1

April 2012
19th April 2012
April / May 2012
Nov 2012
Dec 2012
Dec 2012.
June 2014

CAPITAL PROJECTS

The Capital Projects Team - Jason Dodd, Head of projects and Christel Garton,
Daniel Sears, Project managers – have been working to further build energy
efficiency and sustainability measures into the design of refurbishments and new
build projects. This has been particularly successful in the Infill Block 4 project which
will receive all its electricity and heating generated by King’s from its energy center.
In addition the lighting used will be almost exclusively high efficiency Philips LED
lamps.

King’s College Hospital NHS Foundation Trust
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PC POWER MANAGEMENT SOFTWARE

PC management software was successfully installed by the ICT department in 2011.
This project was managed by Harish Patel and delivered by Richard Biggs. This
software detects when computers have been left on out of hours or idle throughout
the day and powers the pc down to save energy.

Over the year this software has saved the trust £67,000 in electricity costs by
powering down PCs that would normally have been left on. The software has saved
the Trust:

£67,000. in electricity costs,
636 tons CO2,
This project had a payback period of less than a year. As this initiative has been so
successful the ICT and CEF departments are investigating the feasibility of rolling
this product out across the PRUH and Orpington hospitals.

Figure 15 Financial savings made from PC management software 2012 – 2013

11.3

HAMBLEDEN WING FRONT LED LIGHTING PROJECT

The facade of the Hambleden Wing will be refurbished over April and May 2013 in
order to give this historic building a facelift for the centenary of King’s. This involved
the steam cleaning of the stonework, maintenance and repair of drainpipes and
windows and the painting of windows. In addition a number of LED light will be
installed to reduce the overall energy consumption used in lighting the front and to
illuminate the portico entrance of the building improving the environment for staff and
patients.

King’s College Hospital NHS Foundation Trust
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Figure 16 Location of LED lighting on the front entrance to Hambleden Wing

11.4

DAY SURGERY SOLAR PANEL PROJECT

Solar Panels were installed on the roof of its Day Surgery unit in February.
Measuring 150 square metres, the 93 panels will generate more than 18,000
kilowatts of electricity for the hospital – enough to power a lighthouse for over a year.
The installation commenced in February 2013 and took three weeks to complete,
with the installers working at weekends to avoid disruption to patients. A one minute
time-lapse video of the solar panels being installed is now available to view on our
YouTube page.

Figure 17 Solar Panel Installation Day Surgery Building.
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DISPLAY ENERGY CERTIFICATES
A Display Energy Certificate (DEC) shows the
energy performance of a building by providing
an energy rating of the building on a scale from
A to G, where A is very efficient and G is the
least efficient. This is based on the actual
amount of energy used by the building over a
period of 12 months.

July &

Site
King's College Hospital
Golden Jubilee Wing
Dental Institute
Day Surgery Centre
Normanby Building
Caldecot Centre
Camberwell Building
Key

Address
Main Hospital Site

Expected Performance
Better than Expected
Worst than Expected

D
C

Postcode
SE5 9RS

15-22 Caldecot Road
SE5 9RS
94-104 Denmark Hill, London SE5 8RX

July &

Typical Dec 2010 Dec 2011 Nov 2012
D
D
D
D
D
D
D

F - 146
E - 119
F - 132
E - 120
D - 100
D - 82
F - 149

E - 115
E - 125
D - 92
G - 208
C - 54
D - 83
E - 111

F - 126
E - 120
D - 91
G - 176
C - 52
C - 75
E - 106

E
F
E

Figure 18 DEC Results by building

DEC
Rating

Total
Ratings

Total
Ratings

Total
Ratings

2010

2011

2012

1

2

A
B

C
D

2

2

1

E

2

3

2

F

3

G

1
1

1

Figure 19 Total number of DECs by rating.
The table above shows that 3 of 7 buildings have an acceptable energy performance
rating as measured by the DEC. This is consistent with the previous year.
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The DEC energy efficiency rating of the buildings above will improve over the next
two years as we:
1. Install energy efficiency technologies across the site.
2. meter gas and electricity more accurately as part of the metering system to be
installed as part of the Energy Performance Contract.
GJW Display Energy Certificate
The recommended Display Energy Certificate Rating for the GJW is a D, however
the DEC achieved for the last three years has been an E. We will be working with
Sodexo and HPC to identify energy efficiency projects that can be implemented to
improve this rating.

Final page

King’s College Hospital NHS Foundation Trust
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Report to:

Finance and Performance Committee

Date of meeting:

30 July 2013

Subject:

Committee Annual Review

Author(s):

Leonie Mallows, Corporate Governance Officer

Presented by:

Graham Meek, Committee Chair

Sponsor:

Roland Sinker, Chief Operating Officer and Simon Taylor, Chief
Financial Officer

Status:

For discussion and approval

1. Background/Purpose
It is an annual governance requirement that each committee of the Board receives and notes
an annual report and self-assessment and reviews its terms of reference. These are
subsequently presented to the Board for approval. The terms of reference form part of the
Trust Risk Management Strategy, which is also reviewed and approved annually by the
Board.
2. Action required
The Committee is asked to note the committee annual report and self-assessment and to
make recommendations for any changes to the terms of reference it thinks are necessary
before making a recommendation that all three documents are submitted to the Board for
approval.
3.

Key implications
There are no direct legal implications.

Legal:
Financial:
Assurance:

This Committee is responsible for monitoring financial performance
on behalf of the Board.
This is part of the annual cycle of reviewing and approving key
governance documents.
There are no direct clinical implications.

Clinical:
There are no direct implications for equality and diversity.
Equality & Diversity:
Performance:
Strategy:

This Committee is responsible for monitoring operational and quality
performance on behalf of the Board.
The work of this Committee plays an important role in developing
the financial and performance aspects of the annual strategic
forward plan.
There are no direct workforce implications.

Workforce:
There are no direct implications for estates.
Estates:
Reputation:

The Trust Risk Management Strategy and Annual Report are public
documents which contain reference to the work, function and
membership of the Finance and Performance Committee.
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Executive summary
The Trust Risk Management Strategy provides a structured approach to the
management of risk as required by the Trust’s regulators and the NHS Litigation
Authority, recognising that risk management is an integral part of governance and
management processes within the Trust. It is reviewed annually and approved by the
Board of Directors.
In line with the Trust’s model of distributed governance, the seven sub-committees of the
Board are jointly charged with providing assurance that the Trust is compliant with
relevant external regulatory bodies and statutory requirements. The Finance and
Performance Committee has specific responsibility for monitoring the financial,
operational and quality performance of the Trust.
1. Background/purpose
As part of the annual process of reviewing the Trust Risk Management Strategy and
governance framework, the Finance and Performance Committee is required to produce
an annual report summarising its work and achievements across the year and to conduct
a self-assessment.
Having considered its performance during the previous year the Committee is then
asked to reflect on its terms of reference to ensure that they continue to be fit for purpose
and meet the needs of the Committee within the governance framework as a whole.
As well as being good practice, this assists the Board when considering the remit and
delegated authority of each of its sub-committees later in the year.
2. Committee Annual Report and Terms of Reference
Attached in appendix 1 is a report of the Committee’s activities during the period from
April 2012 to March 2013.
The report records the committee membership and frequency of meetings. It also
summarises the key discussions which took place and reports that were considered
during the reporting period. The terms of reference which served the Committee during
the year are attached to the report for reference.
3. Committee Self-Assessment
Attached in appendix 2 is a self-assessment document, which follows a standard format
used across all Board committees. It should be read in conjunction with the annual report
and used to highlight any areas for improvement which can then inform the discussion
around terms of reference.
4. Recommendations
The Committee is asked to:
1. Note the committee annual report and self-assessment;
2. Make recommendations for any changes to the terms of reference it thinks are
necessary; and
3. Make a recommendation to the Board that all three documents are approved.
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Finance and Performance Committee
Annual Report
April 2012 to March 2013
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1.

Introduction

The Trust’s Board of Directors has in place a delegated governance framework. In April
2012 it was underpinned by six Board committees: Strategy, Equality & Diversity, Finance &
Performance, Audit, Quality & Governance and Remuneration & Appointments. In
December 2012 an additional committee, the Board Integration Committee, was established.
The Board approves the remit and delegated authority of each committee. Within this
framework, the main purpose of the Finance and Performance Committee is monitor the
financial, operational and quality performance of the Trust and to provide assurance to the
Board that the Trust is compliant with the governance and financial risk ratings submitted to
Monitor each quarter.
To coincide with the Trust’s financial reporting cycle this committee annual report covers the
period from April 2012 to March 2013, during which the Committee met eleven times. This
report summarises those meetings and the work of the Finance and Performance Committee.
2.

Meetings, Membership and Terms of Reference

The Finance and Performance Committee was chaired by Non-Executive Director and Trust
Vice-Chair, Graham Meek. All members of the Trust Board sat on the Committee throughout
the reporting period together with the Assistant Director of Performance & Contracts, Deputy
Director of Finance and the Head of Capacity Planning & Service Development. Other
persons attended at the invitation of the Chair.
Meetings were scheduled once a month to coincide with Board of Directors meetings and a
record of attendance was maintained. The exception was the month of August during which
there was no Committee or Board meeting, although the key reports were prepared and
circulated in the usual way and committee members were invited to comment.
The specific remit of the Finance and Performance Committee is to:
Monitor the monthly finance, operational and quality performance of the Trust;
Be aware of the key current performance issues and any indicators where there
is a downward trend in performance, and receive assurance that actions are
being taken to bring performance back on target;
Receive reports from divisions on strategy, operational, quality and financial
performance against Trust’s key performance indicators, including plans to
address any key performance issues; and
Provide assurance to the Board of compliance with governance and financial risk
ratings submitted to Monitor each quarter.
The full terms of reference (ToR) can be found on the last page of this report. The current
ToR were approved by the Committee in June 2012 and subsequently by the Board.
There is a standing item at every Board of Directors meeting to receive the minutes from
board committee meetings, including the Finance and Performance Committee. The terms of
reference, annual reports and self-assessments of all Board committees were formally
received and discussed by the Board of Directors between May and September 2012. The
purpose of this was to allow executive and non-executive directors to record their views on
the performance of the various committees and to support the on-going process of Board
self-certification.
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In October 2012 the Board approved the Trust Risk Management Strategy which contained
the ToR for all Board Committees.
3.

Work of the Finance and Performance Committee during 2012/13

At each meeting the Committee reviewed the monthly finance and performance reports and
received the treasury management report. Robust discussions of key issues took place and
committee members had the opportunity to ask for further information and assurance.
The Committee also received a number of reports on specific issues identified through the
financial and performance management systems and played an important role in quarterly
submissions to Monitor and the annual process of submitting the Trust’s annual plan and
budget for the new financial year to Monitor.
Some of the key reports and issues discussed throughout the reporting period are outlined
below:
3.1 Monthly Finance Report
Each month the Committee discussed the current financial position and its proximity to
the planned position and financial risk rating. Factors which had contributed to the
favourable or adverse movement, for example, winter pressure funding, over-spend on
bank and agency staff were highlighted. The development, risk-assessment and year to
date performance by division of the cost improvement programme (CIP) were also
monitored.
The reports also included summaries of other key financial areas including: income and
expenditure by division, progress against the capital plan, capital expenditure year to
date and its projected variances against the plan, analysis of debtors and creditors, cash
flow projection and private patient income.
3.2 Monthly Performance Report
Current performance against all of the national access targets were presented and
discussed by the Committee each month. Where a target had not been achieved or was
at risk of not being achieved, the contributing factors were highlighted and plans for
improving performance were outlined.
Infection prevention and control performance was scrutinised each month through the
summary of cases of hospital acquired infections (notably MRSA and C-difficile) year to
date and the on-going actions to improve the trajectory of cases in order to stay within
the quotas set by Monitor.
The Committee reviewed the Trust’s position in relation to the financial and governance
regulatory requirements of Monitor and the CQC as well as the contractual obligations of
commissioning contracts and CQUIN schemes. The CQC’s Quality Risk Profile of the
Trust, including any adverse or positive movements against CQC outcomes were
monitored.
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3.3 Monthly Trust Scorecard
The Trust’s scorecard for 2012/13 consisted of 56 key performance indicators grouped
into five sections: clinical effectiveness, safety, patient experience, financial &
operational efficiency and staff measures.
At each meeting the Committee received the latest Trust scorecard which showed for
each indicator the target, the current month’s performance, previous month’s
performance and previous year’s performance, along with the Red/Amber/Green status
and the trend in performance. The scorecard also included a breakdown by division and
graphs for each individual indicator to show the trend in performance over the last 12
months.
3.4 Specific Issue/Performance Reports
Through the course of the reporting period a number of specific issues and areas of
performance were reported in more depth. These included:
Emergency care action plan
Referral to treatment action plan
Infection control action plan
Capacity planning
Winter review
Mandatory education and training system
Day Surgery Unit
Service line reporting

3.5 Quarterly and Annual Submissions to Monitor
Under Monitor’s reporting regime, the Trust is required to make quarterly in-year
submissions which include a financial and performance risk rating, certification of
compliance with governance statements and the results of any governor elections.
At the close of each quarter during 2012/13 the Committee was asked to consider the
ratings, statements and information proposed for submission and to make
recommendations to the Board.
Similarly, at its April meeting the Committee considered and discussed the 16
governance statements which the Trust was required to self-certify compliance or noncompliance with for the year ahead and make recommendations to the Board. The
governance statements formed part of the Trust’s Annual Plan which was submitted to
Monitor in May 2012.
As part of this discussion the Committee also considered key performance indicators
under Monitor’s Compliance Framework 2012/13 and debated and risk-assessed the
Trust’s ability to meet each indicator across the year before recommending selfcertification of compliance or non-compliance.
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BOARD OF DIRECTORS FINANCE AND PERFORMANCE COMMITTEE
TERMS OF REFERENCE

Name of Committee

Finance and Performance Committee

Chair

Graham Meek, Non-Executive Director

Executive Leads
Secretary

Chief Financial Officer & Chief Operating Officer
Corporate Governance Officer

Membership

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

Quorum

Three members including at least one non-executive director and two
executive directors from amongst the CEO, CFO and COO.

Frequency of meetings

Monthly

Overall Purpose




Terms of Reference

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

1.

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

2.

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

3.

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

4.

Review Trust performance against Monitor governance and
finance risk ratings prior to submission to the Board, including
the Annual Plan and quarterly submissions to Monitor.

5.

To review the following financial areas:
- Financial Budgets
- Financial Statements
- Outline Capital Programme
- Delegated limits
- Financial Strategy
- Working Capital Requirements
- Projected and Actual Cash Flow
- Use and availability of working capital facilities
- Aged debtors and creditors
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- Capital Programme and major variances
- Resource Implications of Risk Assessments from the Quality
and Governance Committee
- Full year and medium term forecasts
- Funding requirements
- Borrowing requirements
- Income and Expenditure
- Balance Sheet position
- CIP Updates including RAG rated proposals
6.

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

Reports to

Board of Directors

Receives reports from

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

Reporting Committees
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Committee Chair: Graham Meek

Issue
1

2

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

Priority Yes No N/A

1

1

Comments/Action


Refer to Terms of Reference attached to the
Committee Annual Report in Appendix 1



The Finance & Performance Committee ToR were
reviewed and approved in June 2012 by the Committee
and subsequently by the Trust Board in September
2012.
Finance & Performance Committee ToR are reviewed
annually as part of an overarching review of the Trust’s
Risk Management Strategy.

Yes

Yes


3

Are the terms of reference regularly
approved by the board?


1

Yes

The Risk Management Strategy, which includes the
Finance & Performance Committee ToR, is reviewed
annually by the Quality & Governance and Audit
Committees prior to consideration and approval by the
Board of Directors. The Audit Committee reviewed the
Risk Management Strategy on 25 September 2012;
and the Board of Directors approved it on 30 October
2012.

Priority: 1 High; 2 Medium; 3 Low
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4

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


2


Appropriate size

Yes

Suitable skills of members

Yes
Yes

Quorum arrangements defined
5

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

6

Does the committee ensure that
independent members have sufficient
knowledge of the organisation to identify
key risk areas and to challenge line
management on critical and sensitive
matters?
Access to Board papers and all
necessary information
Meeting with relevant managers

7

Are members, particularly those new to
the committee, provided with the
necessary induction and training


1

Yes


2


Yes
Yes



2

Yes


Membership includes all non-executive and executive
directors, including the Trust Chair and the Chief
Executive.
Quorum requires the attendance of 3 members
including at least one non-executive director and two
executive directors from amongst the CEO, CFO and
COO. A record of attendance is maintained together
with the minutes. All meetings of the Finance &
Performance Committee have been quorate during
2012/13.
7 non-executive directors (one is the Trust Chair) sit on
the Committee. All are considered to be independent.

All committee members sit on the Board and at least
one other Board committee.
The key reports which are discussed at the Committee
are also on the agenda for the Board meeting.
There are 4 scheduled Board seminars per year.
Frequently, seminar topics are selected that will
support a deeper understanding of the issues for all
Board/Committee members.
Committee papers are uploaded to BoardPad 3
workings days in advance of the meetings, providing
adequate time for the papers to be reviewed by all
members.
All new Board Directors receive induction training and
information/training needs are kept under continual
review.
The Trust has engaged KPMG to conduct an
evaluation of the Board in summer/autumn 2013 which

Priority: 1 High; 2 Medium; 3 Low
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will inform Board development activities.

8

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


2

Yes



9

10

11

Has the committee formally considered
how it integrates and cross-refers with
other committees?

D: Work Plan
Does the committee have a plan of
matters to be dealt with over the coming
year?
Timetable produced showing topics to
be discussed at each meeting
Flexibility to cover new/emerging
issues
Does the committee monitor progress
against the work plan at regular
intervals?


2

Yes



2

Yes

Minutes of each committee meeting during the
reporting period were submitted/ received by the
Board. This is tracked on the Board work plan held by
the Board Secretary and confirmed in the Board
minutes.
The Finance & Performance Committee annual report
is submitted to the Board for comment and approval.
Non-executive directors have cross membership of
Board Committees
Where appropriate the Committee refers issues to
other committees, such as Audit, Quality &
Governance and Strategy, and vice versa.

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

Yes

2

Yes


The Committee Chair, the CFO and COO, with the
Corporate Governance Officer, plan and maintain
meeting agendas and the work plan
An action tracker is received by the Committee at each
meeting to ensure timely completion of actions.

Priority: 1 High; 2 Medium; 3 Low
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12

13

Are changes to the committee’s current
and future workload discussed and
approved at Board level?
Annual review of Terms of Reference
and its relevance
Board approval of Terms of
Reference
Does the Committee have a mechanism
to keep it aware of topical, legal and
regulatory issues?
Standing agenda item
Member assigned with portfolio
role for legality/regulatory issues



The Board of Directors is required to review and
approve the Risk Management Strategy (which
includes the Committee’s ToR) and the Committee
Annual Report and BAF Policy on an annual basis.
This is scheduled into the Board of Director’s work
programme.



The performance report is a standing item on the
agenda and contains a section on current regulatory
and contractual performance.
All executive directors sit on the Committee. Together
their portfolios cover corporate and clinical
governance, legal services and managing the Trust’s
relationship with regulators.
Non-executive members of the Committee bring a
breadth of experience and skills, which includes
healthcare, the NHS, legal practice, finance and audit.

2
Yes
Yes

3
Yes



Yes


14

15

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

3



The Corporate Governance Officer has provided
secretarial support to the committee throughout the
reporting period.



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

Yes

3

N/A

Priority: 1 High; 2 Medium; 3 Low
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16

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

17

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

18

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

19

20

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



The committee met 11 times during 2012/13.



The timings of meetings have been adjusted as
necessary.



Committee meetings are scheduled in alignment with
the Board work plan and timetable and quarterly and
annual submissions to Monitor.



Papers are circulated to committee members 5 days (3
working days) before the meeting.



Draft minutes are produced for the executive leads, the
COO and CFO, and the Committee Chair to approve
as soon as possible after the meetings.
Full minutes are circulated to members along with all
other papers 3 working days before the next meeting.

1
Yes
Yes

2

Yes

2

Yes

2

Yes

2

Yes


Priority: 1 High; 2 Medium; 3 Low
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21

22

23

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

2

Yes

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

2

Yes

3

Yes

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



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



The Finance and Performance Committee annual
report is discussed and approved at a committee
meeting and then submitted to the Board for approval.



A description of the role of the committee and NED
membership is recorded in the Trust Annual Report.

Priority: 1 High; 2 Medium; 3 Low
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Report to:

Quality and Governance Committee

Date of meeting:

25 July 2013

Subject:

Committee Annual Review

Presented by:

Judith Seddon, Associate Director of Governance & Assurance

Sponsor:

Prof Ghulam Mufti, Committee Chair

Status:

For discussion and approval

1. Background/Purpose
It is an annual governance requirement that each committee of the Board receives and notes
an annual report and self-assessment and reviews its terms of reference. These are
subsequently presented to the Board for approval. The terms of reference form part of the
Trust Risk Management Strategy, which is also reviewed and approved annually by the
Board.
2. Action required
The Committee is asked to note the committee annual report and self-assessment and to
make recommendations for any changes to the terms of reference it thinks are necessary
before making a recommendation that all three documents are submitted to the Board for
approval.
3. Key implications
Legal:
Through the quality and governance reporting framework, to monitor
compliance with and the Care Quality Commission’s Essential
Standards of quality and safety, NHS Litigation Authority Standards
complementing the role of the Finance & Performance Committee
and provide assurance to the Board.
Financial:

There are no direct financial implications.

Assurance:

This is part of the annual cycle of reviewing and approving key
governance documents.

Clinical:

There are no direct clinical implications.

Equality & Diversity:

There are no direct implications for equality and diversity.

Performance:

The core purpose of the Quality and Governance Committee is to
provide assurance to the Board on all aspects of quality and
governance and to review performance against the three
dimensions of quality; Patient Safety, Patient Experience and
Patient Outcomes.

Strategy:

There are no direct implications for performance.

Workforce:

There are no direct workforce implications.

Estates:

There are no direct implications for estates.

Reputation:

The Trust Risk Management Strategy and Annual Report are public
documents which contain reference to the work, function and
membership of the Quality and Governance Committee.
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Executive summary
The Trust Risk Management Strategy provides a structured approach to the
management of risk as required by the Trust’s regulators and the NHS Litigation
Authority, recognising that risk management is an integral part of governance and
management processes within the Trust. It is reviewed annually and approved by the
Board of Directors.
In line with the Trust’s model of distributed governance, the seven sub-committees of the
Board are jointly charged with providing assurance that the Trust is compliant with
relevant external regulatory bodies and statutory requirements. The Quality and
Governance Committee has specific responsibility for monitoring the effectiveness of
governance and risk management structures and systems as detailed in the Trust’s Risk
Management Strategy and Board Assurance Framework Policy making
recommendations to the Board as necessary, and with a particular focus on the three
quality domains of patient safety, patient outcomes and patient experience together with
organisational safety.

1. Background/purpose
As part of the annual process of reviewing the Trust Risk Management Strategy and
quality governance framework, the Quality and Governance Committee is required to
produce an annual report summarising its work and achievements across the year and to
conduct a self-assessment.
Having considered its performance during the previous year the Committee is then
asked to reflect on and its terms of reference to ensure that they continue to be fit for
purpose and meet the needs of the Committee within the governance framework as a
whole.
As well as being good practice, this assists the Board when considering the remit and
delegated authority of each of its sub-committees later in the year.
2. Committee Annual Report
Attached in appendix 1 is a report of the Committee’s activities during the period from
April 2012 to March 2013.
The report records the committee membership and frequency of meetings. It also
summarises the key reports and discussions which took place during the reporting
period. The terms of reference which served the Committee during the year are attached
to the report for reference.
3. Committee Self-Assessment
Attached in appendix 2 is a self-assessment document, which follows a standard format,
used across all Board committees. It should be read in conjunction with the annual report
and used to highlight any areas for improvement which can then inform the discussion
around terms of reference.
4. Terms of Reference
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As recorded in the Committee Annual Report, a discussion took place at the March
committee meeting about reconsidering the structure, remit and reporting methodology
of the Quality and Governance Committee following the recommendations of the Francis
Report. The core principles that were agreed included opening the Committee’s
membership to the full Board and a Division to attend and report on issues at each
Committee meeting going forward,
Committee members are now asked to formalise those changes and reflect them in the
terms of reference.

5. Recommendations
The Committee is asked to:
1. Note the committee annual report and self-assessment;
2. Make recommendations for any changes to the terms of reference it thinks are
necessary; and
3. Make a recommendation to the Board that all three documents are approved.
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APPENDIX 1

Quality & Governance Committee
Annual Report
April 2012 to March 2013
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1. Introduction
The Trust’s Board of Directors has in place a delegated governance framework which is
underpinned by six Board committees. From April 2012-March 2013 these were: Quality
& Governance, Equality & Diversity, Finance & Performance, Audit, Strategy and
Remuneration & Appointments. Within this framework, the main purpose of the Quality
& Governance Committee is to monitor the effectiveness of the Trust’s quality
governance and risk management structures and systems as detailed in the Trust’s Risk
Management Strategy and Board Assurance Framework Policy making
recommendations to the Board as necessary, and with a particular focus on the three
quality domains of patient safety, patient outcomes and patient experience together with
organisational safety.
The Committee is also responsible for reviewing trends and key risks arising from
incidents, claims and complaints and monitoring performance and compliance against
the NHS Litigation Authority Acute Risk Management Standards, and CQC essential
standards/outcomes, National Audits and NICE guidance.
To coincide with the Trust’s financial reporting cycle this Committee annual report covers
the period from April 2012 to March 2013. During this time the Committee met six times
and this report summarises those meetings and the work of the Quality and Governance
Committee.
2. Membership and Terms of Reference
The Quality and Governance Committee was chaired by Non-Executive Director
Professor Alan McGregor until his term of office ended in December 2012. Prof Ghulam
Mufti was appointed in December 2012 as Non-Executive Director with responsibility to
chair the Quality & Governance Committee. The membership comprises three other
Non-executive Directors, including the Trust Chair Professor Sir George Alberti.
Membership also includes a number of Executive Directors, including the Chief
Executive, plus continued representation from the Trust’s commissioners in Southwark.
A full list of membership can be found in the Committee terms of reference (ToR) in
Appendix 1a attached to this report. The current ToR was approved by the Committee in
April 2012 and subsequently by the Board. They will be reviewed in July 2013.
Currently, other Board members may attend as they wish; other persons may attend at
the invitation of the Chair. However, following the recommendation of the Francis report,
the Committee suggested at its meeting on 14 March 2013 to make a recommendation
to the Board to open the Committee’s membership to the full Board in line with the
Finance & Performance and Strategy committees. This was approved by the Board of
Directors meeting on 21 May 2013.
Meetings are scheduled once every two months and a record of attendance is
maintained.
There is a standing item at every Board of Directors meeting to receive the minutes from
Board Committee meetings, including Quality and Governance. The Board also receives
a number of the reports discussed in more detail at an earlier Committee meeting. In
addition, the quarterly Quality and Governance report is circulated to Lambeth Business
Support Unit and NHS SE London and is reviewed with Commissioners at the regular
Quality Meetings.
The adequacy of the Trust’s governance and risk management systems and processes
are also subject to the scrutiny of the Audit Committee through internal and external
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audit, and are informed by other regulatory and accreditation bodies including but not
limited to those listed in the terms of reference.
The terms of reference, annual reports and self-assessments of Board Committees,
including the Quality & Governance Committee, were formally received and discussed by
the Board of Directors at Board meetings between April and September 2012. The
purpose of this is to allow Executives and Non-Executives who are not members of a
particular committee to record their perspective on different committees’ performance
and to support the ongoing process of Board self-certification.
3. Work of the Quality & Governance Committee
The committee has reviewed in detail a number of key reports/documents during the
year. These are outlined below:
3.1 Trust Risk Management Strategy & Board Assurance Framework (BAF) Policy
The Trust’s Risk Management Strategy and overarching Board Assurance
Framework (BAF) Policy are reviewed annually and approved by the Board of
Directors. This is a requirement of the NHS Litigation Authority ARMS assessment to
ensure that the governance framework and supporting processes and systems reflect
the Trust’s infrastructure and continue to meet the requirements of both the NHS
Litigation Authority and the Department of Health.
In October 2012, following recommendation from the Quality & Governance
Committee and the Audit Committee, both the Risk Management Strategy and the
BAF were approved by the Board of Directors.
In line with the Risk Management Strategy, the Trust has in place an integrated
database which records all adverse incidents, complaints and claims. This ensures
that there is a comprehensive overview of risk issues which enables emerging
themes to be identified and actions plan developed and monitored. Any risks
associated with the BAF are included on the Trust risk register (see below) and as
such are reported and updated to this committee on a quarterly basis.
3.2 Board Assurance Framework and Trust & Divisional Risk Registers
On a quarterly basis, in accordance with the Risk Management Strategy and the BAF
Policy, the Quality and Governance Committee has reviewed the Board Assurance
Framework risks and all Corporate or Divisional risk registers where the risks have
been assessed as red or amber using the risk assessment matrix. The
appropriateness of scoring and adequacy of controls and action plans are reviewed,
with risks subsequently being moderated following review by the Director
accountable. The Committee has on occasions sought further clarification on the risk
description or the progress and timeliness of actions.
The committee also receives a summary of risks held on the Maternity Services risk
register, which forms a part of the quarterly Maternity Report (see below for further
detail).
The Board has agreed that there will be a full review of the risks identified within the
Board Assurance Framework following the proposed acquisition of Princess Royal
University Hospital on 1 October 2013, to ensure that the risks of the enlarged
organisation are captured, and monitored going forward.
3.3 Trust Quality & Governance Quarterly Report
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The Committee continued to receive the quarterly report, which, focus on the three
quality domains: patient safety, patient experience and patient outcomes. It also
addresses issues of organisational safety.
It is recognised that the quarterly Quality & Governance report is continuing to evolve
within its new format. Issues and themes that have been reported on and considered
during the year include:
Patient Safety
 Synopses of Serious Incidents and Never Events which occurred during the
reporting period, and details of remedial actions taken in response;
 Profile of reported incidents by Division, type, result and degree of harm;
 Risks identified by theme with supporting data and details actions taken to
mitigate risk in these areas e.g. deteriorating patients, consistent use of the
safer surgical checklist, medication safety, patient falls, pressure ulcers and
infection control;
 Details of service improvements and changes in practice as a result of risk
management;
 Review of compliance with safety alerts issued by the National Patient
Safety Agency (NPSA); and
 Details of inquests and clinical negligence claims.
 Progress report against patient safety quality priorities
 Findings arising from CQC inspections and related actions
Patient Experience
 Overview of the process to produce the Trust Quality Account and develop
quality priorities;
 Overview of complaints and corresponding PALS activity;
 Examples of service improvement arising from complaints and PALS;
 Review of the ‘How are we doing?’ inpatient survey results;
 Review of Trust performance against CQUIN targets;
 Trust performance in National CQC Surveys e.g. Maternity, Inpatient;
 Details of the patient experience work stream within King’s Transformation
programme; and
 Overview of King’s profile on external patient opinion websites;
 PROMS
Patient Outcomes
 Trust performance against domains 1,2 and 3 within the NHS Outcomes
Framework, mapped to regulatory standards and assurance frameworks;
 Overview of Trust participation in national and Trust-wide clinical audit
programmes;
 Review of compliance with National Institute for Health and Clinical
Excellence (NICE) guidelines;
 Review of mortality outlier alerts from Dr Foster Intelligence;
 Areas of excellence and areas requiring improvement, and a comparison
with national averages and peer averages;
Organisational Safety
 Overview of proactive and reactive health and safety performance
indicators;
 Breakdown of health and safety and security incidents and RIDDOR
notifications;
 Details of reviews and actions taken in response to a health and safety
incidents;
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Mandatory staff training statistics;
Summary of the annual moving and handling equipment audit, risk
assessments and adverse incidents.

It is a requirement under the NHS Litigation Authority’s Acute Risk Management
Standards that the Board of Directors or its nominated committee considers in detail
trends in adverse incidents (clinical and non-clinical), complaints and clinical
negligence claims.
Analysis of risk trends arising from incidents, complaints, claims and inquests within
specialties and across the Trust are incorporated into the patient safety and patient
experience sections of the Quality & Governance report.
The four sections of the report make reference to their respective feeder
committees and the strategic objectives of those committees (see below).
3.4

Feeder Committees
The work of the Committee is supported by four feeder committees:





Patient Safety Committee, chaired by Medical Director, Dr Michael Marrinan;
Patient Outcomes Committee, chaired by Director of Nursing and Midwifery
& DIPC, Dr Geraldine Walters;
Patient Experience Committee, chaired by Director of Corporate Affairs,
Jane Walters; and
Organisational Safety Committee, chaired by the Chief Operating Officer,
Roland Sinker.

Whether monthly, bi-monthly or quarterly, the minutes of all feeder committee
meetings are received by the Quality & Governance Committee for information. In
turn, the work of these feeder committees is informed by other Trust committees
which include:





Mortality Monitoring Committee;
Clinical Effectiveness Committee;
New Clinical Procedures Committee; and
Emergency Planning and Business Continuity.

In addition, the Information Governance Steering Group continues to report to this
committee.
3.5 Maternity Services
It is a requirement of the NHSLA Maternity Standards/ CNST that Maternity Services
provide a detailed report analysing adverse incidents, complaints, and claims &
inquest themes.
The Committee approved the Maternity Risk Management Strategy on 05 April 2012.
The Strategy links in with the Trust’s overarching strategy for risk management and it
was developed to align the specific requirements of the Clinical Negligence Scheme
for Trusts (CNST).
The quarterly Maternity report is received by the Quality & Governance Committee,
with exception reporting being provided as necessary to address any significant
issues. Issues highlighted to the Quality and Governance during the year includes:


Increasing demand for use of the maternity services resulting in insufficient
space and inability to treat women appropriately.
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4.



Managing staffing during peaks of high demand.



Correct interpretation of Foetal Heart Monitoring.



Number of consultant hours needed to comply with safer childbirth

Other Reports
In addition to those outlined above, the following reports were received by the
committee for review during the course of the year:
















5.

Nursing performance report;
Safeguarding Children and Adults;
Director of Infection Prevention and Control (DIPC) quarterly report and
infection control action plan;
Eliminating Mixed Sex Accommodation report;
CQC Routine Inspection report and CQC Inspection of Termination of
Pregnancy Services report;
CQC National Inpatient and Outpatient Surveys;
Report on the Trust’s work to identify and improve outcomes for deteriorating
patients
National Staff Survey
Draft Quality Account and six month review of progress against Trust quality
priorities;
Information Governance 6 month update including IG toolkit and compliance
action plan; and
Caldicott Guardian report on confidentiality and breaches;
The Patient Engagement and Experience Strategy, which replaced the
Patient and Public Involvement Strategy;
Draft CQC Review of Compliance report following their inspection in August
2013 with the focus on dignity and nutrition;
Patient Complaints Annual Report 2011/12;
Patient Video Stories project, outlining the Trust’s approach to improving
patient experience through the use of patient video stories.

Reviews
Internal
Monitor’s Quality Governance Framework Self-Assessment
The Committee reviewed the annual self-assessment against Monitor’s Quality
Governance Framework and supporting evidence of compliance in April 2013 prior to
consideration by the Board.
Self-Certification against the Annual Plan Board statements
In April 2013, the Committee received and reviewed a schedule of assurance selfcertifying against Board statements contained within the Annual Plan. The Committee
recommended that the Board should not self-certify against the statement on ensuring
compliance with the term of authorisation and all targets. This was subsequently
approved by the Board of Directors following discussion/report at the Finance &
Performance Committee.
Mock CQC Inspection – Registration of Trust Satellite Units as separate
Locations
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Prior to the application to seek CQC registration of six satellite units as separate
locations, a CQC-style mock inspection was carried out to identify and close gaps
which may affect registration. The mock inspections are being rolled out across
Divisions supported by the Deputy Director of Nursing and the Assurance team as
required.
External Regulatory Bodies
CQC Routine Inspection Review of Compliance – 29 August 2012
A team of inspectors visited the Trust as part of an unannounced routine inspection.
The inspection had focused on dignity and nutrition. A number of wards were visited
including – Friends’ Stroke, Annie Zunz, Byron, Marjorie Warren and Donne. The formal
report was very positive and no concerns about the quality of care in these areas were
raised.
CQC Quality Risk Profile (QRP)
The Committee received the QRP at each meeting. During the year the profile
remained steady with no significant adverse movements. The CQC Profile is jointly
reviewed by the Performance and Assurance Team and mortality outliers are referred
to Clinical Effectiveness for review under the Trust’s Mortality Outlier reporting
framework.
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APPENDIX 1a
Committee
Name

Quality and Governance Committee

Chair

Non-Executive Director

Executive
Leads

Medical Director
Director of Nursing & Midwifery
Director of Corporate Affairs

Secretary

Corporate Governance Officer

Membership
All Board Members
Associate Director of Governance
Southwark PCT representatives
Frequency of
Meetings:

2 monthly

Quorum

5 members including at least one Non-executive and Executive Director.
Members are required to attend a minimum of 2 meetings within a 12 month
period.

Main Purpose
of Committee

To provide assurance to the Board on all aspects of quality and governance. To
review performance against the three dimensions of quality:


Patient Safety



Patient Experience



Patient Outcomes

And
 Organisational safety


Information governance.



Compliance with a range of external regulatory bodies

Through the quality and governance reporting framework, to monitor compliance
with and the Care Quality Commission’s Essential Standards of quality and safety,
NHS Litigation Authority Standards complementing the role of the Finance &
Performance Committee and provide assurance to the Board.
To review the Self Certification Statements and Annual Plan and compliance with
Monitor’s Quality Governance Framework prior to consideration by the Board of
Directors. To monitor progress against the priorities outlined within the Quality
Accounts.
Terms of
Reference

1. To provide assurance to the Board by reviewing performance and
monitoring compliance with the regulatory requirements and national
standards set down by external regulatory bodies including but not limited
to the following:
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Care Quality Commission Essential standards of quality and safety



NHS Litigation Authority Acute Risk Management Standards



Health Service Ombudsman investigations



National Patient Safety Agency/ NHS England



Human Tissue Authority



Medicines & Healthcare Products Regulatory Authority



Health & Safety Executive.

2. To ensure the Trust has in place trust-wide integrated risk management
processes and systems which enable reactive and proactive risk
identification.
3. To act in accordance with the Trust’s Board Assurance Framework Policy
by undertaking the systematic review of major risks assessed as red and
amber identified via the Trust’s risk register and to consider the adequacy
of controls, action plans and sources of assurance. To make
recommendations to the Board of Directors on the acceptance or nonacceptance of risks and the escalation of risks onto the corporate risk
register.
4. To review the annual Self Certification Statements and Annual Plan
including compliance with Monitor’ Quality Governance Framework
considering/identifying any associated risks and making recommendations
to the Board of Directors as appropriate.
5. Through the Patient Outcomes, Patient Safety, Patient Experience and
Operational Safety committees and the Information Governance
Steering Group to monitor and consider:
i)

Patient Outcomes



Reports on patient clinical outcomes including mortality



Delivery of clinical effectiveness objectives



Evidence of the effective implementation of clinical good practice,
recommendations arising from national confidential enquiries, NICE
guidelines



Participation in national and local audits and other national reports



To monitor progress against patient outcome quality priorities outlined
in the Trust’s Quality Accounts

ii)

Patient Safety



Trends arising from incidents/near misses, claims, complaints reports
on a quarterly basis or more frequently if required.



To receive detailed reports on patient safety and the management of
risks within maternity and other services.



The findings of investigations into serious incidents/events making
additional recommendations as appropriate.
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To receive progress reports against agreed action plans ensuring that
the action taken is adequate and timely.



To ensure that findings, recommendations and actions are
systematically reported to the Board.



To monitor progress against the patient safety quality priorities

iii) Organisational Safety


All aspects of Health and Safety



Safeguarding Children and Vulnerable Adults



Mandatory training



Business Continuity & Emergency Preparedness

iv) Patient Experience


Quarterly integrated reports on patient experience including trends
arising from patient surveys, complaints and PALS and the Trust’s
patient experience indicators



Evidence of compliance against national requirements for delivering
Same Sex Accommodation



Foundation Trust membership strategy and Involvement



Patient & Public Involvement Strategy



Progress in implementing the recommendations of Healthcare for All



Implementation of the End of Life Care project



Across the core components of the framework to ensure that
appropriate action is taken to address significant/serious issues in
order to mitigate/reduce the risk to patients, staff and the Trust and
deliver improvements in patient outcomes, patient safety and
experience and operational safety



To monitor progress against the key patient experience quality
priorities outlined

6. Information Governance
To receive reports from the Information Governance Steering Group on:


Progress in meeting the requirements of the Information Governance
Toolkit



Compliance with the Records Management NHS Code of Practice



The implementation of Information Lifecycle Management and the
underpinning processes, policies, practices and tools to ensure the
Trust has in place an appropriate infrastructure for retaining
information.



Caldicott Guardian report on key issues

7. Other regular reports:
To receive regular quality reports on the following:


Nursing Performance Report



Annual Infection Control Report



Quarterly DIPC report
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Safeguarding Children’s & Adults Reports



Review of latest CQC Quality Risk Profile

8. To report to the Board on the effectiveness of the Trust’s Quality and
Governance arrangements and make recommendations as necessary.
To undertake a Committee Self Assessment of the effectiveness of the
committee’s governance arrangements together with an annual report of
the work of the committee to be submitted to the Board of Directors
annually.
The terms of reference will be reviewed annually.
Reporting
Committees

Patient Outcomes Committee
Patient Safety Committee
Organisational Safety Committee
Patient Experience Committee
Information Governance Steering Group
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Quality & Governance Committee
Self-Assessment
April 2012 to March 2013

ARMS related standard: 1.3, 1.4
Date: 25 July 2013
Prepared by: Assistant Director of Governance
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Issue

Priority Yes No

N/A

Comments/Action

A: Establishment
1

Does the Committee have written terms
of reference that adequately and
realistically define the Committee’s role in
accordance with the NHS regulatory
framework and the Trust’s own
Constitution and Standing Orders? (To
include details of membership, quorum,
and attendance, frequency of meetings,
authority, duties and reporting
procedures).

2

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

3

Are the terms of reference regularly
approved by the board?

1

Yes

3

Yes

1

Yes



Refer to the Terms of Reference relevant during the
period April 2012-March 2013. They are contained
within the Committee Annual Report in Appendix 1.



Committee ToR is reviewed annually as part of an
overarching review of the Trust’s Risk Management
Strategy.



In light of the recommendations and findings of the
Francis Report, it was agreed by the Board to extend
the membership of the Quality & Governance
committee to the full Board. This will be in place from
July 2013.



The Risk Management Strategy, which includes the
Quality & Governance ToR, is reviewed annually by the
Quality & Governance & Audit Committees prior to
consideration and approval by the Board of Directors.
The Audit Committee review and approved the strategy
on 25 September 2012; and the Board of Directors
approved it on 30 October 2012. The Trust’s Risk
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Management Strategy 2013 will be amended to reflect
the enlarged organisation following the proposed
acquisition of Princess Royal University Hospital in
October 2013.

B: Composition
4

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

2

Yes

Suitable skills of members



Quorum requires the attendance of at least one NonExecutive Director and one Director. All meetings of the
Quality and Governance Committee have been quorate
during 2012-13. At each meeting a representative from
the Trust’s commissioners has attended. A record of
attendance is maintained together with the minutes.



Until July 2013, there were 4 Non-Executive Directors
amongst the membership of the Committee, one of
which is the Trust Chair. From July 2013, the
Committee will have full Board membership.



The term of office for one Non-Executive Director and
chair of the committee ended in December 2012; a
replacement was appointed in December 2012.



Commissioner membership has been reviewed in light
of changes to the commissioning infrastructure. From
February 2012, and going forward, there will be one
representative for both Lambeth and Southwark on the
membership of the Committee.

Yes

Quorum arrangements defined

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

Committee membership includes Non-Executive and
Executive Directors, including the Trust Chair, the Chief
Executive and Medical Director, plus representatives
from the Trust’s commissioners. From July 2013 the
membership of the Committee will be extended to the
full Board.

Yes

Appropriate size

5



1

Yes
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6

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

2



This includes induction, Directors’ workshops, 1:1,
seminars and additional Board briefings as required.



In part. However, it is recognised that this needs to be
strengthened. Externally facilitated Board workshop on
the Board Assurance Framework to be held in
November 2013 for all Board members.



Minutes of the six Committee meetings held in 2012-13
were received by the Board. This is tracked on the
Board work plan held by the Assistant Board Secretary
and confirmed in the Board minutes.



The Quality and Governance Committee annual report
is submitted to the Board for comment and approval.
The Committee will move to full Board membership
from July 2013.



Non-Executive Directors have cross membership of
Board Committees (including Quality and Governance
Committee).

Yes

Access to Board papers and all
necessary information

Yes

Meeting with relevant managers
7

Are members, particularly those new to
the Committee, provided with the
necessary induction and training

2

No

C: Reporting Structure

8

9

Does the Committee report regularly to
the Board?

Has the Committee formally considered
how it integrates and cross-refers with
other Committees?

2

2

Yes

Yes
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D: Work Plan
10

11

12

13

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

2

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

2

Are changes to the Committee’s current
and future workload discussed and
approved at Board level?
Annual review of Terms of Reference
and its relevance
Board approval of Terms of
Reference
Does the Committee have a mechanism
to keep it aware of topical, legal and
regulatory issues?



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



This is managed on behalf of the Committee by the
Associate Director of Governance with the Corporate
Governance Officer attached to the Committee, in
planning and maintaining meeting agendas.



An Action Tracker is received by the Committee at
each meeting to ensure timely completion of actions,
and is then amended where appropriate.



The Board of Directors is required to review and
approve the Risk Management Strategy and BAF
Policy on an annual basis. This is scheduled into the
Board of Director’s work programme.



All Committee terms of reference are incorporated into
and referenced within the Trust Risk Management
Strategy.



Topical, legal and regulatory issues are covered in the
quarterly Quality & Governance reports or as a specific
item on the agenda

Yes
Yes

Yes

2
Yes
Yes

3
Yes
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Standing agenda item
Member assigned with portfolio
role for legality/regulatory issues

Yes



Annual assessment against the Monitor’s Quality
Governance Framework and the schedule of
assurance to support the Self Certification Statements
and Annual Plan is an approval item at a Committee
meeting, which is in turn approved by the Board of
Directors. Any topical, legal and regulatory issues are
addressed through discussion of this quarterly
assessment.



The Corporate Governance Officer have provided
secretarial support to the Committee, which includes
taking minutes, following up actions, assisting the
Associate Director of Governance to build agendas and
the work plan, and liaising with contributors/ report
authors.



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



The Committee meets 6 times a year which is deemed
to be the appropriate number of meetings. Additional
meetings can be arranged if required.

E: Resources
14

15

Has the Committee formally assessed
whether there is a need for the support of
a “Company Secretary” role or
equivalent? (This may be a relevant
professional lead in this area.)

3

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

3

Yes

N/A
Attempt to quantify the ‘cost’ of each
annual cycle of the committee
programme and assess relative to its
performance
F: Meetings of the Committee
16

Does the Committee meet the
appropriate number of times to deal with

1
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planned matters?
Frequency of meetings
Additional (exceptional) meetings
arranged if significant issues arise
/ decisions required
17
18

Are the timings of committee meetings
discussed with all the parties involved?
Are committee meetings scheduled prior
to important decisions being made?

Yes
Yes

2

Yes

2

Yes

2

Yes

2

Yes



Committee members are consulted on the dates and
timing of Committee meetings before they are
confirmed. Attendees are given as much advance
notice as possible.



The Committee work plan has been built in careful
alignment with that of the Board of Directors. This is in
response to the KPMG report - Independent Review of
Board Self-Certification -published in January 2011
which highlighted the need for the Board and relevant
Committees to have opportunity to challenge the
adequacy of arrangements for managing key risks to
the annual plan.



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



Draft minutes are produced for the Exec lead and Chair
to approve as soon as possible after the meeting.
Actions arising from the meeting are then followed up
with action owners shortly afterwards.



Full minutes are circulated to members along with all
other papers 1 week before the next meeting.

In line with Board reporting timetable
To reflect committee reporting
timetable

G: Papers and Minutes
19

Are Committee papers distributed in
sufficient time for members to give them
due consideration?

20

Are minutes received as soon as
possible after the meetings?
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H: Annual Review
21

Does the committee assess its
effectiveness periodically?

2

Yes

22

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

2

Yes

23

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

3

Yes



An annual self-assessment is undertaken.



The Board receives the Quality and Governance
Committee annual report and non-Committee members
have opportunity to comment. From July 2013, the
Committee membership will be extended to the full
Board.



The Board also receives the Trust Quality &
Governance quarterly report.



The Chair of the Committee regularly reports on key
discussions and issues at the Board meetings



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



The 2012-13 report will also include Quality Account,
which will reference the work covered by the committee
in a number of areas.

Judith Seddon, Associate Director of Governance & Assurance
To be agreed at the Quality & Governance Committee on 25 July 2013
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