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King’s College Hospital NHS Foundation Trust Board of Directors - PUBLIC
Minutes of the meeting of the Board of Directors held at 14:00 on Tuesday, 25 February 2014
in the Dulwich Committee Room, King’s College Hospital.
Members:
Graham Meek (GM)
Marc Meryon (MM1)
Chris Stooke (CS)
Sue Slipman (SS)
Faith Boardman
Prof. Ghulam Mufti (GM1)
Tim Smart (TS)
Pedro Castro (PC) – Non-voting Director
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Apologies:
Prof Sir George Alberti (GA)

Trust Chair

Item

Subject

14/20

Apologies

Action

Apologies for absence were noted.
14/21

Declarations of Interest
There were no declarations of interests made.

14/22

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

14/23

Minutes of Previous Meeting

Action

The minutes of the meeting held on 28 January 2014 was approved as a correct
record subject to the following change:



14/24

Item 14/14.1, page 6– reword bullet 4 to read ‘The mobile health care assistant
service at Denmark Hill is working very effectively and there is a short-term
plan to expand this to care for emergency department (ED) patients’.

Matters Arising/Action Tracking
The matters arising were noted.

14/25

Update from Board Committee Chairs
Audit Committee
CS reported that there were no matters to raise from the Audit Committee and the
next meeting will on be held on 14 March 2014.
Board Integration Committee (BIC)
CS reported that BIC met two weeks ago and work on the integration is ongoing
with good progress being made on the cultural workstream.
The next big piece of work for the integration programme is CIPs.
Finance & Performance Committee
GM reported that the Committee considered the current financial and operational
performance of the Trust at its meeting held earlier today. However, because of
time constraints the PRUH performance report was not discussed and would be
considered fully below. He also reported that there was no improvement in the
financial position from the previous month.
Quality & Governance Committee
It was noted that GA chaired the last meeting of the Committee and would provide
an update at the next meeting.
Strategy Committee
SS reported that the Committee at its meeting on 13 February 2014 considered the
plans for developing the strategic plan and how to get the relevant stakeholders
involved.
The Committee also agreed that a steering group would be established to build the
strategy. The steering group would include two non-executive directors.
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Item

Subject

14/26

Update on Council of Governors’ Activities

Action

The Board noted the following update on the Council’s activities since the last
Board meeting:
 The election for public governors from Bromley and Lewisham and staff
governors representing the new sites closed on 30 January;

14/27



There was a good contest for the public governor elections. The turnout for
Bromley was 40.8% and 23.7% in Lewisham;



The following governors were elected:
o Penny Dale (Bromley)
o Eniko Benfield (Bromley)
o Paul Corben (Bromley)
o Anoushka de Almeida-Carragher (Bromley)
o Alan Hall (Lewisham)
o Helen Mencia (Nursing & Midwifery Staff)
o CV Praveen (Medical & Dental Staff)



A majority of the new governors attended the first induction on 12 February
and have already volunteered to participate in engagement opportunities such
as the community events; and



The governor strategy and patient experience and safety committees also met
on 11 February 2014; and



The forthcoming governor meetings and engagement events include:
o Council of Governors – 05 March 2014
o Members and Local Community Event - 05 March 2014

Chief Executive’s Report
The Board noted the Chief Executive’s report presented by TS.
The following key points were noted:
 The Trust is facing significant challenges and as such it is even more important
to have regard for Trust employees and the pressures they are facing on a
daily basis;


The Trust has an overarching responsibility for the patients it provides services
to as well as its employees;



Despite the pressures the Trust must continue to provide first class services;



The challenges facing the Trust have not gone beyond the note of regulators
such as Monitor, NHS England and the Care Quality Commission;
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Item

14/28

Subject

Action



The Trust will host an event which will include key stakeholders and Sir Stuart
Rose to discuss its experience in trying to turnaround the newly acquired sites;
and



There have been a number of important interactions with KHP, namely the
review of the governance structure.

Finance Report
The Board received the month 10 finance report presented by ST which was
discussed at length at the Finance & Performance Committee, held earlier.
The following key points were noted:
 The month 10 financial position is very difficult for three main reasons:
i.
The level of demand through the emergency department (ED) at
Denmark Hill is displacing elective activity. The result of this has been
the need to engage a large number of temporary staff, both nursing and
medical to ensure safe patient care;

14/29

ii.

The activity going through Orpington Hospital has not come on stream
sufficiently quickly to alleviate some of the capacity constraints; and

iii.

Demand constraints of Denmark Hill has resulted in the use of
expensive offsite options to ensure elective patients are not waiting too
long for treatment.



Going forward the Trust is reviewing this process and is in discussion with
commissioners; and



The Trust is looking at the overall impact of the adverse movement and has
released some of its contingency funds to cover the month 10 shortfall.

Performance Report
The Board received the month 10 performance report presented by RS noting that
although the Finance & Performance Committee discussed the performance of the
Denmark Hill site it did not have the opportunity to cover performance at the
Princess Royal University Hospital (PRUH).
The following key points were noted:
PRUH Site
 The good news is improved performance of the ‘how are we doing’ surveys
and the Care Quality Commission picked up on real commitment from staff to
provide high standards of care to patients;


In contrast there are five areas of concern, referral to treatment (RTT),
emergency care pathway (ED), health care acquired infections (HCAI), cancer
waits and finance;
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Item

Subject


At the onset RTT was flagged as a risk to regulators because of historical
embedded issues;



ED performance is very poor and 12-hour trolley breaches continue to occur. It
is hoped that further refinements to the pathways will move ED performance.
The safer faster hospital week will be launched at the PRUH in early March;



Although infection control performance is strong there are risks around rising
C. Difficile ;



In quarter 3, 2-week wait time and 62-day time to first treatment cancer
standards were not achieved consistently; and



Financial performance at the PRUH is good but the overall Trust financial
picture is challenging;



A further area of key concern is medical records, as identified in the Trust’s
Clinical Due Diligence and by the CQC;



Vacancy rates are a real concern which align with one of the key elements of
the integration programme. The nursing vacancy rate was higher than
anticipated on acquisition, which, coupled with a shortfall in overall nursing
establishment has resulted in large numbers of nurses needing to be recruited.
Progress is being made, and the vacancy rate has reducedand recruitment
effort continues apace.



The other areas of particular focus in the integration plans include:
o ED performance
o Utilisation of Orpington Hospital
o Cultural Change



Scrutiny from all regulators is intense, and we are working in partnership to
resolve the issues. The Trust submitted its action plan to the Care Quality
Commission (CQC) following the inspection of the PRUH in December;



ED performance at the PRUH started to deteriorate around March/April 2013
and has remained on a downward trajectory with a slight upward blip in July;



While ED performance is challenged by lack of capacity and high numbers of
admissions, patients are being cared for safely and appropriately. There are
concerns about the ability to discharge patients into the community heightened
further by challenges around nursing establishment;;



The Trust needs to progress planned service moves such as gynaecology, to
improve patient care. Longer-term services moves were an integral part of the
capacity planning in the integration programme

Action
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Item

Subject


There have been a number of factors which have provided additional
challenges, including changes to the urgent care profile and the higher acuity
of patients coming to the hospital



Improving productivity is key to resolving capacity, quality and efficiency
issues;



There is a London based project to look at workforce planning which includes
provision of bank and agency staffing;



The Trust will continue to drive forward its plans for the PRUH with an
enormous focus on improving care pathways

Action

Denmark Hill Site (DH)
 Due to severe capacity constraints, unfortunately there has been no reduction
in the numbers of patients waiting longer than planned for elective treatment;


ED performance has been significantly impacted by winter pressure funding
coming on stream too late and issues with repatriating patients back into the
community or to other hospitals;



Transfer and repatriation are important issues. In January, 35 beds at Denmark
Hill were taken up by patients who were ready to be transferred into the
community or returned to their local district general hospital;



The Trust’s goal, as always, is to make sure quality of patient care is the driver
in its operations and the immediate focus remain ED, RTT and finance at DH;



More bed capacity has been allocated to the emergency pathway;



Current options to address the RTT target is use of external sources and out of
hours working but these are costly options an only sustainable in the
short-term; and



The Trust uses established private care providers to provide offsite options and
it has negotiated the best rates feasible with these suppliers.

Item

Subject

14/30

Quality and Safety Focus

14/30.1

Quarterly Patient Outcomes Report

Action

The Board noted and considered the quarterly patient outcomes report.
The following key points were raised and noted:
 The Trust has a higher level of SHIMI (Tamara- should this be SHMI?)than
6
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other peer group organisations in London. This can be attributed to the Trust’s
service portfolio;

14/30.2



The Trust scrutinises its mortality rates very carefully;



Trauma and orthopaedics were identified as mortality outliers and following a
full review it was noted that many of the cases were very serious. Cases
involved major trauma and head injuries but some data quality issues were
noted; and

Quality Priorities and Report
GW presented the review of the Trust performance against the 2013-14 quality
priorities and the proposed quality priorities for 2014-15.
The following key points:
 On the whole performance against 2013-14 priorities have been very good with
the exception of the surgical safety checklist and discharges;


A lot of work went into the surgical safety checklist priorities but there needs to
be improvement , hence, it is proposed that this is taken forward as a priority
again for 2014-15;



The Trust did not make the level of progress planned on discharges therefore it
is also proposed that this is carried forward to 2014-15;



Following the stakeholder events and other engagement it is proposed the
Board approves adopting the following quality priorities for the 2014-15:
o Patient Safety: Improving the identification and management of patients
at risk of falling in hospital and Improving surgical safety;
o

Patient Experience: Improving experience and coordination of
discharge and Improving the experience of cancer patients;

o

Patient Outcomes: Maximising King’s contribution towards reducing
mortality due to use of alcohol and Improving the experience of patients
with hip fracture.

The Board noted the 2013-14 performance, approved the 2014-15 quality
priorities and the timeline for production of the quality report.
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Item

Subject

14/31

KHP Update

Action
14/32

The Board welcomed Professor John Moxham who provided an update on KHP
activities.
The following key points were raised and noted:
 The public health and integrated care agendas are closely related;

14/33



If substantive rapid progress is not made in these two areas especially
integrated care the huge gaps in care will not be bridged;



KHP has embraced the integrated and public health agendas recognising the
importance to the local health economy and the partner organisations;



The focus on public health in the new commissioning structure is increasing;



KHP is deeply committed to value base health care which aligns with health
and wellbeing boards and commissioners;



Value based healthcare cannot be achieved without having regard for the
public health agenda;



The rate of progress on the public health agenda is not as fast as it should be
in South East London;



Across KHP lots of work is ongoing with alcohol and smoking cessation and
the partner organisations have committed to actions plans for implementation
of the NICE guidance;



There are several programs for integrated care including Southwark and
Lambeth Integrated Care (SLIC) which involve a central team from KHP;



SLIC has had a lot of input from the Trust, especially around the challenges
faced in the emergency care pathways. It is however, unlikely, within the
narrow area on which SLIC is currently focused, that any of these issues will
be addressed in the short term;



What is happening in primary care is hugely important because it drives
integrated care programs and accordingly KHP must work closely with these
organisations; and



Other aspects of public health, such as HIV, STI and the growth in teenage
pregnancies are key factors in the local community which warrant focus.

Chair’s and Non-Executive Directors’ (NED) Activity Report
The Board noted the Chair’s and NEDs activity report for the period.
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14/34

Confirmed Board Committee Minutes

Action

The Board noted the confirmed minutes of the Finance & Performance Committee
(17/12/2013).
14/35

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

14/36

Date of Next Meeting
Tuesday, 25 March 2014 at 14:00 in the Trust Headquarters, PRUH
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Due Date

Notes

NOT DUE
25/02/2014

14/15

It was agreed that GA would write to the local councils to
highlight the importance of protecting local social care
infrastructure and the detrimental knock on effect diluting
key community services have on the local hospitals
services.

Board of Directors Meeting – 25 March 2014

Update to be provided at the
meeting.
GA/RS

25/03/2014
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Enc 2.1

Report to:

Board of Directors

Date of report:

25 March 2013

Subject:

Chair’s Commentary

Presented by:

Professor Sir George Alberti, Chairman

To leaven the rather dry list of activities which I report monthly to the Board I have decided to
institute an occasional Commentary with some more personal views. Now is an appropriate
time I feel, as our hospitals are busier and facing unprecedented challenges around activity
levels, capacity and finances.
With the last quarter of 2013/14 drawing to a close, it is evident that this is a national not just
a local problem- we are not alone in the challenges we face with many foundation trusts up
and down the country findings themselves in the same operational and financial position and
being subjected to the same intense regulatory scrutiny.
Of the 147 foundation trusts registered with Monitor, 39 are under Monitor’s regulatory
scrutiny and are either being investigated, in special measures or under some other
regulatory action.

Numbers
7, 5%

6, 4%
FTs registered - facing no
investigation/action

18, 12%

In special measures

8, 5%
Under other regulatory action
108, 74%
Currently under investigation
Investigated but no action taken

Monitor also reported that the number of foundation trusts in deficit is almost double
compared with the same period last year.
The NHS makes the news headlines, daily- and rarely with good news. Stories such as “A&E
waiting times in England prompt Labour to warn of winter crisis” and “NHS financial squeeze
1
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unsustainable in face of increasing demand” are typical. In a recent survey it was found that
40% of the respondents in Southwark visit A & E at least once per year The MPs’ Health
Select Committee also “warn that hospitals must stop providing certain services or shut to
sustain NHS”. These statements mirror the current considerations and conversations
happening in the Trust and at this Board.
The Trust’s A&E activity continues to be unprecedentedly high- particularly for seriously ill
older patients- but this is not within the ‘normal’ seasonal boundaries of old. These high
activity trends are becoming year-round norms, influenced, in part, by diminishing
investment in the social care infrastructure and the tightening NHS belt. During the ‘Safer
Faster Hospital’ mode we initiated at our Denmark Hill and Princess Royal University
Hospital sites we have learned that some of the fundamental issues relate to shortfalls in the
social care infrastructure and our ability to get people out of hospital and into the right local
community care setting.
The Trust cannot operate in isolation, we have been very good at partnering with our
colleagues in the health system but now the tides have changed and we need to look at
working in a more strategic way. We must provide the best possible health care to our
patients whilst ensuring local hospitals like King’s continue in a sustainable way not only for
patients but for the local communities in which we sit and our employees.
At the heart of our ethos and values are the aims to provide high quality health care to
patients and to strive for the best care outcomes and this can never be forgotten. And this
must not worsen patient experience. Our staff are working harder, longer and under more
pressure than ever before and we need to consider what next for the Trust. The report from
the CQC on the recent inspection of our Princess Royal University Hospital commended our
nursing staff for the quality of care provided to patients given the challenges faced by that
site before the acquisition. At our recent Francis Working Group meeting we also discussed
how we can best enshrine the principles from the Francis report into the services we provide
and ensure our staff feel supported and empowered to provide the best levels of patient
care.
As we begin to plan for the next 5 years we know that this position is not sustainable.
We do not have the capacity. So is the next step to close the door or to stop providing
certain services to continue being sustainable? These may not be our only options.
Nevertheless, we would be remiss if we did not give some real thoughts to what happens if:
 our A&E targets continue off trajectory
 we continue to be earmarked as in the bottom for clearing our waiting lists because
we do not have the capacity to get elective patients in the hospital; or
 if we have continue bearing the financial burden of treating patients over and above
the commissioning contract levels.
We must publicise to stakeholders and the regulators that the NHS is facing real crisis and
its functions and practices must change to reflect this sea-change.
On a more personal note I have had two trips recently. The first was to Cameroon where I
talked about “One Hundred Years of Research and Care for Diabetes in Africa”- I fear some
of the audience thought I was talking only about personal experience. The visit did put our
2
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problems into perspective with some remarkable examples of high quality care with very
limited resources. The other was to attend the annual meeting of Diabetes UK where
members of KCH gave 14 presentations- more than any other hospital- and won a prize for a
joint project with IOP. We were also awarded two of the 6 prize lectures for next year- Dr
Mike Edmonds and a joint performance for 3D4D. All very encouraging in this gloomy world
of ours. I have also attended a thought provoking debate on Integrated Care led by Stephen
Dorrell and Lord Warner - which has to be a major target for the coming months.
Below is a list of my activities during the period for your information.

George Alberti- Chairman
Date

Activity

10 February

Interview Panel for KHP research Director
Attended the Extraordinary KHP Partner Board
Meeting about Long Service Awards

11 February

Attended the Strategy Working Group
BOD Agenda Planning
1:1 with Pedro re the Strategy Committee
Meeting with Rachel Bell re Vascular

12 February

Governor Induction
Attended the Commercial Services Board

13 February

Attended the Strategy Committee
Chaired the Quality and Governance Committee
Chaired the Board Seminar

14 February
17 February

18 February

Attended the BIC
Chaired the interview panel, Consultant Neurologist with an Interest in
Stroke
Chaired Extra Board Meeting
1:1 with Nicolas Heinke
1:1 with Professor Rubino
Meeting with Lind Smith re Charity Link trustee

3 March

Meeting with Jim Gunner re Bromley CCG (Jane Walters attended)
BOD/COG Agenda planning

4 March
5-7 March

Attended the Clinical Directors meeting
Emergency Department GO-See with Pedro Castro
Attended Diabetes UK Annual Meeting
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Report to:

Board of Directors

Date of meeting:

25 March 2014

By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Board Report

1. Executive Summary
This is my last Report of what has been in many ways a remarkable year. The expansion of
the Trust through the Princess Royal University Hospital (PRUH) acquisition in October
marked the most important strategic development in 100 years. It also marked the
beginning of a very challenging period. We are at capacity everywhere and finding it difficult
to hit target AND meet budgets. We continue to strive to deliver high quality care, with
patient safety at our core. But the Board and all staff are dealing with new challenges daily.
King’s College Hospital has always been regarded highly, but we now need to demonstrate
even more our system leadership skills.
01 April 2014 will mark six months from the date King’s College Hospital became an
expanded organisation across several sites. Much has been achieved that collectively we
can feel proud of. Positive feedback from the CQC inspection, improved performance in a
number of areas, a new orthopaedic centre and an increased establishment to meet the
needs of patients from across a wider area are all signs of a forward-looking organisation
with momentum.
Excellent patient care takes place every day at every site and our dedicated teams continue
to show willingness to learn and improve further. It is a remarkable attitude to maintain when
under consistent pressure and when there is good reason to feel apprehensive about
another, tougher year of financial and operational challenges.
In the coming financial year we will be carefully considering how to achieve sustainability,
and how our partnerships with other organisations and healthcare providers can be
maximised to ensure safe, high quality patient care at all times and in the future.
2. Financial Performance – month 11
In summary, at the end of month 11 (February) the Trust had an operational deficit position
of £5.998m, against a planned year to date surplus of £6.430m. This is an adverse variance
from plan of £11.832m.
The Trust’s overall Monitor Continuation of Service Risk Rating (CSRR) at month 11 is 3.
This is in line with the CSRR forecast in the annual plan, which has been revised to include
the new sites and services.
Detailed information about the consolidated financial position across all sites will be provided
in the monthly finance reports under agenda item 2.6.
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3. Operational Performance – month 11
The emergency care 4-hour waiting time target was not achieved at either the Denmark Hill
or PRUH site in February. Denmark Hill reached 93.9% and based on the current position, it
will not be possible to achieve the 4-hour waiting time target for the final quarter of the
year. The PRUH reached 78.6% and is currently performing at 82.5% for the quarter.
Management of this performance target remains a priority for the Trust on both the Denmark
Hill and PRUH sites; significant improvements were made during the planned internal
incidents in January and March respectively.
Two cases of C-difficile were reported during February at Denmark Hill, bringing the year to
date total to 44 cases against a year-end trajectory of 49 cases. Three C-difficile cases were
reported at the PRUH during February bringing the total number of cases reported since
October to 11, which is above the year-end trajectory of 10 cases. The Department of
Health has just published C-difficile trajectories for 2014-15; they will represent a further
challenge to the Trust in the new regulatory year. There have been seven cases of MRSA
year to date attributed to the Denmark Hill site and no cases of MRSA attributed to the
PRUH site since the Trust took responsibility in October. Although MRSA is no longer
tracked by Monitor, all incidents of healthcare-acquired infections are monitored by the Trust
and regarded as an area of concern.
The six-week diagnostic waiting time target was not achieved at either site for February. It is
however currently being achieved at Denmark Hill during March and breaches at the PRUH
have reduced from the February position.
The latest figures for quarter 4 indicate that cancer waiting time targets are being achieved
at Denmark Hill, with the exception of the 31-day subsequent treatment for surgery target.
Data for quarter 4 is not yet available for the PRUH.
The referral to treatment (RTT) position for February is yet to be finalised for both sites, but it
is expected that the admitted completed pathway target will not be achieved. This is
consistent with the Trust’s annual plan submission to Monitor. The increasing number of
patients waiting over 18 weeks for admission is putting pressure on achieving the RTT
incomplete pathway target on both sites.
Detailed information can be found in the monthly performance reports under agenda item 2.7.
4. Safer, Faster Hospital Week at the PRUH
The planned internal incident which ran from 07-14 March at the PRUH has been a very
positive experience. From the first day there was a marked improvement in the admission
and/or discharge of patients attending the emergency department within four hours.
Throughout the 7-day period the hospital saw quicker escalation of the issues that cause
long waits, fewer cancelled elective procedures, an increase in surgical discharges and more
beds becoming available.
All of this provides a better experience for patients. Comments from clinical staff have also
been very encouraging. As at the Denmark Hill site, there is clearly lots of learning regarding
the flow of patients around the hospital which will be taken forward and used to make
positive lasting changes.
Thank you to all staff for their hard work and commitment during Safer, Faster Hospital
Week, an active demonstration of King’s Values, specifically ‘Working Together’ and ‘Always
Aiming Higher’. Staff will be provided with a detailed debrief shortly.

2 of 4

Enc. 2.5a

5. Forward Planning: Integration and Transformation
Co-ordinated by the strategy team, the two-year operational plan has been drafted and will
be considered by the Board on 25 March. The plan focuses on the Trust’s response to
operational challenges in the short to medium term. This is the first plan we have developed
for the new enlarged King’s and we expect it to be scrutinised critically. It sets out the
breadth of our quality improvement plans across the sites, as well as our operational
response to the demand and capacity challenge. It describes our intentions for flexing
capacity, managing demand and redistributing services across the organisation to ensure
sustainability and quality. It also outlines our transformation plans under the All Together
Better banner which will help us, operationally and culturally, to meet the most financially
challenging circumstances our local health economy has faced so far.
Work is also continuing on the five-year strategic plan required by Monitor at the end of June.
A steering group of the Board of Directors has been formed to oversee the development of a
site strategy for the new organisation that will make fundamental choices on our strategic
priorities.
6. Capital, Estates & Facilities
Helipad, Denmark Hill – Final logistical arrangements are being made with the contractor
and it is anticipated that building will commence in summer 2014.
Site-wide Infrastructure Project, Denmark Hill – Phase 1 of this new project to improve
infrastructure across the Denmark Hill site is near completion. The next phase will begin in
the new financial year and involve some preparatory works for the helipad.
Energy Performance Contract (EPC) – Works continue as per the project plan for several
energy saving measures. Phase 1 of this project has highlighted existing issues, principally
with heating systems around the Denmark Hill site, which will inform future EPC and sitewide infrastructure projects.
PRUH – A variety of modular schemes are being considered to address capacity pathways
and the need for on-site training and development facilities at the PRUH and Orpington. This
is in addition to the remodelling of a number of areas including paediatric outpatients, the
ante-natal clinic, gynaecological wards and the receipt and distribution zone.
Ultrasound Expansion, Denmark Hill site – Plans for the expansion of the ultrasound unit in
order to address capacity, single sex compliance and privacy issues are in place, with a view
to commencing works in the new financial year.
7. Press and Broadcast Coverage (12 February – 11 March)
Tuesday, 25 February - The Bromley News Shopper featured the story of a man reunited
with the women who helped save his life after he suffered a cardiac arrest. Orpington
resident, Steve Hattrill, was treated at King’s, Denmark Hill and was delighted to be reunited
with Claire Smith and Leonie Parker Hann, the two passers-by who helped save his life.
Thursday, 27 February - In an interview with the London Evening Standard, Tessa Jowell
MP cited King’s Emergency Medicine Consultant, Ed Glucksman, as her hero because: ‘for
25 years, he and his team have saved lives and treated terrible injuries at one of the busiest
A&E departments in the country.”
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Tuesday, 25 February and Wednesday, 05 March - Community events were held at the
Ortus Centre, Denmark Hill and Bromley Central Library as part of consultation and
engagement in relation to the annual planning process. Unprecedented numbers of
members attended this year to hear about plans for the future and to participate in roundtable discussions about key issues facing the Trust.
Tuesday, 11 March – Online medical and health news services Medical Xpress and Health
Canal published articles about a scientific breakthrough published by a team of researchers
from the Trust and King’s College London. The team discovered a ‘faulty gene’ in children
with liver disease. The breakthrough could help contribute to new treatments for children
with serious liver conditions.
8.

Consultant Appointments

Following Advisory Appointment Committees in the past month, there has been one
consultant appointment.
Specialty

Appointee

Neurology

Dr James Teo

9.

Start Date
01/03/2014

Chief Executive’s Brief

The CEO Brief to staff for March is attached in appendix 1.
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King’s College
Hospital (Denmark Hill)
Princess Royal
University Hospital
Orpington
Hospital
Beckenham
Beacon
Queen Mary’s
Hospital

The Chief Executive’s
Issue 6 - March 2014
Tim Smart’s monthly update for
our staff at Denmark Hill, the
PRUH, Orpington, Queen Mary’s
and Beckenham Beacon

Brief

3 March was NHS Change day. My pledge was
This month’s ‘To smile even though the going is tough’. You
might be surprised at that, but let me explain.
issue:
It is undoubtedly true that the going is really
l 
New regular feature: tough for us all at the moment. Our operational
All Together Better.
targets and budgets are proving to be just
l 
Safer Faster Hospital out of reach even though everyone is working
harder than ever.
at the PRUH.
l P
hone numbers at
Denmark Hill have
changed.

We all know colleagues who are feeling the strain. But we need to keep
reminding ourselves that every day, on all our sites, there are hundreds
of really excellent patient interactions. Care quality is high. We are
highly regarded. So I have decided that I need to remind myself of
this by smiling more often!
(continued)
1

(Tim’s message continued)
We are having to make some difficult choices. We clearly must
treat all our acute patients. But we also need to preserve our
specialist services. They are vital to us – to meet our patients’
needs, to attract high quality staff, and to maintain investment
in the Trust. Choices are never easy, and not all of us will be
delighted with them. We need to maximise our usage of beds
in areas like Orpington, because that offers us beds that are
not at risk from emergency admissions, without incurring the
costs that our sourcing to private hospitals has done in the past.
Maximising the use of the non-acute sites for non-acute work
will help relieve pressure on our busiest sites. We are already
starting to see improvements at the PRUH, and the Emergency
Department is stabilising. Staff and patient feedback is
improving. There is still a very long way to go, but we will reap
the benefits in time.
We are holding the ‘Safer Faster Hospital’ week at the PRUH – a
more refined version of the recent ‘Internal Incident’ at Denmark
Hill. During those two weeks of intense focus, we managed to
stabilise performance of the emergency pathway, and improve
our position on elective cancellations. The challenge has been
to preserve those improvements whilst we are still seeing
higher than ever levels of Emergency Department attendance
and admissions. The number of patients admitted through the
Emergency Department who are taking up non emergency
beds, is still too high – this will lead to some tough choices
about ring-fencing beds.
Above all, we need to establish our strategy for our new
configuration. We are now operating on multiple sites – five
significant ones, and many satellite sites. This requires a serious
re-think, not least how we increase our academic focus. We
know that placing more emphasis on research attracts more
funding and better staff, and improves patient outcomes.
All this is in pursuit of excellence. Everyone wants to receive
excellent care, and everyone wants to work in an organisation
which is dedicated to excellence. King’s is three hospitals in
one. It is the busiest and most acute emergency hospital in
London. We have a very significant district general hospital, and
we have several important tertiary specialties. What binds it all
together is the pursuit of high quality care. What also binds us
together is a strong united Board, and alignment with clinical
and academic staff.
We will get there. I am confident about this, and so are our
stakeholders. We have held two community events in the
past few days to inform our choices and our strategy. Over
200 people attended, and I was struck by the diversity of
nationalities and cultures there. What linked them all was their
desire to see King’s succeed. They want to help us succeed.
They are great advocates. They are ‘Making a Difference in Our
Community’ right now.
Tim Smart Chief Executive
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Internal extensions
on Denmark Hill
site have changed:
Are you ready?
Internal extension numbers at
Denmark Hill changed on Thursday
6 March. You now need to dial ‘3’
at the beginning of old extension
numbers for Denmark Hill and other
‘original’ associated sites, such
as the renal dialysis units. But you
don’t need the short codes to dial
in between sites, for example PRUH
to Denmark Hill or Denmark Hill to
Orpington.

R3M3MB3R

Please also
to change your internal extensions
where they appear. This could
include:
• Your email sign-off
• Any documentation or paperwork,
e.g. policies, where internal
extensions exist or Patient
communication i.e. appointment
letters
• Phone numbers lists where only
internal extensions are used, such
as whiteboards on wards
More information is available on
the Kwiki page but if you have any
problems not addressed here please
contact kch-tr.5DigitProject@nhs.net
with any urgent queries.

R

3
M
3

M
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3
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R
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Making the PRUH a
Safer, Faster Hospital
Between 7 and 14 March, there will be a planned internal
incident across all divisions at the PRUH, called Safer, Faster
Hospital week. It will be similar to the recent exercise at
Denmark Hill in that it will identify and test the PRUH’s strengths
and weaknesses so that improvements can be made.
During the week, meetings will be kept to a minimum and
some will be cancelled. As a result, an increased number of
doctors will be freed up to work on the wards, in the Emergency
Department and in clinics. With an ‘all hands to the pump’
approach we hope to improve patient waiting times, identify and
escalate issues promptly, and deal with them efficiently so that
our patients experience seamless care.
There will also be a network of Ward Liaison Officers - members
of staff who will work on the wards throughout the week. They
will support their clinical colleagues and escalate any delays so
that patients can be swiftly and safely discharged.

Enc 2.3

Calling all
consultants:

make sure you
complete your job
plans
If you are a consultant or an SAS
doctor (such as a staff grade
doctor, speciality doctor or an
associate specialist) working at
the PRUH, please remember that
you need to complete and agree
your job plan by the end of March.
For consultants and SAS doctors
at Denmark Hill, you should have
agreed your plan by the end of last
December.
If you haven’t already agreed your
job plan, you need to take urgent
action:

1. Contact the Medical Staffing

Kathryn Dean, Associate Director of Operations at the PRUH
said: “Safer, Faster Hospital week is a great way of highlighting
the things we do well and identifying areas for development,
particularly with regard to patient pathways. We can then learn
from this to make the improvements needed at the PRUH.
“To get the greatest benefit from Safer Faster Hospital week
it’s really important that colleagues identify issues and raise
them quickly so they can be escalated and dealt with promptly.
I would also ask staff to think about how we can resolve
common issues that cause delays and discuss them with
their managers.“
During the week, there will be regular updates so please keep
an eye on Kingsweb and the Daily Bulletin. Clinical managers
at the PRUH will also receive a daily email updating them on the
previous day’s performance.

Team as soon as possible. If
you are a consultant, the team
can train you on Zicardian,
since you must use the system
to record and agree your job
plan; they can also give you
general advice on job planning.
If you are an SAS doctor,
please speak to the team for
advice about the format of your
job plan for this year. The team’s
contact details are on Kwiki. A
team member is also currently
based at the PRUH and you
can contact them by calling
07870 444955; one on one and
team meetings are available.

2. Read the guidance about job
planning on Kwiki; and

3. T alk to your Divisional Manager

or your Clinical Director
urgently about your job plan as
they will need to agree it before
it can be finally signed off this
year.
3
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All together better
In the first of our monthly features about
our transformation plans, Anand Shah,
our new Transformation and Integration
Director, talks about where we have come
from and where we are heading.

We have talked a great deal about the work we have been
undertaking during the past few months as we completed the
PRUH transaction. The acquisition of the PRUH and other sites
on the 1 October was a huge moment for King’s, which affected
most of us, regardless of where we worked. I know that things
are operationally very challenging at the moment and all of us
are working extremely hard in the face of high demand and
pressure on services. We continue to drive ahead with the
changes and improvements we need to make and this is exactly
why we need a transformation programme - to ensure the big
changes we have planned are happening while we continue to
make services better for our staff to work in and for the patients
we serve.
Within the transformation programme we have also launched
our cultural integration work. You may recall we undertook an
exercise in December during which we listened to your thoughts
and ideas about the future: how we should best bring people
who work in different ways and at different places together into
one organisation: you responded in your thousands.
We’ve talked about action plans and priorities: now we have a programme in place to transform our
Trust both operationally and culturally.
We call this transformation programme All Together Better.
Together we have already achieved a huge amount and you may have already seen some changes
in the place that you work. At Orpington Hospital we have invested in new facilities, equipment and
clinical areas, and are continuing to recruit more clinical staff with the right skills to establish the
hospital as a centre for elective trauma and orthopaedics. In time, our plan is that Orpington will have
a strong reputation for this kind of service. It will become the place that patients want and ask to
come to, and not just in Bromley, but much more widely.
At the PRUH, we have established a strong clinical leadership team now based there full-time; the
recent CQC inspection report strongly commended our front line staff highly, and we are rolling out
agreed Internal Professional Standards to guide clinical staff and map the behaviours that we would
all expect if we were a patient in hospital (see the article in this issue of the Chief Executive’s Brief).
We also continue on our journey to improve the emergency care pathway in order to enhance patient
experience and improve access.
(continued)
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You should also know that, through the hard work of the team in the patient records’ library, more than
65,000 patient records have been repatriated from Queen Elizabeth’s Hospital in Woolwich and into
our facility. If you are a doctor or consultant at the PRUH, this is good news as we are creating a new
facility for preparation of all medical records on site at the PRUH.
At Queen Mary’s Hospital, new service delivery managers have been appointed in the
Ophthalmology Department to develop the service, and weekly meetings have now been introduced
for managers and their teams so that the latest information can be shared and questions answered.
These are the kinds of cultural and operational changes that we will continue to drive through our
transformation programme. However, as we approach 150 days of the enlarged organisation, we
are only at the beginning of our journey and it won’t be completed in a year. It will take perhaps two
or even three years. We want the pace of change to be reasonable – as it is important to get things
right.
So what needs to happen next? We have a number of immediate priorities which will set the
direction for the next year. These are:

1) Continue to support the clinical divisions and corporate departments
to deliver their individual integration priorities, solving key operational
challenges and bringing the enlarged trust together;
2. Increase our efforts to recruit more nurses;
3. Develop plans to improve and increase the use of our physical facilities and
services by improving utilisation and productivity;
4. Further develop services at Orpington Hospital so that we maximise the
services we provide there and ensure they are financially viable;
5. Act on the recommendations made by the CQC following the inspection of
the PRUH; and
6. Deliver on our culture and integration programme.
So there’s a lot to keep us all busy!
This is your transformation programme. I want to keep the discussion going and you can shape and
influence it, as it is sure to evolve over time. So please do get in touch with me if you want to know
more about getting involved or finding out more.

Commemorating our contribution to World War I
medicine
This August marks 100 years since the start of World War I, and we want to
commemorate the centenary and the role our hospitals played in caring for injured
troops and pioneering new medical techniques.
During the War, Denmark Hill became the Fourth London General Military Hospital
with nearly 2000 beds, and Orpington Hospital started life as the Ontario Military
Hospital. Queen Mary’s Hospital was where Dr Harold Gillies developed ground
breaking plastic surgery techniques to re-build the faces
of disfigured soldiers.
Memorial: The ﬁrst
world war memorial
at Orpington
Hospital

If you have any family stories or photographs which we could use as part of our
commemorations, or would like to get involved in the project, please contact
Joanna Nurse, Head of Internal Communications, at Joanna.nurse@nhs.net
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New internal professional standards to
improve patient care
A number of changes have been made recently to improve the emergency care pathway and the flow
of patients at the PRUH. These changes will help the hospital to better manage winter pressures, but
they will also be embedded in everyday practice from now on.
One important change is the introduction of new Internal Professional Standards for all staff who work
in the Emergency department (ED), the Acute Medical Unit (AMU), and all wards. The Standards will
help the PRUH to improve its planned management of the pressures on its services, but will also give
doctors, nurses and consultants clear guidelines on what is expected of them.
Paul Donohoe, Assistant Medical Director at the PRUH, said: “We have developed and introduced
these Standards, not only to improve care for our patients, but also to support our staff working hard in
these busy environments. This is so that they are clear about what they need to do when they are, for
example, transferring or discharging patients.
“Many of the Standards are about moving patients through the hospital, enabling them go home as
soon as possible. For example, they set out the need for senior decision-making medical staff to
go down to the ED and the AMU within 60 minutes of being called, so that they assess emergency
patients. The Standards also recommend a daily board round on every ward by 9.30am, to plan care
for the day and make sure that discharges stay on track.
“The Standards are very much part of Safer Faster Hospital week at the PRUH. They will start to
become everyday practice. They will shortly be introduced at Denmark Hill.”
If you want to know more about how the Standards will affect you, please speak to your line manager
so that you can discuss further. You can also find all the Standards on Kingsdocs. You are more than
welcome to print them off as posters and put them up in your clinical area.

The end of the X drive
The X drive will become read-only from Saturday 31 May before
eventually being closed.
The next stage of the closure of the X drive is approaching. The X drive
will become read-only at the end of May so it is important that your
department is prepared for this.
Files currently stored on the X drive need to be moved to a different
location dependent on the intended audience:
l
l
l
l
l

Trust-wide: the new location will be Kingsdocs
Department/Team: the new location will be Local drive (f: j: etc.)
Department/Team: the new location will be KCH TeamSite
Personal: the new location will be
Personal drive (z:)
Documents no longer relevant: please delete these

Each department will have a superuser who will be responsible for tidying up their department’s folder on
the X drive. However, if you have a folder or files on the X drive and would like the Kingsdocs team to help
you migrate your documents to Kingsdocs please email the Kingsdocs Team kch-tr.kingsdocs@nhs.net
There are Kingsdocs training sessions available for all staff, and new dates will be promoted on Kingsweb.
There is more information available about the end of the X drive on Kwiki.
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New Quality Monitoring Process launched to
help you prepare for CQC inspections
The Care Quality Commission (CQC) inspection of the PRUH
in December last year gave us the opportunity to look again
at how we prepare for such rigorous inspections, and how we
monitor the quality of the services we provide at all other times.
A great deal of work was done at the PRUH ahead of the inspection, and this learning has informed a
quality monitoring process which mirrors the CQC’s inspection methodology.
We expect the CQC to visit the Emergency Department at the Denmark Hill site shortly, and for a
Trust-wide inspection to take place later this year. The quality monitoring process includes observations
of practice, staff and patient interviews and compliance ratings. It can be used at any time and in any
department or division to measure quality and identify problems.
The process uses self-assessments and peer reviews to measure quality, and its pro forma can be
adapted for different specialities such as dentistry, maternity and paediatrics.
Paula Townsend, Deputy Director of Nursing at the PRUH, led on the pilot of the tool among her
colleagues. She said: “Using the quality monitoring tool supported us as we prepared for the CQC
inspection. It helped to identify issues and involved staff through feedback on the day. The actions
we’ve taken as a result of using the monitoring tool is helping us to address and improve care issues.”
If you would like to find out more about the quality monitoring process, please contact Pauline Lacaille,
Assurance Coordinator, at Pauline.Lacaille@nhs.net or on ext. 36369.

New ophthalmology appointments at QMH
and PRUH
Michelle Findlay has recently joined the Ophthalmology Team at QMH and
the PRUH as the Assistant Service Manager. Michelle previously worked in
the Haematology Department as the Service Delivery Manager for two and
a half years.
She is now responsible for everyday operational smooth running of all
Ophthalmology services at the hospital.
“At the moment, my main focus is to build and develop the management
team to support the staff, patients and services, as well as ensuring we
continue with our work to fully integrate with King’s,” she says.
Natalie Barton has also been appointed as Service Delivery Manager.
She will join the Ophthalmology Management Team this month and will be
responsible for the service delivery at the PRUH on a day-to-day basis.
“Having worked on the clinical side as an Ophthalmic Technician, I have a good understanding of the
needs of the service. I’ll now be working with both my clinical and admin colleagues to make sure that
the department at the PRUH continues to be an efficient and caring service that staff and patients can
be proud of.”
6
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In focus....
King’s is home to two Hyper
Acute Stroke Units (HASU); one
at Denmark Hill, and one at the
PRUH. We talked to PRUH stroke
nurse, Edith Kwitshana, about
how the unit at the PRUH saves
lives.

Hyper Acute Stroke Unit
“I love my job,” says Edith Kwitshana, staff nurse on the
HASU. “The most fulfilling part is seeing patients who
first came to us when they are seriously ill, unable to
walk, talk or swallow, eventually being well enough to go
home. It never fails to make me feel proud of what we
do here in the HASU.”
What makes a HASU different from other types of stoke
unit is its swift response. With stroke, time is of the
essence, and the HASU saves lives by making sure
that patients are assessed by a specialist consultant as
soon as they come through the doors. And unlike other
hospitals without a HASU, the PRUH can also give stroke
patients emergency clot-busting drugs as soon as they
have been assessed.
“We assess thoroughly to find the best course of
treatment for each of our patients,” said Edith, who has
worked in the HASU for three years, and before that
for 10 years at the Denmark Hill HASU. “We have 14
monitored beds in the unit, which means that we keep
an eye on each patient’s progress.
“Strokes happen 24/7, so the care we give must also
be 24/7. Out of hours, we use telemedicine technology
so that consultants can observe patients, assessments
and CT scans. This works very well for stroke patients
because telemedicine is speedy and effective: a
consultant can watch the patient’s care on a large
screen ‘live’, rather than us having to wait until the next
morning for a consultant to come in and see a patient.”

However, giving emergency, life-saving treatment is just one half of the HASU’s work. There are also 20
rehabilitation beds where the emphasis is on physiotherapy and speech therapy, helping patients to
re-learn the skills which will enable them to go back home, and in many cases, continue to live
independently.
“The HASU is a great example of a multi-disciplinary approach,” says Edith. “We work closely with a broad
range of other teams within the PRUH, such as occupational therapy, dietetics and nursing rehabilitation
and it’s this close working that makes the HASU successful. For example, if a patient comes to us and is
underweight, we will work with a dietician to find out what has been happening and to help that patient put
on weight gradually and then stay at a healthy weight. All this helps the patient to recover.
“Many of our patients come through the ED but some are also referred to us from other local hospitals,
such as Queen Elizabeth in Woolwich. So it’s crucial that we work in close collaboration with other
hospitals, GPs, district nurses and social services. The care we give in the HASU is just one part of the
journey towards getting better and leaving hospital.
Asked whether she would recommend specialist stroke care to the nurses she is currently mentoring, Edith
says: “Oh yes: I always say that, if you have been a HASU nurse, you can work almost anywhere else and
there’s nothing lovelier than getting a card from a patient, thanking you for the care you have given.”
If you want your team to be considered for a future edition, please contact
Chris Rolfe, Deputy Director of Communications, on extension 3006
(Denmark Hill) or email chris.rolfe@nhs.net
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1. Purpose



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

2. Action required


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

Reporting to Monitor and Commercial Bank

Financial:

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

Assurance:

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

Clinical:

There is no direct impact on clinical issues

Equality & Diversity:

There is no direct impact on E&D

Performance:

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

Strategy:

Performance against the Trust’s Annual Plan including Risk Ratings

Workforce:

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

Estates:

There are implication on the Trust’s estates strategy.

Reputation:

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

Other:(please specify)

None.
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Month 11 Executive Financial Summary
Income (excluding off Tariff Drugs)
Off Tariff drugs Income
Pay
Non-Pay (excluding off tariff drugs)
Off Tariff Drugs Expenditure
Capital Charges, Interest and Dividends
SLR / Internal Recharges

Total
Impairment Expense
Consolidated Annual Surplus/(Deficit)

Annual Budget
£'000
794,939
45,122
(471,636)
(277,894)
(45,122)
(50,991)
(418)

YTD Budget
£'000
716,780
41,336
(425,675)
(245,962)
(41,336)
(45,870)
(343)

YTD Actual
£'000
738,715
48,971
(448,103)
(258,841)
(48,971)
(44,707)
34

Month 11 YTD
Variance
£'000
21,935
7,635
(22,428)
(12,879)
(7,635)
1,163
377

Month 10 YTD
Variance
£'000
19,739
6,788
(18,930)
(8,252)
(6,788)
(1,795)
331

Movement in
Month
£'000
2,196
847
(3,498)
(4,627)
(847)
2,958
46

(6,000)
8,000
2,000

(1,070)
6,903
5,833

(12,902)
6,903
(5,999)

(11,832)
0
(11,832)

(8,907)
0
(8,907)

(2,925)
0
(2,925)

Financial Key issues:
 The Trust is reporting an operating deficit of £5.999m year to date excluding the asset impairment accrual of £6.9m. The Continuity of Service Risk Rating
is 3.

 The adverse movement in month is £2.925m and the material movements are highlighted below:
• An adverse movement in the Surgery service of £1m due to the non-achievement of elective orthopaedic income targets. The adverse financial
position is further compounded by the limited use of Orpington hospital (revenue investment to date £2.7m) and the continued use of expensive
private sector facilities for Bariatric activity (£99k in month).
• An adverse movement in the Liver service of £788k due to high agency nursing costs (LITU), drug expenditure and the use of private hospital
facilities for HPB/Endoscopy activity(£210k in month).
• An adverse movement in the Cardiac service of £910k due to the use of private sector facilities (£185k in month) and the transfer of vascular
activity to GSTT.
• An adverse movement in TEAM of £1.28m due to medical locum costs, nursing agency costs, drugs and delivering the Acute Medicine (&
Supporting Services) 7 Day Working project up until 31st March.
• A projected break –even position for Commercial services resulting in a negative movement against income targets incurring a £1m adverse
movement for the year.
• An adverse variance in Child Health services of £729k due to clinical staffing costs and Cystic Fibrosis shared care recharges from other
providers.
• An adverse movement in the Critical Care service of £711 due to nursing agency costs; and medical consumables / equipment due to a more
complex case mix than planned.
 The adverse variances were off-set partially by positive financial movements in Ambulatory & Dental Care, CSDS and Private Patient services.
 The Trust’s financial position has deteriorated since month 7 due to the Emergency department and Acute Medicine activity pressures which have
restricted elective activity and forced the organisation use expensive off-site facilities. The nursing agency and medical locum usage has driven up the
cost base to an unaffordable level and the recruitment issue has been compounded by the PRUH high level of vacancies. The agency and locum costs will
be reaching £31m by year end (DH and PRUH) in comparison to £13m (2012/13 – Denmark Hill only).
 A further adverse movement is expected in month 12 but the deployment of stringent procurement controls and reduced off-site working should restrict the
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adverse movement to under £2m and therefore ensure a Monitor Financial Rating of 3 for the year.

Month 11 Executive Financial Summary
 The emergency services recovery plan income of £8.6m has been secured and will cover the 13/14 costs committed on a non-recurring
basis. To date, £7m has been ring-fenced within the contract negotiations for 14/15 with local CCGs. Contract negotiations are continuing
with NHS England to secure additional emergency services recovery plan investment (£1m). It is clear that the Trust will require further
funding through the non-recurrent national bidding process, to implement all the Trust’s recovery plan initiatives across DH and the PRUH
(circa £12m). The national bid funding only amounted to £3.9m in the current year on a non-recurring basis..
Contract income over-performance
 As at month 11, the LSL contract over-performance position is £15.7m, BBG over-performance position is £6.6m and the NHSE overperformance position is £20.4m. The BBG CCG’s contract income level is capped for the PRUH and a financial control total regarding
income over-performance has been agreed with LSL CCG’s. The Trust has received confirmation of the Project Diamond funding (£2.6m)
and the R&D MFF income (£0.7m). This is transitional funding and will eventually be wrapped up in PbR prices for 15/16, but could still be
a potential income risk for 14/15.
 The number of elective patient spells are still above last years phased outturn; which are partly driving the income over-performance (see
page 19). However the medical outliers are still adversely impacting on the potential income of the Trust (see page 20 and 21). The Trust is
potentially under performing against income by £1.8m per year due to General Medicine patients outlying in other wards.
Operating Expenses
 Medical and Nursing staff costs are still over-spending due to locums and agency staff to cover vacancies and to meet the increasing
patient activity levels, patient acuity and vacancies.
 Critical Care, Liver, Surgery and Neurosciences are the key areas of concern (see page 24 and 25). There is still an upward trend despite
the recruitment plans.
 Year-to-date Trust-wide expenditure for off-site working is £6.1m.
 The drugs expenditure is £13m over-spent to date and there has been a steep increase in usage since July (see pages 29-33). This is due
to additional off-tariff drug expenditure of £7.6m and a greater usage in general drug expenditure across all divisions.
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Month 11 Executive Financial Summary
Cost improvement Programme
 The overall achievement to date is 70% against plan. The CIP value achieved to date is £12m and income generation is £16.9m (see
page 34). A contingency reserve was established to mitigate the KCH schemes and the remaining gap should be covered by
additional activity capacity coming on line. There are a number of PRUH schemes that have now been deemed unachievable by the
Division’s and this is a concern going into next year. This will put pressure on the Trust to achieve synergy CIPs earlier than planned
but this is very dependent on ICT implementation plans and service patient pathway reconfigurations.
Capital and Cash
 The capital plan is over-committed by £15.4m primarily due to the delivery of the Orpington Hospital development in quick time to meet
the capacity pressures (building works £1.5m and equipment & IT £2.5m), a further £2m re-phasing on the Energy Performance
Scheme, upgrading of Christine Brown ward (£1.5m), Infill Block 4 (£1.2m), refurbishment of Unit 8 (£2.1m), site wide infrastructure
projects (£1.2m) and general Medical Equipment purchases and replacements (£3.3m). A capital development strategy is under
review to meet future requirements and within the available resources.
 The 2 major capital development schemes impacting on the future capital plan are the new Helideck (£5m) and Infill Block 5 (£80m). A
business case will be submitted to the TDA by the end of March now that the capital costs have been provided by the Estates
Department. The development will require £60m external borrowing from the FTFF and will require commissioner support. The capital
charges and the surplus contribution have been built into the 5 year plan.
 Outstanding debts from NHS England currently total £14.9m (including Integration support £5.8m and Over-performance £6.5m).
Outstanding CCG SLA and SLA over-performance debts total £10m. This will not impact on the risk rating but will generate a delay in
payments to creditors.
 The Trust has received the PRUH PDC transactional funding (£23m) and part payment of the revenue integration funding from NHSE
(£28.975m).
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Operational Planning 2014/2015
Efficiency Target
 The projected cost improvement target for 14/15 is £71.9m (see page 35). This is a challenging target on top of all the operational pressures in
respect to the Emergency care patient pathway, RTT targets and high staff vacancy levels. The CIP target incorporates a number of immediate
PRUH cost pressures and the CIP action plans reflect the medium term timescale to deliver the service synergies at DH,PRUH and other sites.
 The CIP schemes are listed on page 36 and the transaction revenue subsidy is required to cover a number of the cost pressures on the PRUH site
and help cover the overall CIP gap. This leaves the Trust with a minimal contingency reserve and a necessity to reduce the cost base (agency
nursing, medical locums and off-site working in the private sector).
 The CIP gap needs to focus on cost savings rather than delivering margin on additional income. Any potential activity growth needs to focus on
specialist tertiary work and non-local CCG services whereby additional capacity can be generated through efficiency savings. CIP targets have to be
met before any re-investment. The delivery of efficiency savings through the re-design of patient pathway’s is crucial to maintaining Commissioner
contracted activity and developing King’s services (e.g. MSK contract with Bexley CCG).

 The financial budgets need to reflect the basic requirements to deliver a safe and quality environment for patients. Budgets need to be further
centralised where appropriate (such as the provision of services by Facilities to Division’s) to ensure Corporate ownership and strengthen budget
accountability. Further procurement controls need to be established to ensure money is spent on priorities and to reduce unplanned expenditure.
Local Commissioner Contracts
 Lambeth , Southwark and Bromley CCG’s have proposed a contract value based on 13/14 projected outturn activity less the tariff deflator of 1.5%
(£4.2m). Within this contract sum there is scope for the Trust to invest in the Emergency service recovery plan schemes to the value of £7m. This
will leave little opportunity for local activity growth and the Trust will be dependent on both the Trust-led QIPP targets (£10m) and CCG-led QIPP
targets ( £9.4m) being implemented successfully to reduce demand. The contract offer does incorporate funded RTT backlog activity (£2m) but not
at premium rates to complete the work externally.
 The contract reflects the Trust’s priorities in terms of resolving the emergency activity demands and utilising the capacity expansion (IB4 and
Orpington) to reduce high patient occupancy levels and achieving RTT targets. Providing the QIPP initiatives are successful, there should be
minimal activity growth for the Trust. There are contract re-openers if the CCG QIPP actions are not delivered to ensure the financial risk is shared
by both parties.
 The contract includes a £4m reduction as a contribution to the Southwark Lambeth Integrated Care (SLIC) programme which combines the readmission monies to deliver more effective integration of acute care with community primary and social care particularly focusing on local frail and
elderly patients. This should reduce emergency attenders and admissions; enable quicker discharge of patients and development of the virtual ward.
 These CCG contracts are circa £315m (40%) of the Trust’s overall Commissioner contract value.
 It is recommended that the Trust accepts the CCG contract proposals and ensures the CCG QIPP and SLIC initiatives are performance managed.
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Operational Planning 2014/2015
NHSE and other Commissioner Contracts
 These contracts are again based on projected 13/14 outturn activity and the NHSE contract includes an element of growth (£3m). The
NHSE investment in the Trust’s Emergency recovery plan schemes is still to be concluded (£1m as per 13/14) and final agreement to
any Trust –led QIPP.
Financial Targets
 The annual plan covering the next 2 years is based on a break-even target for 14/15 and a £4m surplus for 15/16; to maintain a Monitor
Rating of 3 for each year.
 The surplus in 15/16 is required to finance the Trust capital programme and maintain the Liquidity Rating.
 The key capital developments are shown on page 37 and the Critical Care Helipad (£5m) is a significant addition to this programme which
puts additional pressure on the organisation to achieve a surplus in 15/16.
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Continuity of Service Risk Rating
YTD - Month11

Debt Service Cover
Revenue available for Debt Service
Debt Service
Debt Service Cover metric

Debt Service Cover rating

32,984
(25,610)
1.29x

2

key to scoring
Debt Service Cover
4
2.5

3
1.75

50%
2
1.25

1
<1.25

Liquidity
Cash for CoS liquidity purposes
Operating Expenses within EBITDA, Total
Liquidity metric

Liquidity rating

Continuity of Service Risk Rating

17,127
(754,322)
7.5

4

key to scoring
Liquidity
4
0

50%
3
-7

2
-14

1
<-14

3
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Consolidated Reporting Structure
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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Consolidated Revenue Budgets
KCH

Orpington

PRUH

QMS

Consolidated

594,471
14,000
79,178
14,000
9,000
0
710,649

8,080
0
0
0
0
0
8,080

85,711
211
6,022
0
12,000
5,250
109,194

7,753
41
1
0
0
0
7,795

696,015
14,252
85,201
14,000
21,000
5,250
835,718

(685,649)
(14,000)
0
(9,000)
(708,649)

(8,080)
0
0
0
(8,080)

(94,844)
0
(2,350)
(12,000)
(109,194)

(7,795)
0
0
0
(7,795)

(796,368)
(14,000)
(2,350)
(21,000)
(833,718)

2,000

0

0

0

2,000

Impairment

(8,000)

0

0

0

(8,000)

Total

(6,000)

0

0

0

(6,000)

Income
Contract Income
Private Patients
Other Income (inc E&T)
Integration
Bridging Support
PFI Support

Expenditure
Clinical/Corporate Budgets
Integration
Due Dilligence/Nursing cost pressure
Contingency Reserves

Income and Expenditure Surplus/(Defecit)

The above plan has been submitted to Monitor as part of the quarterly review process.
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Expenditure By Type
Annual
Budget
£'000

YTD
Budget
£'000

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

Total Expenditure
Total Income
Trust Total

(151,007)
(184,302)
(73,378)
(23,344)
(1,539)
(35,569)
(2,497)
(471,636)

(136,422)
(166,139)
(66,088)
(21,057)
(1,410)
(32,278)
(2,281)
(425,675)

(143,588)
(177,715)
(65,703)
(20,874)
(1,519)
(36,294)
(2,410)
(448,103)

(7,166)
(11,576)
385
183
(109)
(4,016)
(129)
(22,428)

(6,190)
(9,787)
436
218
(100)
(3,368)
(139)
(18,930)

(976)
(1,789)
(51)
(35)
(9)
(648)
10
(3,498)

(71,793)
(76,558)
(45,545)
(38,295)
(26,406)
(24,585)
117
(91,661)
(374,425)

(65,182)
(69,407)
(41,035)
(33,320)
(23,816)
(22,054)
67
(79,040)
(333,511)

(71,953)
(82,815)
(41,889)
(36,121)
(22,215)
(22,492)
(33)
(74,966)
(352,485)

(6,771)
(13,408)
(854)
(2,801)
1,601
(438)
(100)
4,074
(18,974)

(6,938)
(11,074)
(1,045)
(2,273)
1,347
448
(74)
3,362
(16,504)

167
(2,334)
191
(528)
254
(886)
(26)
712
(2,470)

(846,061)

(759,186)

(800,588)

(41,402)

(35,434)

(5,968)

840,061

758,116

787,686

29,570

26,527

3,043

(6,000)

(1,070)

(12,902)

(11,832)

(8,907)

(2,925)

The table above is an unconsolidated expenditure analysis, excluding Trust subsidiaries.
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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 SERVICES

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

Total

Annual Budget
£'000
132,333
(55,585)
(36,205)
(174)
40,369
170,077
(66,666)
(53,227)
652
50,836
56,501
(87,783)
(69,665)
0
(100,947)
179,814
(74,365)
(24,672)
340
81,117
97,297
(72,853)
(8,192)
0
16,252
115,601
(65,929)
(8,645)
0
41,027
16,036
(2,977)
(3,787)
(1,360)
7,912
72,402
(45,476)
(145,828)
(24,635)
659
(142,878)
840,061
(471,634)
(350,210)
(24,635)
418

YTD Budget
£'000
119,962
(50,349)
(32,758)
(160)
36,695
154,877
(60,586)
(48,761)
599
46,129
50,635
(79,148)
(62,974)
0
(91,487)
161,718
(66,992)
(22,540)
312
72,498
86,863
(65,329)
(7,417)
0
14,117
104,590
(59,615)
(7,905)
0
37,070
14,640
(2,722)
(3,472)
(1,247)
7,199
64,831
(40,933)
(125,932)
(22,054)
563
(123,525)
758,116
(425,674)
(311,759)
(22,096)
343

YTD Actual
£'000
123,974
(50,885)
(35,491)
(136)
37,462
160,532
(64,710)
(60,255)
659
36,226
54,301
(83,235)
(66,281)
477
(94,738)
155,836
(69,386)
(28,079)
(578)
57,793
92,228
(71,350)
(11,415)
0
9,463
108,184
(60,361)
(10,379)
144
37,588
17,170
(3,019)
(5,935)
(229)
7,987
75,461
(45,153)
(112,128)
(22,492)
(370)
(104,682)
787,686
(448,099)
(329,963)
(22,492)
(34)

YTD Variance
£'000
4,012
(536)
(2,733)
24
767
5,655
(4,124)
(11,494)
60
(9,903)
3,666
(4,087)
(3,307)
477
(3,251)
(5,882)
(2,394)
(5,539)
(890)
(14,705)
5,365
(6,021)
(3,998)
0
(4,654)
3,594
(746)
(2,474)
144
518
2,530
(297)
(2,463)
1,018
788
10,630
(4,220)
13,804
(438)
(933)
18,843
29,570
(22,425)
(18,204)
(396)
(377)

Last Months
Variance
£'000
1,747
(690)
(2,593)
18
(1,518)
5,328
(3,748)
(10,149)
75
(8,494)
2,579
(3,220)
(3,952)
420
(4,173)
(5,174)
(2,168)
(4,969)
(864)
(13,175)
5,092
(4,970)
(3,498)
0
(3,376)
3,536
(499)
(1,758)
41
1,320
1,911
(292)
(2,743)
1,025
(99)
11,508
(3,346)
13,011
448
(789)
20,832
26,527
(18,933)
(16,651)
481
(331)

Movement
£'000
2,265
154
(140)
6
2,285
327
(376)
(1,345)
(15)
(1,409)
1,087
(867)
645
57
922
(708)
(226)
(570)
(26)
(1,530)
273
(1,051)
(500)
0
(1,278)
58
(247)
(716)
103
(802)
619
(5)
280
(7)
887
(878)
(874)
793
(886)
(144)
(1,989)
3,043
(3,492)
(1,553)
(877)
(46)

(6,000)

(1,070)

(12,902)

(11,832)

(8,907)

(2,925)
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M11 Consolidated Variances
SUBJECTIVE

KCH (plus
Orpington)

Year To Date Variance
PRUH (plus other
sites)

£'000

£'000

Trust Total

KCH (plus
Orpington)

Movement in Month
PRUH (plus other
sites)

Trust Total

£'000

£'000

£'000

£'000

PAY
Medical Staff
Nursing Staff
A&C Staff/Senior Managers
PAMS
Directors
Scientific/Professional
Other

(5,897)
(10,163)
(962)
(202)
(113)
(3,000)
(208)

(1,269)
(1,413)
1,347
385
4
(1,016)
79

(7,166)
(11,576)
385
183
(109)
(4,016)
(129)

(748)
(1,209)
(200)
(105)
(10)
(315)
(37)

(228)
(580)
149
70
1
(333)
47

(976)
(1,789)
(51)
(35)
(9)
(648)
10

Sub-total

(20,545)

(1,883)

(22,428)

(2,624)

(874)

(3,498)

Clinical Supplies
Drugs
Non Clinical Supplies
PFI
Capital Charges
Interest and Dividends
Recharges
SLR Recharges
Misc. Other Operating Expenses

(6,155)
(12,104)
(1,269)
(39)
1,607
(1,294)
324
(298)
(264)

(616)
(1,304)
415
(2,762)
(6)
856
(424)
21
4,338

(6,771)
(13,408)
(854)
(2,801)
1,601
(438)
(100)
(277)
4,074

468
(2,076)
111
(6)
260
(963)
59
(24)
886

(301)
(258)
80
(522)
(6)
77
(85)
4
(174)

167
(2,334)
191
(528)
254
(886)
(26)
(20)
712

Sub-total

(19,492)

518

(18,974)

(1,285)

(1,185)

(2,470)

Total Expenditure

(40,037)

(1,365)

(41,402)

(3,909)

(2,059)

(5,968)

24,809

4,761

29,570

1,859

1,184

3,043

(15,228)

3,396

(11,832)

(2,050)

(875)

(2,925)

NON-PAY

All Income
Income and Expenditure
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PRUH Integration Summary
Annual
Budget

WTE

PAY

TEAM
LRS
Ambulatory
Networked Services
Womens and Childrens
CCTD
Corporate Services
HR
Finance
Operations
IT
Strategy
Nursing
Estates
Central

171,373
200,714
131,729
137,872
52,733
278,536
266,813
477,811
210,828
492,434
998,016
318,886
232,459
165,053
46,401

3.81
5.00
5.00
4.00
2.00
15.00
11.00
11.00
4.00
25.00
42.00
9.00
9.00
6.00
1.00

4,181,656

152.81

TOTAL

NONPAY

Annual
Budget

TEAM
Corporate Services
HR
Finance
IT
Central

1,000
445,000
387,000
490,000
2,681,600
0

TOTAL

4,004,600

0

SUB TOTAL

8,186,256

152.81

Consultancy
CQC Inspection equipment

4,532,728
68,521

TOTAL

4,601,249

SUB TOTAL
Contingency Budget
GRAND TOTAL

0

12,787,505
1,212,495
14,000,000
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I & E Summary
Income is over-performing by £30m YTD, £3m favourable movement in month.





£7.6m of the YTD over-performance and £850k in month favourable movement relates to off tariff drugs.
Outpatient referrals are particularly high in Neurosciences, Surgery, Women’s Health TEAM and Dental.
Vascular surgery elective/non-elective work is adverse against plan.
Critical care and the new Maternity pathway tariff are both over-performing in terms of volume and price. The new
maternity pathway tariff reflects the activity case-mix and is generating additional income compared to the historic
activity levels on a PbR flat rate tariff and community midwifery block contract . The CCG’s are claiming that this
new tariff is not delivering the PbR1.3% efficiency on the contract value.
 Emergency services recovery plan funding of £6.1m has been accrued to date which is the amount of nonrecurring funding we are expecting to receive this year. The income accrual is currently held in the Corporate
income budget as the funding has not all been agreed.
 Income has over-performed this month mainly due to off tariff drugs planned same day and non elective activity.

Pay is overspent year to date by £22m, a £3.4m adverse movement in month.
 Nursing is £11.5m overspent year to date, £1.7m adverse movement in month. The overspend is mainly in critical
care, neurosciences, liver and acute medicine. Nursing Bank and agency spend has been approximately £2.6m
per month, this is 56% 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” for high dependency patients which also has an impact on the use of bank and agency.
There are also a high number of vacancies at the PRUH with high bank and agency usage, nursing at the PRUH is
currently £1.4m overspent year to date.
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I & E Summary
Pay continued…
 Medical is £7.1m overspent to date, £1m adverse movement in month. The majority of the overspend is in
emergency medicine, acute medicine and neurosciences caused by the use of locums covering vacancies. The
recruitment of permanent staff does not appear to be a viable option to reduce locum costs. There is also a cost
pressure for twilight ED locum SpR shifts, a continuation of last year emergency services recovery plan scheme.
There is a £1.3m overspend at the PRUH due to the use of locums.
 Professional, technical and scientific is £4m overspent to date, £648k 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.

Non Pay is overspent by £19m year to date, a £2.4m adverse movement.
 Clinical supplies are £6.7m overspent, the majority of this is in Critical Care and Theatres due to an increase in
activity and decontamination costs. Cardiac is also overspending on devices but this is recoverable through off tariff
income. Neurosciences devices expenditure is overspent due to an increase in spinal and VNS work,
 Drugs are overspent by £13m YTD and are offset by off tariff income of £7.6m. There was an adverse movement of
£2.1m this month offset by £850k income. Further investigation is needed of the drugs position. This is currently
being undertaken by pharmacy and finance
 Non clinical supplies are overspent by £854k YTD, a £191k favourable movement. This includes the rental cost for
of the CDU porta-cabin delivered last year to meet emergency services recovery plans. Also patients travel
expenses, IT expenses (including hardware and software), postage, printing and stationery plus other general
expenditure. The favourable movement this month is due to slippage in IT Integration expenditure
 Misc. Other operating expenses are £4m underspent YTD.
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Number of Patient Spells
Category
All Inpatients - 2013/14
Non-elective - 2013/14
All Inpatients - 2012/13
Non-elective - 2012/13

Apr

May
Jun
Jul
11325
11401
11037
4673
4883
4687
9961
10938
10169
4300
4575
4497

Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
12016
10852
11265
12056
11874
10894
11785
11370
4873
4483
4757
4955
4638
4746
4942
4370
11187
10713
10682
11797
11318
9873
11085
10436
11264
4706
4384
4580
4808
4517
4392
4669
4235
4895

Number of Patient Spells - KCH
14000

All inpatients 2013/14

12000

10000

All inpatients 2012/13
8000

6000

Non-elective patients 2013/14

4000

Non-elective patients 2012/13
2000

0
May
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Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar
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Medical Outliers
Medical Outliers and Lost Opportunity Income
Summary

The graph shows the monthly number of bed days for General Medicine patients outlying in other
Divisions wards.
The patients are from all specialties within General Medicine including Acute Medicine and Geriatrics.

The Lost opportunity income is an estimated net calculation based on the following:
1)
2)

An average income tariff lost per speciality by not filling their beds with their own patients. This is
based on the number of occupied bed days.
An average income received by having General Medicine Patients in those beds.

The net difference between 1) and 2) is shown as a net loss per month.
The total estimated loss is:
2012-13
To end of February 2013-14

£1,892,061
£1,600,687

Total to date for both years

£3,492,748
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Medical Outliers
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King’s Emergency Care Schemes 2013/14
Denmark Hill Site

2013/14
Projected
Total Spend
£'000

Neuro Nursing needed to cope with the increased acuity of patients
CDU portacabin hire/ housekeeping & hostess service
LAS performance nursing/ admin
1 band 6 ED Paeds nurse shift 24/7
ED Twilight SpR shift 7/7
RDL additional beds (12 beds until 30/9/13 then increasing to 28 beds)
Acute Medicine wards nursing shift review
Acute Medicine Consultant rota review to support weekend cover for 7/7 working
Increased CDU capacity & new RAT/ majors assessment area
Paediatric Short Stay Unit
2 Story CDU/Paediatric short stay modular unit
Acute Medicine 7 day working
Other Schemes

804
453
295
272
270
963
1,000
210
329
500
500
398
792

Kings Total

6,786

Funding Agreed
DOH/NHSE Cenral funding via LSL CCGs
NHSE Emergency Admissions Tariff at 100%
LSL CCG Emergency Admissions Tariff at 100%
LSL CCG Emergency 13/14 Baseline increase at full tariff
Total Funding

2,000
1,000
2,800
986
6,786
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King’s Emergency Care Schemes 2013/14
PRUH Site
2013/14
Projected
Total Spend
£'000
CDU facility & 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)
15 Paediatric Beds
Other Schemes
Total

717
331
208
83
187
374
1,900

Funding Agreed
DOH/NHSE Central Funding via Southwark CCG
Total Funding

1,900
1,900
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Divisional Variance Analysis
Network Services - Neurosciences - £7.8m adverse YTD, £294k adverse movement in month.
• Income is £839k favourable YTD, £175k favourable in month. Neurosurgery elective overperforming £23k in month and £1,1m YTD
which is mainly due to RTT off site working. Neurology over performed in the month by £408k which was due to an increase in both
elective and non-elective work. Off tariff drugs is over performing however this is offset by expenditure. There continues to be
capacity issues and this will improve when the Orpington step down ward becomes active which is anticipated to start in March.
• Pay is over spent by £59k in month and £2.1m in year, due largely to Nursing and Medical pay over spends. Nursing recruitment is
going well from the Philippines, but posts are currently being backfilled during training of the new recruits
• Non Pay is over spent by £246k in month and £5,5m year to date. In month, £517k relates to drugs overspend, which is now £2.9m
over spent year to date. RTT (off site working) is unfunded and continues to be over spent by £1.2m year to date. Clinical supplies
accounts £1.1m of total year to date deficit – mainly due to spinal and activity related devices.
• The forecast outturn for Neurosciences is £9.8m adverse, due to a reduction in non elective income in M10 and delays in
additional capacity becoming operational (Orpington for Neuro –rehab)
CCTD – Critical Care and Theatres- £2.5m adverse YTD, £500k adverse movement in month.
• Income is £2.5m favourable YTD, £67k favourable movement in month.
• Critical Care Bank and Agency Nursing is overspent of £561k as occupancy levels continue to rise across all sites with increased
levels of activity / acuity
• There are significant increases in spend on Consumables/Disposables/Medical and Surgical equipment in most theatres on DH
site, due to increase increased activity and more complex case mix
• The forecast outturn for critical care and theatres is £3.7m adverse due to the higher income plan in Q4 and the increased
use of temporary staffing in critical care.
LRS – Liver - £5.4m adverse YTD, £790k adverse movement in month
• Income is £412k favourable. £41k adverse movement in month. Hepatology outpatient and non elective underperformance in
month.
• Pay is overspent by £1.8m YTD, £67k adverse movement in month due to agency on LITU.
• Non Pay is over spent by £478k in month and £3.6m year to date. YTD £1.8m relates to drugs overspend, RTT (off site working) is
unfunded and continues to be over spent , £700k year to date and £200k adverse movement in month.
• The forecast outturn for Liver is £6.2m adverse due to a reduction in income in M10 and 11 and delays in additional
capacity becoming operational
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Divisional Variance Analysis
LRS – Surgery - £10.2m adverse YTD, £1m adverse movement in month
• Income is £7m adverse YTD, £746k adverse movement in month. Underperformance in general surgery non elective and Orpington
orthopaedic activity
• Non Pay is over spent by £83k in month and £1.7m year to date. RTT (off site working) is unfunded and continues to be over spent
£1.2m year to date.
• The forecast outturn for Surgery is £11.7m adverse, due to an increase in off site working and delays in additional capacity
becoming operational (Orpington for Orthopaedics)
W&C – Child Health - £950k adverse YTD, £728k adverse movement in month
• Income is £2m favourable YTD, £320k. Income over-performing against all activity except in NICU and day cases
• Pay is overspent by £338k year to date, an adverse movement of £214k in the month. The majority of this movement is due to the
provision of Paediatric Surgeons banding arrears plus use of locum staff to cover training doctor vacancies – 4.50wtes and sickness
across both sites.
• Non Pay is overspent by £2.2m year to date, an adverse movement of £949k in the month. The movement this month was caused
by the provision of £406k for Cystic Fibrosis shared care invoices. The cost is offset against Cystic Fibrosis income which has been
adjusted for the shared care payment.
Network Services - Cardiac - £2.9m adverse YTD, £908k adverse movement in month.
• Income is £412k favourable YTD, £114k adverse in month. Vascular moved a further £169k adverse in the month which is due to
the transfer of LAS work to St Thomas’s. This transfer of work contributes heavily towards the YTD adverse vascular income
variance of £1,451K.
• . Year to date non pay is overspent by £2.3m of which approximately £1.1M is related to unfunded RTT off site working at London
Bridge and approx. £250k which relates to sutureless valves which are also unfunded. There are also the main causes of the
adverse movement in month.
PFI – adverse movement in month £500k
• Contract variations due to additional enhanced and deep cleaning, portering, catering, hospitality and disposable mops and
curtains. The contract variations also relate to additional capacity (IB4).
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Temporary Pay Analysis Trend
 The graph to the left shows spend on bank and
agency nursing over the previous periods and it is
showing that the trend is on the increase.
 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 graph to the right shows spend on agency
medical staffing over the previous period and it is
showing that the trend is increasing and actual
expenditure is erratic on a month to month basis.
 Increase in agency spend this month is in ED and
acute medicine.
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Temporary Pay Analysis by Division
 Agency spend (shown to the left) is 151% 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 30% up on the
same period year to date last year, with increases
in LRS, ACLN, CCTD and TEAM. Increase is
mainly due to specialing and an increase in high
dependency patients.
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Projected Agency Costs 13/14

2012/13
Month 12
DH Only
Non NHS Staff (Agency/Locums)
Medical locums
Nursing, midwifery and health visiting
Scientific, Therapeutic & Technical Staff
Administrative & Clerical
Healthcare Assistants & Other Support Staff
Non NHS Staff (Agency) Total

2013/14
Month 12
Month 11
Extrapolated
DH and PRUH

Forecast
Increase

4,361,728
5,106,848
1,587,843
1,664,991
54,041

6,443,797
14,065,676
4,062,495
4,573,006
104,558

7,029,597
15,344,374
4,431,813
4,988,734
114,063

2,667,869
10,237,526
2,843,970
3,323,743
60,022

12,775,450

29,249,532

31,908,580

19,133,130
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Drug Expenditure
 Total Drug expenditure has increased year on year. The total increase was 12% in financial year 2012/2013 and is
forecast to be circa 20% in 2013/14.
 Network Services is forecasting to spend £6.9m more this year compared to last year, bringing their total
expenditure to £32.4m. Network Services spent £4.3m more in 2012/13 as compared to 2011/2012 expenditure. The
total percentage increase year-on-year is averaging at 27% increase in drug expenditure compared to 7% increase
in activity.
 The increased drug expenditure this year is partly explained by the increased use of off-tariff drugs. Last year the
off-tariff drug run rate was around £2.9m and this year’s run rate is at an average of £3.4m. The main reason for this
increase is that companies are now billing via the Trust as compared to direct to PCTs as per the previous
arrangement. This increase will show an overspend against the drug expenditure budget however this will be
recovered via contract income. Pharmacy need to ensure that all off-tariff drug usage is recorded and billed to CCGs
promptly.
 The remainder of the drugs which are within tariff have also increased compared to Trust activity. The average cost
of drugs per patient activity was £193 last year compared to the current year average of £237; representing an
22.3% increase.
 In terms of groups of drugs, Anti-Lymphocyte Monoclonal Antibodies, HIV Infection, Rheumatic Suppressant &
antineoplastic drugs were the largest drug expenditure groups.
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Drug Expenditure

Page 30

Drug Expenditure
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Drug Expenditure
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Drug Expenditure
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2013/14 CIP YTD Summary
CIP Identified

% of total

YTD Target

YTD Actual

YTD Variance

Pay

DH
PRUH

5,721
4,039

14%
70%

5,434
3,366

3,028
1,225

-2,405
-2,140

Non-Pay

DH
PRUH

11,383
1,213

28%
21%

10,129
1,006

7,436
291

-2,693
-714

Income

DH
PRUH

22,885
479

57%
8%

20,768
399

16,887
0

-3,881
-399

Totals

DH
PRUH

39,989
5,731
45,720

36,330
4,770
41,101

27,350
1,516
28,867

-8,980
-3,254
-12,234

Year to date under performance against CIPs amounts to £12,234k, 70% overall achievement.
The aim is to achieve 75% of plan for Denmark Hill schemes and 50% for PRU schemes.
Key schemes achieved:• Coding Optimisation - £4.5m over achieved (£2.8m YTD target)
• PCT led QIPP (Demand Management) - £2.4m
• NHSE QIPP - £1.2m
Key schemes unachieved:• Outpatient QIPP - £2.2m YTD target, £512k achieved
• A&C Reduction - £750k
• Business Cases - £5.3k
• Temporary staffing reduction - £1,419k YTD target, £373k achieved
A prudent position has therefore been taken in that, if no figures are available then the CIP is deemed unachieved.
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Projected Cost Improvement Target 14/15

2014/15
£m
Tariff deflator
Inflation assumptions (Pay)
Inflation assumptions (Non-Pay)
Loss of CQUIN on drugs and devices
Loss of education funding (Dental tfr to GSTT)
Loss of education funding (SIFT)
Trust-led QIPP assumptions
SLIC (Integration investment)
2013/14 Operating deficit carried forward (tbc)
Cost pressures - AfC inc. drift / pension (staff increase and auto-enrolement)
Cost pressures - other (e.g PFI, nurse specialing, CNST premuim)
Cost of debt service (CCU, Orpington, IB5, helipad)

11.0
6.0
13.7
1.7
1.2
1.4
13.1
1.2
6.0
5.0
6.6
5.0

Total Savings Required

71.9

% of Turnover (circa £1,000m)

7.3%
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Projected CIP Identified Savings to Date
2014/15 CIP Identification Progress

Scheme

Original Plan as per
M10 Finance
Committee paper £m

Current Plan £m

Divisional specific schemes identified to date
Corporate specific schemes identified to date
Procurement
Clinical coding improvements
Service level agreements (Frank Cooksey)
Energy scheme
Commercial Services (GSTS profit share)
Medical Productivity *
Outpatients * (including CCG QIPP target)
Nursing Productivity *
Theatre Productivity *
Improving Length of Stay *
Admin & Clerical staff *
Emergency pathway (income generation by reducing outliers)
Cost avoidance - Off-site private sector working
Cost avoidance - Further agency and medical locum spend
Non-clinical supplies reduction
Off tariff drug / FP10 reduction
Central budgetary controls
Project Oscar
Strategic consolidation of services (15/16 scheme)

10.00
2.50
4.00
3.00
1.00
0.30
1.00
1.10
5.40
5.30
3.30
3.40
1.10
1.00
5.80
5.00

9.15
2.56
5.10
3.00
1.00
0.24
1.00
0.94
4.50
4.15
2.08
2.82
0.70
1.00
6.50
5.00
2.00
1.00
0.20
0.15

CIP gap covered by transaction revenue subsidy

18.70

18.83

Total
* Major projects revised opportunity assessment

71.90

71.90

Variance £m
-0.85
0.06
1.10
0.00
0.00
-0.06
0.00
-0.16
-0.90
-1.16
-1.23
-0.58
-0.40
0.00
0.70
0.00
2.00
1.00
0.20
0.15

RAG rating
A
G
A
A
A
G
A
A
R
A
G
A
R
R
A
R
A
R
A
R
R
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Capital Plan Summary 2014-2019
Scheme

2014/15
£'000

2015/16
£'000

2016/17
£'000

2017/18
£'000

2018/19
£'000

Critical Care Unit (Including new MRI build @ Catering courtyard)

15,693

30,294

8,252

3,292

-

Infill Block 5

10,000

25,000

20,000

6,000

-

Site Wide Infrastructure

4,000

1,500

1,500

-

-

Helideck

5,000

-

-

-

-

Other Major Works

3,283

4,350

2,000

1,000

1,000

Orpington Hospital

1,460

250

250

250

250

PRUH Hospital

1,200

80

-

-

-

Minor Works (including PRUH & Orpington)

2,454

2,936

1,798

-

-

ICT

2,420

1,650

1,650

1,500

1,500

Medical Equipments

2,956

1,250

4,250

1,250

1,250

Integration Projects

7,370

1,200

1,600

600

55,836

68,510

41,300

13,892

4,000

11,708

30,294

8,252

3,292

-

-

15,000

20,000

5,000

-

44,128

23,216

13,048

5,600

4,000

Total Capital Budget Expenditure
Loan - Critical Care Unit
Loan - Infill Block 5
Net Spend after CCU and IB5 Loan
PDC Funding

-

20,920

0

0

0

0

Donated Funds

1,250

680

250

250

250

Integration Funding

7,370

1,200

1,600

830

0

22,141

23,603

24,123

24,645

25,069

Internal Funding

51,681

25,483

25,973

25,725

25,319

Additional Internal Funding (Available) / Required

(7,553)

(2,267)

(12,925)

(20,125)

(21,319)

Depreciation (Incl PRUH & ORP)
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Month 11 Capital Summary
 Capital Plan 2013/2014
• The annual budget for 2013/14 has been reduced from £52.586m to £27,961m due to the re-phasing of the Critical
•

Care Unit (£31.946m) between 13/14 and 14/15. In 13/14, £3.385m for the Critical Care Unit is to be funded by the
loan received from the Foundation Trust Financing Facility.
£1.024m 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 being funded by internal Trust resources such as
Depreciation. The £3m budget for Orpington major works is funded by SLHT.

 Forecast Capital Expenditure
• Forecast capital expenditure for 13/14 has increased by £15.533m against the Trust’s Annual Planned budget. Below
is the breakdown of the various changes to date.
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Capital Expenditure Summary - KCH
Month 11
 Capital Expenditure - KCH
• Capital expenditure to month 11 was £31.445m against a re-phased year-to-date budget of £22.636m. The
•

overspend is due mainly to Orpington Hospital (£5m), Infill block 4 (£1.2m), unit 8 refurbishment (£2.1m) and site
wide infrastructure (£1.2m).
Overall, the Trust is forecasting to spend £40.090m at the end of the year against a budget of £24.648m, resulting
in an overspend of £15.442m.
Capital Programme - KCH

Total per capital category

Major works
Capital Maintenance (Minor Works)
Medical Equipment
IT and infrastructure
Intangibles (IT)
Donated - Major Projects
Donated - Medical Equipments
Orpington - Estate major works
Orpington - Equipments & IT
Total Capital Position :
Overspend (+) / Underspend (-)

Budget
Annual Plan
13/14

Period Budget

Less:
Capital Donations held on Trust, NOF monies
Capital Charge against Capital Resource Limit
Funding Sources
Depreciation (Including Orpington)
PDC Receivable

Nursing Technology PDC
Safer Hospitals Safer Wards - DH
Safer Hospitals Safer Wards - Carried forward
SLHT Funding - Orpington
External Borrowings
Internal Cash Resources
FT Capital Plan
Variance : + over / (-) under

Actual YTD

Cost to Complete

Total Cost 13/14

Forecast
Variance

15,300
1,000
1,165
2,941
218
649
375

14,025
917
1,068
2,696
311
462
157

18,464
827
2,413
1,012
311
462
157

4,539
173
947
2,309
15
187
218

23,003
1,000
3,360
3,321
326
649
375

7,703
2,195
380
108
-

3,000
-

3,000
-

4,814
2,985

257

4,814
3,242

1,814
3,242

24,648

22,636

31,445

8,645

40,090

15,442

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

Expenditure

Period Budget

Anticipated
Changes

Actual to date

Y/E Forecast

24,648

22,636

31,445

8,645

40,090

24,648

22,636

31,445

8,645

40,090

1,024
23,624

619
22,017

619
30,826

405
8,240

1,024
39,066

15,876
2,980
537

14,553
2,980
0

13,440
2,980
0

2,436
0
537

15,876
2,980
537

380

380

0

350

380

(345)
3000
3,385
(2,189)
23,624

0.00
3000
3,385
(2,281)
22,017

0.00
3000
19,900
(8,494)
30,826

(345)
0
(16,515)
6,305
(7,232)

(345)
3000
3,385
(2,189)
23,624

0

0

0

15,472

15,442
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Capital Expenditure Summary - KCH
Month 11 – Major Works
 Major capital works breakdown
 There is a significant increase in the forecast for energy performance contract (£2.08m) as the initial budget
did not include VAT that will not be reclaimable. Christine Brown ward upgrade (£1.5m) was not in the
annual plan. Site wide infrastructure (including infill block 4 and unit 8 refurbishment) of £5.406m was
originally planned within CCU cost. Other projects are been re-phased to next financial year resulting in a
net over-spend of £7.703m.
MAJOR WORKS PROJECTS
Scheme
Maternity (MLU/MAU Expansion)
Emergency Centre (Majors & External Works)
Catering Courtyard Scheme - MRI
Christine Brown Ward upgrade works
Sitewide Infrastructure
Infill Block 5 (Annie Zunz)
Energy Performance Contract
Day Surgery Unit
Liver Lab Research Facility
Critical Care Unit
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
Other Major Works
TOTAL

Annual Plan Actual Spend
2013/14
to Month 4
£'000
£'000
1,280
1,633
1,279
313
959
5,197
712
4,000
5,133
377
356
252
196
3,385
1,688
84
68
43
24
1,000
839
300
13
100
42
750
169
700
20
300
200
236
50
1
500
220
230
500
18
200
182
84
131
15,300

18,464

Cost to
Complete
£'000
367
237
75
541
209
947
21
56
1,697
16
19
161
58
30
49
14
7
18
17

Forecast
Cost
£'000
2,000
550
75
1,500
5,406
712
6,080
377
252
3,385
84
43
1,000
13
100
169
50
236
50
234
230
25
200
84
148

4,539

23,003

Variance
to Plan
£'000
720
(729)
75
1,500
5,406
712
2,080
(287)
(581)
(650)
(300)
36
(266)
230
(475)
84
148
7,703
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Capital Expenditure Summary - Integration
Month 11
 Capital Expenditure – PRUH Integration
• Part of the integration budget has been re-phased to next financial year. We are forecasting to spend £3.4m.
• The overspend of £91k is as a result of Teleconferencing Kits at PRUH which was not in the original plan
Budget

Capital Programme - Integration of PRUH

Expenditure

Annual Plan
13/14

Period Budget

Actual YTD

PRUH
PRUH - Estate Projects
Integration Projects

3,313

2,761

1,289
484

937
694

2,226
1,178

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

3,313

2,761

1,773

1,631

3,404

Total per capital category

Budget

Period Budget Actual to date

Cost to
Complete

Total Cost
13/14

Anticipated
Changes

3,313

2,761

1,773

1,631

3,404

Gross Cost

3,313

2,761

1,773

1,631

3,404

1,944
3,313
(1,944)
3,313

1,782
3,313
(2,334)
2,761

1,782
11,000
(11,009)
1,773

162
(7,687)
9,065
1,540

1,944
3,313
(1,944)
3,313

0

0

0

91

91

Variance : + over / (-) under

2,226
(2,135)

91

Y/E Forecast

Gross capital expenditure

Depreciation - PRUH
PDC - Capital Integration Funding
Internal Cash Resources
FT Capital Plan

Forecast
Variance
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Month 11 Working Capital Summary
Trade Debtors
 As at month 11 outstanding trade debtors totalled £53m.
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
• CCG - Over-performance 2013/2014
• CCG – NCAs
• NHS England – Over-performance 2013/2014
• NHS England – Other (including Transaction funding)
• Health Education England (Funding Oct-Dec)
• South London Healthcare NHS Trust
• Guy’s & St Thomas’ NHS Foundation Trust
• King’s College London

£12.003m
-£0.483m
£1.679m
£8.373m
£1.369m
£6.548m
£8.372m
£2.133m
£0.797m
£2.291m
£2.735m

Cash

 The Cash balance at the end of Month 11 was £45.344m against a forecast cash balance of £23.037m.

Trade Creditors
 As at month 11, outstanding trade creditors totalled £16.2m.
This total includes the following outstanding amounts:
• King’s College London
• Guy’s & St Thomas’ NHS Foundation Trust

£2.170m
£0.408m

Working Capital Facility
 The Trust has a Working Capital Facility of £40m with NatWest Bank, but has not utilised this in the current financial year.
FT Borrowing
 The Trust currently holds loans with the Foundation Trust Financing Facility totalling £35.310m as at 28 February 2014 and PFI
Liabilities of £159.556m.
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SLA Over-Performance Invoices 2013/14
Quarte r 1
Contract
NCB Main Contract
NHS BROMLEY CCG
NCB Dental - London
NHS CROYDON CCG
NHS GREENWICH CCG
NCB Breast Screening - London
NHS BEXLEY CCG
NHS LEWISHAM CCG
NHS SOUTH KENT COAST CCG
NHS HIGH WEALD LEWES HAVENS CCG
NHS WANDSWORTH CCG
NHS DARTFORD, GRAVESHAM AND SWANLEY CCG
NHS MERTON CCG
NHS CENTRAL LONDON (WESTMINSTER) CCG
NHS HAVERING CCG
NHS SWALE CCG
NHS WEST KENT CCG
NHS BRIGHTON AND HOVE CCG
NHS THANET CCG
NHS WEST LONDON (K&C & QPP) CCG
NHS HASTINGS AND ROTHER CCG
NHS HARROW CCG
NHS THURROCK CCG
NHS WALTHAM FOREST CCG
NHS NEWHAM CCG
NCB Dental - Surrey/Sussex
NHS HILLINGDON CCG
NHS HARINGEY CCG
NHS ISLINGTON CCG
NHS BASILDON AND BRENTWOOD CCG
NHS EALING CCG
NHS REDBRIDGE CCG
NHS ENFIELD CCG
NHS EAST SURREY CCG
NHS MEDWAY CCG
NHS CITY AND HACKNEY CCG
NHS HAMMERSMITH AND FULHAM CCG
NHS SOUTHEND CCG
NHS EAST AND NORTH HERTFORDSHIRE CCG
NHS RICHMOND CCG
NCB Dental - Kent/Medw ay
NHS BARKING AND DAGENHAM CCG
NHS MID ESSEX CCG
NHS NORTH WEST SURREY CCG
NHS GUILDFORD AND WAVERLEY CCG
NHS SOUTHWARK CCG
NHS LAMBETH CCG
NHS EAST SURREY CCG
NHS SLOUGH CCG (f or DORSET)
NHS NORTH EAST ESSEX CCG
NHS BARNET CCG
NHS HERTS VALLEYS CCG
NHS NORWICH CCG
NHS GUILDFORD AND WAVERLEY CCG
NHS CASTLE POINT AND ROCHFORD CCG
NHS SLOUGH CCG
NHS COASTAL WEST SUSSEX CCG
NHS TOWER HAMLETS CCG
NHS CAMDEN CCG
NHS CANTERBURY AND COASTAL CCG
NHS CRAWLEY CCG
NHS HOUNSLOW CCG
NHS HORSHAM AND MID SUSSEX CCG
NHS WEST ESSEX CCG
NHS BRENT CCG
NHS ASHFORD CCG
NHS KINGSTON CCG
NHS EASTBOURNE, HAILSHAM AND SEAFORD CCG
NHS WALES
NHS SUTTON CCG

Quarte r 2

Month 7 (Octobe r
2013)

Month 8
(Nove m be r 2013)

2,215,273
314,006
371,979
367,721
284,267
740,690
161,770
527,691
39,719
12,008
51,137
70,644
18,131
25,980
22,958
54,263
29,434
31,810
24,204
5,099
(3,063)
3,662
(9,758)
20,946
17,990

2,375,243
429,538
402,710
170,373
79,700
161,358
109,650
(1,002,043)
17,705
(10,236)
41,887
17,853
45,857
(2,943)
10,990
5,890
24,656
25,045
21,946
4,296
17,697
(722)
(22,596)
49,268
14,474

11,951
45,205
15,858
13,852
17,283
2,446
6,570
22,153
42,032
(13,471)
(4,672)
7,581
4,660
(17,273)

2,464
(4,658)
3,051
23,802
1,559
8,003
4,279
(25,194)
(84,313)
1,331
12,137
2,574
12,061
(17,675)

10,471
3,229
(131)
1,067
836,739
762,060
14,222
9,176
4,466
(1,743)
484
(793)
1,682
(4,970)
(24,589)
2,422
3,750
(2,873)
14,266
(15,002)
(25,157)
(26,629)
(11,432)
(13,785)
(59,187)
(22,363)
4,783

(8,434)
(2,928)
(11,946)
3,577
674,553
(704,290)
(14,296)
(946)
2,340
(2,840)
(11,360)
(3,829)
4,586
6,873
11,813
(17,562)
2,789
(10,634)
43,619
(6,870)
(14,403)
23,942
(10,455)
(3,686)
4,949
(7,844)
46,027

(135,541)

8,892,590
926,433
463,353
640,502
329,890
0
332,547
734,111
498,456
10,232
159,458
(6,180)
99,151
86,125
125,996
98,709
93,329
52,863
98,311
17,414
71,732
45,250
27,638
23,140
(15,777)
(23,134)
29,059
44,694
17,281
88,110
(7,451)
18,843
18,488
6,093
260,264
158,770
(17,081)
9,783
5,596
90,346
(64,553)
20,830
6,814
(12,276)
48,957
2,034,081
2,450,189
768
(24,208)
16,591
15,039
(17,056)
0
(17,328)
(27,747)
3,041
(720)
6,218
14,857
(111,665)
(51,951)
10,554
(24,394)
(12,379)
20,717
(129,239)
10,314
89,798
0
(122,897)

(9,499)

(31,253)

8,910,247

18,637,292

7,003,404

2,888,508

616,434
672,372
751,028
397,867
160,566
1,042,241
256,380
88,625
(42,881)
80,159
95,057
52,121

12,569
7,073
4,322
52,522
80,213
47,692
20,766
(437)
27,081
22,947
(2,920)
(46,298)
20,967
(609)
11,998
255,111
(14,425)
49,515
(730)
23,431
(54,162)
(18,101)
(2,554)
(19,649)
(2,589)
1,823,627
2,240,041
(15,606)
(49,072)
(268)
567
246,282
(31,174)
(16,467)
176,200
5,629
(4,976)
7,068
71,526
2,800
(18,270)
4,482
(44,999)
(54,996)
59,692

Month 9 and
10 (De ce m be r
2013 &
January 2014
6,119,167
1,087,147
265,169
332,834
569,381
61,331
226,514

Ne t Total

Cas h
Re ce ive d

(8,892,590)
(1,542,866)
(887,473)
(1,110,481)
(610,553)

(50,459)

19,602,273
3,373,558
2,175,583
2,262,458
1,661,106
963,379
991,047
1,302,000
562,387
289,400
428,993
247,669
247,942
229,054
206,188
198,189
274,004
173,318
128,356
116,202
120,811
106,723
44,178
147,519
80,292
45,033
66,156
110,546
85,242
162,519
51,986
49,562
53,435
30,767
483,545
166,677
33,263
30,692
55,092
19,835
(53,695)
8,997
11,977
(49,671)
53,204
5,369,000
4,748,000
(549)
(65,051)
20,923
(5,414)
213,986
(9,669)
(48,989)
(42,447)
166,466
(21,383)
(18,201)
(7,794)
(37,166)
(39,269)
(41,429)
(44,376)
(45,036)
(64,990)
(267,815)
(112,062)
56,113
0
(349,649)

9,261,541

46,700,992

(25,459,617)

6,507
21,016
87,886
208,233
4,645
24,834
(5,877)
39,327
126,585
51,031
(16,105)
82,320
30,123
6,012
(31,319)
6,472
42,839
68,167
23,117
(1,776)
26,105
39,675
86,893
(698)
24,708
15,718
10,452
34,471
(6,636)
11,484
9,343
18,599
10,858
4,230
7,416
(5,669)
2,192

14,362
(2,206)
(16,437)
(4,364)
(5,047)
(6,755)
(136)
(11,152)
(25,981)
(16,212)
16,615
(36,972)
(15,223)
976
(15,252)
(23,237)
(84,339)
(37,173)
(144,187)

(339,065)
(728,901)
70,536
(88,625)
30,518

(1,436)
(93,329)

(5,348)
40,928
(63,529)
23,134
(51,742)
(28,225)
(108,992)

(10,068)
7,103
(445,758)
(131,365)
(4,971)
(33,687)
64,553
(4,260)
55,703
(51,012)
(5,369,000)
(4,748,000)
64,104
(23,129)
2,286
(218,350)
4,622
40,535
31,970
(179,242)
4,663
(2,647)
(20,582)

187,206
27,956
(148,019)
(172,189)

Outs tanding
Cas h

10,709,683
1,830,692
1,288,110
1,151,977
1,050,553
963,379
651,982
573,099
562,387
359,936
340,368
278,187
247,942
229,054
206,188
196,753
180,675
173,318
128,356
116,202
115,463
106,723
85,106
83,990
80,292
68,167
66,156
58,804
57,017
53,527
51,986
49,562
43,367
37,870
37,787
35,312
33,263
25,721
21,405
19,835
10,858
8,997
7,717
6,032
2,192
0
0
(549)
(947)
(2,206)
(3,128)
(4,364)
(5,047)
(8,454)
(10,477)
(12,776)
(16,720)
(20,848)
(28,376)
(37,166)
(39,269)
(41,429)
(44,376)
(45,036)
(64,990)
(80,609)
(84,106)
(91,906)
(172,189)
(349,649)
21,241,375

 This

table has been
prepared as at 19 March
2014 and reflects all
invoices
raised
and
payments received to that
date.

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

 Payment

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

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

0 - 30 days

31 - 60 days

61 -90 days

Over 90 days

£

£

£

£

£

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

25,754,086
472,419
6,757,120
32,983,625
(1,687,458)
31,296,167

5,958,507
12,265
2,322,927
8,293,699
8,293,699

898,781
700,977
911,079
2,510,837
2,510,837

9,972,173
613
1,010,797
10,983,583
10,983,583

8,924,625
(241,436)
2,512,317
11,195,506
(1,687,458)
9,508,048

981,241
2,735,418
226,142
4,434,679
8,377,479
(336,294)
8,041,185

75,826
557,091
112,739
1,919,613
2,665,270
2,665,270

124,321
149,939
6,590
544,090
824,940
824,940

209,467
416,193
14,949
384,997
1,025,606
1,025,606

571,627
1,612,195
91,864
1,585,978
3,861,664
(336,294)
3,525,370

41,361,104

10,958,969

3,335,777

12,009,189

15,057,170

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 11
Month 10

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%

7,492,806
(794,518)
6,698,288
4,510,531
(3,800,744)
709,787

12,003,337

26%
35%

1,138,256
1,138,256
964,551
(254,764)
709,787

2,102,806

8%
18%

1,288,416
1,288,416
635,827
(635,827)
0

1,924,243

29%
14%

36%
34%

345,712
345,712

4,720,422
(794,518)
3,925,904

421,215
(421,215)
0

2,488,938
(2,488,938)
(0)

766,928

 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.

7,209,360
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Working Capital - Creditors

Overall Total
£
NHS Bodies

0 - 30 days
£

31 - 60 days
£

61 -90 days
£

Over 90 days
£

4,242,966

160,227

2,714,695

211,067

1,156,977

Non NHS Bodies

12,048,295

2,397,155

5,391,047

1,349,963

2,910,131

Total

16,291,261

2,557,381

8,105,741

1,561,031

4,067,108

100%
100%

16%
3%

50%
63%

10%
6%

25%
28%

% of Total Outstanding - Month 11
- Month 10
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Cash Summary
Cash Balances

 The Cash balance at the end of Month 11 was £45.344m against a forecast cash balance of £23.037m.
 The Trust’s Working Capital Facility is £40m and the Trust has not utilised this Facility in the current financial
year.

Cash Flow Variances to 28th February 2014
Income

 To 28th February 2014, cash received from CCGs, other NHS Trusts and for Training and Education was
£6.8m more than forecast. This is mainly due to income received rom “Other Providers” (£3.2m more than
forecast) and SLA’s £2.5m more than forecast.

 ‘Other Income’ received was £3.6m less than forecast. This is due mainly to £5.7m not received from NHS
England
Expenditure

 Payments for Revenue was £8.7m less than forecast. This was largely due to delayed payments of
Sainsbury's Pharmacy invoices. The cashflow has been adjusted to reflect these planned payments in
March.
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Cash Flow
T OT AL
Forecast
£'000s
Balance B/F
Income
NHS Clinical Income
LSL PCT
LSL CCG SLA
LSL CCg's Other
SLA CCG's & HB's
SLAs- NCB
Provider to Provider Income
NCA's - CCG's
NCA's - PCT
NCA's - HB
NCA's - NCB
NCA's - SLHT
RTA's
Patient SLA Overperformance 2013/2014
Patient SLA Overperformance 2012/2013
Patient SLA Overperformance 2011/2012
Non-NHS Clinical Income
Private Patients
Other Income
Research and Development
Training & Educ: HEE T& E
Merit Awards
Pathology (Joint Venture)
Caregroup Operational Income
VAT reclaims
Consultant's Fees income (Private Patients)
sub-total
Expenditure
Pay monthly (incl Pay Awards)
PAYE/NIC/SUPER (CHAPS)
Agency Spend (NHSP Bank)
Consultants' Fees
PFI project
PFI (PRUH)
AAH
Pathology (Joint Venture)
Sainsburys (Pharmacy)
NHSLA Clinical Negligence
Non-pay Direct Debits (leases, rates)
Non-pay Revenue Trade Creditors (Incl. CIPs)
sub-total
Cash from operations
Capital & Financing Items
Capital gross exp (Purchased)
Capital gross exp (Donated)
Capital Income (Donated)
PDC Dividends (TDR)
PDC Received
Loan Received
Loan Repaid (Energy Centre)
Loan Repaid (Business Park)
Salix 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
Net Inflow / Outflow
Forecast Balance C/F

QT R 1
2013/14
ACT UAL
£'000s

QT R 2
2013/14
ACT UAL
£'000s

QT R 3
2013/14
ACT UAL
£'000s

Month 10
Jan-14
ACT UAL
£'000s

Month 11
Feb-14
ACT UAL
£'000s

QT R 4
2013/14
Forecast
£'000s

40,502

40,502

16,028

11,199

41,316

49,500

41,316

1,159
177,926
2,084
164,250
285,846
19,362
3,500
844
961
671
9,858
2,239
33,833
2,000
(142)

1,115
43,885
0
15,210
50,697
2,895
0
729
520
0

44
44,966
4
21,008
87,847
2,908
36
110
88
0

564
0
1,098
(142)

467
615
774
0

0
44,424
36
62,879
71,334
3,860
543
4
77
31
4,560
586
8,292
0
0

0
14,808
6
20,211
24,393
2,336
272
1
150
408
1,643
183
3,120
0
0

0
14,808
2,038
19,351
24,175
4,583
227
0
43
12
1,274
264
3,556
0
0

0
44,651
2,044
65,153
75,968
9,699
2,921
1
276
640
5,298
622
24,926
128
0

15,129

4,411

3,502

3,766

1,354

1,371

3,450

4,300
46,033
3,403
21,752
80,306
27,018
2,588
904,920

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

669
13,157
0
5,011
8,178
5,597
675
195,656

333
11,499
0
6,538
33,335
7,047
538
259,682

1,855
11,957
0
1,453
12,659
2,961
0
99,770

217
590
1,464
1,454
4,624
3,130
0
83,181

2,122
12,547
3,276
4,407
30,463
8,291
350
297,233

241,850
183,337
54,281
2,588
35,216
22,918
5,435
35,740
7,000
13,333
19,607
253,502
874,807

51,055
39,716
7,303
1,025
8,939
0
1,276
8,985
0
3,321
3,598
50,149
175,367

51,714
40,364
11,123
675
8,860
0
1,218
8,499
0
3,321
4,924
60,103
190,801

69,146
49,108
16,276
538
8,925
11,338
1,279
9,793
0
3,321
4,379
65,855
239,958

23,450
18,346
8,136
0
3,132
3,830
850
2,836
0
1,107
1,642
31,377
94,706

23,485
18,303
5,743
0
3,059
3,875
412
2,827
0
2,263
3,910
19,583
83,460

69,935
54,149
19,579
350
8,492
11,580
1,662
8,463
7,000
3,370
6,706
77,395
268,681

30,113

(23,018)

4,855

19,724

5,064

(279)

28,552

36,400
290
0
9,391
(27,113)
(33,600)
450
562
124
804
(90)
68
89
458
423
2,484
7,440
(1,820)

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

9,465
90
0
3,585
0
(6,200)
0
0
62
201
(17)
17
0
0
0
621
1,860
9,684

12,092
131
0
0
(26,226)
0
225
281
0
201
(21)
17
43
226
157
621
1,860
(10,393)

3,796
0
0
0
0
(7,800)
0
0
0
67
(10)
0
0
0
0
207
620
(3,120)

3,004
0
0
0
0
0
0
0
0
67
(8)
0
0
0
0
207
620
3,890

10,967
69
0
5,806
(887)
(21,500)
0
0
62
201
(24)
17
0
0
241
621
1,860
(2,567)

31,933

(24,474)

(4,829)

30,117

8,184

(4,169)

31,119

72,435

16,028

11,199

41,316

49,500

45,331

72,435
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Statement of Financial Position (Balance Sheet)
STATEMENT OF FINANCIAL POSITION AS AT

NON-CURRENT ASSETS
Intangible Assets
Property, Plant & Equipment
Investments in associates
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

31 March 2013

Qtr 1
30 June
2013

2013

2013

2014

2014

£'000

£'000

£'000

£'000

£'000

£'000

Qtr 3
31 December

Month 10
31 January

Month 11
28 February

Consolidated
Annual Plan
Forecast

31 March 2014
£'000

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

1,151
275,140
816
72,646
3,834
353,587

1,297
297,345
816
202,017
4,865
506,340

1,247
300,416
816
202,694
4,865
510,038

1,078
283,742
816
70,505
3,834
359,975

1,370
326,627
1,749
187,200
4,865
521,811

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

13,299
32,398
26,679
(6,067)
40,823
6,429
11,200
124,761

14,960
62,514
26,886
(7,024)
42,772
4,582
41,317
186,007

12,194
56,900
27,081
(7,704)
23,232
5,609
49,500
166,812

11,652
56,306
25,027
(7,442)
26,576
6,940
45,331
164,390

13,520
41,015
5,968
(4,667)
9,613
3,258
67,397
136,104

(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)

(567)
(7,635)
(1,327)
(8,147)
(27,222)
(19,640)
(49,287)
(113,825)

(62)
(5,473)
(1,694)
(10,938)
(30,728)
(8,092)
(99,509)
(156,496)

(62)
(6,702)
(904)
(10,970)
(27,940)
(8,238)
(80,068)
(134,884)

(62)
(5,444)
(753)
(10,800)
(30,206)
(8,067)
(80,279)
(135,611)

(1,091)
(4,442)
(1,087)
(4,400)
(31,948)
(17,054)
(32,336)
(92,358)

Total Assets less Current Liabilities

356,173

360,098

364,523

535,851

541,966

388,754

565,557

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

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

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

(27,449)
(6,893)
(75,584)
(109,926)

(25,755)
(8,504)
(146,696)
(180,955)

(35,249)
(7,243)
(159,156)
(201,648)

(35,249)
(6,893)
(74,717)
(116,859)

(49,590)
(6,734)
(150,901)
(207,225)

Total Assets Employed

258,348

256,372

254,597

354,896

340,318

271,895

358,332

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
87,302
31,617

161,904
87,566
105,426

161,904
87,323
91,091

161,904
87,323
22,668

162,929
88,913
106,490

Total Taxpayers' Equity

258,348

256,372

254,597

354,896

340,318

271,895

358,332




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

Qtr 2
30 September

Trade and Other Receivables includes NHS and Non-NHS debtors on page 44
Trade and Other Payables includes NHS and Non-NHS creditors on page 45
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Public Sector Payments Policy
Paid to NHS Organisations

Amount Paid on Time

Public Sector Payments Policy

2013/14

Through
AP

Direct
Debit

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%

September

2,456

4,513

6,969

1,599

4,513

6,112

65%

100%

88%

79%

October

3,009

9,787

12,796

1,249

9,787

11,036

42%

100%

86%

80%

November

4,051

5,540

9,591

1,642

5,540

7,182

41%

100%

75%

79%

December

2,704

4,270

6,974

1,862

4,270

6,132

69%

100%

88%

80%

January

6,960

8,137

15,097

3,974

8,137

12,111

57%

100%

80%

80%

February

3,278

8,006

11,284

3,250

8,006

11,256

99%

100%

100%

82%

34,654

60,809

95,463

18,090

60,809

78,899

52%

100%

83%

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%

September

16,129

8,856

24,985

10,061

8,856

18,917

62%

100%

76%

68%

October

28,724

11,281

40,005

15,845

11,281

27,126

55%

100%

68%

68%

November

22,916

12,653

35,569

14,321

12,653

26,974

62%

100%

76%

69%

December

17,316

14,881

32,197

14,538

14,881

29,419

84%

100%

91%

72%

January

28,169

13,179

41,348

25,611

13,179

38,790

91%

100%

94%

74%

February

19,265

14,974

34,239

18,548

14,974

33,522

96%

100%

98%

76%

223,764

117,962

341,726

144,641

117,962

262,603

65%

100%

77%
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Glossary
















CIP – Cost Improvement Plan
SLA – Service Level Agreement
PDC – Public Dividend Capital
PSPP – Public Sector Payment Policy
Working Capital Facility - represents a sum of money reserved by the relevant bank for potential use
by the Foundation Trust
Asset - An asset is a resource controlled by the enterprise as a result of past events and from which
future economic benefits are expected to flow to the enterprise
Liability - an entity's present obligation arising from a past event, the settlement of which will result in
an outflow of economic benefits from the entity
Equity - the residual interest in the entity's assets after deducting its liabilities
EBITDA – Earnings before Interest, Taxation, Depreciation and Amortisation
EBITDA Achieved (% of Plan) – measures the achievement of earnings against plan
EBITDA Margin (%) – Measures Earnings as a percentage of total income indicating underlying
performance
Return on Assets excluding Dividends – Net surplus before Dividends as a percentage of average
assets indicating financial efficiency
I & E Surplus margin net of dividends – Net surplus as a percentage of total income indicating
financial efficiency
Liquidity Ratio (days) - The liquidity ratio (days) indicates the number of days that net liquid assets
can cover operating expenses without further cash coming from cash sales of fixed or long-term
assets.
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Board of Directors
2013-14 Month 11
Performance @ Denmark Hill

Roland Sinker
Chief Operating Officer
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Board of Directors

Date of meeting:
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Steve Coakley, Acting Associate Director of Performance and Contracts

Presented by:

Roland Sinker

Sponsor:

Roland Sinker

History:

Discussed at Finance and Performance Committee

Status:

For Information

1. Background/Purpose
This report provides the details of performance achieved against the governance indicators defined in the
Monitor Risk Assessment framework for the interim Quarter 4 position. It also contains an update on the Trust’s
contractual position with the CCG’s and NHS England at Month 11 including the latest position on CQUIN
agreements.

2. Action required
The Board is asked to approve the M11 performance reported against the governance indicators defined in the
Monitor Risk Assessment framework for the interim Quarter 4 position for Kings performance at the Denmark
Hill site.

2

3.

Key implications
Legal:

Statutory reporting to Monitor and the DoH.

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 Risk Assessment framework for the interim Q4 position
with the exception of the RTT 18 Week Admitted target and the 4-hour Emergency
Performance target. Based on our Q3 position, Monitor have written to the Trust in
March and advised that their current governance risk rating for the Trust is “Considering
investigation”.

Clinical:

There is no direct impact on clinical issues.

Equality & Diversity:

There is no impact on equality & diversity issues.

Performance:

The summary report demonstrates that the Trust has achieved the performance
indicators for the interim Q4 position as defined in the Monitor Risk Assessment
framework, with the exception of the RTT 18 Week Admitted target as planned and the
4-hour Emergency Performance 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 DoH.

Other:(please
specify)
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Executive Summary (1/5)
1.

Denmark Hill 2013-14 Key Areas of Performance for Month 11:
1.1 Good Performance
Access Targets – Cancer waiting time targets have been achieved for the quarter position to February,
despite the on-going pressures on inpatient beds, and the Referral to Treatment (RTT) for non-admitted
completed pathways and RTT Incomplete pathway targets have also been achieved for February.
Patient Experience – HRWD Patient survey section scores remain positive for February, and response
targets have been achieved in all 3 sections for Care Perceptions, Patient Engagement and Environment.
Length of Stay (LOS) – The Elective LOS target of 4.7 days was achieved for the second month in
succession with a further improvement in the average elective LOS to 4.5 days in February, with key
reductions observed in Liver and Surgery as reported last month.
1.2 Performance challenges – 5 Areas
RTT Admitted – The RTT Admitted pathway target of 90% was not achieved in February and
performance reduced further to 83.6% of patients admitted within 18 weeks, but consistent with the Trust
plans submitted to Monitor. There was a slight reduction in the admitted backlog which is reported in the
RTT Incomplete pathway return for the February month-end position to 1700 patients, and is above the
year-end trajectory of 1,250 patients which was last shared with the commissioners.
Emergency Care Performance – Emergency Care 4-hour performance improved in February compared
to the previous month to 93.9% but the target of 95% was not achieved for all emergency type
attendances. Based on this performance level, it is also not now possible to achieve this target for Q4.
This is one of the performance indicators that the Trust did highlight to Monitor as ‘at risk’ of not achieving
for Q4 in its annual plan. Attendances in ED remain high, and there were 483 patients attending on
Monday 17 March which is the highest daily attendance that we have recorded. There is still a high acuity
of patients attending the ED requiring multi-specialty input, and mental health patient attendances remain
high during February. Emergency medical admissions remain high, and there has been an increase in
emergency surgery patients requiring admission, on some days over 10 patients above what we would
normally predict. There are on-going infection control and side room issues with increased presentations 5
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of norovirus in the medical assessment unit which affected emergency admissions flow combined with
medical ward closures.
Health Care Acquired Infection (HCAI) – There were no further MRSA cases attributed to the Trust in
February so 7 cases have been reported to date this year. There have been only 2 c-difficile cases
reported in February, consistent with the number of cases reported in January. As a result of this good
performance, the Trust is now below its trajectory position of 45 cases to February with 44 cases reported.
Concerns still remain around the increase in CRE cases and other multi-resistant organisms. The Trust
self-certified likely non-compliance for c-difficile, given the tight trajectory and rise in activity and high bed
occupancy levels that the Trust is experiencing.
Finance – Further details on the financial position will be picked up separately in the Finance paper.
Complaints – The number of complaints received increased from 72 cases in January to 76 cases in
February but the number of complaints rated high or severe reduced from 12 cases to 8 cases in
February. The number of responses that were either still open or not responded to within the 25 day
internal target increased from 37 cases in January to 75 cases in February. The increase in the number of
complaints also needs to be assessed in the context of the overall increase in patients activity that can be
observed across all ED, outpatient and admission settings.
1.3 Actions – 5 areas

RTT admitted - The Trust's first waiting list priority is the reduction of the number of 52+ week wait
patients, but the number waiting at the end of February has increased to 104 patients. Lack of critical care
capacity has been a contributing factor but the 12 critical beds are now open on Christine Brown ward
from the end of February. The Trust is planning to have 52 patients waiting over 52 weeks by the end of
March, just above our revised trajectory of 50 patients. The second waiting list priority is the reduction in
the number of over 18 week patients which the Trust had planned to reduce to 550 patients by the end of
March. Based on the latest trajectories that have been worked-up with the divisions, and in view of the
very high bed pressures experienced in March, we expect the backlog to remain static at 1700 patients for
the year-end position. The executive and divisional management teams are undertaking a strategic
review of demand and capacity, which EY are also contributing to. Short-term strategic options have
6
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also been reviewed by divisions following the February performance review meetings, and these will be
discussed at a Site Strategy Steering Group meeting on Monday 24 February.
Emergency Care Performance – Weekly Emergency Care Board meetings are being held to review
performance and progress against the ED Action plan which is included later in this report. Daily
Emergency Department (ED) breach meetings are being held to review the 4-hour breaches. The Trust is
implementing its plans for 7-day working in medicine but a number of improvement projects have been
delayed due to uncertainties surrounding winter monies. There have been on average 30 weekend
discharges during February compared to 20 weekend discharges on average during January. Bank and
agency therapist support is being used to support this process. The new @Home matron has started within
the TEAM division who are now working on establishing the hospital to @Home pathway for all Lambeth
and Southwark resident patients, as part of our Out of Hospital plans.
Given that the Trust will not be able to achieve the 4-hour performance target for Q4, we have already
invited the Emergency Care Intensive Support Team to conduct a formal full review of the emergency
pathway, in particular the interface between ED and the Acute Medical Units. A 7-day LOS review will be
conducted similar to the review undertaken at the PRUH in February.

Health Care Acquired Infection (HCAI) – With the concerns around the increase in CRE cases and other
multi-resistant organisms, on-going focus must be given to increasing side room capacity as part of new
developments in the Trust. The latest HCAI Action plan is included later in this report.
Finance – Further details on key actions in relation to the financial position can be found in the separate
Finance paper.

Complaints – The first meeting of the Serious Complaints committee was be held on the 21 February
2014, chaired by one of the non-executive directors and including executive directors and senior clinicians.
2. Other areas of concern:
2.1 Diagnostic Waiting Times – There were 61 breaches of the 6-week diagnostic waiting time target
reported at the end of February, an increase of 4 patients compared to the January position. This
represents 1.2% of the diagnostic waiting list and is above the national target of 1%, where the the key area 7
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of concern are the backlog patients waiting in Paediatric Gastroscopy.
2.2 Tertiary transfers - Repatriation bedday delays have decreased from the 1,076 beddays in January to
682 beddays in February which still represents an average of 24 beds per day. 550 of the 682 bedday
delays are Neurosciences patients.
2.3 Red Shifts – The number of ward-based red shifts increased from 64 in January to 105 in February,
nearly double the number reported at this time last year: with 58 red shifts reported in TEAM wards, 12 in
Child Health wards and 12 in Neurosciences wards.
2.4 Red Adverse Incidents (AIs) – 19 incidents were reported in February compared to 24 in January, of
which 10 cases were attributed to Kings. The remaining cases were community-acquired pressure ulcer
cases that we are required to report. 3 of the 10 cases were inpatient pressure ulcer related cases and 2 of
the cases were injurious falls.
2.5 Vacancy Rate - Staff vacancy rate has reduced from 14.4% in January to 13% in February, above the
target range of 5 - 8.0%.
2.6 Mandatory and Statutory Training - The overall index score for reporting staff who have attended
mandatory & statutory training courses reduced by 1 point to 71, below the expected index of 100. Further
focus on training is required in order to achieve the internal target of 95%.

3.

Regulatory and Contractual Performance
3.1 Monitor
Monitor Q4 position - The Trust has achieved all the performance indicator targets in the Monitor Risk
Assessment Framework for February with the exception of the RTT 18 Week Admitted target and the 4-hour
A&E performance target. A&E attendances and sustained emergency access pressures continued into
February and All Types performance of 93.9% was achieved.
Board Self Certification 2014/15 – The Trust needs to submit its proposed self certification of compliance
with Monitor governance ratings by 4 April 2014 for next year as part of the Risk Assessment Framework. A
8
paper will be tabled on the day for discussion and approval by the Finance & Performance Committee.
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For 2014/15, Kings performance will be measured and assessed on a combined Denmark Hill and
PRUH/QMS Trust-wide basis.
3.2 Contractual
CQUIN 2013/14 – CCG Q3 update – The Trust has submitted its Q3 CQUIN scheme evidence and we are
anticipating achieving 99% compliance. The Trust is predicting a loss of £63k in Q3 CQUIN income due to
the Acute Surgical Unit not achieving the target for the Inpatient Patient Experience CQUIN.
CQUIN 2013/14 – NHS England – The Trust has submitted its Q3 CQUIN scheme evidence and is waiting
for feedback.

Specific Performance Reports and other updates
This month’s report includes updates for :
4.1 Key Areas of Concern
Summary page to highlight key areas of concern on the Denmark Hill site under the categories of: Quality,
Efficiency, Finance and Strategy.
4.2 Infection Control Action Plan Update
Further details on the enhanced actions for 2013-14 can be found in the HCAI Action Plan, provided later in
this report.
4.3 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.
4.4 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.

9

Contents
•Executive Summary

•Trust Performance Summary
•Divisional Performance Summary
•Regulatory/Contractual Performance
•

Monitor 2013-14 interim Q4 position

•

Contractual 2013-14 position update

•Specific Performance Reports
•

Key Areas of Concern

•

Infection Control Plan

•

ED Action Plan Update

•

RTT Action Plan Update

10

Denmark Hill Month 11
Performance Summary
Domain*

Key Highlights

Clinical
Effectiveness

8

4

Safety

6

7

Patient
Experience

7

4

Finance & Operational
Efficiency

3

5

Staffing measures

3

0

Key Actions

Cancer waiting times , RTT Non-Admitted and Incomplete pathway targets were achieved in February. The RTT Admitted
completed pathway target was not achieved at 83.6%, consistent with the Trust plans to reduce the long-wait backlog.
Elective ALOS decreased by 0.2 days to 4.5 days in February and continues to achieve the 4.7 day target.
Key concerns are:
• Non-Elective ALOS –. Non-elective ALOS decreased by 0.3 days to 6.1 days but remains above the 5.4 day target.
• Cancer Waiting Times – all Trust targets were achieved for February but remains a concern for achievement in Q4.
• Diagnostic Waits >4 weeks – increased by 61 to 154 for the end-February position, not achieving the target of 74.
• Emergency Care – 93.9% of patients were seen in A&E within 4 hours, not achieving the 95% target for February.
• Repatriation bedday delays decreased from 1,076 beddays in January to 682 beddays in February - effectively 24 beds
per day on average for February compared to 35 beds per day for January.

• Weekly Emergency Care Board meetings
continue to be held with the Director of
Operations to review breaches in A&E.
• Daily ED breach reviews continue.
• Weekly RTT meetings continue to take place
to track longer-waiting patients.
• Weekly Cancer waiting list meetings continue
to track 31-day and 62-day cancer pathways.
• Weekly diagnostic meetings continue to track
breach patients and action plan progress.

Key concerns are:
•HCAI – no new MRSA cases were attributed to the Trust this month so 7 MRSA cases reported to date. 2 C-difficile cases
reported in February: 1 in Liver (Todd) and 1 in TEAM (Byron). 44 cases YTD which is below the trajectory of 45 cases and
lower than the 51 cases reported this time last year. 2 VRE cases reported in February: 1 in Liver (Liver Intensive Care) and 1
in Haematology (Elf & Libra). 97.8% of elective patients and 89.5% of emergency patients were screened for MRSA.
•Red AIs – 19 incidents reported in February based on national reporting requirements for 2013/14 (including 9 community
acquired pressure ulcer cases )
Leading indicators of safety:
• Red shifts – 105 red shifts reported: 58 in TEAM, 12 in Child Health, 12 in Neuro. Remaining 23 spread over 5 Divisions.
• Hand Hygiene – audit compliance increased to 82.2% overall in February (compliance was 91.8% for audits performed).

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

All 3 HRWD sections are achieving their targets in February. Friends & Family ED has decreased from 63 to 59, not achieving
the target of 61. Friends & Family Inpatient score has increased from 57 to 67 but is just below the target of 68.
Key concerns are:
 28 Day Cancellation Rule – 1 breach in Liver this month due to lack of staff.
 Single Sex Accommodation – 3 breaches reported in Critical Care during February compared to 23 cases in January.
 Outpatient Cancellations <6 week notice – 5,297 hospital-initiated cancellations reported this month, an increase of 740.
 Complaints – number of complaints has increased from 72 to 76 and 75 cases not responded to within 25 working days.

• Complaints are reviewed and challenged at
the weekly Performance Improvement Group
chaired by the Director of Operations.
• Serious Complaints Committee setup held first
meeting on 21 February 2014.

DNA Rate decreased by 0.5% to 11.0% in February, and continues to achieve the 12.2% target.
Key concerns are:
 Theatre utilisation – overall utilisation has increased to 77% in February but is still not achieving the 80% target. Main
Theatre utilisation increased by 1.3% to 77.4% in February and DSU Utilisation increased by 3.9% to 76.5% - however both
areas remain below the 80% target.
 Weekend discharges – 21.7% of patients were discharged over the weekend in February compared to 18.9% in January, this
is higher than the 21.4% rate achieved at this point last year but remains below the 28.0% target.

• Theatre Productivity is one of the key projects
that has been initiated with EY and will be
reviewed by the Integration Steering
Committee.
•7/7 working project in Medicine is underway to
improve patient flow and discharge planning

Key concerns:
● Vacancy rate has decreased by 1.4% to 13.0% in February, but remains outside the 5-8% target tolerance
● Number of appraisals required to be performed is just over 2,500 compared to the target of 7,416 staff.
● Mandatory & Statutory Training – overall training index decreased to 71 in February and remains below the target of 95.

• Appraisal performance has been reviewed at
the Performance Improvement Group to
reinforce the need to have staff appraisals
completed before the end of March.

*Number of red/green indicators by domain from Trust scorecard
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2013-14 M11 Division Performance –
Key Areas of Concern (Denmark Hill)
Division

Areas of Concern

Womens & Children

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

Liver, Renal and Surgery

• RTT backlog position
• Non-elective length of stay
• Hand Hygiene Audit and MRSA Screening
• HRWD (Renal)

Networked Services

• 52 week backlog position
• Red Shifts (Neurosciences)
• Repatriation Bedday delays
• Hand hygiene audit

TEAM

• ED 4-hour performance
• HRWD and F&F
• 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

• Elective and Non Elective ALOS
• Hand Hygiene Audits (Ambulatory)
• Outpatient Cancellations by Hospital

14

Denmark Hill Divisional
Summary (1/3)
Comment

Women’s
& Children’s

Liver, Renal
& Surgery

Child Health: Both Elective and Non- Elective ALOS are above their targets of 3.9 days at 5.0 and 4.2 days
respectively, compared with 3.4 days and 3.7 days in January. Hand Hygiene Audit compliance has
increased to 86.4% from 76.8% but remains below the target of 95%. Combined MRSA screening remains
below the 100% target at 97.6% due to 6 unscreened emergency patients on Princess Elizabeth (3), Toni &
Guy (2) and Rays of Sunshine(1) wards. 12 Red Shifts reported: 7 on Thomas Cook, 3 on Frederick Still and 1
on both Princess Elizabeth and Rays of Sunshine.
Gynaecology: Elective ALOS is achieving the 2.1 day target at 1.9 days. Non-Elective ALOS has increased to
1.5 days but is still achieving the 1.8 day target. Hand Hygiene audit compliance decreased to 73.8%, not
achieving the 95% target. Combined MRSA screening increased to 88.8%, remaining below the 100% target
due to 15 unscreened emergency patients: 12 on Katherine Monk, 3 on Gynae Day Treatment and 1 elective
patient on Katherine Monk. VTE Assessments performed achieved the 95% target at 95.8%. The HRWD
section scores for Care Perceptions, Patient Engagement and Environment are at 85, 84 and 67 respectively
in February - not achieving their targets of 87,87 and 79.
Obstetrics: Ante-natal booking within 12+6 weeks increased from 72.4% last month to 77.1% this month.
Adjusted measures has also increased from 80.6% to 85.2%, both remaining below the 90% target. The total
C-Section rate has increased to 27.9% and remains above the 26% target. The elective C-Section rate is
above the 10% threshold at 12.1%. Hand Hygiene audit compliance has increased from 60.4% to 81.5%,
remaining below the 95%. VTE Assessments performed achieved the 95% target at 97.2%.

Liver: Elective ALOS is 5.9 days, 0.1 days below the 6.0 day target. Non-Elective ALOS is 11.8 days, below
the 14.4 target by 2.6 days. 69 repatriation bed-day delays reported in February, an increase of 60 bed days
from January. Hand Hygiene audit compliance was 78.0%, not achieving the target of 95%. This is attributable
to the failure to carry out an audit on Howard Ward. MRSA Screening has decreased to 96.9% - below the
100% target due to 9 unscreened patients (1 on Dawson, 2 on LICU, 3 on Trundle, 2 on Howard Ward and 1
on Todd). There was 1 Red Adverse Incident recorded this month on LITU Ward.
Renal: Non-Elective ALOS reduced by 1.6 days to 8.4 days and is now achieving the 9.0 day target.
Repatriation Bedday Delays decreased by 10 days in February from the 16 reported in January. Hand
Hygiene audit compliance increased to 87.1% from 75.0% - the Renal Satellite Unit in Woolwich did not
submit a return. MRSA Screening is 99.2%, not achieving the 100% target due to 1 unscreened emergency
patient on Fisk Ward. None of the HRWD section scores achieved their target in February, and the Friends &
Family responder score was 55.4, below the internal target of 68.
Surgery: Non-Elective ALOS remains above the target of 4.8 days at 8.4 days. Repatriation bed-day delays
decreased to 31 days in February, compared to 161 in January. Hand Hygiene audit compliance increased to
68.8% compared to 55.5% last month, with the Acute Surgical Unit and Orthopaedics not performing audits.
MRSA Screening is at 97.2% this month, not achieving the 100% target due to 6 unscreened emergency
patients (4 on Lister Ward , 1 on Matthew Whiting and 1 on the Urology Flexis/Suite 7).

Key Action / Focus
- Elective and Non-Elective
- ALOS (Child Health)
- Hand Hygiene Audits
- MRSA Screening:
Child Health & Gynaecology
- Red Shifts (Child Health)
- HRWD (Gynaecology)
- Ante-natal booking within
12+6 weeks (Obstetrics)

- RTT backlog position
- Non-Elec ALOS
- Hand Hygiene Audit:
- MRSA Screening
- Repatriation Bedday delays
- Red shifts (Surgery)
- HRWD (Renal)
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Denmark Hill Divisional Summary
(2/3)
Comment

Networked
Services

TEAM

Key Action / Focus

Cardiovascular: SHMI increased from 82 to 88 this month. Elective ALOS has increased from 5.9 days last
month to 7.2 days this month and is not achieving the 5.2 day target. Non-Elective ALOS has decreased from
8.7 days last month to 5.8 days this month and is achieving the 7.1 day target. Elective Crude mortality is 0% for
February compared with 0.4% for January, achieving the 0.7% target. Hand Hygiene audit compliance has
increased from 71.8% to 81.5% but is still not achieving the 95% target. The Friends & Family inpatient score
has increased from 80 to 84 and continues to achieve the 68 target. The number of inpatient cancellations has
decreased from 14 in January to 9 in February and is not achieving the target of 0.
Neurosciences: Elective Crude Mortality is at 0.5% this month due to 1 elective death. Non-Elective
Neurosurgery ALOS is 16.1 days for February, lower than the 16.4 day ALOS in January. Non-Elective
Neurology ALOS is 8.2 days, an improvement from last month’s position of 28.3 and achieving the target of 8.5
days. Elective Neurosurgery ALOS increased from 4.9 days in January to 7 days in February. Repatriation bedday delays increased to 550 bed days from 466 days last month - just below double November’s position. Hand
hygiene audit compliance is 77.2% and continues to achieve the target of 95% –Neuro-imaging did not submit
an audit and Kinnier Wilson scored 66.67%. Emergency MRSA Screening is at 97.6% due to 7 emergency
unscreened MRSA patients (3 on The Friends Stroke Unit, 2 on David Marsden and 1 each on Kinnier Wilson &
Wilson HDU wards) . 12 red shifts reported in February, the highest for 12 months (10 on David Marsden and 1
each on The Friends Stroke Unit & Murray Falconer). VTE assessment dropped this month to 94.4%, not
achieving the target of 95%. None of the HRWD section survey score targets were achieved in February.
Haematology: SHMI has increased from 82 to 89 for the 12-months to January but remains better than the
expected index of 100. Elective ALOS has decreased from 21.8 days last month to 21 days this month, but is
still not achieving the target of 16.8. No new infections reported this month. MRSA screening is at 100%, an
improvement from last month’s 93.7%. 4 unplanned admissions to ICU, above the target of 1. Hand hygiene
audit compliance dropped from 89.5% in January to 77.5% due to Elf & Libra only achieving 47.83%. Inpatient
Cancellations decreased from 15 to 8. DNA rate improved from 8.8% last month 6.8% this month, achieving the
target of 8.2%. Weekend Discharges reduced from 15.7% to 2.4% this month, not achieving the 28% target.

TEAM: SHMI outcome index remains at 53. Elective ALOS reduced to 10.9 days in February, not achieving the
target of 8.6 days. Non-Elective ALOS is just above the 7.9 day target at 8.0 days. Gerontology Non-Elective
ALOS has risen this month to 27 days. Emergency Care Type 1 Performance was 92.6%, below the 95%
target. Repatriation bedday delays have reduced to 10 beddays in February, achieving the target of 30
beddays. Red Shifts have increased to 33 this month – the highest reported this year. 5 Red Adverse Incidents
reported in February: 2 in the ED and 3 on the wards. There were 34 unplanned admissions to the ICU/HDU in
February. HRWD scores continue to remain below target for all survey sections. Friends & Family Inpatient
score has improved marginally to 52 but is below the target of 68. The F&F score for the Emergency
Department is below target at 43. Complaints reported remains at 11 for February, with 1 complaint rated High
or Severe. Complaints waiting over 25 working days for a response has increased by 4 cases to 11. No new
MRSA or VRE cases reported in February. 1 CDT case reported on Byron ward. Hand Hygiene audit
compliance has increased again this month to 86.7%, with no data being reported for Betty Alexander –
compliance reached 93.8% with this location excluded.

- Elective ALOS (Haem &
Cardiovascular)
- Emergency MRSA
Screening: Neurosciences &
Cardiovascular
- Hand Hygiene Audits:
Neurosciences
-Repatriation bedday
delays: Neurosciences
- Red Shifts:
Neuroscience
- Weekend Discharges:
Haematology
- HRWD: Neurosciences
- VTE Assessments:
Neurosciences

-

ED 4-hour performance
Friends & Family score
ALOS
Complaints
HRWD
Red Shifts

Denmark Hill Divisional Summary
(3/3)
Key Action / Focus

Comment

Critical Care,
Theatres and
Diagnostics

Ambulatory
Services and
Local Networks

Critical Care (CC): Bed occupancy throughout has increased from 140% in January to 149% in February
and remains above the 85% target. Hand Hygiene audit compliance has increased from 88.8% in January to
92.4% in February but remains below the 95% target. No Red and Amber adverse incidents were reported
this month. MRSA screening is at 97.8% this month due to 2 unscreened Emergency patients: 1 on ICU and
1 on DSU. Critical Care Delayed Discharge Hours have decreased from 1524 hours in January to 1096
hours in February
Diagnostics: Same day CT waits has decreased by 8% to 82% in February, not achieving the 90% target.
Ultrasound waits compliance has decreased by 12% to 58% but is still not achieving the 90% target.
Reporting Turnaround for MRI IP has decreased by 0.7 days to 0.8 days but is still not achieving the 1.0 day
target. Hand Hygiene audit compliance has decreased by 2% to 87.7% in February and is still not achieving
the 95% target. The number of complaints received decreased by 4 to 3 in February – none of these were
high or severe but all were responded to after the 25 day target.
Theatres: Hand Hygiene Audit compliance has increased from 86.0% in January to 90.3 % in February, not
achieving the 95% target. Main theatre utilisation has increased from 76.1% in January to 77.4% in February,
not achieving the 80% target. Right On Time starts have decreased from 29.6% in January 14 to 26.3% in
February 14, not achieving the 51% target. Early Finishes are at 34.2% in February, not achieving the 9%
target.

Ambulatory: SHMI has decreased to 33 in February from 37 in January, and remains better than the
expected index of 100. Elective ALOS has improved from 9.9 in January to 0.4 days in February, achieving
the 3.6 days target. Non-Elective ALOS has improved from 18.1 days in January to 12.6 in February, but is
still not achieving the 12.2 days target. Hand Hygiene Audit compliance has improved from 42.2% in January
to 60.9% in February, not achieving the 95% target – 5 out of 8 specialities returned an audit. MRSA
Screening continues to achieve the 100% target. Outpatient Cancellations < 6 Weeks Notice by Hospital has
increased from 1060 in January to 1379 in February – worse than the 1175 reported last year.
Dental: Elective ALOS has increased to 1.6 in February from 1.3 days in January, not achieving the 1.1 day
target. Non Elective ALOS has improved from 3.5 in January to 2.1 in February, achieving the 2.1 day target.
Emergency Care Performance for the Dental Unit has decreased from 100% in January to 99.9% in February
but is still achieving above the 95% target. Hand Hygiene Audit compliance has decreased from 98% in
January to 89% in February, not achieving the 95% target - 9 out of 10 Dental specialities returned an audit.
MRSA Screening continues to achieve the 100% target. Outpatient Cancellations < 6 Weeks Notice by
Hospital have increased from 214 in January to 368 in February.

- Bed occupancy throughput:
Critical Care
- Infection Control
- MRSA Screening (CC)
- Hand hygiene
- Delayed Discharge Hours:
Critical Care
- Theatre Utilisation

- Right on Time starts and
Early Finishes (Theatres)
- Same Day CT and US waiting
times

-

Non-Elective & Elective
ALOS

-

Hand Hygiene Audit

-

Outpatient Cancellations < 6
Weeks Notice by Hospital
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Regulatory/Contractual Performance
2013/14 (1/2)
1.

Regulatory Performance (Denmark Hill)
1.1 Monitor Month 11 position:
The Trust has achieved all the performance indicator targets in the Monitor Risk Assessment
Framework for February with the exception of the RTT 18 Week Admitted target and the 4-hour A&E
performance target.
A&E attendances and sustained emergency access pressures continued during February. The Trust did
not meet the 95% target with All Types attendance performance achieving 93.9% for February.
2 C-Difficile cases were reported in February with the Trust having 44 attributable cases for the
cumulative position to February, 1 case below the trajectory of 45 cases. The Trust has an overall
trajectory of 49 cases for 2013/14.
The current Q4 position highlights the non-achievement of two targets – the RTT 18 Week Admitted
target and A&E 4-hour target - as planned in our self-certification to Monitor earlier in the year.
Actions:
Weekly Cancer waiting list review meetings continue to take place to track individual patients. This
includes a review of patients on 31-day pathways, as well as those on 62-day wait pathways.
Weekly RTT waiting list review meetings continue and further opportunities for weekend working and
off-site options for treating 52-week breach patients.
Daily breach meetings are in place to monitor the A&E target with a weekly Emergency Care Board in
place which is attended by the CCG.
1.2 Board Self Certification 2014/15:
The Trust needs to submit its proposed self certification of compliance with Monitor governance ratings
by 4 April 2014 for next year as part of the Risk Assessment Framework. A paper will be tabled on the
day for discussion and approval by the Board. For 2014/15, Kings performance will be measured and
21
assessed on a combined Denmark Hill and PRUH/QMS Trust-wide basis.

Monitor Performance @ Denmark Hill:
2013-14 Q4
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Regulatory/Contractual Performance
2013/14 (2/2)
2.

Contractual
2.1 CCG - The Contract has been signed with the CCG Commissioners for 2013-14.
2.2 NHS England – The Contract has been signed with NHSE for 2013-14.
2.3 CQUIN 2013/14 – CCG Q3 update – The Trust has submitted its Q3 CQUIN scheme evidence
and we are anticipating achieving 99% compliance. Key success include having over 98% of patients
screened for VTE assessments. The Trust is predicting a loss of £63k in Q3 CQUIN income due to the
Acute Surgical Unit not achieving the target for the Inpatient Patient Experience CQUIN.
2.4 CQUIN 2013/14 – NHS England – The Trust has submitted its Q3 CQUIN scheme evidence and is
waiting for feedback.
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2013-14 M11 @ Denmark Hill

Key Areas of Concern
Quality

•
•
•
•
•
•

•
•
•
•

Efficiency
•
•
•
•

Finance

Strategy

•
•

Wards: Fisk & Cheere, Matthew Whiting, Trundle, Oliver, RDL, Twining, David Marsden, William Gilliat.
Critical Care Capacity: additional critical care beds opened on Christine Brown at the end of February, given
the concerns regarding the safety of having to set up temporary satellite sites earlier in the year.
Complaints response times: high number of complaints still open or responded to after 25 days.
Emergency Department waiting times: performance in February is below the 95% target and not achievable
for Q4. This will be the second quarter in succession that the ED 4-hour performance target has not been met.
Pressure sores: 28 cases reported in February compared to 12 cases in January.
Infection Control: 7 cases reported YTD; 2 c-difficile cases reported in February with 44 cases reported YTD
compared to year-end trajectory of 49 cases. The DoH has published the c-difficile trajectories for 2014/15
and the enlarged organisation has a stretch trajectory of 58 cases for next year. VRE bacteraemias in Liver.
CRE issues in Liver and Paediatrics and emerging in Haematology.
Cancer patient experience.
HRWD on emergency pathway and in other key wards.
Francis recommendations: issues in relation to workload pressure and organisational culture.
Cancer waiting times and RTT: pressure on 62-day cancer treatment target and long-waits in Neurosurgery,
HpB Surgery, General Surgery (bariatrics) and Orthopaedics.
Medical outliers: handover of RDL ward to Medicine has provided additional capacity of 16 beds and medicine
now have on average 10 outliers compared to previous levels which reached 50 patients.
Capacity plan and multiple service moves within Denmark Hill and across the broader KCH.
Repatriations: significant increase in repatriation bedday delays to other hospitals, especially in Neurosciences
and stroke medicine.
Vacancies and recruitment constraints: ensure all internal processes are efficient and iron-out Capita delays.

•

Temporary staffing: continued reliance on high-cost medical locum and nursing agency usage.
Winter pressure funding: delays in improvement plans for 7-day working in medicine due to uncertainties
around winter funding and non-recurrent nature of funding. Paediatric short-stay ward is due to open in the
next few weeks which will release 6 beds.
Income through capacity plan: Liver, Renal Surgery and Networked Services divisions.

•
•
•
•
•

Clinical academic strategy for KCH; to feed into KHP
Vascular review
Specialist commissioning
Integrated care/out of hospital
South London providers and CCG’s
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Infection Control Update (1/7)
Denmark Hill position – February
1.

MRSA (post 48 hour) bacteraemias –
Seven Trust attributable cases reported in 2013 - 14
•
TEAM – 1 case
•
Renal – 1 case
•
Cardiac – 1 case
•
Haematology – 3 cases
•
Ambulatory – 1 case
MRSA screening:
•
97.8% Elective (in Feb 2014)
•
89.5% Emergency (in Feb 2014)

2.

MSSA bacteraemia
30 cases reported in 2013 – 14

3.

VRE bacteraemias – improved performance:
15 cases reported YTD 2013 – 14.

4.

C-difficile – a very challenging trajectory to achieve in 2013/14:
44 cases for CDT reported to YTD, 2 cases in February 2014, (as per National Guidance); trajectory of 45 cases
for the same period.
53 cases (YTD) have been reported locally as per DoH testing guidance. This compares to a total (YTD) of 103
locally reported cases last year over the same period. 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.

5.

E.coli bacteraemia
86 cases reported YTD 2013 – 14.

27

HCAI Action Plan Update (2/7)

Key areas of concern:
1. Multidrug resistant organisms – CRE and VRE
Although the CRE outbreak has been largely contained in Paediatrics, we are still seeing sporadic cases in both
Paediatric and in Adult Liver. There are also on-going cases of VRE colonised patients being identified through
regular screening. This is placing a considerable burden on the IPC team in terms of increased surveillance,
auditing and practice monitoring activity in these areas. It also places a significant burden on isolation facilities in
these divisions as isolation is essential in preventing cross transmission.
2. Isolation facilities
In addition to the above mentioned isolation issues, there has also been a reduction in compliance with the time to
isolation for MRSA (55%) and CDT (66.7%) cases in February. This is despite close working between the IPC team
and operational teams to prioritise on a case by case basis. On-going focus must be given to increasing side room
capacity as part of new developments in the Trust.
3. Time to decolonisation
Decolonisation for patients colonised with MRSA is required to reduce the risk of them going on to develop
infections. Compliance with this requirement is currently not consistent and will continue to be a focus for the IPC
team.
4. Review of cleaning contract
The IPC team, with facilities staff and the soft FM provider, are conducting a fundamental review of the contract to
provide cleaning services. The two main focusses are to respond to changes in services implemented in the last 3
years since the contract was awarded as well as improving levels of supervision.
5. Infection control team resourcing
The management of CRE has placed considerable demands on the IPC team in terms of staff and patient training,
auditing, root cause analyses, etc. Resourcing in the team will require continuing review.
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HCAI Action Plan Update (3/7)
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HCAI Action Plan Update (4/7)

30

HCAI Action Plan Update (5/7)
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HCAI Action Plan Update (6/7)

32

HCAI Action Plan Update (7/7)
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Denmark Hill Q4 ED
Performance Update (1/7)
1.

Emergency Department (ED) Performance Update
Pressure continues within the A&E department in Quarter 4 with improvement projects having been
delayed due to uncertainties surrounding winter monies. However, significant work has been done to
improve this with the successful use of an internal incident to improve performance and highlight key
issues. However, the Trust has not met the 4-hour performance target for A&E attendances in
February with 92.6% achieved for patients seen within the ED (type 1 only), and the All Types
attendance target not being achieved at 93.9%.

2.

Key Issues
On-going infection control & side room issues – increased presentations with norovirus in medical
assessments unit affecting emergency admissions flow and some ward closures.
High acuity of patients attending ED requiring multi-speciality input, and with acuity of mental health patients
also remaining high.
Stroke capacity across the Trust with on-going issues with repatriations leading to limited access to Stroke
beds for ED.

3.

Key Actions
The latest version of the detailed Emergency Care Board Recovery and Implementation plan can be
found in the next set of slides within this report. A summary of the key actions are listed below:
•

New CDU and additional majors capacity – now operational.

•

Bronze & Silver control in place to pick up escalation and delay issues for resolution.

•

Paediatric short stay unit opening middle of March.

•

Weekly emergency performance meetings with commissioners to resolve issues.

•

Focused rollout of 24/7 hospital.

•

Additional work focusing on streamlining discharge process.
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ED Action Plan Update (2/7)
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ED Action Plan Update (3/7)
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ED Action Plan Update (4/7)
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ED Action Plan Update (5/7)
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ED Action Plan Update (6/7)
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ED Action Plan Update (7/7)
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Denmark Hill RTT Q4 Performance
Update (1/2)
1.

Admitted Waiting List position
The total number of patients on the admitted waiting list continues to increase with 6,592 patients
waiting at the end of February compared to 6,484 waiting at the end of January. The number of
patients waiting over 18 weeks on an RTT pathway, as reported in the month-end RTT Incomplete
pathways return for February increased by over 40 patients to 1,693 patients, above the year-end
trajectory of 1,250 patients.

2.

RTT Admitted Completed Pathway position
The 90% RTT Admitted target was not achieved in January consistent with the planned position that
the Trust has agreed with Monitor and the commissioners. 83.6% was achieved for February with the
following specialties not achieving the target:
•
General Surgery
•
Trauma and Orthopaedics
•
Ophthalmology
•
Neurosurgery
•
Cardiothoracic Surgery
•
Gastroenterology
•
Cardiology

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 to 104 patients waiting at the end of February.
52+ Week Waiters
January
February
General Surgery/Colorectal Surgery
16
31
Urology
0
1
T&O
4
3
Ophthalmology
0
1
Neurosurgery
22
22
HpB
33
40
Paediatric Surgery
0
3
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Denmark Hill RTT Q4 Performance
Update (2/2)
4.

18+ Week Backlog position
The Trust’s second priority for 2013-14 is to reduce the historic 18+ week backlog to sustainable
levels. There has further slippage in achieving the backlog trajectory for the end-February position and
we are 450 patients above the target year-end trajectory of 1,250 patients. This is partly due to the
impact of sustained emergency activity on ward capacity, which includes an increase in the volume of
emergency surgery patients admitted, as well as a lack of critical care/high dependency beds.
Maximising capacity at Orpington and ensuring a regular flow of patients for potential treatment at
GSTT is key to addressing the long waiting times in Orthopaedics.
Weekly monitoring of the over 18-week position at a specialty and Trust level continues and is
reviewed at the Performance Improvement Group chaired by the Director of Operations.
Given the Trust’s financial position, private provider capacity will only be used for Neurosurgery, and
for over 40-week wait patients in Bariatric Surgery and HpB.

5.

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 with the current admitted element of
the over 18-week waiting time backlog.
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RTT Action Plan Update (1/5)
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RTT Action Plan Update (2/5)
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RTT Action Plan Update (3/5)
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RTT Action Plan Update (4/5)

48

RTT Action Plan Update (5/5)

RTT Action Plan Update (4
(4/5)
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1. Background/Purpose
This report provides the details of performance achieved against the governance indicators defined in the
Monitor Risk Assessment framework for the interim Quarter 4 position. It also contains an update on the Trust’s
contractual position with the CCG’s and NHS England at Month 11 including the latest position on CQUIN
agreements for PRUH hospital only.

2. Action required
The Board is asked to approve the M11 performance reported against the governance indicators defined in the
Monitor Risk Assessment framework for the interim Quarter 4 position for Kings performance at the PRUH
sites.

2

3.

Key implications
Legal:

Statutory reporting to Monitor and the DoH.

Financial:

Trust reports financial performance against published plan.

Assurance:

Performance indicators in the Monitor Risk Assessment framework for the interim Q4
position have been achieved with the exception of: 3 cancer waiting time targets for 2week wait to referral, 31 day subsequent surgery and 62 day time to first treatment.
The RTT 18 Week Admitted completed target, the A&E 4-hour target and c-difficile
trajectory has also not being achieved for February.

Clinical:

There is no direct impact on clinical issues.

Equality & Diversity:

There is no impact on equality & diversity issues.

Performance:

We only have cancer information for January 2014, but based on this position the 2week wait to referral, 31 day subsequent surgery and 62 day time to first treatment
targets have not been achieved. The access targets for RTT admitted completed
pathways and the A&E 4-hour target have not been achieved. The c-difficile year-end
trajectory has also been breached as at the February position.

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 DoH.

Other:(please
specify)

RTT 18 week returns had not been finalised at the time of publishing this report so the
Incomplete position in this report reflects pathways reported at PRUH only and not
incorporating Queen Marys Hospital.
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Executive Summary (1/5)
1.

PRUH 2013-14 Key Areas of Performance for Month 11:
1.1 Emerging Themes from the “Safer Faster Hospital” (SFH) Week (7 – 14 March 2014)
The SFH week took place from Friday 7 March to Friday 14 March 2014 at the PRUH site and involved the
whole health and social care community. A formal review of the key achievements and learning outcomes
will take place on Monday 24 March ahead of an external review meeting which will take place on the day
after. Emergency Care (EC) performance improved to 85.5% for all type attendances during the week
which is 7% higher than the performance achieved during February. No elective admissions were
cancelled due to bed availability which has been the primary reason for elective cancellations at PRUH.
Following the review meetings, the Trust will work with the EC Intensive Support Team from the DoH and
CCG’s on discharge processes and community demand and capacity.
1.2 Performance challenges – 5 Areas
Referral to Treatment (RTT) – The RTT Non-admitted completed pathway target of 95% was achieved
for February with 95.1% of patients seen within 18-weeks in outpatient settings for the PRUH and Queen
Mary Sidcup hospitals. The RTT Incomplete pathway target of 92% for patients still waiting on an open
pathway was also achieved at 92.5%. However, the RTT Admitted completed pathway target of 90% was
not achieved with 82.2% of patients admitted within 18 weeks. This is consistent with our plans set out
with Monitor and reflects the multiple service moves that have been implemented since October across
the old SLHT hospital sites, and high medical demand leading to elective cancellations during February.
Emergency Care Performance – The Emergency Care performance target was not achieved in February
for all type attendances which includes the Urgent Care centre (UCC) at the PRUH at 78.6%. Again, this is
consistent with our plans set out to Monitor. Fragile discharge processes and patient outflow issues
continue to affect performance from the ED. Recruitment delays in filling vacant posts and the reliance on
temporary staffing are additional factors affecting performance. The Emergency Care Intensive Support
Team from the DoH conducted a length of stay review on the PRUH site on 18 February 2014. Aside from
key external issues, there were a number of key internal issues which were identified including: lack of
senior decision makers on ward rounds, patients in the ‘wrong’ specialty beds due to high and continued
5
use of escalation, and limited weekend medical and therapy cover.

Executive Summary (2/5)
Health Care Acquired Infection (HCAI) – No MRSA cases have been attributed to the Trust since
October 2013 and this quality indicator is no longer assessed by Monitor in the Risk Assessment
Framework for Q3 onwards. 3 C-difficile cases were reported in February with the Trust having 12
attributable cases since October 2013 to February 2014. The year-end trajectory of 10 cases has now
been breached.
Cancer Waiting Times - Cancer waiting time data for January 2014 is available only, and all cancer
waiting time targets have been achieved with the exception of the 31 day subsequent surgery and 62 day
time to first treatment targets. This is consistent with our self-certification on cancer waiting achievement
with Monitor.
Finance – Further details on the financial position will be picked up separately in the Finance paper.
1.2 Actions – 5 areas

RTT admitted – RTT Board meetings continue to take place on the PRUH site specific to services
provided from the PRUH and Queen Mary Sidcup hospitals, to which all divisions are required to send a
representative.
Emergency Care Performance – Daily operational site performance meetings are held at 10:30 to
highlight and review key areas of operational concern. The ED Action plan to improve 4-hour performance
is reviewed at weekly Emergency Care Board meetings at PRUH, and commissioners are also invited to
attend. Further work is underway to refresh the ED recovery plan following recommendations from the
NHSE visit, CQC report feedback as well as feedback from the DoH Intensive Support Team.
The “Safer Faster Hospital” planned internal incident took place starting at 8am on Friday 7 March to 1pm
Friday 14 March at PRUH. ED performance achieved 93.8% on the first Friday, and fell back to below 70%
for the weekend but improved again to over 80% on the Tuesday and 75% on the Wednesday. Further
‘softer’ intelligence is being gathered from staff following the internal incident week which will be shared
across the organisation.
Health Care Acquired Infection (HCAI) – Infection Prevention and Control (IPC) governance structures
have been established at the PRUH and the first Infection Control committee meeting took place in
6

Executive Summary (3/5)
February. A plan is in place to align current policies and protocols across the sites and this work will be
overseen by the HCAI Operations Committee. Chris Palin, Assistant Medical Director for Infection
Prevention and Control, is working with divisional management teams to establish the Infection Control
Lead role at the PRUH site.
Cancer Waiting Times – A Cancer Action Plan has been developed in response to the DoH Intensive
Support Team visit earlier in the financial year. An interim project manager started in February to focus on
the capacity and waiting time issues for Urology pathways. Funding has been agreed for three additional
posts in the Cancer Data team at PRUH and one post has already been filled. The PCS cancer system
that is used on the Denmark Hill site has started to roll-out on 10 March at PRUH which enable better
access to cancer data.
Finance – Further details on key actions in relation to the financial position can be found in the separate
Finance paper.
2. Other areas of concern:
2.1 Diagnostic Waiting Times – The number of 6+ week diagnostic waiting time breaches at the PRUH
reduced by 147 cases in February to 267 breaches compared to the January position. The national target
of 1% for patients waiting over 6 weeks is not being achieved with performance at 5.6%. 177 of the
breaches are non-Obstetric ultrasound tests and 52 of the breaches are patients waiting for endoscopy
tests.
2.2 Red Adverse Incidents – the number of red adverse incidents decreased from 25 cases in January to
20 cases in February - 5 of these cases are internal with the other cases relating to community-acquired
pressure ulcers. Three of the internal incidents were pressure ulcer cases, 1 case was an unexpected
admission to NICU and the other case was an injurious fall on a medical ward.
2.3 VTE Assessments – The percentage of patients admitted who had a VTE assessment performed
increased from 88.1% in January to 90.8% in February, but the position is still below the national target of
95%.
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Executive Summary (4/5)
2.4 Complaints – The number of complaints received increased from 38 cases in January to 53 cases in
February, whilst the number of complaints rated high or severe remains at 6 cases. Over half of the
complaints have been received within the TEAM and Surgery divisions. The number of complaints that are
still open or not responded to within the internal target of 25 days has increased from 12 cases in January to
17 cases in February.
2.5 Inpatient Cancellations – The number of inpatient operations cancelled on the day due to non-medical
reasons decreased from 133 cases in January to 93 cases in February, with bed pressures being one of the
key reasons for cancellation.
3.

Regulatory and Contractual Performance
3.1 Monitor
Monitor interim Q4 position – A&E attendances and sustained emergency access pressures continued
during February and PRUH did not achieve the 95% 4-hour A&E performance target at 78.6% for All Type
attendances in February.
3 C-difficile cases were reported in February with the Trust having 12 attributable cases since October 2013
to February 2014. There was also 1 additional case in March. The year-end trajectory of 10 cases has now
been reached.
Cancer waiting time data for January 2014 is available only, and all cancer waiting time targets have been
achieved with the exception of the 2-week wait to referral, 31 day subsequent surgery and 62 day time to
first treatment targets.

The Trust is therefore reporting non-achievement of six targets for the interim Q4 2013/14 assessment due
to the non achievement of the three cancer targets listed above, the RTT 18 Week Admitted completed
target, the A&E 4-hour target and c-difficile trajectory not being achieved for February.
3.2 Contractual Update
CQUIN 2013/14: CCG Q3 update – The CQUIN has been agreed with commissioners. The Trust is
currently compiling the Q3 submission and expecting to achieve 100%.
8

Executive Summary (5/5)
CQUIN 2013/14: NHS England – There are 2 PRUH NHS England CQUINs; NICU – involving
administration of TPN and breast feeding and providing data via the dashboards. The Q3 submission is ontrack and expecting to achieve 100%.

Specific Performance Reports and other updates
4.1 Key Areas of Concern
Summary page to highlight key areas of concern on the PRUH site under the categories of: Quality,
Efficiency, Finance and Strategy.
4.2 HCAI Action Plan Update
Further details on the enhanced actions for 2013-14 can be found in the HCAI Action Plan, provided later in
this report.
4.3 Cancer Action Plan Update
Further details on the action plan that has been developed to manage cancer pathways, incorporating
recommendations from the IST review earlier in 2013 can be found in the Cancer Action Plan, provided later
in this report.
4.4 RTT Performance Update
Further details on the action plans to manage 18-week pathways are provided later in this report.

4.5 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.
4.6 Learning Disability Action Plan Update
Further details on managing adult safeguarding issues and compliance can be found in the Learning
Disability Action Plan update, provided later in this report.
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PRUH: Month 11 Performance
Summary
Domain*

Key Highlights

Clinical
Effectiveness

6

3

Safety

2

5

Patient
Experience

10

0

Financial &
Operational Efficiency

2

1

Staffing measures

0

Key Actions

Cancer waiting times were achieved for January 2014 with the exception of the 2-week wait , 31 day (Surgery) and 62 day
time to first treatment targets. RTT Non-admitted completed pathway 95% target and the RTT Incomplete pathway target
was achieved in February.
Key concerns are:
• RTT – completed admitted pathway targets were not achieved, but consistent with the planned trajectories submitted to
Monitor.
• Emergency Care – 78.6% of patients were seen in A&E within 4 hours, not achieving the 95% target for February.
• ALOS – Elective ALOS increased by 0.5 days to 2.5 days. Non-elective ALOS improved by 0.2 days to 5.8 days in February.
• Outliers – decreased by 29.5 beds to 9.0 beds in February, but still not achieving the target of zero outliers.
• Diagnostic Waits >4 weeks – decreased by 70 to 578 for the end-February position, not achieving the target of 158.

• Weekly Emergency Care Board meetings held
which commissioners are invited to attend
• RTT Board meetings continue to take place to
track longer-waiting patients.
•Diagnostic Board meetings continue to review
data collection and recording of waiting times at
PRUH.

No Slips, Trips and Falls incidences were reported in February.
Key concerns are:
• HCAI – 12 C-difficile cases reported since October, with 3 cases reported during February so the Trust has now exceeded
its year-end trajectory of 10 cases. No MRSA or VRE cases reported since October.
• Red AIs – 20 incidents reported in February based on national reporting requirements for 2013/14: 2 in Medical
Specialties, 1 in Surgery, 1 in Cardiovascular and 1 in Maternity. The remaining 15 were attributed to Other Healthcare
Organisations.
• Pressure Sores (Hospital Acquired) – 13 Pressure Sores reported in February, a decrease of 1 from last month.
• VTE Assessment – 90.9% patients underwent a VTE assessment in February, an increase of 2.8% from last month, but still
not achieving the target of 95%.

• IPC governance structures have been
established at PRUH from February.
• Chris Palin, Assistant Medical Director for
Infection Control is working to establish the
Infection Control Lead role at the PRUH.
• Implement standardised IV line management
documentation and consumables, and to
introduce ANTT training.
• RCA to be conducted into the 5 red AI cases
which will be taken to the Serious Incidents
committee.

Key concerns are:
 HRWD - all sections are not achieving their targets this month . Environment has dropped by 5%, Care Perceptions by 2%
and Patient Experience by 1% from last month.
 Single Sex Accommodation – 7 breaches reported compared to 8 last month.
 Complaints – number of complaints has increased from 31 to 59 cases in February, with the number of responses
outstanding or not replied to within 25 working days increasing from 12 to 17 cases.
 Inpatient Cancellations – 93 inpatient operations cancelled due to non-medical reasons compared to 133 in January.

• HRWD performance to be reviewed at the
division performance review meetings at the
end of March.
• Complaints are reviewed and challenged at
the weekly Performance Improvement Group
chaired by the Director of Operations.

DNA Rate increased by 0.1% to 10.0% in February, but continues to achieve the 12.2% target.
Key concerns are:
 Finance – this will be picked up in the separate Finance paper.
 Overall theatre utilisation has improved by 2% to 66% in February, but is still not achieving the 80% target.
 Weekend discharges – 21.9% of patients were discharged over the weekend in February compared to 18.6% in January. This
is higher than the 21.2% rate achieved at this point last year but remains below the 28.0% target.

No data available at the time of publishing this report.

0

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

•Theatre Productivity is one of the key projects
that has been initiated with EY and will be
reviewed by the Integration Steering
Committee.

• Staff recruitment continues to reduce the ongoing reliance on bank and agency staff.
• Work with Capita to minimise recruitment
delays and ensure internal processes efficient.
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2013-14 M11 Division Performance
– Key Areas of Concern (PRUH)
Division

Areas of Concern

Womens & Children

• DNA Rate (Child Health)
• VTE Assessment (Gynaecology & Obstetrics)
• 62 day cancer waiting times (Gynaecology)
• Theatre Utilisation (Gynaecology)
• Ante-natal booking within 12+6 weeks (Obstetrics)

Liver, Renal and Surgery

• Cancer Waiting Times (Surgery)
• VTE Assessment (Surgery)
• Pressure Sores (Surgery)
• Theatre Utilisation (Surgery) and Inpatient Cancellations
• HRWD (Surgery)

Networked Services

• VTE Assessment
• DNA Rate: Neurosciences
• HRWD Cardiovascular & Neurosciences
• Red adverse incident (Cardiovascular)
• Friends & Family Inpatient score

TEAM

• ED 4-hour performance
• Infection Control
• HRWD
• Complaints

Critical Care, Theatres and Diagnostics

• Unplanned Admissions to ICU/HDU
• Single Sex Accommodation breaches
• Theatre Utilisation Rate

Ambulatory Services & Local Networks

• Cancer Waiting Times (Ambulatory)
• Theatre Utilisation Rate (Dental)
• DNA Rate (Dental)
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PRUH Divisional Summary
(1/3)
Comment

Women’s
& Children’s

Liver, Renal
& Surgery

• Child Health: Elective ALOS increased to 1.0 days in February from 0 days in January. Non-Elective ALOS
remains at 3.3 days for both January & February. The HRWD Care Perceptions section score is 93 for
February, achieving the target score of 87 – Patient Engagement and Environment section scores are at 91
and 84 respectively, achieving their targets of 87 and 79. DNA Rate decreased by 0.7% from 16.6% last
month to 15.9% this month, remaining above the target of 12.2%.
• Gynaecology: Elective ALOS increased from 1.4 days in January to 1.7 days in February. Non-Elective
ALOS increased from 1.8 days in January to 2.4 days in February. Cancer Waiting Times standards were
achieved for the January position with the exception of the 62 day target which was at 80% this month, below
the target of 85%. VTE Assessments performed is not achieving the 95% target at 87.2% in February, down
from 88.2% achieved in January. 7 Inpatient cancellations reported in February, a decrease of 7 from January.
Theatre Utilisation rate decreased by 2% from 69% in January to 67% in February, not achieving the target of
80%. DNA Rate decreased by 2.5% from 13.8% last month to 11.3% this month, now achieving the 12.2%
target.
• Obstetrics: Ante-natal booking within 12+6 weeks is 81.3% for February, an increase from last month’s
figure of 78.3%, and remains below the 90% target. Adjusted measures for the Ante-natal booking within 12+6
metric are now CCG adjusted - this figure is 90.4%, achieving the 90% target. VTE Assessments performed
has continued to improve this month to 91.3% from 76.1% last month, but remains below the 95% target.

• Liver: Elective ALOS has increased to 6.2 days in February. Non-Elective ALOS has decreased by 15.3
days to 8.5 days in February. All Cancer Waiting Time standards were achieved for the January position with
the exception of the 62-day time to first treatment target. No new infections reported YTD. No Red AI’s, Falls
or Pressure Sores reported in February. DNA Rate increased by 2.4% from 11.2% in January to 13.6% in
February, not achieving the 12.2% target.
• Renal: No new infections reported YTD. No Falls or Pressure Sores reported in February. DNA rate
increased by 1.9% from 7.4% in January to 9.3% in February but continues to achieve the 12.2% target.
• Surgery: Elective ALOS decreased by 0.2 days to 1.9 days in February. Non-Elective ALOS increased by
0.2 days to 5.9 days in February. The Cancer Waiting Time 62 day target is at 33%, not achieving the 85%
target. The Cancer Waiting Time 2 week wait target is at 75%, not achieving the 93% target. All other Cancer
Waiting Time standards were achieved for the January position. 3 Hospital Acquired Pressure Sores were
reported: 1 on S1, 1 on S2 and 1 on S3 wards. All sections of the HRWD Patient Experience Survey are not
achieving their targets. 17 complaints reported in February. Theatre Utilisation has increased by 3% to 65%
but is still not achieving the 80% target. DNA Rate has increased by 1.0% from 10.4% in January to 11.4% in
February 14, but continues to achieve the 12.2% target.

Key Action / Focus
- 62 day cancer waiting times:
Gynaecology
- DNA Rate:
Child Health & Gynaecology
- VTE Assessment:
Gynaecology & Obstetrics
- Theatre Utilisation:
Gynaecology
- Ante-natal booking within
12+6 weeks (Obstetrics)

- Non Elective ALOS (Liver)
- Cancer Waiting Times:
Surgery
- DNA Rate:
Liver & Surgery
- Pressure Sores: Surgery
- VTE Assessment (Surgery)
- HRWD (Surgery)
- Theatre Utilisation: Surgery
- Inpatient Cancellations
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PRUH Divisional Summary (2/3)
Comment

Networked
Services

TEAM

• Cardiovascular: Elective ALOS for February has increased by 1.2 days to 2.7 days from 1.5 days in January.
Non Elective ALOS has improved by 0.7 days to 7.5 days in February from 8.2 days in January. VTE
assessments performed improved slightly from 77.9% in January to 78.4% in February but remain below the
95% target. 1 unplanned admission to ICU reported this month. 1 red adverse incident reported in February on
the Coronary Care Unit. No infections reported YTD. The HRWD survey section scores are not achieving their
respective targets. The Friends and Family Inpatient survey score was 33 - an improvement on last month’s
score of 25, but not achieving the target of 68. The DNA rate has improved in February to 8.3% compared to
12.5% in January, and achieving the 12.2% target.
• Neurosciences: Non-Elective ALOS has improved from 4.9 days in January to 4.7 days in February. No new
infections reported in February and no Pressure sores reported this month. VTE assessment performance has
slightly improved from 93.6% in January to 94.3% in February but is just below the 95% target. The Friends and
Family Inpatient survey score has decreased to 60 in February from last month’s figure of 63 and is not
achieving the target of 68. DNA rate has increased by 1.5% from 16.9% last month to 18.4% this month, not
achieving the target of 12.2%. 1 complaint reported in February and 1 complaint response has taken more than
25 days to respond.
• Haematology: Elective crude mortality rate is 4.5% - a decrease from last month’s position of 4.8%. Elective
ALOS has increased from 4.5 days to 7.3 days in February. Non-Elective ALOS has also reduced from 10.9
days in January to 7.3 days in February. The cancer 2 week wait position has increased to 100% for January, an
improvement on the Q3 position of 91%. 1 unplanned admission to ICU from the CU ward reported this month.
There was 1 deteriorating patient in February. The Friends and Family score has reduced from 100 in January
to 67 in February, and now is below the target of 68. DNA rate has improved from 2.7% in January to 1.9% in
February, achieving the target.

• TEAM: Elective Crude Mortality has reduced to 5% in February. Non-elective ALOS has improved in
February, reducing by 0.4 days to 7.9 days. Elective ALOS has increased to 10.2 days. The number of outliers
in February has improved significantly, reducing to 8.1 beds for February. All Cancer Waiting Time standards
are being achieved for February except for the 62 day time to first treatment target which is at 80%, below the
85% target. Unplanned Admissions to ICU/HDU have increased by 1 to 23 cases in February. Emergency Care
4-hour Performance has decreased by 1% to 78.6% in February. There have been no new cases of MRSA or
VRE reported in February. 3 CDT cases have been reported: 2 on Farnborough and 1 on SW1 ward. There
were 2 Red Adverse Incidents reported in February, but no deteriorating patient incidents. There were 9
Hospital Acquired Pressure Sores reported in February. The HRWD Survey scores are still not achieving their
respective targets. The Inpatient Friends and Family (F&F) survey score has improved, rising from 42 to 64 in
February. There have been 12 complaints this month, with only 1 being high or severe, and the number of
responses to complaints taking over 25 days has risen to 4 in February.

Key Action / Focus

-

-

-

VTE Assessment
DNA Rate: Neurosciences
HRWD
Cardiovascular &
Neurosciences
Red AI:
Cardiovascular
Friends & Family
Inpatient score

Emergency Care
Performance
Cancer Waiting
Times: 62 Day Target
Red AI’s
Pressure sores
Complaints
HRWD

PRUH Divisional Summary (3/3)
Comment

Critical Care,
Theatres and
Diagnostics

Ambulatory
Services and
Local Networks

• Critical Care and Theatres: Unplanned admissions to ICU/HDU decreased from 9 in January to 7 in
February. No infections have been reported year-to-date. VTE Assessment is at 99.2%, achieving the 95%
target. 7 Single Sex Accommodation breaches were reported in February, a decrease of 1 from the 8
reported in January. Theatre Utilisation Rate decreased by 5% this month to 44%, not achieving the 80%
target.
• Diagnostics: No Deteriorating Patient Incidents, Never Events or Falls were reported this month. There
was one complaint reported this month. The DNA rate is at 7.3%, achieving the 12.2% target.

• Ambulatory: Elective ALOS has increased by 0.2 days from 0.1 days in January to 0.3 days in February.
Non-Elective ALOS is at 0.6 days this month. Cancer waiting time targets were achieved for the January
position with the exception of the 31 day wait for subsequent surgery and 62 day wait to first treatment. No
Unplanned Admissions to ICU/HDU, Red Adverse Incidents or Falls were reported in February. 10 Outpatient
Cancellations < 6 Weeks Notice were reported in February, an increase of 1 from the 9 reported in January. 3
complaints were reported in February, an increase of 1 from the 2 reported in January. 2 of these complaints
were rated High or Severe. 1 complaint was not responded to within 25 working days. Theatre Utilisation rate
increased by 4% to 76% this month but is still not achieving the 80% target. DNA Rate has increased to
12.9% in February from 11.0% in January, not achieving the 12.2% target.
• Dental: No Red Adverse Incidents were reported in February. 1 Inpatient Cancellation was reported this
month, not achieving the target of 0. 1 complaint was recorded in February and 1 complaint was not
responded to within 25 working days. Theatre Utilisation remains at 66%, not achieving the 80% target. DNA
Rate increased by 4% from 14% in January to 18% in February, not achieving the 12.2% target.

Key Action / Focus

- Unplanned Admissions to
ICU/HDU
- Single Sex Breaches
- Theatre Utilisation

- Cancer Waiting Times:
Ambulatory
- Theatre Utilisation Rate:
Dental
- DNA Rate
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2013-14 M11 PRUH & Division
Heatmap (1/2)
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2013-14 M11 PRUH & Division
Heatmap (2/2)
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Regulatory/Contractual Performance
2013/14 (1/2)
1.

Regulatory Performance (PRUH)
1.1 Monitor Month 11 position:
A&E attendances and sustained emergency access pressures continued during February and PRUH
did not achieve the 95% 4-hour A&E performance target at 78.6% for All Type attendances in February.
The current quarter 4 position is 79.7%
3 C-difficile cases were reported in February with the Trust having 12 attributable cases since October
2013 to February 2014. There was also 1 additional case in March. The year-end trajectory of 10 cases
has now been reached.
Cancer waiting time data for January 2014 is available only, and all cancer waiting time targets have
been achieved with the exception of the 2-week wait to referral, 31 day subsequent surgery and 62 day
time to first treatment targets.
The Trust is therefore reporting non-achievement of six targets for the interim Q4 2013/14 assessment
due to the non achievement of the three cancer targets listed above, the RTT 18 Week Admitted
completed target, the A&E 4-hour target and c-difficile trajectory not being achieved for February.
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.
Bi-weekly RTT waiting list review meetings take place on the PRUH site similar to the meetings that
take place on the Denmark Hill site which Service Managers are required to attend to review RTT
indicator and long-wait performance.

Daily performance meetings are in place to monitor the A&E target.
The “Safer Faster Hospital” planned internal incident occurred during March, leading to an
improvement in ED performance.

21

Monitor Performance @ PRUH:
2013-14 Q4
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Regulatory/Contractual Performance
2013/14 (2/2)
2.

Contractual (PRUH)
2.1 CCG – Contracts have been novated to receivers, however, there is a contract variation required to
move Direct Access Pathology (£4m FYE) into the King’s Contract, and Queen Mary’s Sidcup
Neurology outpatients (£274k FYE) out of the King’s Contract. Receiver splits have been agreed
and the Trust is awaiting the final contract documentation from the Commissioning Support Unit to
agree and sign.
2.2 NHS England – Contracts have been novated successfully with no issues outstanding to resolve.
2.3 CQUIN 2013/14 – CCG Q3 update – The CQUIN has been agreed with commissioners. The Trust
is currently compiling the Q3 submission and expecting to achieve 100%. However, delivery of the
Q4 CQUIN may be affected by a number of reporting issues that have been identified.

2.4 CQUIN 2013/14 – NHS England – There are 2 PRUH NHS England CQUINs; NICU – involving
administration of TPN and breast feeding and providing data via the dashboards. The Q3
submission is on-track and expecting to achieve 100%.
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2013-14 M11 @ PRUH

Key Areas of Concern
•

Quality

•
•
•
•

•
•
•
•
•
•

Efficiency
•
•

Wards: High vacancy rate across all wards for N&M. PRUH centric recruitment planned in addition to
centralised and overseas.
Medical Records: patient case-notes not being retrieved and available on-site in a timely manner. This is
improving, plan to move preparation of clinics on site is in progress. New nursing documentation being piloted
OOH’s GI bleeding cover: Establishment of a separate GI bleeding Gastroenterology on-call rota in
development across DH and PRUH
Seniority of resident OOH’s cover for General Surgery developed, consultation to be completed by 1st May
2014.
Emergency Department: 12 hour trolley breaches and failure to achieve 4 hour target in month due to low
discharges, increase in LAS acuity. Community system wide “Safer Faster Hospital” planned internal incident
ran 8am on Friday 7 March to 1pm Friday 14 March at PRUH. Findings and learning will be built into ECB plans
and an agreed community action plan.
Obstetric theatres: midwives undertaking scrubbing and recovery, business case to increase theatre staff
establishment agreed. There is still a shortage of substantive midwives.
Infection Control: C-difficile above trajectory, all RCA’s reviewed by infection control nurses and AMD, themes
established and being communicated to staff. Hand hygiene dispensers implemented.
Equipment availability and storage was highlighted as a theme in the SFH week, plans are to progress the
development of an equipment library
Urology: capacity to meet 2 WW wait prior to the move to BB and tracking of 31 day patients. Additional lists
weekend lists are being action to clear the backlog and part time administration support for tracking identified
Patient Welcome Cards piloted, informing the patient of expected date of discharge and what happens next
General Productivity: Acute Surgical Ward and Elective wards established, Theatre utilisation improvement
project to include ‘back to basics’ in theatre. Job planning is underway.
Patients with LOS > 7 days has increased, joint site and community discharge project to be commenced to
review process and capacity.
Cancer waiting times: pressure on 62-day time to treatment achievement especially in lung, colo-rectal, urology
and dermatology pathways.

•

Staffing (delays in recruiting to vacant posts and reliance on higher cost bank and agency staff for medical
staffing and nursing posts).

•

Cardiac catheter lab: opportunity to increase activity, however there is an unmet need for interventional
radiology which may result in a lack of room availability
Delays in moving paediatrics from BB and subsequently Urology to BB
Initial phased of elective Gynaecology transfer from DH has completed.

Finance
Strategy
•
•
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Infection Control Update (1/5)
Trust position (PRUH) – Feb 2014
Performance Update:
1.

MRSA (post 48 hour) bacteraemias –
None reported

2.

VRE bacteraemias –
None reported

3.

C-difficile – a very challenging trajectory to achieve in 2013/14:
12 cases for CDT reported to DH YTD (as per National Guidance); trajectory of 7 cases for the same period.

Key focus areas included in 2013/14 action plan:
1.

Reviewing and reinstating governance structures
Infection control committees have been established and the first meetings have taken place in February. These
committees will focus on site specific issues and on aligning practice across all sites.

2.

Reviewing of current practice and integration of policies and practice
A plan is in place to align policies and protocols across sites. This work will be overseen by the HCAI Operations
Committee.

3.

Working with the Medical Director’s team to strengthen medical engagement
Chris Palin, as Assistant Medical Director for Infection Prevention and Control, is working with divisional
management teams to establish the Infection Control Lead role at the PRUH site. This role at Denmark Hill has
been invaluable in improving medical engagement with IPC.

4.

Hand sanitiser availability
The PRUH site is changing providers of hand sanitiser. The new dispensers have now been fully rolled out.
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PRUH HCAI Action Plan (2/5)
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PRUH HCAI Action Plan (3/5)
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PRUH HCAI Action Plan (4/5)
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PRUH HCAI Action Plan (5/5)
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PRUH Cancer Action Plan and IST
Report Update (1/5)
Key achievements in February and March
• Funding agreed for three additional posts in the Cancer Data team at PRUH. One post has already been
filled and the recruitment process has started for the remaining two.
• Training session by external facilitator for MDT Coordinators to address skills gap held in February.
• Roll out of the PCS Cancer Database started on 10 March. Full transfer to be completed by 31 March.
This will allow better access to cancer data and will enable the Trust to produce weekly performance
reports, as is current practice at Denmark Hill.
Key challenges

• Urology pathways and capacity. Average wait for first appointments in March is 32 days. Interim project
manager started February 2014 to focus on these issues.
IST Report Update
• Action plan has been agreed and initial actions implemented. Plan to start monitoring progress regularly
through proposed new Access Board.
CSU response
• Individual Trust action plans to be submitted and to form part of Trust contracts.
• Lead on work with GPs to try to address increase in 2 week wait referrals.
• Support pathway work between Trusts.

33

PRUH Cancer Action Plan and IST
Report Update (2/5)
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PRUH Cancer Action Plan and IST
Report Update (3/5)
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PRUH Cancer Action Plan and IST
Report Update (4/5)

36

PRUH Cancer Action Plan and IST
Report Update (5/5)
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RTT Action Plan (2/3)

39

RTT Action Plan (3/3)
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PRUH Q4 ED Performance Update
(1/7)
1.

Emergency Department Performance Update
The Emergency Department (ED) will not achieve the 4-hour emergency access target in Q4 as
expected. Pressure continues within the A&E department into February and the 4-hour target is not
being achieved for A&E attendances with performance at 61.6% for patients seen within the ED
during February. The All Types attendance target is not being achieved at 78.6%.

2.

Key Issues
Outflow in the ED due to lack of early discharges, ED capacity and processes. 6% increase in
ambulance arrivals this year at PRUH, compared to a 1% increase across London.
Staffing continues to be a problem with confirmed high nursing vacancies across site and inability to
fill bank and agency shifts.
The new CDU ward will not opening until April.

3.

Key Actions
The “Safer Faster Hospital” (SFH) Week took place 7th – 14th March. This involved the whole health
and social care community.

•

Initial Learning Outcomes: Reviews to be explored regarding: discharge,
cardiac/neuro/vascular/trauma pathways, portering demand/capacity, community capacity
(rehab and mental health pathways)

•

Key Achievements: Improved 4hr performance (85.5% All Types) which has not been
achieved since w/e 8th December. No elective admissions cancelled due to bed availability
which has only occurred once for an entire week since King’s acquisition of PRUH site.
Closure of escalation beds

•

Next Steps: Internal and external debriefs including review of Integration and ECB plans.
Work with ECIST/CCGs on discharge processes and community demand and capacity.
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PRUH ED Action Plan (2/7)
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PRUH ED Action Plan (3/7)
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PRUH ED Action Plan (4/7)
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PRUH ED Action Plan (5/7)
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PRUH ED Action Plan (6/7)
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PRUH ED Action Plan (7/7)
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Report to:

Board of Directors

Date of meeting:

25 March 2014

By:

Jane Walters, Director of Corporate Affairs

Subject:

Quarterly Patient Experience Report

1. Executive Summary
1. This report reviews patient experience at King’s College Hospital over quarter 3 (October December 2013). It also shows patient feedback where available for Denmark Hill and the
Princess Royal site for January and February 2014.
2. As part of the Trust’s response to the Francis Report, ‘King’s in Conversation’ gathered
views from staff and patients at the PRUH between November 2013 and February 2014.
This feedback is being used with the results of staff surveys on all sites to take forward a
large scale cultural change programme with three key themes: doctors, nurses and
managers working effectively together, empowering staff to take confident decisions and
promoting positive behaviours and performance.
3. The Francis ‘Listening to Patients’ workstream has focussed on improving the Trust’s
response to complaints and patient feedback. The new Serious Complaints Committee met
for the first time in February.
4. Despite a deterioration in patient experience scores for Denmark Hill in Q2, Q3 and early
2014 show an improving picture. The picture at the PRUH is more mixed.
5. Although there is still wide variation in Friends and Family scores, in February the DH site
was one point below the target of 68 for inpatients and for emergency patients, one point
below target in January. Although inpatient response rates at the PRUH remain challenging,
response rates for both emergency departments have continued their upward trend.
6. The HRWD outpatient score (DH) continued an overall upward trend throughout Q3.
Preparations are underway for the national launch of Friends and Family for Outpatients and
Day Surgery on October 1st 2014
7. King’s volunteers continue to increase in both number and range, with around 1500
volunteers now recruited. Analysis indicates that volunteers are having a positive impact on
the experience of patients.

This report highlights 3 main areas of patient experience, and actions for improvement:




Quality Account 2014-2015
How are we doing and Friends and Family
Patient Complaints and PALS
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1. King's Quality Accounts – Patient Experience Priorities
In January 2014, King's met with its stakeholders across Lambeth, Southwark and Bromley to
review progress against the current year's quality priorities and to develop quality priorities for
the coming year under the domains of patient safety, experience and outcomes.
There has been good progress with our drive to improve outpatient experience, as reported in
the last patient experience report to the Board, with progress rated as green. Progress in
improving patient experience of discharge has been less rapid with the trust only partially
achieving against its targets.
The tables below show details of progress against in year priorities, and suggestions from
stakeholders for priorities for 2014/15.
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There was strong consensus amongst stakeholders and the Trust to continue to focus on
improving the experience of patient discharge as a priority for 2014/15.
There was a desire to improve the experience of cancer patients across King's after
disappointing results in the last two National Cancer Surveys for the Denmark Hill site. It was
agreed that this would be the second patient experience priority.
However, it was also agreed that improving communication would be a cross cutting measure for
both the patient experience priorities.
The draft report will go out to consultation with stakeholders at the end of March before the final
version is agreed by the Board at the May meeting.
2. Patient Experience Summary
2.1. How are we doing Inpatient survey
The overall score for Denmark Hill has achieved the benchmark for 3 out of the last 4 months,
an improved picture from the previous quarter.
After an encouraging start in October with a score of 84, at the PRUH, satisfaction fell back in
November and December, improving in January and February.
Inpatient How are we doing? Trust Overall
87
86
85
84
83
82
81

Denmark Hill Inpatient HRWD? Score

PRUH Inpatient HRWD Score?

Feb-14

Jan-14

Dec-13

Nov-13

Oct-13

Sep-13

Aug-13

Jul-13

Jun-13

May-13

Apr-13

Mar-13

80

Benchmark

A fluctuating response rate may be impacting on PRUH results. Experience at Denmark Hill
shows that it takes time to embed patient surveys and demonstrate their value to staff. A series
of interventions are in progress to embed the How are we doing survey at the PRUH and
Orpington sites and to lift response rates. These include:





raising awareness with staff through meetings with Matrons, Ward Managers and ward
teams to share results and support staff
providing feedback posters for display on the wards – you said – we did.
using volunteers to support patients to complete the surveys, particularly in the health
care of the elderly wards
supplementing the paper survey with an electronic version using volunteers with iPads.
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2.2. The Friends and Family Test





The DH and PRUH sites began Q3 with an FFT inpatient score of 58.
The Denmark Hill scores have improved with the exception of January, and in February
reached their highest score.
At the PRUH, the November fall in the FFT score mirrored the drop in How are we doing,
with scores recovering over the next three months. Despite fluctuation in the scores the
overall trend remains flat.
Response rates at the PRUH are well below target, but it is hoped that work to embed
the How are we doing survey, which includes FFT, will begin to impact over the next
quarter.
Trust Friends and Family Inpatient score

68
63
58
53

FFT Inpt Score DH

FFT Inpt Score PRUH

Feb-14

Jan-14

Dec-13

Nov-13

Oct-13

Sep-13

Aug-13

Jul-13

Jun-13

May-13

Apr-13

Mar-13

Feb-13

48

Benchmark

Trust Friends and Family Inpatient Response Rate

DH Inpt FFT Response rate

•
•
•
•
•
•
•

Feb-14

Jan-14

Dec-13

Nov-13

Oct-13

Sep-13

Aug-13

Jul-13

Jun-13

May-13

Apr-13

60
50
40
30
20
10
0

PRUH Inpt FFT Response rate

Friends and Family scores for emergency patients (ED, Acute Dental and the MAU
wards) have continued to improve on the DH site, despite high levels of activity and
pressures on the department.
Scores for the PRUH ED continue to trend down overall but have shown signs of
improvement in January and February
Response rates on both sites show an improving picture
Delivering FFT via text message was introduced at the end of December 2013 which is
averaging between 8 - 10% response rate.
In March, the trust will also be introducing IVM - messaging to patients' land lines to
gather feedback for Friends and Family.
During January and February 11,260 FFT text messages were sent out with 1581
responses.
The Trust met the CQUIN response rate target of 20% January 2014
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1.20

Trust Friends and Family Emergency Department Score

80
60
40
20

DH ED FFT Score

1.21

PRUH ED FFT Score

Feb-14

Jan-14

Dec-13

Nov-13

Oct-13

Sep-13

Aug-13

Jul-13

Jun-13

May-13

Apr-13

0

Benchmark

Trust Friends and Family Emergency Dept Response Rate

DH ED Response rate

Feb-14

Jan-14

Dec-13

Nov-13

Oct-13

Sep-13

Aug-13

Jul-13

Jun-13

May-13

Apr-13

30
25
20
15
10
5
0

PRUH ED Response rate

The comments received are overwhelmingly positive. Staff on both sites receive praise from
patients:

"The staff and doctors were gracious and caring - they seemed to be aware and
concerned. They appeared to react quickly and thoroughly. Thank you. "
ED, Denmark Hill

"Every member of the team, from front door onwards was excellent, professional
and great attitudes."
ED, PRUH
Despite many positive comments about waiting times, there are also number of negative
comments on both sites :

"Have been here since 12:30pm. Have seen the triage nurse & Dr in sub acute area.
Waiting on gynaecologist, there is no communication whatsoever about waiting
times or what's going on."
ED, PRUH

"Lack of urgency and no joined up approach that led to delay after delay."
ED, DH
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3. Complaints
The Trust received 179 complaints at Denmark Hill and 74 at the PRUH between October and
December 2013.
3.1. Headlines - Denmark Hill
•
•
•
•
•

179 complaints received in Q3, a decrease from Q2 (204), although there has been a rise in
January and February
54% of complaints relate to inpatient care while 46% relate to outpatients (including ED)
Outpatient complaints have reduced for a consecutive quarter.
YTD 45% performance in responding to complaints within 25 working days.
The first Serious Complaints Committee met in February 2014 – chaired by Faith Boardman,
Non Executive Director. Membership also includes both Executive and Senior Clinical Staff.

3.2. Complaint themes – Denmark Hill Oct-Feb 13/14
•

Staff attitude complaints are significantly down compared with previous quarters

•

Communication concerns increased between Q2 and Q3

•

Despite the pressures on beds and cancellations of some elective procedures, numbers
of formal complaints about inpatient cancellation remain relatively low.
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3.3. Complaints headlines PRUH and other sites
•
•
•
•
•

74 complaints received between Oct –Dec 13 which is a significant decrease from the
previous two quarters (PRUH – 64; Queen Mary’s, Sidcup – 8; Orpington Hospital – 2 )
However since January 14 there has been an increase in complaints in all areas.
57% of complaints relate to inpatient care; 43% relate to outpatient care.
Since October, the response rate is 35% within 25 working days (previously 25%)
74 legacy cases transferred to King’s in October 2013, and the majority of these have
now been resolved. 13 complaints remain open.

3.4. Complaint themes PRUH and other sites
•

Complaints relating to communication/information, staff attitude, appointments
(delay/cancellation) were significantly down compared with the previous two quarters but
these have increased in all areas during January/February 2014.

•

There has been a particular increase relating to inpatient waiting times and cancellations
due to bed pressures at the PRUH as the result of rising emergency admissions, coupled
with delays in opening up full capacity at Orpington Hospital.

•

It is interesting to note the fall in complaints about outpatient appointments/cancellations
since October, as these are now largely dealt with by the new PALS service.
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3.5. PALS
•

A PALS service has been established and has been fully operational from 2 October
2013 based at the Princess Royal University site. The service covers the sites at PRUH,
Queen Mary’s Sidcup, Orpington and Beckenham Beacon. Oxleas NHS Foundation
Trust provide an onsite PALS service at Queen Mary’s Sidcup and signpost PALS
enquiries to the PRUH team.

•

Since October 1,482 PALS contacts have been recorded on Denmark Hill and 1,278 at
the PRUH and other sites (although of these the majority relate to the PRUH site). The
level of PALS activity at the PRUH is high compared with Denmark Hill.

•

For inpatients, the predominant issue at Denmark Hill relates to bed capacity and the
knock on effect on waiting list delays and cancellation of elective surgery. At the other
sites, there are similar issues, and in particular concerns about waiting times for elective
admission for orthopaedics, general surgery and urology.

•

For outpatients, at Denmark Hill, neurosciences and ophthalmology have relatively high
numbers of PALS contacts. Outpatient services have been reconfigured across the other
Trust sites, and moving across to new systems and ways of working has resulted in a
higher number of PALS contacts in some areas, notably in ophthalmology and
cardiology.

Recommendation
The Board is asked to note this report and offer any comments
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Board Update
Francis Report – Final Report March 2014

1.0

Executive Summary
This is the final Board report relating to the Trust response to the Francis Report (March
2013). The Francis Working Group has now disbanded and each of the six work streams has
been allocated to an existing Board level sub group. The work programmes will continue to
be led by a member of the Executive and progress will be monitored regularly through the
Trust performance and governance structure. This report identifies the work that has been
completed in responding to the recommendations made in the Francis Report and describes
where this work will now be continued.
In addition to the Trust response, the Government’s full response to the Francis Report and
six other related independent related reports was published on the 19th November 2013.
This Government paper identifies the action that will be taken nationally and the
undertaking by Parliament to review progress on an annual basis. The Francis Working
Group has considered this national response fully and where appropriate, the
recommendations in it have been incorporated into each of the work streams forward plan.
KPMG has recently completed a compliance audit of the Trust response to the Francis
Report and the report is complimentary of the approach and achievements to date. The
audit has rated the project Green and there are no outstanding actions to be taken forward,
The Foundation Trust Network has undertaken a survey of its members Francis Report
related activities and King’s has responded fully to a request for an update on achievements
to date.
The Francis Working Group has provided a Trust wide focus for this work and has been
meeting since March 2013 to carry out a detailed review and action plan relating to the
report which has implications for the hospital sector as well as the wider health community.
There has been significant commitment to this work and the group has welcomed the
collaborative approach to this work with Southwark CCG.

2.0

Trust Work Programme
The Francis Working Group, chaired by Roland Sinker has met monthly since March 2013. It
was established to provide a dedicated forum for considering the Francis Report (March
2013) and working collaboratively with the health community in developing a response. The
membership of the group included representatives from the Trust Executive and Board
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including the Non Executive Directors and Chairman, professional leads from nursing and
medicine. The Trust Governors are also represented as well as governance and clinical leads
from Southwark CCG.
It was agreed that the next phase of this work should be embedded with the existing Trust
performance and governance structure and the group held its final meeting in February
2014.
3.0

Work Programme
Each of the six work themes has been led by a member of the Executive and work will
continue to progress across the hospital. Achievements so far, future governance
arrangements and the forward plan are described below for each of the themes.
i)

Identifying pressure in the hospital – led by Geraldine Walters and Peter Fry
A patient dependency tool has been developed to capture patient acuity scores and
calculate a wards overall acuity and staffing levels. This data will be collated to provide
an early warning signal that will identify potential hot spots where there is a
requirement for senior support and action.
This reporting tool will include red shifts, IV line audits and bed capacity. The tool will be
implemented across the hospital once an initial pilot has been completed and will
provide daily real time information linking patient acuity to the workforce.
This work will be continued through the Finance and Performance Committee.

ii) Listening to patients and staff – led by Angela Huxham
The staff listening events have been completed on the DH site and have recently ended
at PRUH. First analysis of the feedback from the staff and patient listening exercises was
presented to the Board in October. Over 1,000 members of staff and patients have
contributed to these feedback sessions across both sites.
This work will now be incorporated into the Board Integration Committee (BIC) work
programme and will also include information from the staff survey and cultural
integration sessions. The BIC will use the data analysis from the listening events and will
work on three priority themes:
a) Working relationships
b) Devolved decision making
c) Tackling poor performance
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The Trust is planning to implement a new appraisal and development programme in
April 2014. This will provide a greater focus on behaviour, development and
performance as well as communication skills.
iii) Patient Experience and Listening to patients
This group has undertaken a range of activities aimed at improving the experience of
patients and how we receive and analyse the feedback they give us. Some of the key
achievements have been the introduction of a feedback questionnaire sent to all
complainants and the creation of a Serious Complaints Committee that will oversee
improvement work and implementation following serious complaints. This will increase
Board level scrutiny and independent challenge as well as ensuring appropriate learning
from complaints.
The Clwyd/Hart review of hospital complaints was published in October 2013 and the
work stream has already improved many of the internal processes in advance of the
reports publication. Any further action required now the review has been published will
be implemented.
The improvements to date have included looking at the accessibility of the complaints
process and escalation of serious complaints, which now go immediately to key
Directors when received. A patient complaint or patient story now forms the first
agenda item at every Board Quality and Governance Committee meeting and Faith
Boardman has been appointed as the NED Patient Experience Champion.
This is already a well-established work programme across the Trust and progress will
continue to be monitored though the Quality and Governance and Patient Experience
Committee.

iv) Clinical Workforce led by Michael Marrinan and Geraldine Walters
The medical and nursing recommendations from the Francis Report (March 2013) have
been reviewed by Michael Marrinan and Geraldine Walters to identify where current
practice required updating or improving. The recommendations are wide ranging and
are already being considered across the Trust in a variety of meetings.
The new appraisal system will provide greater focus on communication, behaviour and
individual performance which will be welcomed by the clinical leadership teams and will
support the delivery of the cultural and behavioural standards expected.
The medical workforce is looking at ward leadership as well as improving job plans to
ensure adequate time is provided for patient care. There are plans to develop the
interaction with junior staff through a series of regular meetings held at both the PRUH
and Denmark Hill sites, attended by senior clinicians.
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The nursing team have commenced a detailed piece of work looking at two specific
wards with an objective to improve the patient experience and decrease harm through
the delivery of compassionate care. A detailed project brief is attached for information
as Appendix 1.
This work will continue as national standards and government recommendations are
published and will be monitored through the Quality and Governance Committee.

v) Performance and Quality Management led by Peter Fry and Judith Seddon
As assessment of the performance framework within the Trust was presented to the
Finance and Performance Committee at the end of September 2013. A number of
metric changes have been implemented on the Trust Performance Scorecard that adds
greater focus to quality and leading indicators of care. The RPUH has added an extra
dimension to this and we have prioritised the development of performance and patient
experience scorecards. These were successfully rolled out at Trust and Divisional level at
the end of 2013 and also include ward level patient experience data. The next phase is
to roll out specialty level scorecards across the Trust.
Further work on improving performance monitoring will continue with work streams
looking at easier access to information and transparency of information. The first of
these groups will focus on complaints and PALS activity, patient safety and outcomes
using data already recorded within the Trust. Further work to improve daily and live
information is being made available across the Trust, particularly in support of the acute
medical pathway and medical take lists.
This will continue to be monitored through the Finance and Performance Committee.
vi) Communication Plan led by Sally Lingard
The communication plan underpinning the Francis Working Group activities will now be
undertaken through the Integration Programme. A range of staff and Chief Executive
Brief material has been published to inform staff of the programme of work.
4)

Forward Plan
The Francis Groups will no longer meet as a dedicated forum and all future work will be
taken forward through existing Board sub Groups and Committees.

5)

Recommendations
The Board are asked to note the achievements of the Francis Working Group and approve
the approach to disband the group and to continue this work programme through the Trust
performance and governance executive committees.
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Engaging staff to improve patient experience and decrease harm
AIM: We hypothesise that the delivery of compassionate care will automatically lead to safer
care. Therefore the aim of this work is to is to demonstrate a simple method of ascertaining
staff engagement as a pre cursor for change in behaviour that will enable delivery of
compassionate care and decrease avoidable harms to patients. In addition we present some
unique initiatives and teaching to enable change in behaviours and attitude
BACKGROUND: We identified 2 wards with a higher number of preventable falls and
acquired pressure ulcers and also noted that they consistently underachieved in patient
experience surveys around courtesy of and confidence in nurses. Staff attitudes,
behaviours, and organisational culture and climate, have all been demonstrated as
correlates and predictors of effectiveness and innovation (Dempsey 2009, West et al 2012,).
The more engaged staff members are, the better the outcomes for patients and the
organisation (Black 2012, West et al 2012). A direct correlation between positive ward
climate and patient centred care can also be demonstrated (Abdelhadi & Drach-Zahavy
2011). The author suggest that before we try and implement any change in practice or
behaviours we need to ensure that staff are engaged otherwise success will be limited.
However ascertaining levels of staff engagement, is made unnecessarily complex, for
example, lengthy staff surveys and data analysis. If we consider the components of
engagement; empowerment and committed through support and acknowledgment, we can
question staff around this. We suggest that if staffs understand what engagement means
and answer simple questions around engagement, this will result in acquisition of powerful
information. Equally a simple engagement tool used prior to change in any healthcare setting
will provide a useful baseline as to how successful the change may be..
METHOD:
Stage 1: The ENGAGE© card was completed by staff following explanation of what
engagement means. Explanation takes less than a minute, cards were distributed and
collected within minutes ensuring that the majority of staff views were collected over a just a
few days (see separate file)
The tool can be used in 2 ways: A simple question “do you feel engaged with senior staff in
your organisation”? Yes/ No or staff are requested to answer yes or no to all components
of ENGAGE to gather detailed information about the staff group. We chose that latter to
ensure plentiful information
Engage results were collated and fed back to ward managers, matrons and head of nursing
and plans put in place to improve engagement levels where required including more focus
work, increased presence of senior staff, leadership caching and reflection for band 7s and
above
Stage 2: Rather than repeat ‘standard’ training, we devised an intensive program consisting
of the pre change staff engagement work, series of small improvement initiatives (nursing
handover, safety briefings, and manager responsibilities) and focus group work. The small
scale initiatives were presented opportunistically to nursing staff in 2 minute snap shots over
2 weeks prior to the focus group work with intention to implement post focus work so the
value could be appreciated. A one hour high impact session with groups of 3-4 staff,
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facilitated by harms clinical nurses specialist and the assistant director of nursing was
repeated every day for 2 weeks. This was a challenge that was accepted with enthusiasm
for our clinical nurse specialists who really wanted to embrace a new style of teaching and
start to look at behaviour as well as checklists and audits! The presentation was interactive
and patient centred with the majority of slide being pictures with emphasis on behaviour and
decision making and no emphasis on checklists or risk assessments consists of:
•

Remembering why you became a nurse? *

•

‘Seeing’ the patient with real and personal examples – “Remember why, Remember
George”

•

8 minutes per harm, high impact and patient centred reflection approach

•

Evaluation includes ‘will you change any aspect of your care’?*

RESULTS: We have our pre engagement test results (see separate file) and these clearly
demonstrate that a significant number of staff on both wards do not feel acknowledged or
engaged with the senior management team. 52% and 48% respectively do not feel guided
or nurtured by their manager, this offers one potential reason for the higher levels of
avoidable harms and poor patient experience. The majority still feel glad to come to work
and empowered to improve care which provides a positive baseline for improvement.
Immediate feedback from the focus group work was a revelation with many staff openly
admitting they had not realised how quickly pressure ulcers develop or how easy the
measure are to prevent catheter associated urinary tract infection. It was very apparent that
because staff do not see immediate consequences for their action eg missing a few turns,
that the harm was not ‘their fault’. Staff also agreed that they did not ‘see’ or ‘know’ their
patients.
We are collating the responses to the above questions * and presenting them to staff
individually to ensure it is meaningful. This data can also be used in appraisal and staff
meetings. Where engagement is low we will work closely staff and ward managers to
strengthen leadership and sustainability planning is underway.
This initiative is current so we cannot see improvements in our patient experience surveys or
patient harms yet, but we are confident we will!
CONCLUSION: Two significant contributions to effective patient care are staff engagement
and a meaningful and emotional understanding of compassionate and safer care. We need
to continue to ensure engagement in order to move forward with improving care standards.
Many staff see patients as one homologous group with no individual identity which means
care delivery is detached from any emotional commitment to the role. There are also definite
benefits to focus group work rather than ‘losing’ staff in rooms of 40 or more during
mandatory updates where teaching becomes unrelated to practice or behaviour. Teaching
needs to be personal and humanised. Organisations are complex and chaotic. Embracing
simple initiatives reflect a learning organisation that embraces ways to engage, lead and
innovate change to continually improve performance. The ENGAGE© tool has now been
used in 2 different settings in 2 organisations as a precursor for change. Where engagement
is low, the results enable leadership coaching, staff focus work and engage strategies to
2
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ensure that change is effective and sustainability plans put in place. We are confident
following initial feedback that this unique approach of embracing engagement and changing
behaviour together will enable improvements in patient experience and avoidable harms
References:
1) Abdelhadi,N. & Drach-Zahavy, A. 2011 Promoting patient care: work engagement as
a mediator between ward service climate and patient centred care Journal of
Advanced Nursing 68(6):1276-87
2) Black , C. 2012 Why NHS Organisations must look after their staff Nursing
Management 19(6):27-30
3) Dempsey, J. 2009 Nurses values, attitudes and behaviours related to falls prevention
Journal of Clinical Nursing 18: 838-48
4) West, M. Dawson, J. Admasachew & Topakas, A. 2011 NHS Staff Management and
Health Service Quality, Results from the NHS Staff Survey and Related Data.
Department of Health (https://www.gov.uk/government/publications/nhs-staffmanagement-and-health-service-quality - last accessed 03/03/14)

ENGAGE © Helen Day h.day2@nhs.net

Do you feel:

Engaged by your senior team
Nurtured by your manager
Glad to come to work
Acknowledged by your senior team
Guided by your manager
Empowered to improve patient care
YES:

NO :

COMMENT IF YOU WISH:
RN

HCSW

ENGAGE©

ENGAGE © Helen Day h.day2@nhs.net

ENGAGE © Helen Day h.day2@nhs.net
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Report to:

Board of Directors

Date of report:

Tuesday 25th March 2013

Subject:

Non-Executive Directors’ Activity Report

Presented by:

Professor Sir George Alberti, Chairman

Status:

For information

1. Background/ Purpose
This report details the activities undertaken by the Non-Executive Directors of the Board for
the period 10th February to 7th March 2014.
2. Action required
The Board of Directors is asked to note the contents of this report.

Graham Meek – Vice Chairman, Chair of Finance & Performance Committee
Date
13 February

Activity
Chaired KCS Board
Attended Strategy Committee
Attended Quality & Governance Committee
Attended Board Seminar

25 February

Chaired Finance & Performance Committee
Chaired Private Board
Chaired Public Board

Chris Stooke –Chair of Audit and Board Integration Committees
Date
12 February

Activity
Chaired interview panel, oral surgery

13 February

Attended KCS board meeting
Attended board strategy committee
Attended quality and governance meeting
Attended board seminar

14 February

Chaired BIC
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25 February

Attended F&P meeting
Attended private board
Attended public board

7 February

Attended meeting with Sir Stuart Rose and Monitor

Marc Meryon –Chair of Equality & Diversity Committee
Date
12 February

Activity
Attending King’s Fund event

14 February

Go See – Surgical and Critical Care Unit
Attending Board Integration Committee

24 February

Go See – Tony & Guy

25 February

Attended Finance & Performance Committee
Attended Private Board Meeting
Attended NED Meeting
Attended Public Board Meeting
Chaired Community Event

4 March

Preparation for Capability Hearing

5 March

Chaired Council of Governors

7 March

Call with Capsticks: preparation for Capability Hearing

Faith Boardman – Non-Executive Director Lead for Quality
Date

Activity
Attended Strategy Committee
Attended Quality and Governance Committee

13 February

Attended Board Seminar
Go & See (X 2)

14 February

Attended Business Integration Committee

18 February

Attended Special Board meeting on Vascular Surgery

21 February
25 February
26 February

Chaired Serious Complaints Committee
Attended Finance and Performance Committee
Attended Private Board Committee
Attended Public Board Committee
Attended King's Fund event
2
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Professor Ghulam Mufti – Chair of Quality and Governance Committee
Date

Activity

18 February

Attended special board meeting

21 February

1:1 with Mike Marrinan

25 February

Attended Finance & Performance Committee
Attended Board Private Session
Attended Board Public Session
Board Go & See visits with Faith Boardman

Sue Slipman – Director of Strategy Committee
Date

13 February

Activity
Attended KCH Commercial Services Board
Attended KCH Strategy Committee
Attended KCH Quality and governance Committee

18 February

Attended KCH Additional Board Meeting
Attended KCH Board Finance and Performance Committee

25 February

Attended KCH Private Board Meeting
Attended KCH Public Board Meeting

5 March

Chaired KCH Community Event Bromley Central Library
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Resigned: 28/02/2012
Resigned: 31/03/2012
Resigned: 30/04/2012
Resigned: 29/11/2012

2007
01/10/2011

Non-Executive
Director (since
02/08/2010)

Non-Executive
Director (since
04/11/2011)
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01/07/2011
31/10/2009
31/10/2009
31/10/2009

King's College Hospital NHS Foundation Trust
Register of Directors' Interests as at 18 March 2014
NAME

Prof. Sir Alberti George
Mr Graham Meek

Declared Spousal Interest

Mrs Faith Boardman

Position

Non-Executive
Director from
Non-Executive
01/10/2012
Director (since
Chair (since
01/12/2011)
01/12/2011)

Body in which interested

Nature of interest

Enc 3.2
Date of
Declaration

ICM Computer Group PLC
SPI Lasers Plc
Capital Gearing Trust Plc
Filtronic Plc
Trumper Hill Limited
British Cardiovascular Society

Chair
Chair
Director
Director
Director
Trustee

06/12/2011
06/12/2011
06/12/2011
06/12/2011
06/12/2011
06/12/2011

KCH Commercial Services Ltd

Director & Chair (29/11/2012)

01/12/2011

Name: Mrs Rosalind Meek - Body of Interest: Medtronics - Nature of Interest: Head of Government Affairs (UK) - As of: 01 March 2012

Non-Executive
Director (since
18/03/2012)

Ms Sue Slipman

Non-Executive
Director (since
20/07/2012)

Professor Ghulam J Mufti

Non-Executive
Director (since
05/12/2013)

Vauxhall City Farm
London Ecumenical Aids Trust
Vauxhall Business Improvement District

Chair
Chair
Treasurer & Board Member

25/07/2012
25/07/2012
25/07/2012

Faith Boardman Ltd

Director

25/07/2012

Major Projects Authority in the Cabinet Office

Associate Consultant

25/07/2012

Public Management and Policy Association

Development Director

25/07/2012

Mayors Office for Policing & Crime

Independent Advisor

29/11/2012

NEST Corporation
Social Market Foundation Advisory
KCH Commercial Services Ltd

Trustee
Board Member
Director

20/07/2012
20/07/2012
28/09/2012

UK MDs Patients Forum

Patron

26/03/2013
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Date of cessation of
interest
01/06/2007
01/10/2008

King's College Hospital NHS Foundation Trust
Register of Directors' Interests as at 18 March 2014
NAME

Prof. Sir Alberti George
Mr Timothy Smart

Mr Simon Taylor

Mr Roland Sinker

Position

Non-Executive
Director from
Chief01/10/2012
Executive
Chair
(since
(since
01/11/08)
01/12/2011)

Chief Financial
Officer

Chief Operating
Officer (since
06/07/2009)

Body in which interested

Nature of interest

Enc 3.2
Date of
Declaration

Brink's Company (NYSE)
I3IT
The Place2Be (Child Mental Health)
V'-youth volunteering
GSTS Pathology LLP
KCH Commercial Services Ltd
Foundation Trust Network

Director (resigned)
Director (resigned)
Trustee
Trustee
Member of the Board
Director
Member of the Board

17/11/2008
17/11/2008
08/12/2011
28/02/2012
28/02/2012

Cherimoya Limited
KCH Commercial Services Ltd
Agnentis Ltd
KCH Management Limited
Albatross (FS) Ltd

Director
Director
Director
Director
Non-Executive Director

01/07/2004
30/01/2007
30/01/2007
13/12/2011
28/02/2012

King's College Hospital Clinics LLC

Director

01/10/2013

KCH Commercial Services Ltd
Agnentis Ltd
GSTS Pathology LLP

Director & Company Secretary
Director
Member of the Board

11/08/2009
11/08/2009
08/12/2011
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Date of cessation of
interest
01/08/2008
Spring 2008
Nov-2012
Jan-2011

King's College Hospital NHS Foundation Trust
Register of Directors' Interests as at 18 March 2014
NAME

Ms Jane Walters

Prof. Sir Alberti George

Mrs Angela Huxham

Dr Geraldine Walters

Dr Michael Marrinan

Mr Jacob West

Position
Director of Corporate
Affairs & Trust
Secretary
Non-Executive
Director from
01/10/2012
Chair (since
01/12/2011)
Exec Director of
Workforce
Development (since
04/05/2009)

Body in which interested

Nature of interest

Executive Director of
Strategy (since Feb
2010)

Date of
Declaration

St Christophers’ Hospice

Trustee

11/08/2010

KCH Management Limited

Director

29/10/2013

NHS Pensions Scheme Governance Group

Serving judicial member since 1995. Not permitted to sit on ET
22/09/2009
cases involving KCH
Management side Chair
04/05/2010

NHS Employers Policy Board

Member

01/09/2012

National Joint Negotiating Committee (Medical)

Chair

01/01/2013

Member of Audit Committee
Visiting Professor (salaried)
Member
Chair
Trustee

21/09/2009
21/09/2009
21/09/2009
21/09/2009
08/12/2011

Labour Party

Member

24/09/2009

CRI (Crime Reduction Initiatives )

Trustee

14/12/2010

KCH Commercial Services Ltd

Director

01/05/2012

Employment Tribunals Service

Royal College of Nursing
Buckinghamshire New University
National Clinical Audit Advisory Group
Executive Director of
London Network of Nurses & Midwives
Nursing & Midwifery
Trinity Hospice
(since 07/09/2009)

Acting Medical
Director (since
22/09/2009) and
Exec Medical
Director (since
03/02/2010)

Enc 3.2
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Date of cessation of
interest

31/12/2012

28/02/2012

28/02/2012

Enc. 3.3.1

King’s College Hospital Board of Directors
Finance & Performance Committee
Minutes of the meeting of the Finance & Performance Committee held at 09:30 on Tuesday
28 January 2014 in the Dulwich Committee Room, King’s College Hospital
Present:
Graham Meek (GM)
Prof Sir George Alberti (GA)
Faith Boardman (FB)
Marc Meryon (MM1)
Prof Ghulam Mufti (GM1)
Sue Slipman (SS)

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

Chris Stooke (CS) (from item 014/06)

Non-Executive Director

Tim Smart (TS)
Pedro Castro (PC)
Angela Huxham (AH)
Dr Michael Marrinan (MM)

Chief Executive Officer
Interim Director of Strategy
Director of Workforce Development
Medical Director

Roland Sinker (RS)

Chief Operating Officer

Simon Taylor (ST)

Chief Financial Officer

Dr Geraldine Walters (GW)

Director of Nursing and Midwifery

Jane Walters (JW)

Director of Corporate Affairs

Simon Dixon (SD)

Director of Finance

In attendance:
Leonie Mallows (LM)

Corporate Governance Officer (Minutes)

Apologies:
Steve Coakley (SC)
Kath Dean (KD)
Peter Fry (PF)

Acting Associate Director of Performance & Contracts
Operational Site Lead (PRUH)
Director of Operations

Item

Subject

014/01

Welcome & Apologies

Action

Apologies for absence were noted.
014/02

Declarations of Interest
No declarations of interest were reported.
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Item

Subject

014/03

Chair’s Action

Action

No Chair’s action was reported.
014/04

Minutes of the Previous Meeting
The minutes of the meeting held on 17 December 2013 were approved as a
correct record.

014/05

Actions Tracking/Matters Arising
The action tracker was noted.
It was also noted that the Board Seminar on 13 February would be used to
address issues raised by this Committee, including CIPs, financial strategy,
strategic decisions about how to meet growth in the long term and the
consequences for the service portfolio of the Trust.

014/06

Performance Report – Month 9
RS presented a summary of month 9 (December) performance at the
Denmark Hill (DH) site and at the Princess Royal University Hospital (PRUH).
The Committee noted the month 9 performance report for the DH site and the
following key points:
Internal incident
 The DH site was placed in internal incident mode on Monday 20 January.
It will last for 2 weeks.
This is a ‘command and control’ mode with the defined aims of freeing up
capacity and improving emergency department performance;


Positive outcomes so far have included quicker consultant opinions and
diagnostics, fewer patients being admitted, more effective use of the acute
assessment unit and fewer elective procedures being cancelled;



Care delivered in a less pressured setting also leads to improved patient
experience and better care perceptions;



A debrief took place on 24 January and will be repeated on 31 January. A
plan for implementing sustainable improvements will be developed from
the lessons learned; and



Further support is required from social care providers with regard to
repatriation and discharge of patients.

Good performance
 Cancer waiting time targets have been achieved for quarter 3; and


Referral to treatment (RTT) targets for non-admitted completed pathways
and incomplete pathways have been achieved for month 9.
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Action

Performance challenges
 Due to the rising level of demand and delays to capacity coming on-line, it
has been more difficult to achieve the trajectories shared with
commissioners for RTT admitted pathways.
Efforts will be concentrated on improving areas with less pressure on beds
e.g. day surgery and bariatrics, however it is expected that the overall
backlog will be approx. 1000 by year-end.


The emergency care 4-hour wait target was not achieved in month 9 or
overall for quarter 3;



A review of quarter 3 indicates an 11% increase in medical admissions on
top of a 15% increase last year, plus an increase in the length of stay of
older patients;



Emergency performance improved last week during the internal incident
period, reaching 99% on Saturday 25 January;



The Trust is above trajectory for cases of C-difficile and this has been
reported to Monitor;



Concerns remain around the increase in cases of CRE and VRE and the
Trust’s ability to provide single rooms for affected patients;



The Trust is looking at the possibility of alternative locations for the
development of Infill Block 5;



Performance in responding to complaints has been affected by the
increase in workload following the acquisition.
It may be necessary to consider a review of key performance indicators for
complaints; and



A Serious Complaints Committee has been established and will be chaired
by FB.

Contractual
 The contract has been signed with CCG Commissioners for 2013/14 and a
revised offer from NHS England has been accepted; and


Non-recurrent winter funding helps in the short term but does not enable
the Trust to make substantive appointments to address staffing issues in
the long term.

The Committee discussed the increase in the number of red shifts. The
following key points were raised and noted:


The number of ward-based red shifts increased from 47 in November to 99
in December;



The full picture has not yet emerged in terms of vacancies;
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Agency staff are required when bank staff are not available;



Overall, this is indicative of a changing labour market and the Trust is
working with Health Education South London to address the relevant
issues, including staff turnover; and



There are a number of teaching hospitals which are competing for trained,
skilled nursing staff.

Action

Key areas of concern and specific performance reports
The Committee noted the running list of key areas of concern and updated
action plans for:
o Infection control;
o Emergency department; and
o RTT.
GA thanked the operations team and clinicians for their hard work in delivering
a continued high level of care under particularly pressurised circumstances.
The Committee noted the month 9 performance report for the PRUH site and
the following key points:


Performance challenges
 As anticipated and set out in plans submitted to Monitor, planned service
moves across former South London Healthcare Trust (SLHT) sites have
caused some disruption to achievement of the RTT admitted completed
pathway target;


Emergency care performance is deeply challenged and the 4-hour waiting
time target has not been achieved in month 9 or overall for quarter 3;



There are a number of actions underway to improve the delivery of
emergency care, including:
o Creating extra capacity, for example, through moving day cases to
Orpington;
o Comprehensive review of discharge processes in conjunction with
commissioners; and
o Divisional restructures including stronger onsite leadership and
seconding some ED consultants to the PRUH.



Strengthening the level of clinical leadership will particularly help to
support the three senior leads currently based at the PRUH;



It is also planned to replicate the internal incident mode at the PRUH – for
a two-week period in February to be confirmed;



Two-way engagement with clinical commissioning groups could be
improved;



An action plan has been developed in response to time spent with the
Department of Health’s cancer intensive support team and good progress
has been made;
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‘How are we doing?’ surveys have been taken for the third consecutive
month at the PRUH. Overall scores for patient engagement and
environment sections have not yet reached their targets;



The number of complaints rose slightly in month 9. The number of
complaints not responded to within the internal target of 25 days has also
increased.

Action

However, since the Trust took over responsibility in October 2013 the ‘run
rate’ of complaints has almost halved;
Update on CQC Visit
 The draft report has been received and comments on factual accuracy
submitted;


Actions plans are being updated and will be presented to the Board
Integration Committee, Quality & Governance Committee and this
Committee as appropriate;



The Quality Summit will take place on 30 January; and



There is some cross-over between the action plans already in place (see
note below) and the issues highlighted by the CQC report.

Specific performance reports and action plans
The Committee noted the running list of key areas of concern and updated
action plans for:
o Infection control;
o Emergency department;
o RTT;
o Cancer; and
o Learning disability.
014/07

Finance Report – month 9
ST presented a summary of the financial position at the end of month 9
(December).
The Committee noted the month 9 finance report and the following key points:


Across all sites, the Trust is reporting an operating deficit of £2.764m year
to date, which is a significant improvement from month 8;



The Continuity of Service Risk Rating is 3 for month 9;



The reduced number of cancelled elective procedures has had a positive
effect on the financial position;



The performance reports outline underlying reasons and drivers for the
current deficit position and there are several linkages between the
financial, operational and clinical strategies;
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A clear forward strategy is needed for the Trust’s future service portfolio,
which takes into account commissioner intentions for the Trust;



The estimated year-end position is based on approved winter funding,
non-recurring divisional CIPs and income from additional capacity coming
on-line e.g. Orpington Hospital;



To minimise the deficit it may be necessary to draw on the integration
contingency funding; and



SLHTs accounts are in the process of being closed. There is some
uncertainty about the valuation of assets under the PFI schemes.

Action

Capital and cash
 The capital plan is over-committed primarily due to delivery of the
Orpington Hospital development;


Infill Block 5 will be more complex than Infill Block 4 and this will impact
significantly on the future capital plan;



ST and TS are meeting with the KHP fundraising team to discuss material
returns on the Trust’s investment, particularly with regard to raising funds
for the helideck; and



Commissioner support is also required for these two major schemes.

Operational planning 2014/15
 The projected CIP target for 2014/15 is £66m, which is very challenging
given the projected deficit to be carried forward;

014/08



It is important to understand the plans of commissioners, particularly
commissioners of specialist services, for this Trust;



Major themes discussed at the Integration Steering Group and Board
Integration Committee is clinical and financial sustainability throughout and
beyond the integration process;



Long-term strategic planning, commissioning for outcomes and academic
investment are issues requiring bold solutions which respond to changes
in the system and take into consideration the planning of KHP partner
organisations.

Treasury Management Report – month 9
The Committee noted the Treasury Management report for month 9.

014/09

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

014/10

Date of next meeting
Tuesday 25 February 2014, 09:30-11:30 in the Dulwich Committee Room.
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