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Glossary
ACRONYM/WORD
A&E
ACC
AHP
AHSC
ANS
BCIS
BHRS
BME
BREEAM
BSCN
BSI
BSS
CCG
CCS
CCTD
CCUTB
C-difficile
CDU
CEM
CHD
CHR – UK
CLAHRC
CLINIWEB
CLL
CLRN
CNS
COPD
COPD
COSD
COSHH
CPPD
CQC
CQRG
CQUIN
CRF
CRISP
CT
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MEANING
Accident & Emergency
Accredited Clinical Coder
Allied Health Professionals i.e. Physiotherapists, Occupational Therapists,
Speech & Language Therapists etc.
Academic Health Science Centre
Association of Neurophysiological Scientists Standards
Bone Cement Implantation Syndrome
British Heart Rhythm Society
Black and Minority Ethnic
Building Research Establishment Environmental Assessment Method
British Society for Clinical Neurophysiology
The British Standards Institution
Breathlessness Support Service
Clinical Commissioning Groups (previously Primary Care Trusts)
Crown Commercial Service
Critical Care and Trauma Department
Critical Care Unit over Theatre Block
Colistridium Difficile
Clinical Decisions Unit
Royal College of Emergency Medicine
Congenital Heart Disease
Child Health Clinical Outcome Review Programme (UK)
Collaboration for Leadership in Applied Research and Care
The Trust's internal web-based information resource for sharing clinical
guidelines and statements.
Chronic Lymphocytic Leukemia
Comprehensive Local Research Network
Clinical Nurse Specialist
Chronic Obstructive Pulmonary Disease
Chronic Obstructive Pulmonary Disease
Cancer Outcomes and Services Dataset
Control of Substances Hazardous to Health
Continuing Professional and Personal Development
Care Quality Commission
Clinical Quality Review Group (organised by local commissioners)
Commissioning for Quality and Innovation
Clinical Research Facility
Community for Research Involvement and Support for People with Parkinson’s
Computerised Tomography

DAHNO
DH/KCH DH
DNAR
DoH
DTOC
ED
EDS
EMS
EPC
EPMA
EPR
ERR
ESCO
EUROPAR
EWS
FFT
FY
GCS
GP
GSTS Pathology
GSTT
H&S
HASU
HAT
HAU
HCAI
HCAs
HESL
HF
HIV
HNA
HQIP
HRWD
HSCIC
HSE
HTA
IAPT
IBD
ICAEW
ICNARC
ICO

National Head & Neck Cancer Audit
Denmark Hill. The Trust acute hospital based at Denmark Hill
Do Not Attempt Cardiopulmonary Resuscitation
Department of Health
Delayed Transfer of Care
Emergency Department
Equality Delivery System
Environmental Management System
Energy Performance Contract
Electron Probe Micro-Analysis
Electronic Patient Record
Enhanced Rapid Response
Energy Service Company
European Network for Parkinson’s Disease Research Organization
Early Warning Score
Staff Friends & Family Test
Financial Year
Glasgow Coma Scale
General Practitioner
Venture between King’s, Guy’s and St Thomas’ and Serco plc
Guy's St Thomas' NHS Foundation Trust
Health & Safety
Hyper Acute Stroke Unit
Hospital Acquired Thrombosis
Health and Aging Units
Healthcare Acquired Infections
Health Care Assistants
Health Education South London
Heart Failure
Human Immunodeficiency Virus
Holistic Needs Assessment
Healthcare Quality Improvement Partnership
‘How are we doing?’ King’s Patient/User Survey
Health and Social Care Information Centre
Health and Safety Executive
Human Tissue Authority
Improving Access to Psychological Therapies
Inflammatory Bowel Disease
Institute of Chartered Accountants in England and Wales Code of Ethics
Intensive Care National Audit & Research Centre
Information Commissioner’s Office
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ICT
ICU
IG Toolkit
IGSG
IGT
IHDT
iMOBILE
IPC
ISO
ISS
JCC
KAD
KCH, KING's, TRUST
KCL
KHP
KHP Online
KPIs
KPMG LLP
KPP
KWIKI

LCA
LCN
LIPs
LITU
LUCR
MACCE
MBRRACE-UK
MDMs
MDS
MDTs
MEOWS
MHRA
MINAP
MRI
MRSA
MTC
NAC
NADIA
NAOGC
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Information and Communications Technology
Intensive Care Unit
Information Governance Toolkit
Information Governance Steering Group
Information Governance Toolkit
Integrated Hospital Discharge Team
Specialist critical care outreach team
Integrated Personal Commissioning
International Organization for Standardization
Injury Severity Score
Joint Consultation Committee
King’s Appraisal & Development System
King's College Hospital NHS Foundation Trust
King’s College London – King’s University Partner
King's Health Partners
King’s Health Partners Online
Key Performance Indicators
King’s Internal Auditor
King’s Performance and Potential
The Trust's internal web-based information resource. Used for sharing trustwide polices, guidance and information. Accessible by all staff and authorised
users.
London Cancer Alliance
Local Care Networks
Local Incentive Premiums
Liver Intensive Therapy Unit
Local Unified Care Record
Major Adverse Cardiac and Cerebrovascular Event
Maternal, Newborn and Infant Clinical Outcome Review Programme
Multidisciplinary Meeting
Myelodysplastic Syndromes
Multidisciplinary Team
Modified Early Obstetric Warning Score
Medicine Health Regulatory Authority
The Myocardial Ischaemia National Audit Project
Magnetic Resonance Imaging
Methicillin-resistant staphylococcus aureus
Major Trauma Services
N-acetylcysteine
National Diabetes Inpatient Audit
National Audit of Oesophageal & Gastric Cancers

NASH
NBOCAP
NCEPOD
NCISH
NCPES
NDA
NEDs
NEST
NEWS
NHFD
NHS
NHS Safety
Thermometer
NHSBT
NICE
NICU
NIHR
NJR
NNAP
NPDA
NPID
NPSA
NRAD
NRLS
NSCLC
OH/ORPINGTON
HOSPITAL
OSC
PALS
PbR
PICANet
PiMS
PLACE
POMH
POTTS
PROMS
PRUH/KCH PRUH
PUCAI
PwC

National Audit of Seizure Management
National Bowel Cancer Audit Programme
National Confidential Enquiry into Patient Outcome & Death Studies
National Confidential Inquiry into Suicide & Homicide for People with Mental
Illness
National Cancer Patient Experience Survey
National Diabetes Audit
Non-Executive Directors
National Employment Savings Trust
National Early Warning System
National Hip Fracture Database
National Health Service
A NHS local system for measuring, monitoring, & analysing patient harms and
‘harm-free’ care
NHS Blood and Transplant
National Institute for Health & Excellence
Neonatal Intensive Care Unit
National Institute for Health Research
National Joint Registry
National Neonatal Audit Programme
National Paediatric Diabetes Audit
Pregnancy Care in Women with Diabetes
National Patient Safety Agency
National Review of Asthma Deaths
National Reporting and Learning Service
Non-Small Lung Cancer
The Trust acquired services at this hospital site on 01 October 2013
King’s Organizational Safety Committee
Patient Advocacy & Liaison Service
Payment by Results
Paediatric Intensive Care Audit Network
Patient Administration System
Patient Led Assessments of the Care Environment
Prescribing Observatory for Mental Health
Physiological Observation Track & Trigger System
Patient Reported Outcome Measures
Princess Royal University Hospital. The Trust acquired this acute hospital site
on 01 October 2013
Pediatric Ulcerative Colitis Activity Index
PricewaterhouseCoopers
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QMH
RCPCH
RIDDOR
ROP
RRT
RTT
SBAR
SCG
SEL
SEQOHS
SHMI

SIRO
SLAM
SLHT
SLIC
SSC
SSIG
SSNAP
SUS
SW
TARN
TTAs
TUPE
UAE
UNE
VTE
WHO
WTE
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Queen Mary’s Hospital
Royal College of Paediatric and Child Health
Reporting of Injuries, Dangerous Diseases and Dangerous Occurrences
Regulations
Retinopathy of Prematurity
Renal Replacement Therapy
Referral to Treatment
Situation, Background, Assessment & Recognition factors for prompt &
effective communication amongst staff
Specialist Commissioning Group (NHS England)
South East London
Safe Effective Quality Occupational Health Service
Standardised Hospital Mortality Index. This measures all deaths of patients
admitted to hospital and those that occur up to 30 days after discharge from
hospital.
Senior Information Risk Owner
South London & Maudsley NHS Foundation Trust
South London Health Care Trust. SLHT dissolved on 01 October 2013 having
being entered into the administration process in July 2012.
Southwark & Lambeth Integrated Care Programme
Surgical Safety Checklist
Surgical safety Improvement Group
Sentinel Stroke National Audit Programme
Secondary Uses Service
Social Worker
Trauma Audit & Research Network
Tablets to take away
Transfer of Undertakings (Protection of Employment) Regulations
United Arab Emirates
Ulnar Neuropathy at Elbow
Venous-Thromboembolism
World Health Organisation
Whole Time Equivalent

Part 1: Statement on quality
from the chief executive of the
NHS Foundation Trust
King’s continues to put quality and safety at
the forefront of everything that we do. Our
values are deeply embedded in our culture
and we will ensure they remain so. Over the
last 18 months, we have asked staff at all our
sites, through various surveys and listening
events, what they think about working at
King’s. One of the things staff told us was that
they want to see us promote positive
behaviours and performance. So now, we are
taking the next step by introducing ‘My
Promise’: aspirational examples of how we
want everyone at King’s to genuinely live our
values.
My Promise is linked to the King's Values, and
guides us when we have to consider the
feelings of others and use our judgement to
make difficult decisions. As an organisation
which continues to develop and grow we do
not underestimate the ongoing pressure on
our staff and aiming for high staff engagement
and compassionate leadership as everyday
business will be an integral part of our Trust
strategy
We do not under-estimate the continued
challenges associated with our acquisition of
parts of the former South London Healthcare
Trust and the financial status of our
organisation. Acquisition and integration work
continues and we have demonstrable success
stories. In April this year, we had our planned
CQC inspection and the organisation rose to
the challenge and initial comments from
inspectors praised our warmth and welcome.
The next year will be challenging but if we
continue to work together as well as we have
done over the last 12 months, I am confident
that we will achieve the necessary changes
and continue to improve the quality of care
across the boroughs we serve.

Quality Priorities
Our stakeholder engagement around the
setting of quality priorities this year has been
carried out across two patient catchment
areas; we have had discussions with key
stakeholders representing Bromley in addition
to Lambeth and Southwark, to reflect our
presence at the PRUH and other new sites.
In 2013/14 we chose 6 very ambitious quality
priorities. Decreasing our number of inpatient
falls was achieved and whilst we have seen
improvements in the remaining 5 areas, 12
months has not been long enough to see the
amount of improvement we would like so we
will be continuing with 5 of last year’s priorities
Our quality priorities for 2015/16, as devised
and agreed with local stakeholder groups
include:
 Maximising King’s contribution towards
preventing disease e.g. smoking and
alcohol
 Improving the care of patients with hip
fracture
 Improving experience and coordination of
discharge
 Improving the experience of cancer
patients
 Medication Safety
 Safer Surgery
There are a number of inherent limitations in
the preparation of Quality Accounts which
may affect the reliability or accuracy of the
data reported. These include:
 Data is derived from a large number of
different systems and processes. Only
some of these are subject to external
assurance, or included in internal audits
programme of work each year.


Data is collected by a large number of
teams across the trust alongside their
main responsibilities, which may lead to
differences in how policies are applied or
interpreted. In many cases, data reported
reflects clinical judgement about individual
cases, where another clinician might have
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reasonably have classified a case
differently.


National data definitions do not
necessarily cover all circumstances, and
local interpretations may differ.



Data collection practices and data
definitions are evolving, which may lead to
differences over time, both within and
between years. The volume of data means
that, where changes are made, it is
usually not practical to reanalyse historic
data.

We further recognise that there are limitations
around our data sets around referral to
treatment targets and diagnostic waits and
these were highlighted as part of the external
audit findings but also in an earlier review we
commissioned or internal auditors to carry out.
There were some stark revelations about our
data tracking and the evidence we maintain
and the we now have plans to redress these.
The Trust was recently granted a reporting
holiday so it can address its data issues and
the accuracy of the information in its systems.
Our governors also chose 6-week diagnostics
waits as the Trust was an outlier to be tested
as part of the external audit review. It has
since become evident that there are some
ongoing training requirements to address
what are very simple clerical errors which
impact the validity our data keeping.
The Trust and its Board have sought to take
all reasonable steps and exercise appropriate
due diligence to ensure the accuracy of the
data reported, but recognises that it is
nonetheless subject to the inherent limitations
noted above.
Following these steps, to my knowledge, the
information in the document is accurate with
the exception of the matters identified in
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respect of the 18-week referral to treatment
incomplete pathway.
Structure of this report
The following report summarises our
performance and improvements against the
quality priorities and objectives we set
ourselves for 2014-2015. It also outlines those
we have agreed for the coming year (20152016). The Trust acquired the new sites and
services on 01 October 2013 and we are not
able to fully consolidate all data due to
ongoing Information technology developments
therefore PRUH and Denmark Hill site data
are included separately where appropriate.
We have outlined our quality priorities and
objectives for 2015-2016 under the same
headings: patient safety, clinical effectiveness
and patient experience. We have detailed how
we decided upon the priorities and objectives
and how we will achieve and measure our
performance against them. The regulated
Statements of Assurance are included in this
part of the report.
We have also provided other information to
review our overall quality performance against
key national priorities and national key
standards. This includes the 2014/15
requirement to report against a core set of
indicators relevant to the services we provide;
using a standardised statement set out in the
NHS (Quality Accounts) Amendment
Regulations 2013. We have also published
the Statements from Clinical Commissioning
Groups, NHS England, Health Overview and
Scrutiny Committees, and Healthwatch that
outline their response to this Quality Account.
Having had due regard for the contents of this
statement to the best of my knowledge, the
information contained in the following Quality
Account is accurate.

To the best of my knowledge, the information
contained in the following Quality Account is
accurate.

Signed:

Roland Sinker
Acting Chief Executive
Date: 26 May 2015
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Part 2: Priorities for improvement and statements of assurance from the Board
Our 2014/15 Quality Priorities and Objectives

Patient Experience

Clinical Effectiveness

The table below summaries the six priorities for quality improvements the Trust focused on in 2014/15. These priorities were ratified by the Board of
Directors in February 2014 our Board of Directors reflecting on the comments and feedback we had from our governors, stakeholders and employees.
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Priority

Key Objectives (Outline)

Measure

1. Working to reduce
preventable ill-health



Increase assessment of patients to identify whether they want help with reducing the likelihood of harm
caused through smoking and alcohol.
Increase the number of staff trained to provide brief interventions for smoking and alcohol.
Increase the number of referrals for specialist smoking and alcohol support.
Increase the number of smoking ‘quitters’.
Identify opportunities to promote exercise and healthy eating.

Outcome/
Process






2. Improve outcomes of
patients following hip
fracture








Improve pain relief.
Reduce time before surgery.
Increase physiotherapy to help people recover sooner.
Reduce length of stay in hospital.
Increase the number of patients who are discharged to their own home.
Increase the % of patients who have a bone health and falls assessment, and thereby reduce the
likelihood that patients will fall and incur further injury in the future.

Outcome/
Process

3. Improving experience
and coordination of
discharge: elderly, renal
and surgery






Reduction in ‘unsafe’ discharges as reported by primary care, community and social work colleagues.
Improvement on 2013-14 discharge audit results (elderly care, surgery and renal).
Positive qualitative feedback from stakeholders and users.
Increase of 5 points in ‘How are we doing?’ survey combined scores for questions relating to discharge
and reduction in comments about the discharge process.
Better experience for elderly and vulnerable patients with timely discharges and more seamless
transfers and cross agency working.

Outcome/
Process



RAG

Priority

Key Objectives (Outline)


Patients and their families receiving better information and explanations in regard, to the discharge
process, medications and any ongoing concerns they may have.



Process/
Outcome






Increase the number of clinicians who have undertaken the National Advanced Communication Course
across the organisation.
Ensure patient have a Holistic Needs Assessment (HNA) undertaken.
Patients are receiving appropriate information at the right time.
More patients having improved access to the trust e.g. Cancer Helpline.
Provide education for ward nurses to improve their understanding of cancer patients’ needs.

5. Improving the
identification and
management of patients at
risk of falling in hospital





Reduction in falls with moderate and major to <3 per month.
Reduction in falls by age band.
Appropriately assessed pre fall.

Process/
Outcome

6. Safer surgery





Zero never events.
Effective use of surgical checklist.
Completion & situational awareness.

Process/
Outcome

4. Improving the experience
of cancer patients

Patient Safety

Measure

14/15 PRIORITY 1:

RAG

Working to reduce preventable ill-health

What we aimed to do
 Increase assessment of patients to identify
whether they want help with reducing the
likelihood of harm caused through smoking and
alcohol

What we achieved
Over 80% of patients are screened for smoking and harmful alcohol use, and then given evidence-based
brief advice and interventions, in the acute surgical and medical units plus other key wards at Denmark Hill
(DH) and the Princess Royal University Hospital (PRUH), and this is being rolled out to our maternity
services.



Increase the number of staff trained to provide
brief interventions for smoking and alcohol.

Over 230 clinical and support staff have been trained in how to offer very brief advice and onward referral to
smoking cessation and referrals for smoking cessation have tripled in the first 3 quarters of this year
compared to 2013/14.



Increase the number of referrals for specialist
smoking and alcohol support.

The Denmark Hill site went 100% smoke-free on 12 January with PRUH set to follow suit shortly.
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Increase the number of smoking ‘quitters’.



Identify opportunities to promote exercise and
health eating.

14/15 PRIORITY 2:

improve outcomes of patients following hip fracture

What we aimed to do
 Improve pain relief.
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We have worked with the providers of the hospitals’ food to ensure that menus are healthy and they have
explained to us how they are reducing salt, have eradicated the use of trans fats and are providing
improved information to support patients and staff in making healthier choices.



Reduce time before surgery.



Increase physiotherapy to help people recover
sooner.



Reduce the length of stay in hospital.



Increase the number of patients who are
discharged to their own home.



Increase the proportion of patients who have a
bone health and falls assessment, and thereby
reduce the likelihood that patients will fall and
incur further injury in the future.

What we achieved
The key improvement actions for 2014-15 have been on the Denmark Hill site, and:
 More people are having their surgery within 36 hours of arriving at hospital.
 Post-operative pain relief has improved.
 Average time to discharge home from the orthopaedic ward is 3 days shorter.
 All our patients get a falls assessment.
 96% of people are getting geriatric assessments within 72 hours.
Denmark Hill’s performance in achieving all 9 nationally-identified criteria of best practice has improved
significantly in the past year:
 Q1: 28.3%
 Q2: 40.63%
 Q3: 45.65%
Areas in which there is still work to do include:
 Physiotherapy support.
 Further improve time to surgery.
 Improve along the entire care pathway at both of our acute hospital sites, DH and PRUH.

14/15 PRIORITY 3: Improving experience and coordination of discharge: All elderly care wards, renal inpatient wards and

surgical wards
What we aimed to do
Increase of 5 points for ‘How are we doing?’
combined scores for questions relating to
discharge and reduction in negative comments
about the discharge process.

What we achieved
DENMARK HILL SITE
How are we doing evaluation:
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To support further improvement in patient experience we also:
 Piloted a day after discharge telephone call
The scripts for the first 6 months have now been analysed and the data will be used to feedback to staff and
action plan for further improvements. The following questions are asked:
 How are you feeling since you left hospital yesterday?
 Did we give you any medication to take home with you? Are you experiencing any problems at all?
 Is there anything I can explain about your medication?
 Do you have a follow-up appointment with us in outpatients? Are you happy that you know when the
appointment is?
 If you have any further questions over the next few days do you know who to contact?
 Is there anything else you would like to ask me at all?
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Did you find this conversation useful? Was it helpful being called after you were discharged home?

Thematic analysis demonstrated that the majority of patient’s had a good experience in hospital and
appreciated the phone calls. An example of one ward, Mathew Whiting (orthopaedics), results are below:

Safer and better experience for elderly and
vulnerable patients with timely discharges and
more seamless transfers and cross-agency
working measured by decrease in quality
alerts/adverse incidents.

Responses and queries contribute to overarching themes providing the ward managers areas to develop and
improve with staff when planning discharge and providing information to patients:
Use of supporting agencies


Hospital to Home volunteer service:

This is a new service launched over the last year over specific wards initially but service is expanding as
more volunteers are recruited and trained.
 The Hospital to Home service has now performed;

19





140 community visits to patients post-discharge
Assisted 51 unique patients
Made over 250 phone calls to patients post-discharge

Whilst the Hospital to Home scheme is predominantly a befriending service, our volunteers have helped
patients do the following with many other things. For example, helping with rent arrears, arranging
appointments with other services in addition to onward referrals to other agencies such as SAIL and stroke
care
The Home Hamper Scheme is a volunteer-led initiative to provide small food parcels to patients discharged
from hospital. This service will receive referrals for any patient identified as having a need by ward staff,
particularly targeting those who are vulnerable either due to age, social isolation or homelessness. All food
has been charitably donated and this service is cost-neutral to the Trust.


Medihome

Increasing usage with associated increase in saved bed days and good engagement from our quality
account wards
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Homeless team

A Multi-Disciplinary team based across KCH and GSTT, with a SLaM service launching in January 2015. At
KCH, a needs assessment was completed in December 2013 and the service was launched in January
2014.
We have had just over 500 referrals in one year, with 183 of these referrals coming from A&E/CDU.
Discharge coordination for this group of patients is often complex but the team have helped to manage this
and avoid unnecessary readmission. Many had extremely complex immigration status. The team have
helped to register patients with GPs, engage with primary care (including nursing clinics) and held a number
of network meetings around frequent attenders at A&E, as well as assisting with housing interventions and
linking people with social care, legal aid and the voluntary sector.
A new transfer of care programme has been established on the Denmark Hill site to enhance the discharge
process and patient experience in relation to hospital discharges. Part of the programme is building better
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communications and relationships with community partners- in this respect a Safer Faster Compassionate
Discharge event was held in November which was very well attended by hospital staff and community
partners. In addition work progressing to enhance the information provided to staff about discharge partners
and processes which includes updating Kings web and ward based resource folders.


Governance

Community services are based within our partner trust Guys and St. Thomas’s and historically there was no
robust governance system to ensure incident reports around discharge were being investigated and learnt
from effectively
KCH and GSTT partners have now agreed:
 GSTT to develop a clear way for identifying and collating all discharge adverse incidents (AIs)
supported by the GSTT governance team.
 These AIs will then be passed to a central point at KCH who will put these onto the KCH AI system
(as appropriate).
 These AIs will then be processed through the normal governance channels for investigation.
 On a monthly basis a report will be supplied examining lessons learned, themes and actions which
can be shared with GSTT.
 The same report will also be used to highlight and action themes at the Out of Hospital meeting.
Patients and their families receiving better
information and explanations about the discharge
process, medications and any ongoing concerns
they may have.

Discharge coordinators and the MDT ensuring that they are entering discharge planning information on to the
discharge summary for complex patients. This provides valuable information to GP’s patients, their carers
and families.
Launch of the ‘Leaving Hospital’ discharge leaflet in January 2015 which is mandatory to be provided for all
patients being discharged. The leaflet provides valuable information about who to contact if they have any
issues or concerns including: their estimated date of discharge, how to prepare for leaving the hospital,
information about their medications, equipment and social services contacts.
Launch of Medicines Information for Patients service: This is a web-based subscription service which
provides bespoke information leaflets on medicines in easily-understandable language. It is available to all
staff.
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Improvements in discharge audit results. For
2014/15, we will use the same tool to be able to
see improvement but will plan to improve the
audit tool to give more detail going forward.

Initial audits were conducted between February and May of 2014- targeting elderly care, renal and surgery.
These audits demonstrated the need to improve compliance with use of the discharge checklist, providing
information to patients and GP’s about their discharge plans, and ensuring the community received the right
referrals. Wards have action plans and have had support to improve the quality of discharge planning for
patients, under 5 key headings: Discharge checklist, discharge summaries, Leaflets/written information,
transfer letters/referral letters, verbal/written communication.
Repeat audits demonstrate improvements:
SURGERY:
 Significant improvement in the issuing of patient leaflets with regard to their conditions and treatment.
 Significant improvement in the staff educating patients and providing written information regarding
their medications.
 Improvement in the use of the discharge checklist- but this will require further action plans .
*Of note many patients in the data set did not require a district nurse or use of the wound care plan
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Significant improvement in the utilization of the discharge checklist- * note none of the patients
audited required the complex discharge checklist to be completed
Significant improvement in the issuing of patient leaflets with regard to their conditions and treatment
Significant improvement in the staff educating patients and providing written information regarding
their medications

RENAL
In addition to this work there has been continued effort to make day after discharge phone calls to patients
which although not recognized in this audit tool- further enhances the discharge experience for patients
leaving your wards
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HEALTHCARE OF THE AGING UNITS (DENMARK HILL)
 Improvement in the evidence that patients were being given leaflets with regards to their treatment
and conditions.
 Improvement in the evidence that there was a discussion and/or written information given to patients
regarding their medications.
 Needs to be further action planning regarding the use of the discharge checklist as usage has
declined rather than improved.
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PRINCESS ROYAL UNIVERSITY HOSPITAL SITE
Discharge improvements remain a high priority at the PRUH. there are many work streams associated with
improvements. Early audit information carried out via the Commit 2 Care programme has highlighted that the
majority of wards are flagging as RED. The approach to this audit is to look at written evidence from the
Nursing and Medical Notes, also set patient questions around their involvement with planning discharge and
behind involved in the decision to discharge. The introduction of Medihome in December has had little impact
on the wards due to capacity of the team and the criteria of patients’ needs further work. The number of
discharge co-ordinators within the PRUH site has now increased and currently in a transition phase in which
a clear role definition is being worked up.
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14/15 PRIORITY 4: Improving the experience of cancer patients
What we aimed to do
Patients continue to highlight a number of areas
where we need to make improvements including:
 How we communicate;
 Lack of access to key staff such as the Clinical
Nurse Specialist and Doctors;
 The information that we provide regarding any
proposed clinical care and the support available;
 Involving patients in decisions about their care
and ensuring that they understand their care
plan; and
 Lack of confidence and trust in ward nursing
staff.

What we achieved


30 clinical staff (Consultants, AHPs and CNSs) undertook the National advanced communication skills
training.



A Full time welfare advice service solely for cancer patients commenced across both sites in November.



The Macmillan Information centre attained the maximum excellent quality rating in the Macmillan
Quality Environment inspection in January.



The number of patients supported via the Macmillan Information Centre continued to increase
( increase of 78% since 2012 with 575 attendances in Nov 2014).



The Trust’s cancer helpline (9-5 Mon – Fri service) was used more extensively and roll out to the PRUH
site commenced following the introduction of PIMs at the PRUH.



>30 % increase in the number of HNAs undertaken by the CNS teams, with designated HNA clinics
undertaken weekly at the Macmillan Information Centre.



A series of semi-structured interviews were undertaken as part of a listening in action exercise. Further
areas for improvement were identified and actions implemented.



Patient information leaflets were revamped.



An annual programme of internal peer review for each MDT was commenced with MDTs being held to
account for the patient experience.



A review and improvement of the oral chemotherapy patient pathway was undertaken with all patients
now having chemo nurse review and support.
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14/15 PRIORITY 5: Reducing the number of falls in hospital for patients
What we aimed to do
Reduce the number of inpatient falls
Review the falls risk assessment documentation to
ensure it is fit for purpose and that the same
approach to falls risk is consistent across sites
Make falls prevention training mandatory for all
nursing staff.

Progress in recruitment process of a pool of staff
who will be available to provide immediate 1:1 care
to patients who are deemed at high risk of falls.
Develop falls metrics (such as injurious patient falls
per 1000 bed days by age range, patient falls by
ward by month) to enable tracking of performance at
Trust, Divisional and ward level.
Review the root causes of moderate and serious
patient falls at the Safer Care Forum to identify
common themes and develop safety improvements.

What we achieved
Rate of falls per 1000 bed days has reduced at DH & PRUH from 5.3 and 6.7 (Oct-Dec 13) to 4.8 and 5.7
(Oct-Dec 14) respectively. Patient falls with moderate harm (or above) reduced from 36 to 25 (DH) and
increased from 35 to 40 (PRUH). The reduction in falls cross-site occurred against an increase in activity
and patient acuity. In 2014, there were 289 fewer patient falls at DH and 160 fewer patient falls at PRUH
compared to 2013.
“Specials” team to assist with 1:1 nursing at DH - phase 2 recruitment underway (phase 3 to be completed
by April 15). “Specials” risk assessment developed and currently being piloted. RN nursing levels reviewed
& increased cross-site.
Safer Care Forum is used effectively to triangulate safety data and identify areas where improvement work
can be done, for example, medical wards have a multi-disciplinary working group to look at fundamentals of
dignified care to decrease falls and toileting related harms – impact not available until mid-2015.
Training:
 Improved falls prevention training rates amongst nursing staff through continued face-to-face training by
Falls Team, promotion of e-learning training and development of an e-learning “app”. Falls training is
,mandatory and percentage of staff trained has gone from March 2014 – 78% to March 2015 – 86%.
Improving Documentation:
 Reviewed and updated inpatient nursing documentation and now have consistent use of falls risk
assessments.
Leadership & Engagement:
 Extending Executive Nursing leadership & engagement to additional wards in 2015/16.
 Improve patient engagement through rollout of Falls Passport across sites.
Benchmark Performance:
 Benchmarked KCH performance against comparable Trusts according to Shelford methodology.
 Rollout of ward accreditation scheme (Commit to Care) at DH
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14/15 PRIORITY 6: Safer Surgery
What we aimed to do
Increase assessment of patients to identify and
develop a standard operating procedure for SSC use
at King’s.
Develop an audit tool and audit programme to
assess the quality of SSC use across all surgical
environments.
Audit effectiveness of policy revisions from 13/14
and compliance.
Ensure all relevant policies and procedures are in
date or reviewed.

What we achieved
Draft policy currently being discussed by the Safer Surgery Improvement Group (SSIG) with a view to
publication in April 2015.
Annual full site audit was completed July – Sept 2014. A request has been submitted for funding for 4 KCL
students to undertake the audit again in Summer 2015. A Theatre Audit Nurse has also been appointed by
CCTD and she is undertaking regular audit. The anonymous survey has is also being re-done across all
sites including all interventional areas. The SSIG meeting has now been expanded to include the PRUH,
Orpington and QMS sites. A PRUH Surgical Safety Lead has been identified.
Both the surgical count and surgical site marking policy have been reviewed and revised in response to
incidents via the Safer Surgery Improvement Group.
Audits have covered both the quantitative (completion of checklist) and qualitative (quality of checks)
components of the use of the SSC.

Improve the standard of completion of SSC.
Empower staff need to challenge SSC noncompliance.
Implement learning from Root Cause Analysis of
never events in 13/14

Video indicating support from Medical Director and Chief Nurse shown at theatre mornings and Mortality
meetings. Surgical Safety Screen saver and Poster Campaign. Memo from the Medical Director and
Director of Nursing to all staff. Training re: Never Events and reporting incidents occurs regularly at theatre
audit mornings.

Conduct monthly audits of SSC compliance (as per
audit tool and programme above) and publish
results on monthly divisional scorecards.

Action plans from the Never Events continue to be reviewed on a monthly basis at the SSIG. Where Trust
wide pre-emptive action in other areas/specialties is identified, the group oversees actions in relation to this.
This learning was also shared with KHP colleagues at a Safety Connections Conference.

Extend audit tool for evaluation of pre-operative
process (which has been successfully trialed in
vascular surgery) to other surgical specialties.

It has not been possible to include the qualitative compliance audit data in the divisional scorecards yet.
Resources to undertake monthly surveillance of each interventional area to be identified.

Develop a surgical safety website on Kwiki.

A pre-assessment working group has been set up, led by Divisional Manager for CCTD to standardise and
improve our pre-operative assessment processes.
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Continue to monitor surgical specialty compliance
with SSC via presentation at the Safer Surgery
Improvement Group.
Develop an electronic SSC on the theatre system
(Galaxy) ready for pilot by the March 2015.

Surgical Safety Website has been established. It includes links to relevant policies and learning from local
never events.
There is a monthly schedule for specialty feedback. This has been re-prioritised based on findings from the
2014 SSC Audit.
There has been no further progress on the development of an electronic SSC. Work on standardising the
approach to SSC on all sites has been prioritised. Once standardised across multi-site specialties, then
electronic options will be re-visited.
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Our 2015/16 Quality Priorities and
Objectives
This section of the Quality Report summarises
our patient safety, clinical effectiveness and
patient experience objectives for 2015/16,
how these were developed, and how these
will be achieved and measured.
The six priorities for quality improvements the
Trust will take forward in 2015/16 are outlined
below. These priorities were ratified by the
Board of Directors in February 2015.
The Trust takes a holistic approach to
developing its quality priorities and
accordingly the Board ensures it reflects on
the comments and feedback our governors,
stakeholders and employees.
In a busy acute hospital like King’s, there are
always several quality improvements going on
at any given time. The wider range of
improvements to patient care happening
across King’s will not stop or slow down, but
we have honed a clear set of priority
objectives. These act like a set of promises
that everyone at King’s commits to meet or
exceed this year. From our various
consultations, we know they are clear and
meaningful to you as our key stakeholders.
We would like you to support our agenda for
continuously improving our high quality patient
care and to hold us to account.
The process for developing priorities involved
collaborating and communicating with our
stakeholders in the following ways.

A long-list of priorities were identified with the
executive chairs and leads of each of the
committees which focus on the three
dimensions of quality, namely Patient Safety,
Patient Outcomes and Patient Experience.
External stakeholders’ perspectives were
collected in prioritising the long list of potential
areas for improving patient safety, clinical
effectiveness and patient experience at the
two stakeholder events. Each stakeholder
was given the opportunity to comment on the
draft report. We also attended the parallel
discussions at our Academic Health Science
Centre partners, GSTT. This has involved
discussions with the patients and public who
highlighted and helped select the Trust’s
priorities.
Frontline teams/subject matter experts were
consulted about the work planned to meet
these quality improvements, to shape feasible
improvement objectives. The Performance
Directorate was closely involved to ensure
alignment with the emergent CQUIN
framework.
Learning from the past
We have also learnt that organisation-wide
quality improvements may warrant the profile
and attention over a period longer than 12
months. We have therefore reflected on how
we build on our success to sustain and
continue improving. The diagram below
summarises our quality objectives and
priorities over the last four years.

Reflected on our progress with the current
year’s quality priorities.
We reviewed this at the Board Quality and
Governance Committee, as well as the
Stakeholder Engagement Events in January
2015 for Lambeth, Southwark and Bromley
stakeholders.
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Patient Safety

2011/12

2012/13

2013/14

2014/15

Reduced hospital acquired
infection

Improve identification and
escalation of acutely ill
patients

Management of the cutely
unwell patient

Reduction in falls

Minimise harm acquired in the
hospital

Surgical Safety Checklist

Surgical Safety

Improve end of life care

Improve outpatient
experience

Reducing mortality
associated with alcohol
and smoking

Improve diabetes care

Improve patient experience
of discharge

Improve outcomes of
patients with hip fracture

Improve responsiveness to
inpatients personal need

Dementia

Improve experience of
cancer patients

Chronic obstructive
pulmonary disease

Improve experience of
discharge for patients

Reduce avoidable death,
disability and chronic ill health
from venous thromboembolism
(VTE)

Patient Experience

Patient Outcomes

Improve medication safety
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Improve end of life care

Improve diabetes care

Improve the consistency of
positive inpatient experience

Improve cleanliness of the
hospital environment

Clinical Effectiveness

2015/16 Quality Priorities
Priority

Key Objectives (Outline)

1. Maximising King’s
contribution towards
preventing disease e.g.
smoking and alcohol

Develop KCH and PRUH as ‘health promoting hospitals’, continuing the
culture change that started in 2014/15 to make health promotion
mainstream.
Increase assessment of patients to identify whether they want help with
reducing the likelihood of harm caused through smoking and alcohol.
Increase the number of staff trained to provide brief interventions for
smoking and alcohol.
Increase the number of referrals for specialist smoking and alcohol support.
Increase the number of smoking ‘quitters’.
Identify opportunities to promote exercise and healthy eating.
Improve pain relief.
Reduce time before surgery.
Increase physiotherapy to help people recover sooner.
Reduce length of stay in hospital.
Increase the number of patients who are discharged to their own home.
Increase the % of patients who have a bone health and falls assessment,
and thereby reduce the likelihood that patients will fall and incur further
injury in the future.
Across all sites:
Improvement on 2013-14 discharge audit results (elderly care, surgery and
renal).
Positive qualitative feedback from stakeholders and users.
Better experience for elderly and vulnerable patients with timely discharges
and more seamless transfers and cross agency working.
Patients and their families receiving better information and explanations in
regard to the discharge process, medications and any ongoing concerns
they may have.
Increase the number of clinicians who have undertaken the National
Advanced Communication Course across the organisation.
Ensure patient have a Holistic Needs Assessment (HNA) undertaken.
Patients are receiving appropriate information at the right time.
More patients having improved access to the trust e.g. Cancer Helpline.
Provide education for ward nurses to improve their understanding of cancer
patients’ needs.
Increase reporting rate of mediation errors
Reduce medication errors with high risk medications
Reduce errors of wrong drug/wrong patient
Ensure nursing staff are competent in medication associated calculations

2. Improving the care of
patients with hip
fracture

Patient Experience

3. Improving
experience and
coordination of
discharge

4. Improving the
experience of cancer
patients

Patient Safety

5. Medication Safety

6. Safer surgery

Zero never events.
100% compliance with completion of safer surgical checklist
>75% compliance with quality checks performed

CQ*
Y

N

N

N

N

N

*CQ=Part of our CQUIN framework of national and locally agreed targets

33

15/16 PRIORITY 1:

Working to reduce preventable ill health

Preventing ill health is a key priority for the NHS and King’s made excellent progress in 2014-15 with our quality priority in this area. There is much to
be done, however, and along with our stakeholders we have decided that the focus on preventing ill health should remain for a further year.
We will
Develop KCH and PRUH as ‘health promoting hospitals’, continuing
the culture change that started in 2014/15 to make health promotion
mainstream.
Increase the number of staff trained to support patients in reducing
smoking and harmful alcohol use;

Objectives/Measures
Local Incentive Premium will be agreed to support the development of KCH and the
PRHU as Health Promoting Hospital
 The identification of patients who smoke and/or are using alcohol in a harmful way;
The provision of advice to these patients;
 Referrals made into specialist smoking services; and
 The roll-out of training to staff.

Increase provision of advice and brief interventions relating to
smoking and harmful alcohol use;

At the end of 2015-16 a greater number of our patients will have received:
 Advice on smoking and harmful alcohol use; and

Increase referrals into smoking cessation and alcohol services;



Referrals into specialist services, where this is requested.

Work with the providers of hospital food, both on the wards and in our
cafes, to promote and deliver healthier food;



A greater number of our staff will have received the training that they need to offer
evidence-based advice and brief interventions relating to smoking and harmful
alcohol use.

Review ways in which we can increase promotion of exercise to
improve health;
Continue work to implement NICE public health guidance.
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15/16 PRIORITY 2:

Improving outcomes for patients following hip fracture

Hip fracture was a quality priority for 2014-15 with effort primarily focused on our Denmark Hill site.
We have made significant improvements over the year but there is much that can still be achieved and, along with our stakeholders, we agreed that
hip fracture should remain a quality priority for a further year.
We will
Increase the proportion of patients getting the surgery they need to
repair their hips in under 36 hours.

Objectives/Measures of success


The National Hip Fracture Database collects key data from all hospitals in relation to
hip fractures and will provide King’s with data that will enable us to compare our results
over time, and with other hospitals.



Key outcomes that we will measure include:
 Length of stay in hospital;
 Proportion of patients who are discharged to their own home;
 Time before surgery;
 Provision of physiotherapy and mobilisation;
 Proportion of patients who have a bone health and falls assessment; and
 Assessment of patients’ mental status before and after surgery.



At the end of 2015-16 our patients will:
 Receive the specialist care that they need in hospital, including support from careof-the-elderly doctors and a faster time to surgery;

Ensure that all patients receive the physiotherapy they need.
Ensure effective shared care between orthopaedics and geriatrics.
Increase the proportion of patients who have a geriatric assessment
within 72 hours.
Ensure all patients are tested for delirium before and after surgery.
Ensure all patients have a falls assessment and a bone health review.
Increase the proportion of our patients who have an
admission anaesthetic review prior to surgery, to ensure that our
patients are in the best health for surgery.
Our work in 2015-16 will focus on the care pathway for hip fracture
patients on both of our acute hospital sites, Denmark Hill and the
PRUH.



Be fitter so that they can be discharged from hospital earlier and are more likely to
be going to their own home;



Receive preventative advice and treatment so that they are less likely to fall in the
future, or if they do fall, they are less likely to incur a serious injury.
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15/16 PRIORITY 3:

Improving experience and coordination of discharge

Increased demand on our capacity urges us to ensure that our discharge coordination provides a safe and positive experience for our patients and
stakeholders. Our aim would be for a more person-centred quality priority in this area, linking to the development of integrated care.
We will

Objectives/Measures of success
Denmark Hill

Optimise integrated Care
a. Southwark and Lambeth Integrated Care (SLIC): Achieve integrated
working in the hospital environment building better
communications between all parties (internal & external) to
facilitate safer patient discharge.
b. SLIC: Increase and embed Care home interface meetings- group
including hospital and care home managers to enable effective
admission and discharge communications.
c.



Potential reduction in the number of bed day delays attributable to our local social
services authorities reported via the Delayed Transfer of Care to the Department
of Health.



Improvement in the quality of discharge planning information in the discharge
notification.



Improvement in the utilization of the Trust discharge checklist as per policyenhancing the quality of the discharge.



Choice policy and IHDT working - consistent process for managing and explaining
the process of care home placement to patients and relatives- measured by
reduction in the number of 'family choice' delays on the DTOC report.



All discharged patients to have ‘Leaving Hospital’ leaflet to ensure improved
communication with patients and their carers regarding the process for discharge
and setting an expected date of discharge.



Integration of LA social workers- Improved flow of information regarding previous
community services for clients plus LA SW carrying case load on ward- promoting
efficient working practices- measured by SLIC data- potential reduction in section
2/5 process and LOS.



Potential reduction in the number of bed day delays attributable to our local social

Continue to increase usage and profile of Homeless team.

d. Increased usage of @Home service across all specialties.
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We will

Objectives/Measures of success
services authorities reported via the Delayed Transfer of Care to the Department
of Health.


Positive feedback from our care home colleagues.



Demonstrable progress of an effective pathway between identified healthcare and
aging units (HAUs) and specified care homes.



Positive feedback from our care home colleagues regarding transfer of care
between inpatients, the Emergency Department (including CDU) and care homes.



Demonstrable progress of an effective pathway between identified HAU wards
and specified care homes – evidence that effective documentation including
clinical advice, advance care planning and DNAR information is sent to and from
care homes to hospital.



Evidence of increased uptake of advance care plan documents including the local
PEACE document in care homes and evidence that this is associated with
reduction in admissions of people who are on a palliative trajectory/ end of life.



Reduced number of missed referrals in ED.



Shared expertise and improved information sharing to assist with complex
discharge – evidenced by case studies.



Providing a seamless service for homeless patients from acute to community
setting for rough sleepers and hostel dwellers.
A reduction in the number of bed days attributable to medically fit for discharge.




Increase in the numbers of patients being referred and accepted to @Home
service- to capacity of 80 (overall per week)- measured by @Home data
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We will



@Home service used to capacity and challenged during winter periods- ensuring
that’s medically stable patients have early discharge- measured by @Home data



LAS pilot- ensure that this is considered as a business case and long term service
provision for @Home- ensuring admission avoidance where possible- measured
by GSTT community services



Report monthly numbers of Medicines Information for Patients leaflets offered to
patients.

b. Commit to Care ward accreditation system discharge indicators to
be green across the organisation.



Develop and conduct quarterly surveys of patients’ experiences with their
medicines while in hospital.

c. Telephone follow up calls to embedded and routine in all
appropriate in patient wards areas (50% in first 6/12 up to 85% by
year end).



Evidence of improvements initiatives based on themes arising from calls.



Evidence through audit of care home discharge bundle that care homes are
receiving follow up calls and key issues identified and addressed as appropriate.



Improvements in Patient Experience surveys re discharge.



95% generated and sent as evidenced by EPR audit.

Improve safety and experience for our patients
a. Improve timeliness and quality of information around medications
for patients and carers.

d. Ensure all in patient wards have individual actions plans to
improve discharge, share good practice and innovative ideas.
e. Ensure all patients who have received care from a therapist has a
detailed discharge summary sent to GP.
Increase the number of discharges before 11:00

Ensure a robust referral system to external agencies, Bromley Health
and Medihome
Implement criteria led discharge throughout medicine and surgery
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Objectives/Measures of success

PRUH
All inpatient wards with the exception of specialist areas will have a daily target of 2
patients before 10.00 monitoring of this will take place within the bed meeting. Results
will be feedback to ward areas at the end of the month. A measure of success might
lead to increased capacity in the AM of a shift rather than currently after 17.00. This
will be reviewed after 6 months with the aim of monthly targets set on differing wards.
A reduction in number of bed days attributable to medically fit for discharge patients.
Increased awareness of external services to help discharge the patient safely shifting
the care back to the community.
Criteria led discharge will be implemented to ensure discharge number s of the

We will

Commit to Care ward accreditation system discharge indicators to be
green across the organisation

Telephone follow up calls to embedded and routine in all appropriate
in patient wards areas(50% in first 6/12 up to 85% by year end)

15/16 PRIORITY 4:

Objectives/Measures of success
weekend improve. Initially it will focus on medical specialities. Patients will be able to
be discharged by either a nurse, doctor or therapist if they achieve their set
parameters over the weekend. Rather than waiting for the consulting team to review
on a Monday. The admitting team for a nominated individual to review will set
parameters.
As stated. However the indicator criteria will be reviewed mid-year to ensure that we
are monitoring the essential criteria or any new pilots such as telephone follow ups or
criteria led discharge.
Evidence of improvement initiatives based on themes arising from calls. Ward need to
keep a log of telephone calls made.

Improving the experience of cancer patients

Since 2010, Kings has consistently featured in the bottom 10 of Trusts in England for the cancer patient experience. More recently, there has been
some improvement, but it is clear that we still have a long way to go in order to align the patient experience with our excellent clinical care and
outcomes for cancer patients.
Patients continue to highlight a number of areas where we need to make improvements including:
 How we communicate
 Lack of access to key staff such as the Clinical Nurse Specialist and Doctors
 The information that we provide regarding any proposed clinical care and the support available
 Involving patients in decisions about their care and ensuring that they understand their care plan;
 Lack of confidence and trust in ward nursing staff
We will
Ensure that all the core MDT members (doctors and CNSs) are trained
in national advanced communication skills training

Objectives/Measures of success
 KPIs will be developed for the CNS teams, and progress against these and the
quality metrics below will be assessed at bi-monthly meetings with the CNS teams
and their DHons/HoNs.
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We will
Ensure that all patients are seen by the CNS/support worker at
diagnosis
Increase the number of holistic needs assessments undertaken within
31 days of diagnosis and within 6 weeks of completion of treatment
Ensure all patients receive a FU call from the CNS teams within 48
hours of diagnosis, and within 24 hours of discharge from hospital
following treatment
Ensure that the CNS teams to review in-patients at least once during
their in-patient stay in order to provide further information and support
Ensure patients and GPs are provided with an end of treatment
summary / care plan
Establish health and well-being events for patients (for example HOPE
courses)
Undertake specialist training for nurses and HCAs on the in-patient
wards
Work with Macmillan to develop the band 4 support worker role in each
MDT – an innovative role aimed at helping patients to navigate through
their pathways and to provide ‘one to one support’
Introduce designated nurse led pre-assessment clinics for patients
commencing chemotherapy treatment
Continue with the rolling annual internal peer review of each MDT –
holding teams to account for progress being made against their patient
experience action plans
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Objectives/Measures of success






MDTs will be held to account for progress being made against their patient
experience action plans and in the achievement of the metrics below at the bimonthly Trust cancer patient experience steering group and Trust cancer
committee meetings
MDTs will be held to account at the Trust’s annual internal peer review meetings
Analysis of the NCPES results for 2015 & 2016 (due to the time lag of the survey
process, demonstrable improvements are unlikely to be realised until 2016).
Analysis of the LCA commissioning metrics & COSD datasets by the Trust cancer
management team

At the end of 2015-16 there will be:
 Improvement in the 2016 National Cancer Patient Experience Survey.
 100% of all core MDT Doctors and CNSs to be trained in Advanced
Communication Skills
 100% patients to have a CNS present at / immediately after diagnosis
 100% patients to receive a phone call FU within 48 hours of their cancer diagnosis
 50% increase in the number of Holistic needs assessments being undertaken
within 31 days of diagnosis and within 6 weeks of completion of treatment
 100% patients commencing chemotherapy to receive a designated nurse led preassessment and ‘new patient talk’
 100% patients to receive FU phone support within 24 hours post discharge from
surgery /in-patient admission (related to their cancer)
 70% patients to be reviewed at least once by a CNS during an in-patient stay
 50% of patients to receive an end of treatment care plan
 30% of patients to attend health & well-being support events upon completion of
treatment
 Designated cancer information “hub” to be established at the PRUH Chartwell
Unit, and Macmillan Information pods to be placed around the PRUH hospital
 CNS teams to undertake bi-monthly teaching on the relevant in-patient wards
 Psycho-social support for cancer patients to be formalised at the PRUH –
Palliative Care Social Worker to undertake weekly sessions at the PRUH, and
introduce IAPT services

We will

Objectives/Measures of success


Develop a designated cancer information hub in the PRUH Chartwell
unit and work with Macmillan to ensure that information pods are
available in key areas throughout the PRUH

Successful partnership working with Macmillan with investment to pursue 3 key
themes of work – cancer patient experience, survivorship and care closer to
home. Improvements in all 3 of these areas is key to improving the overall patient
experience.

Establish a Trust cancer patient experience steering group
Develop KPIs for the CNS teams which aid to hold the teams to
account for quality improvements
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15/16 PRIORITY 5:

Surgical Safety Culture

This is one of our priorities for this year and, although good progress has been made we would like to continue to have as strong focus in this key
safety area with the aim of building this year's work to achieve the following:
We will
To develop and implement a strategy to ensure the Surgical Safety
Checklist (SSC) is integrated into the working practices of all
theatre/interventional teams.

15/16 PRIORITY 6:

Objectives/Measures of success


Zero Surgical Never Events



100% compliance with completion of safer surgical checklist



>75% compliance with quality of checks performed.



20% improvement in Surgical Safety Culture rating

Medication Safety

The Trust does not seem to have any significant concerns with medication safety however there have been some ‘no harm’ errors, particularly in paediatrics, involving
calculation and strength of drugs. In view of this and ongoing high operational demand and patent acuity we would like to ensure that we work to prevent medication
adverse incidents.
We will
Objectives/Measures of success
 Proposed implementation of the ‘rule of one’ on Paediatric wards
 Reduction in incidents involving 10-fold errors
as a barrier to erroneous tenfold administration.
 Reduction in incidents involving administration of drugs to patients with known
 Incorporation of observational patient identification audit into
allergies
audit tools to monitor positive patient identification and target
areas of non-compliance.
 Increase in % of nursing staff passing the drug calculation competency assessment
at 100%
 Continue rollout of EPMA to ED and implement e-systems in
Critical Care to reduce chance of drug administration to patients
 Reduction in the number of medication errors involving the wrong patient.
with documented allergies.

Review drug calculation competency testing regime for nurses.
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Statements of assurance from the
Board
Information on the review of services
During the reporting period 2014/15 the King’s
provided and/or sub-contracted 9 relevant
health services.
King’s has reviewed all the data available to
them on the quality of care in all these
relevant health services.
The income generated by the relevant health
services reviewed in the reporting period
2014/15 represents 100% of the total income
generated from the provision of relevant
health services by the Trust for the reporting
period 2014/15.
Participation in Clinical Audits and
National Confidential Enquiries
During the reporting period 2014/15, 46
national clinical audits and 4 national
confidential enquires covered relevant health
services that the King’s provides.
During that period King’s participated in 100%
national clinical audits and 100% national
confidential enquiries of the national clinical
audits and national confidential enquiries
which it was eligible to participate in.
The national clinical audits and national
confidential enquiries that King’s was eligible
to participate in during 2014/15 are listed on
pages 142-146.
The national clinical audits and national
confidential enquires that King’s participated
(with data collection completed) during
2014/15 can be found on pages 142-146
The national clinical audits and national
confidential enquires that King’s participated
in and for which data collection was
completed during 2014/1 are listed on pages
142-146 alongside the number of registered

cases required by the terms of that audit or
enquiry.
The NCEPOD studies the Trust participated in
are detailed on page 146.
The reports of 42 national clinical audit were
reviewed by the provider in 2014/15 and
King’s intends to take actions to improve the
quality of healthcare provided in the actions
detailed on pages 147-165.
In addition, an extensive programme of local
audits were reviewed by the provider in
2014/15 and King’s intends to take the
following actions to improve the quality of
healthcare provided in the descriptions
detailed on pages166-168.
Information on participation in clinical
research
The number of patients receiving relevant
health services provided or sub-contracted by
Kings in 2014/15 that were recruited during
that period to participate in research approved
by a research ethic committee was 12,489.
More information on King’s research activity
can be found in the Annual Report on pages
97-102.
Goals Agreed with Commissioners:
The Commissioning for Quality and
Innovation (CQUIN) framework
A proportion (2.4%) of King’s income in
2014/15 was was conditional on achieving
quality improvement and innovation goals
agreed between King’s and both NHS South
London Commissioning leads & NHS England
as part of the Commissioning for Quality and
Innovation (CQUIN) payment framework.
This equated to a total of £17.5m in 2014/15.
Please see the tables on pages 165-166 for
the detailed report of performance as
measured for our CQUIN indicators in
2014/15 for King’s. King’s has delivered
significant quality improvements under the
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CQUIN schemes as shown on pages 168171.
Quality Account and Local Incentive
Premiums (LIPs)
Providers and commissioners come together
to agree the detail of local priorities and how
they will be achieved and measured. A series
of milestones and targets are agreed in
advance and each provider is required to
submit evidence to commissioners at regular
intervals in order to secure the funding
associated with them
For 2015/16 King’s had the option to either
select the ‘Enhanced Tariff Option’ under the
proposed 2015/16 National Tariff payment
system; or to select the ‘Default Tariff
Rollover’ which is a continuation of the
arrangements for 14/15. King’s selected the
Default Tariff and as a consequence CQUIN
schemes are no longer applicable. Therefore,
King’s has agreed with its Commissioners the
implementation of four Local Incentive
Premium initiatives for the 2015/16 in place of
local CQUIN schemes and are listed below:
• Local Incentive Premium Scheme 1 Medicines Optimisation (DH)
• Local Incentive Premium Scheme 2 - Care
Planning (DH)
• Local Incentive Premium Scheme 3 –
Prevention - Every Contact Counts (DH
and PRUH)
• Local Incentive Premium Scheme 4 –
Emergency Care (PRUH).
Statements from the Care Quality
Commission (CQC)
King’s is required to register with the Care
Quality Commission (CQC) and its registration
status as at 31 March 2015 is without any
condition for all locations.
The CQC has not taken enforcement action
against King’s during the period 01 April 2014
– 31 March 2015.
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The Trust has not participated in any special
reviews or investigations by the CQC during
the reporting period.
The Trust continues to make improvements to
availability of medical records and the
Emergency Department and emergency
medical pathway at the PRUH to improve
quality of care in line with compliance actions
issued following the CQC inspection at the
PRUH in December 2013.
The CQC carried out a planned Trust-wide
inspection from 13 to 17 April 2015. Initial
high-level feedback highlighted an open and
transparent culture across the organisation as
well as areas of excellence. The CQC also fed
back on areas for improvement which were all
known to the Trust. Actions are currently
being taken to address these issues. A formal
report will be published twelve weeks after the
inspection.
Clinical coding error rate
King’s was subject to the annual mandatory
Coding Audit for Information Governance
Standards during the 2014/15 financial year.
There were 12 specialty audits completed
during this period, both by external and
internal accredited coding auditors across all
sites and a total of 511 episodes were audited
across 12 specialties. In the last year, King’s
has continued the established external audit
programme focusing on specific areas. There
is also a regular process of validation of
abstracted data for coding between clinical
staff and coder.
During 2014/15 the overall Information
Governance Audit coding inaccuracy rate was
5.7% and is lower than the national 7.0%
average error rate, as identified in the
Payment by Results Assurance Framework
2011/12 (the last year at which accuracy of
inpatient coding was tested at all NHS Acute
Trusts)

The Trust maintains a robust audit and
training cycle allowing early identification of
error and subsequent revision of the coded
clinical data prior to final submission to the
Secondary Uses Service (SUS).
Information Governance Toolkit attainment
levels
King’s Information Governance Assessment
Report overall score for 2014/15 was 73%
and was graded green (satisfactory).
This is higher than the previous year. There
are twelve areas where our scores have either
improved to either level 2 or 3 on their
previous score.
Information Governance awareness and
mandatory training procedures are in place
and all staff are appropriately trained.
A formal information security risk assessment
and management programme for key
Information Assets has been documented
implemented and reviewed.
Business continuity plans are up to date and
tested for all critical information assets (data
processing facilities, communications services
and data) and service - specific measures are
in place.
All information assets that hold, or are,
personal data are protected by appropriate
organisational and technical measures.
Procedures are in place for monitoring the
availability of paper health/care records and
tracing missing records.
The Trust has achieved a satisfactory score in
all areas (80% level 2, 20% level 3 – the
highest possible level). Twelve areas
improved on last year’s scores and there was
one additional area. This demonstrates our
commitment to developing a high quality and
robust approach to Information Governance.
As a result of having responsibility for the IG
Toolkit sitting with a single permanent IG

Manager, the process of completion has been
even more rigorous than in previous years.
In summary all areas achieved a satisfactory
score:
 80% of areas were level two
 20% of areas were level three
 Improvement in 12 areas plus reporting on
one new area
Payment by Results (PbR)
King’s was not identified as necessary for a
Payment by Results (PbR) clinical coding
audit in 2014/15, however for Trusts that
were subjected to PbR audit in 2014/15, the
national average coding error rate identified in
the Data Assurance Framework was 8% for
inpatients.
From the above statements, assurance can
be offered to the public that the Trust has in
2014/15:
 Performed to essential standards (e.g.
meeting CQC registration), as well as
excelling beyond these to provide high
quality care;


Measured clinical processes and
performance to inform and monitor
continuous quality improvement;



Participated in national cross-cutting
project and initiatives for quality
improvement e.g. strong and growing
recruitment to clinical trials.

These statements are included in accordance
with both Monitor’s NHS Foundation Trust
Annual Reporting Manual (December 2013)
for the quality report, as well as the
Department of Health’s Quality Accounts
Regulations (2013, 2012, 2011, 2010).
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Statements of Assurance Evidence
Participation in Clinical Audits and National Confidential Enquiries
The following list is based on that produced by the Department of Health and Healthcare Quality
Improvement Partnership (HQIP).
NB: Data for the PRUH is not available for several audits during this period, as it was still part of the
South London Healthcare Trust at the time of the data collection.
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Audit Title

Reporting period

Participation
DH
PRUH
Acute
Yes
Yes

Adult Community Acquired
Pneumonia

01/12/14 31/01/15

ICNARC Case Mix
Programme
- General Intensive Care
Unit
ICNARC Case Mix
Programme
- Liver Intensive Therapy
Unit (LITU)
National Emergency
Laparotomy Audit – Clinical
Audit

01/04/14 –
31/03/15

Yes

Yes

01/04/14 –
31/03/15

Yes

N/A

DH = 100%.
PRUH - service not provided.

07/01/14 –
30/11/14

Yes

Yes

National Joint Registry

01/04/14 31/03/15

Yes

Yes

Pleural Procedures

01/06/14 –
31/07/14

Yes

Yes

Not available at time of report participation rate included in
annual report, due to be
published Jul-15.
Not available at time of report data collection closes 31 March
2015.
DH = 20 patients and PRUH = 11
patients.

Trauma Audit and Research
Network, TARN

01/01/14 –
31/12/14

Yes

Yes

Audit of Transfusion
Practice in Children and
Adults with Sickle Cell
Disease

01/01/14 –
30/06/14

Bowel Cancer

01/04/13 –
31/03/14

Head and Neck Oncology

N/A

Blood and Transplant
Yes
N/A

Cancer
Yes

Yes

N/A

N/A

% of cases submitted

Not available at time of report data collection closes 31 May
2015.
DH and PRUH = 100%.

DH = 94.2%.
PRUH - data collection started 1
January 2015.

Not available at time of report data collection closes 31 March
2015.
PRUH - not eligible to participate
due to small patient numbers.

Not available at time of report data collection closes 27 March
2015.
King’s - service not provided.
Service centralised at Guy's and

Audit Title

Reporting period

Participation
DH
PRUH

Lung Cancer

01/01/14 –
31/12/14

Yes

Yes

Oesophago-gastric Cancer

01/04/13 –
31/03/14

Yes

Yes

Prostate Cancer - Clinical
Audit

01/04/14 –
31/07/14

Yes

Yes

Prostate Cancer Organisational Audit

31/10/13 –
29/11/13

Yes

Yes

Acute Coronary Syndrome
or Acute Myocardial
Infarction (MINAP)
Cardiac Rhythm
Management

01/04/14 –
31/03/15

Heart
Yes

Yes

01/04/14 –
31/03/15

Yes

Yes

Congenital Heart Disease

01/04/14 –
31/03/15

Yes

N/A

ICNARC National Cardiac
Arrest Audit
National Adult Cardiac
Surgery Audit

01/04/14 –
31/03/15
01/04/14 –
31/03/15

Yes

Yes

Yes

N/A

National Audit of
Percutaneous Coronary
Interventional Procedures

01/01/14 –
31/12/14

Yes

N/A

National Heart Failure Audit

01/04/14 –
31/03/15

Yes

Yes

National Vascular Registry –
abdominal aortic aneurysm
repairs

01/01/10 –
31/12/14

Yes

N/A

National Vascular Registry –
Carotid Endarterectomy

01/01/12 –
31/12/14

Yes

N/A

Pulmonary Hypertension
Audit

N/A

N/A

N/A

Chronic Kidney Disease in
Primary Care

N/A

Long-term Conditions
N/A
NA

% of cases submitted
St Thomas' NHS Foundation
Trust. (GSTT).
Not available at time of report data collection closes 30 June
2015.
Not available at time of report data collection closes 27 March
2015.
Not available at time of report data collection closes 6 March
2015.
King’s = 100%.

Not available at time of report data collection closes 31 May
2015.
Not available at time of report data collection closes 30 June
2015.
Not available at time of report data collection closes 4 May
2015.
PRUH - service not provided.
DH and PRUH = 100%.
Not available at time of report data collection closes 30 June
2015.
PRUH - service not provided.
Not available at time of report data collection closes 31 March
2015.
PRUH - service not provided.
Not available at time of report data collection closes 1 June
2015.
Not available at time of report data collection closes 25 March
2015.
PRUH - service not provided.
Not available at time of report data collection closes 25 March
2015.
PRUH - service not provided.
King’s - service not provided.

Audit not applicable to secondary
care providers.
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Audit Title

Reporting period

Participation
DH
PRUH
Yes
Yes

% of cases submitted

Inflammatory Bowel Disease
– Biologics Audit

01/03/14 –
28/02/15

National Chronic
Obstructive Pulmonary
Disease (COPD) Audit
Programme – COPD Clinical
Audit
National COPD Audit
Programme – COPD
Organisational Audit
National COPD Audit
Programme – Pulmonary
Rehabilitation Service
Clinical Audit
National COPD Audit
Programme – Pulmonary
Rehabilitation Service
Organisational Audit
National Diabetes Adult

01/02/14 –
30/04/14

Yes

Yes

01/02/14 –
30/04/14

Yes

Yes

DH and PRUH = 100%.

12/01/15 –
10/04/15

Yes

N/A

Not available at time of report data collection closes 10 July
2015.

12/01/15 –
10/04/15

Yes

N/A

Not available at time of report data collection closes 24 April
2015.

Yes

N/A

Not available at time of report data collection closes 20 March
2015 and 30 June 2015.
PRUH - diabetes outpatient
service not provided.

National Diabetes Footcare
Audit

2013/14:
01/01/13 –
01/03/14
2014/15:
01/01/14 –
31/03/15
14/07/2015 onwards

Yes

N/A

National Paediatric Diabetes
Audit

01/04/14–
31/03/15

Yes

Yes

Pregnancy Care in Women
with Diabetes

01/01/14 –
31/12/14

Yes

N/A

Renal Registry

01/01/14 –
31/12/14

Yes

Yes

Rheumatoid and Early
Inflammatory Arthritis –
Clinical Audit and
Organisational Audit

01/02/14 –
30/01/15

Yes

Yes

Not available at time of report data collection closes 31 July
2015.
PRUH - diabetes footcare service
not provided.
2014/15 Not available at time of
report - data collection starts 1
April 2015.
Not available at time of report data collection closes 12
February 2015.
PRUH - pregnant women with
diabetes are managed by
Bromley Health Care.
Not available at time of report data collection closes 1 July
2015.
Not available at time of report data collection closes 30 April
2015.

Mental Health (Care in
Emergency Departments)

01/01/14 –
31/12/14

Mental Health
Yes

Yes

Not available at time of report data collection closes 28
February 2015.
DH = 48 patients and PRUH = 90
patients.

Not available at time of report participation rate included in
annual report, due to be

Audit Title

Reporting period

Participation
DH
PRUH

% of cases submitted

Mental Health Clinical
Outcome Review
Programme: National
Confidential Inquiry into
Suicide and Homicide for
people with Mental Illness
Prescribing Observatory for
Mental Health

N/A

N/A

N/A

N/A

N/A

N/A

King’s - service not provided.

National Audit of Dementia

N/A

N/A

N/A

National Hip Fracture
Database

01/01/14 –
31/12/14

Yes

Yes

Older People (Care in
Emergency Departments)

01/08/14 31/01/15

Yes

Yes

Sentinel Stroke National
Audit Programme (SSNAP) Clinical Audit
SSNAP – Organisational
Audit
British Society for Clinical
Neurophysiology (BSCN)
and Association of
Neurophysiological
Scientists (ANS) Standards
for Ulnar Neuropathy at
Elbow (UNE) testing
National Audit of
Intermediate Care
National PROMs Programme

01/07/14 –
30/09/14

Yes

Yes

26/06/14 –
18/07/14
01/04/14 –
01/05/14

Yes

Yes

National audit did not collect data
2014/15.
Not available at time of report participation rate included in
annual report, due to be
published Sep-15.
Not available at time of report participation rate included in
annual report, due to be
published May 2015.
Quarterly reports produced.
DH and PRUH HASU = 80-89%.
DH and PRUH SU = 90%+.
DH and PRUH = 100%.

Yes

N/A

Not available at time of report participation rate included in
annual report, due to be
published Mar-15.
PRUH – service not provided.

N/A

N/A

N/A

King’s - service not provided.

01/01/13 –
31/12/14

Yes

Yes

published June 2015.
King’s - service not provided. The
recommendations produced by
the study are, however, reviewed
for relevance to the Trust.

Older people

Fitting Child (Care in the
Emergency Department)

Epilepsy 12 – Clinical Audit
Epilepsy 12 – Organisational
Audit

Women’s and children’s services
01/08/14 Yes
Yes
31/01/15

01/01/13 –
30/04/13
01/01/14

Yes

Yes

Not available at time of report participation rate included in
annual report, due to be
published May 2015.
DH = 92% and PRUH = 100%.

Yes

Yes

DH and PRUH = 100%.
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Audit Title

Reporting period

Participation
DH
PRUH
Yes
Yes

% of cases submitted

Maternal, Newborn and
Infant Clinical Outcome
Review Programme
(MBRRACE-UK)
National Neonatal Audit
Programme

Continuous

01/01/14 –
31/12/14

Yes

Yes

01/01/12 –
31/12/14

Yes

N/A

Not available at time of report data collection closes 2 March
2015.
Not available at time of report data collection closes 31 March
2015.
PRUH - service not provided.

Paediatric Intensive Care
Audit Network

DH and PRUH = 100%.

NCEPOD Studies:
NCEPOD Title

Reporting period

Participation
DH
PRUH
Acute
Yes
Yes

Sepsis

06/05/14 –
20/05/14

Gastrointestinal
Haemorrhage

01/01/13 –
30/04/13

Yes

Yes

Lower Limb Amputation

01/10/12 –
31/03/13

Yes

N/A*

Tracheostomy Care

25/02/13 –
12/05/13

Yes

N/A*

% of cases submitted

Clinical Questionnaire returned =
10/10 (100%)
Case notes returned = 70%
(7/10)
Organisational questionnaire
returned = 100% (3/3)
Clinical Questionnaire returned =
100% (7/7)
Case notes returned = 86% (6/7)
Organisational questionnaire
returned = 100% (1/1)
Clinical Questionnaire returned =
33% (2/6)
Case notes returned = 100%
(6/6)
Organisational questionnaire
returned = 100% (1/1)
Clinical Questionnaire returned:
Insertion = 83% (40/48)
Critical care = 73% (35/48)
Ward care = 83% (40/48)
Case notes returned = 8% (4/48)
Organisational questionnaire
returned = 100% (1/1)

* Studies completed prior to PRUH integration into KCH – participation details not available.
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National clinical audit reports were reviewed by the Trust and actions to improve the
quality of healthcare:
Key
Rating

Definition

*
+

-

One of the highest performing Trusts nationally e.g. ranked within top 5 nationally.
King’s performance is similar to or above the national average for 67 – 100% of audit standards.
King’s performance is similar to or above the national average for 66 – 34% of audit standards/ within expected
range.
King’s performance is similar to or above the national average for 0 – 33% of audit standards.

N/A

Not applicable – national average comparable data not available.

=

Audit Title

Headline Results and/or actions taken

Rating
DH

ICNARC Case Mix Programme
- General Intensive Care Unit (ICU)
Published: August 2014
Audit Period: 01/04/12-31/03/13
Sample Size:
 DH: 100% (1,903 patients)
 PRUH: 100% (423 patients)

ICNARC Case Mix Programme
- General Intensive Care Unit (ICU)

Acute
ICNARC confidential comparison of general ICUs identified DH
mortality ratio within expected range and PRUH mortality ratio at
control limits, based on 2012-13 data.

PRUH

=

=

=

=

Hospital mortality - ICNARC website, based on 2012-13
data

Upon integration of PRUH into KCH, improvement actions were
put into place, led by the Clinical Director for Critical Care and
closely monitored by the Mortality Monitoring Committee.
The ICNARC confidential comparison of general ICUs shows
that DH and PRUH mortality ratios are within expected range.

Published: January 2015
Audit Period: 01/04/13 –
31/03/2014
Sample Size:
 DH: 100% (2011 patients)
 PRUH: 100% (454 patients)

The absolute standardised mortality number for the PRUH has
gone down and remains within control limits.
DH and PRUH are within expected range for unit-acquired
MRSA and unit-acquired infection in blood and, even though DH
has one of the highest number of patients, it has very low
numbers of infections. DH and PRUH performance is within
expected range for hospital mortality where risk of death is less
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Audit Title

Headline Results and/or actions taken

Rating
DH

PRUH

than 20% and hospital mortality where risk of death is greater
than or equal to 20%.
ICNARC Case Mix Programme
- Liver Intensive Therapy Unit
(LITU)
Published: January 2015
Audit Period: 01/07/14 – 31/09/14
Sample Size:
 DH: 100%
 PRUH: Service not provided

National Emergency Laparotomy
Audit - organisational audit
Published: May 2014
Audit period: 01/06/13-31/10/13
Sample Size:
 DH: 100% (1/1)
 PRUH: 100% (1/1)
National Joint Registry
Published: September 2014
Audit Period: 01/04/13-31/03/14
Sample Size:
 DH: 365 procedures
 PRUH: 141 procedures
 Orpington: 76 procedures (Oct13 to Dec-13 only)
Case Ascertainment:
 King’s: 110%

Paracetamol overdose
Published: January 2015
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The ICNARC confidential comparison of general ICUs shows
that DH has an elevated mortality ratio within Liver. A formal
response by ICNARC states that there is not a concern with the
mortality ratio, that the increase is likely due to chance variation
and that the risk prediction model may not perform as accurately
with King’s specialist casemix. An internal mortality review is,
however, planned within the Specialty to provide additional
assurance that there are no quality of care issues.

=

N/A

+

=

*

+

=

+

Current DH mortality performance for the period Jul-14 to Sep-14

DH performed better than all other London peer Trusts. PRUH
had mixed results for this audit which is in line with the national
picture.
The audit data is currently under detailed review and an action
plan will be developed across sites.

DH, PRUH and Orpington are within expected range for 90 day
mortality following hip and knee replacement and for hip and
knee revision rate.
King’s is one of five London Trusts awarded the Orthopaedic
CQUIN for complex hip and knee surgery and revision of hip and
knee surgery by NHS England. This is in part due to King’s
performance in the NJR.

DH performed in line with or above the national average for 4/5
measures. DH achieved the CEM standard of 100% for patients
receiving N-acetylcysteine (NAC) within 8 hours of ingestion. DH

Audit Title

Headline Results and/or actions taken

Rating
DH

Audit Period: 01/08/13 - 31/03/14
Sample Size:
 DH: 100% (50 patients)
 PRUH: 98% (49 patients)

PRUH

was below the national average for attaining the Medicines and
Healthcare Products Regulatory Agency (MHRA) recommended
treatment for paracetamol overdose.
PRUH performed in line with or above the national average for
5/5 measures. PRUH performed in the upper quartile nationally
for patients receiving NAC within 1 hour of arrival and for
staggered overdoses receiving NAC within 1 hour of arrival.
The data is currently under review by the clinical team at DH and
PRUH and a detailed improvement plan is being developed.

Pleural Procedures
Published: October 2014
Audit Period: 01/06/14 - 31/07/14
Sample Size:
 DH: 20 patients
 PRUH: 11 patients
Severe Sepsis and Septic Shock
Published: September 2014
Audit Period: 01/08/13 - 31/03/14
Sample Size:
 DH: 100% (50 patients)
 PRUH: 86% (43 patients)

DH performed in line with or above the national average for 6/11
audit criteria and performance is similar to or better than
previous (2011) for 7/8 criteria re-audited. PRUH performed in
line with or above the national average for 7/11 criteria. The data
is under review by the Division and a trust-wide action plan is in
development.

=

=

DH performance is above the national average for the majority
of criteria audited.

+

-

Action in progress at DH to improve practice includes the
implementation of ‘Sepsis: A Toolkit for Emergency
Departments’, jointly developed by the College of Emergency
Medicine and the UK Sepsis Trust.
Performance at PRUH is below the national average for the
majority of audit criteria. Improvements in practice have,
however, been made for 7/11 criteria re-audited.
Actions already taken at PRUH to improve practice include the
implementation of the Adult Sepsis Management flowchart; the
implementation of Symphony and PiMS, which include
mandatory fields for vital signs; and the implementation of a
sepsis box (currently in pilot phase).
To improve practice further serum lactate measurement, blood
pressure monitoring and urine output measurement will all be
included in the junior doctor training going forwards.
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Audit Title

Headline Results and/or actions taken

Rating
DH

TARN - Online Survival Data
Published: Data available on-line
(17/02/15)

TARN data demonstrates that more trauma patients admitted to
DH are surviving compared to number expected based on
severity of injury.

PRUH

+

N/A

=

N/A

=

=

TARN data submission at the PRUH will start Q4, 2014/15.
Actions taken to enable PRUH participation include the
recruitment of two posts at PRUH allocated responsibility for
TARN submission, training provided by TARN, local training
provided by Data Systems Manager and roll out of Symphony
and PiMS at PRUH.
Current DH survival data for the period Jan-11 to Dec-14

Current DH survival data for the period 2013/14 and 2011/12

TARN - Major Trauma Dashboard
Published: August 2014
Audit Period: 01/04/14 - 31/06/14
Sample Size:
DH: Data not provided by TARN
PRUH: PRUH is not a Major
Trauma Centre

Patient Information and Consent
Published: November 2014
Audit Period: 13/01/14 – 04/04/14
Sample Size:
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TARN data demonstrates mixed results for DH against the Major
Trauma dashboard criteria compared to the national average.
Areas for improvement include the proportion of patients:
Transferred to MTC within 2 days of referral request
With GCS<9 with definitive airway management within 30
minutes of arrival in ED
Directly admitted patients receiving CT scan within 30 minutes of
arrival at MTC
With an ISS of more than 8 that have a rehabilitation prescription
completed
The monthly Trauma Performance meeting and Trauma Board
review TARN data, review areas of below average performance,
monitor performance against actions set for both DH and PRUH
and co-ordinate a joint action plan to ensure successful data
submission across sites.

Blood and Transplant
DH performed in line with or above the national average for 17/
31 criteria and PRUH performed in line with or above the
national average for 12/31 criteria.
The key areas for improvement across all sites are:

Audit Title

Headline Results and/or actions taken

Rating
DH

Clinical case notes audit:
 DH: 17 patients
 PRUH: 10 patients
Patient survey:
 DH: 13 patients
 PRUH: 10 patients
Staff survey:
 DH: 6 staff members
 PRUH: 4 staff members
National Bowel Cancer Audit
Published: December 2014
Audit Period: 01/04/12 - 31/03/13
Sample Size:
 DH: 116% (128 patients)
 PRUH: The audit report has
published SLHT data only;
data for PRUH has not been
made available.

PRUH

Indication for transfusion documented
Recorded patient unable to give consent
Documented NHSBT leaflet given
Documented reason for transfusion explained.

Cancer
DH performed in line with or above the national average for
10/15 criteria and in line with or better than previous (2011-12)
for 10/15 criteria. As a result of actions implemented following
the 2013 report, ‘CT scan reported’ has improved from 72.5% to
100% and ‘MRI scan reported’ has improved from 63% to 100%.

=

N/A

+

N/A

+

N/A

The adjusted 90 day unplanned admission rate at DH is lower
than all 6 London peer trusts and the adjusted 2 year mortality
rate is the second lowest compared to all 13 peer trusts
nationally.
Areas for improvement:
Length of stay > 5 days remains above the national average at
DH (80.9% vs. 69.1%).

National Lung Cancer Audit Report
Published: December 2014
Audit Period:
Patients first seen 01/01/11 31/12/13 (3 data items)
Patients first seen 01/01/13 –
31/12/13 (11 data items)
Sample Size:
 DH: 120% (114 patients)
 PRUH: The audit report has
published SLHT data only;
data for PRUH has not been
made available.

National Oesophago-Gastric

The data is currently under review by the clinical team at DH and
PRUH and a detailed improvement plan is being developed.
DH achieved a rating of ‘good’ for 8/12 key process, nursing,
imaging and clinical measures assessed by the audit, and a
rating of ‘good’ for 11/12 key data completeness measures.
DH performed in line with or above the national average for 9/12
criteria and in line with or better than previous performance
(2013) for 7/10 re-audited criteria.
Measures identified for improvement include patients receiving
CT before bronchoscopy and NSCLC having surgery. The data
is currently under review by the clinical team at DH and PRUH
and a detailed improvement plan is being developed.
Two additional items identified from the national audit data for
improvement include PS0-1 Stage IIIB or IV NSCLC having
chemotherapy and small cell receiving chemotherapy. The
national audit reports data covering 2011-13 for these items and
an additional review of the 2013 data only, extracted locally from
the LUCADA system, demonstrates that improvements have
already been made at DH for both items.
Both PRUH and DH patients are referred to GSTT for all surgical
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Audit Title

Headline Results and/or actions taken

Rating
DH

Cancer Audit
Published: November 2014
Audit Period: 01/04/11 - 31/03/13
Sample Size:
 DH: >90% (78 patients)
 PRUH: The audit report has
published SLHT data only;
data for PRUH has not been
made available.
Myocardial Ischaemia National
Audit Project (MINAP)
Published: December 2014
Audit Period: 01/04/13 – 31/03/14
Sample Size:
 DH: 957 patients
 PRUH: 81 patients

Cardiac Rhythm Management
Published: December 2014
Audit Period: 01/04/13 – 30/06/14
Sample Size:
 DH: 100% (457 patients)
 PRUH: 100% (135 patients)

Congenital Heart Disease
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PRUH

procedures relevant to this audit. Outcome measures are
reported for GSTT, while DH-specific data is reported for tumour
data completeness and case ascertainment only, both of which
achieved a rating of ‘good’.
GSTT achieved the joint lowest 30-day mortality of the 46 trusts
in the audit, and the second lowest 90-day mortality of peer
trusts. GSTT also recorded the third lowest adjusted
complication rate amongst national and London peer trusts.
Heart
DH, which is a Heart Attack Centre, performed at or above the
national average for 6/17 audit criteria of best practice.

=

=

+

+

+

N/A

=

N/A

PRUH performed in line with or above the national average for
3/8 criteria (7 criteria applied to Heart Attack Centres only); 2
criteria not applicable.
DH was below the national average for door-to-balloon time and
call-to-balloon times.
DH and PRUH performance against the criteria for secondary
medication has decreased compared to the previous audit
(2012/13) and is below the national average.
The national audit does not currently provide patient outcomes
or quality of care performance data and the British Heart Rhythm
Society (BHRS) confirms that the numbers provided in the report
cannot be taken as evidence of competence or ability to provide
a safe, high quality service.
King’s (DH and PRUH) undertakes in excess of the minimum
numbers of cardiac implants expected by BHRS and NICE and
is therefore not identified as an outlier.
No mortality reported at 30 days post procedure or at 1 year.

Published: April 2014
Audit period: 01/04/2012 –
31/03/2013
Sample Size:
 DH: 27 cases
 PRUH: Service not provided.
National Audit of Percutaneous
Coronary Interventional
Procedures

Data completeness has improved, or remains, at 100% for 13/15
(86%) mandatory data fields.

Published: January 2015
Audit Period: 01/01/13 -31/12/13
Sample Size:
 DH: 1386 procedures

The call-to-balloon time <150 minutes for direct admissions is
below the national average, but similar to the national target of
79%, whilst for patients transferred in is both below the national
average and the national target.

DH performs better than the national average and exceeds the
national target for door to balloon time in <90 minutes for direct
admissions and patients transferred in from another hospital.

Audit Title

Headline Results and/or actions taken

Rating
DH

 PRUH: Service not provided.
National Audit of Percutaneous
Coronary Interventional
Procedures
Published: January 2014
Audit period: 01/01/12-31/12/12
Sample Size:
 DH: 1216 cases
 PRUH: Service not provided.
ICNARC National Cardiac Arrest
Audit
Published: July 2014
Audit Period: 01/04/13-31/03/14
Sample Size:
 DH: 100% (148 patients)
 PRUH: Did not participate in
2013-14 audit period

PRUH

DH performed at or better than previous for all criteria reaudited. Following the implementation of actions in 2012,
performance against all criteria relating to door-to-balloon time
and call-to-balloon time has improved from below 90% to over
90% for all criteria, and exceeds the national target of 75%. Callto-balloon time <150 minutes (transfers in) has improved from
51% in 2011 to 90.5% in 2012.

+

N/A

DH performed in line with or above the national average for:
13/16 criteria (81%) assessing reason resuscitation stopped
(Alive – RSOC>20 minutes).
12/16 criteria (74%) assessing survival to hospital discharge.
13/16 criteria (81%) assessing favourable neurological outcome.

=

N/A

The data shows that DH performed within expected range for
survival.
Denmark Hill

Shockable

Non-shockable

Denmark Hill

Actions to improve further are reported to and monitored by the
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Audit Title

Headline Results and/or actions taken

Rating
DH

Inflammatory Bowel Disease (IBD)
– Adult – Organisational Audit
Published: September 2014
Audit period: 31/12/2013
Sample Size:
 DH: 100% (1/1)
 PRUH: 100% (1/1)

Inflammatory Bowel Disease (IBD)
– Adult – Clinical Audit
Published: June 2014
Audit period: 01/01/13 - 31/12/13
Sample Size:
 DH adult audit: 27 patients
 DH patient experience: 7
patients
 PRUH adult audit: 17 patients
 PRUH patient experience: 7
patients

Inflammatory Bowel Disease (IBD)
–Paediatric – Organisational Audit
Published: September 2014
Audit period: 31/12/2013
Sample Size:
 DH: 100% (1/1)
 PRUH: Specialist
gastroenterology service not
provided
Inflammatory Bowel Disease (IBD)
Paediatric – Clinical Audit
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Deteriorating Patient Committee.
Long Term Conditions
DH adult service performed in line with the national average and
London peer and has improved performance compared to
previous (2010) with the implementation of a transitional care
service for young people to support their transfer to adult
services.

PRUH

=

=

+

+

=

N/A

=

N/A

To improve practice further at DH a second IBD nurse has been
recruited and funding will be sought in 2015/16 for an additional
IBD nurse, with a cross-site role. In addition Pharmacy will flag
all patients who have not been appropriately prescribed bone
protection or Heparin.
PRUH adult service performed in line with the national average
and has recently implemented a searchable database of adult
IBD patients locally, which will further improve performance. In
addition the inclusion of the IBD patient assessment on the
nutritional assessment tool is under investigation.
Adult in-patient care key indicator data: DH performance was
similar to or above the national average for 4/7 criteria. PRUH
performance was better than the national average for the
majority of criteria.
Adult patient experience key indicator data: DH was better than
the national average for the majority of criteria, whilst PRUH
performance was similar to or better than the national average
for 4/7 criteria.
Mortality data: None of the patients included in the DH sample
died in hospital. 1 (6%) adult patient death was recorded for the
PRUH. The death was not related to ulcerative colitis (national
average mortality rate – adult audit = 0.8%).
A detailed improvement plan has been developed that addresses
the recommendations made by both the organisational and
clinical audits.
The national audit data shows that DH paediatric service
performed in line with the national average.
Actions in progress at DH include the development of the
Paediatric Ulcerative Colitis Activity Index (PUCAI) assessment
on EPR and participation in clinical trials. DH has applied to
participate in two clinical trials, with national coverage.

Paediatric inpatient care key indicator data: DH had mixed
results for the audit.

Audit Title

Headline Results and/or actions taken

Rating
DH

Published: June 2014
Audit period: 01/01/13 - 31/12/13
Sample Size:
 DH paediatric audit: 11
patients
 DH patient experience: 0
patients
 PRUH: Specialist
gastroenterology service not
provided
National Chronic Obstructive
Pulmonary Disease (COPD) Audit
Programme – Organisational Audit
Published: November 2014
Audit Period: 01/02/14 – 30/04/14
Sample Size:
 DH: 100%
 PRUH: 100%

National Diabetes Audit (NDA)
Report
Published: October 2014
Audit Period: 1/01/12 – 31/03/13
Sample Size:
 DH: 100% (5966 patients)
 PRUH: Diabetic outpatient
service not provided.

PRUH

Mortality data: None of the patients contained in the DH sample
died in hospital.
A detailed improvement plan has been developed that addresses
the recommendations made by both the organisational and
clinical audits.

DH achieved the highest organisational score compared to 15
national and London peer trusts. Out of 198 units participating
nationally, DH ranked ninth best performing. PRUH achieved the
same overall organisational score as the national median. Both
sites achieved the highest possible domain scores for NonInvasive Ventilation and Managing Respiratory Failure and
Oxygen Therapy.

+

=

=

N/A

+

+

At the PRUH, to improve practice further an additional specialist
respiratory nurse has been appointed and in-reach visits to
respiratory patients in the Emergency Department and other
wards is now included in the consultant job plan. In addition,
COPD patients will be discussed at the existing multi-disciplinary
team (MDT) meeting and the frequency of ward based specialist
reviews will increase to twice daily.
Performance improvements have also been driven forward at DH
since the audit, with the provision of two new pulmonary
rehabilitation centres in the local community. Action is also in
progress regarding the implementation of electronic recordsharing with GP practices.
Across all 6 NICE recommended treatment targets, DH
performed 6th out of 17 national and London peer Trusts.
The NDA report recommends that DH focuses its improvement
strategy on HbA1c ≤58mmol/mol (7.5%), DH achieved 38.6%
compared with the national average 62.2% and previous
performance in 2011/12 of 43.8%. A DH action plan is in
development to support further improvement.
Overall, treatment targets and care processes for Lambeth and
Southwark have improved since previous rounds of the audit.

National Diabetes Inpatient Audit
(NaDIA)
Published: March 2014
Audit period: 16 – 20 Sep-13
Sample Size:

Performance at DH has improved for 10/12 patient experience
criteria from 2012 to 2013 and at PRUH performance has
improved across the board, including in relation to medication
safety and patient experience.
Areas where DH appears to perform below national average
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Audit Title

Headline Results and/or actions taken

Rating
DH




DH: 133 (100%)
PRUH: 43 cases

National Paediatric Diabetes Audit
Published: October 2014
Audit period: 01/04/14 – 31/03/14
Sample Size:
 DH: 100% (135 patients)
 PRUH: 100% (112 patients)

Pregnancy Care in Women with
Diabetes (NPID)
Published: October 2014
Audit Period: 01/01/2013 –
31/12/2013
Sample Size:
 DH: 100% (31 patients)
 PRUH: Service not provided
by King’s (provided by
Bromley Healthcare).

include the number of episodes of mild hypoglycaemia and blood
glucose above target range; both of these may reflect greater
identification compared to other trusts due to the electronic data
capture, which flags all blood results occurring outside of range.
The PRUH results will improve further with new diabetes
specialist staff currently being recruited.
DH performance is within expected NICE target range, and
similar to peer (Evelina Children’s Hospital, GSTT). PRUH
performance is within the expected range and similar to London
peers.

Reference lines represent the upper and lower NICE HbA1c
targets of 58 mmol/mol and 80 mmol/mol respectively.
NICE recommends that women with diabetes take 5 milligrams
(5mg) of folic acid while planning pregnancy and then up to 12
weeks gestation to reduce the risk of having a baby with a neural
tube defect. 59% at DH used 5mg folic acid supplement prior to
pregnancy compared with 19% in the London region and 33%
nationally.
NICE recommends that women with diabetes who are planning
to become pregnant should aim to maintain their HbA1c below
43 mmol/mol (6.1%). 19% at DH had a first trimester HbA1c
measurement below 43 mmol/mol compared with 9% in the
London region and 11% nationally.
NPID has defined 'adequately prepared for pregnancy' as taking
folic acid (400mcg or 5mg) prior to pregnancy and having a first
trimester HbA1c measurement of less than 53 mmol/mol. 44%
were prepared for pregnancy at DH compared with 17% in the
London region and 21% nationally.
A trust-wide action plan will be developed to support further
improvement and inclusion of Princess Royal University Hospital
(PRUH) in the 2015 audit round.
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PRUH

=

=

+

N/A

Audit Title

Headline Results and/or actions taken

Rating
DH

Renal Registry
Published: December 2014
Audit Period: 01/01/13 - 31/12/13
Sample Size:
 King’s: 100% (162 patients)
 PRUH: Service not provided.

King’s has the 4th highest rate in England of patients starting on
renal replacement therapy (RRT) who have diabetes, at 35.8%,
however survival for patients on RRT is very similar to national
average (89.8% vs. 91.0%), indicating good quality care.

PRUH

N/A

N/A

=

+

Compared to the 2012 data, patients presenting to a nephrologist
less than 90 days before RRT initiation has increased from
18.8% to 21.7% at King’s and is above the national average
(18.9%).
Patients on home dialysis continues to exceed the NICE target of
15% at 18.3%, and is above the national average of 17.3%.
King’s has the 4th highest level of satellite haemodialysis.
Overall rates for hospital-acquired infections per 100 dialysis
patient years (01/05/12 – 30/04/13) are all similar to or better
than the national average.
The median time on waiting list for kidney transplant has
increased from 635 days in 2011 to 742 days in 2013.

Anaesthesia Sprint Audit
Published: March 2014
Audit period: 01/05/13 - 31/07/13
Sample Size:
 DH: 79% (31 patients)
 PRUH: 78% (76 patients)

The data is currently under review by the clinical team at DH and
PRUH and a detailed improvement plan is being developed.
Older People
DH had mixed results for this audit, whilst PRUH performed at or
better than national average performance for the majority of audit
criteria.
An action plan has been developed at PRUH to improve
performance further – education will be provided to all
anaesthetic staff on the process for managing a proximal femoral
fracture. In addition a laminated copy of the process, based on
the Anaesthetic Sprint Audit of Practice standards, will be put up
in trauma theatres and the anaesthetic department. The process
includes the provision of peri-operative nerve block and the need
to record in the patient notes if Bone Cement Implantation
Syndrome (BCIS) occurs post implementation of the cement and
the appropriate steps to be taken. Two snapshot audits will be
undertaken, one to assess provision of nerve block for all general
anaesthetic procedures and another to provide assurance of the
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Audit Title

Headline Results and/or actions taken

Rating
DH

PRUH

safety and efficacy of diamorphine use at the PRUH.

National Hip Fracture Database
(NHFD) National Report

Published: September 2014
Audit Period:
One year cohort: 01/01/1331/12/13
Three year cohort: 01/01/1131/12/13
Sample Size:
 DH: 154 patients
 PRUH: 371 patients

Sentinel Stroke National Audit
Programme (SSNAP) – Clinical
Audit
Published: October 2014
Audit period: 01/04/14 – 30/06/14
Sample Size:
 DH: 90+% (196 patients)
 PRUH: 80-89% (210 patients)
SSNAP – Clinical Audit
Published: January 2015
Audit period: 01/07/14 – 30/09/14
Sample Size:
 DH: 80-89% (190 patients)
 PRUH: 80-89% (194 patients)
SSNAP Acute Organisational
Audit
Published: October 2014
Audit period: 01/07/14
Sample Size:
 DH: 100% (1/1)
 PRUH: 100% (1/1)
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The audit data is currently under review at DH and an action plan
will be developed.
Both DH and PRUH performed above the national average for
time to surgery, bone health medication and falls assessment.
Both hospitals performed below national average for time taken
to orthopaedic care and senior geriatric review.

=

=

*

+

DH Hyper Acute Stroke Unit (HASU) achieved the 4th highest
overall SSNAP score compared to all national peers. PRUH
HASU achieved the 5th highest overall SSNAP score compared
to national peers.

*

+

DH achieved the highest organisational audit score nationally
and performed above the national average for all six domains.

*

+

Compared to the 2012/13 financial year best practice criteria
attainment for the calendar year 2013 has improved from 0.2% to
14.5% at DH. Local data collection at DH shows that
performance has improved further to the end Q3, 2014/15, with
all 9 criteria met in 45.65% of cases. Performance at PRUH is
40% for the calendar year 2013.
Actions are in place, led by the newly-established Hip Fracture
Forum, to drive improvement in these areas and, whilst
performance demonstrates improvement, the area remains
under close internal scrutiny and is a Trust quality priority topic.
DH Hyper Acute Stroke Unit (HASU) achieved the 3rd highest
overall SSNAP score compared to all national peers. PRUH
HASU achieved the 5th highest overall SSNAP score compared
to national peers.
The SSNAP data is routinely reviewed by the multidisciplinary
team, with areas of underperformance identified and actions
taken to improve practice.

PRUH performed above the national average for the majority of
the criteria.

Audit Title

Headline Results and/or actions taken

Rating
DH

SSNAP - Mortality Data
Published: November 2014
Audit period: 01/04/13 – 31/03/14
Sample Size:
 DH: 90%+ (762 patients)
 PRUH: 80-89% (816 patients)

The standardised mortality ratio at both DH and PRUH is within
the control limit.

PRUH

=

=

=

=

=

=

Standardised mortality ratio – DH Hyper Acute Stroke Unit (HASU)

Standardised mortality ratio – PRUH Hyper Acute Stroke Unit (HASU)

Asthma in Children
Published: January 2015
Audit Period: 01/08/13 - 31/03/14
Sample Size:
 DH: 100% (50 patients)
 PRUH: 100% (50 patients)

Epilepsy 12
Published: November 2014
Audit Period:
Service Descriptor: 01/01/14
Clinical Audit: 0/1/01/13 –
30/04/13

Women’s & Children’s Health
Denmark Hill (DH) performed in line with or above the national
average for 14/22 measures. DH performed in the upper quartile
nationally for administration of beta 2 agonist and IV
hydrocortisone/oral prednisone.
Princess Royal University Hospital (PRUH) performed in line with
or above the national average for 16/22 measures. PRUH
performed in the upper quartile nationally for the recording of
respiratory rate and GCS score as well as discharge
prescriptions for prednisone.
The data is currently under review by the clinical team at DH and
PRUH and a detailed improvement plan is being developed.
DH was not identified as an outlier for any of the 12 performance
indicators measured by the audit.
Performance at PRUH was not identified as an outlier for the
majority of the performance indicators (11 out of 12). It was,
however identified as a negative outlier for Epilepsy Specialist
Nurse (Indicator 2).
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Audit Title

Headline Results and/or actions taken

Rating
DH

Patient Reported Experience
Measures: 01/01/13 – 30/04/14
Sample Size:
 DH: 92% (9 patients)
 PRUH: 100% (7patients)

PRUH

DH performed in line or above the national average for 5/10
applicable indicators and PRUH for 6/11 applicable indicators.
PRUH performance was similar to or better than for 7 of the
previous indicators. DH did not participate in the first round.
It is noted that data reliability is affected by small patient
numbers.

National Neonatal Audit
Programme
Published: October 2014
Audit Period: 01/01/13 - 31/12/13
Sample Size:
 DH: 100% (603 patients)
 PRUH: 100% (325 patients)

Paediatric Asthma
Published: March 2014
Audit period: 01/11/13 – 30/11/13
Sample Size:
 DH: 100% (32 patients)
 PRUH: 100% (18 patients)

Paediatric Bronchiectasis
Published: March 2014
Audit period: 01/10/13 - 30/11/13
Sample Size:
 DH: 100% (12 patients)
 PRUH: No patients diagnosed
with bronchiectasis during the
audit period.
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A trust wide action plan is in development to support further
improvement.
DH performance is above the national average for all criteria
audited and has shown improvements compared to the previous
performance.

+

-

+

=

+

N/A

Performance at PRUH is below the national average, although
has improved for Retinopathy of Prematurity (ROP) screening
(28% achieved 2013 report compared to 100% achieved in the
2014 report).
A local review of the audit data found that PRUH performance is
driven by data quality issues rather than quality of care issues.
Training to be provided to all staff to ensure appropriate data
collection across all criteria.
DH and PRUH performed at or above the national average for
the majority of criteria relating to initial assessment and treatment
criteria. The discharge process has been identified for
improvement at both sites.
A trust-wide action plan is in place to improve performance
across both sites. Actions include: a new Respiratory Clinic will
be set up at the PRUH to include the treatment of difficult asthma
cases, an audit of the appropriate management of paediatric
asthma patients in the Emergency Department will be completed
across sites, education and training will be provided if indicated,
DH guidance will be rolled out at the PRUH, cases at PRUH will
be reviewed to ensure that patients are being discharged and
followed up appropriately, and the asthma link nurses at DH will
be provided with training to ensure that device technique is
assessed and a written asthma plan provided at discharge.
DH performed at or above the national average for all criteria
relating to diagnosis, consultation and exacerbations and the
majority of standards relating to lung function (7/9 criteria). It is
noted that the criterion below the national average maybe a data
submission issue – under investigation by the Division. Other
actions being progressed to improve performance further include
the development of a discharge summary proforma that includes
all the data items specified in the audit.

Audit Title

Headline Results and/or actions taken

Rating
DH

Paediatric Intensive Care Audit
Network (PICANet)
Published: September 2014
Audit period: 01/01/13 – 31/12/13
Sample Size:
 DH: 100% (658 patients)
 PRUH: Service not provided.

The audit identifies the mortality rate at Denmark Hill (DH) as
being one of the lowest nationally, and second lowest amongst
peer trusts.

PRUH

+

N/A

The standardised mortality ratio (adjusted) has improved to 0.83
(2013) from 0.96 (2012) and is the second lowest of all peer
trusts.
DH has the lowest rate of emergency admissions of all peer
Trusts and emergency readmissions at DH have reduced
compared to the previous audits. DH has improved year on year
from 2.2% (2011) to 1.4% (2012) to 0.8% (2013).

The data from the NHS England Consultant Outcomes Publication (2014) reviewed by Trust
in 2014/15.
Audit Title

Headline Results and/or actions taken

Cardiothoracic Surgery

Acute
In-hospital mortality rate (risk adjusted) – within expected range
(DH only; service not provided at PRUH).

Rating
DH
PRUH
=

N/A

Data taken from: Society for
Cardiothoracic Surgery in Great
Britain & Ireland
Published: October 2014
Period: 1st April 2010 - 31st
March 2013.
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Audit Title

Headline Results and/or actions taken

Interventional Cardiology

Major adverse cardiac and cerebrovascular event (MACCE) rate
– below expected range, i.e. better than expected (DH only;
service not provided at PRUH).

Data taken from: The British
Cardiovascular Intervention
Society (BCIS)
Published: October 2014
Period: 01/01/12 – 31/12/13

Colorectal Surgery – Bowel
Cancer
Data taken from: The National
Bowel Cancer Audit
Published: October 2014
Period: 01/04/10 – 31/03/13
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Adjusted 90-day mortality – within expected range (DH only; data
relates to patients whose bowel cancer was diagnosed between
April 2010 and March 2013, before PRUH integration).

Rating
DH
PRUH
=
N/A

=

N/A

Audit Title

Headline Results and/or actions taken

Orthopaedics – Hip and Knee
Surgery

Hip surgery - hospital risk adjusted 90-day mortality rate – within
expected range, DH and PRUH

Rating
DH
PRUH
=
=

Data taken from: The National
Joint Registry
Published: October 2014
Period: 01/04/13- 31/03/14

Knee surgery - hospital risk adjusted 90-day mortality rate within expected range, DH and PRUH.

=

=
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Audit Title

Neurosurgery

Headline Results and/or actions taken

Rating
DH
PRUH
=

=

30-day Standardised Mortality Rate (risk adjusted) - within
expected range (DH only; service not provided at PRUH).

=

N/A

Within expected range for complications, below national average
for transfusion rate and mortality (DH only; service not provided
at PRUH).

=

N/A

Mortality (risk adjusted) – within expected range (DH only;
service not provided at PRUH).

=

N/A

Data taken from: The
Neurosurgical National Audit
Programme
Published: December 2014
Period: Timeframe not stated

Urology – Nephrectomy
(Surgical Removal of a Kidney)
Data taken from: The British
Association of Urological
Surgeons
Published: October 2014
Period: 01/01/12 – 31/12/13

Vascular Surgery
Data taken from: The Vascular
Society of Great Britain and
Ireland
Published: October 2014
Period: Timeframe not stated
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Mortality following elective abdominal aortic aneurysm repair (risk
adjusted)

Audit Title

Headline Results and/or actions taken

Rating
DH
PRUH

Mortality following carotid endarterectomy (risk adjusted)

Bariatric Surgery

In-hospital mortality rate – Mortality within expected range at DH
and PRUH.

=

PRUH within expected range and better than national average
for in-hospital mortality rate, post-operative stay and related
readmissions and re-exploration for bleeding.

N/A

=

Data taken from: The Bariatric
Registry
Published: October 2014
Period: 01/04/12 – 31/03/14
Thyroid and Endocrine Surgery
Data taken from: The British
Association of Endocrine and
Thyroid Surgeons (BAETS)
Published: October 2014
Period: 01/07/10 – 30/06/13
Oesophago-gastric, head and
neck and lung cancers

PRUH – second relevant clinician to submit data 2015/16.
DH – relevant clinician did not submit any data.
Not applicable – patients are referred to Guy’s & St Thomas’s for
surgery.

N/A

N/A
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Programme of local audits were reviewed by the Trust in 2014/15
Audit Title
Liver Transplantation
Published: April 2014
Audit period: 01/04/2003 – 31/03/13
Sample Size:
 DH: 100% (207 patients)
 PRUH: N/A. Service not
provided.

Headline Results and/or actions taken
The audit demonstrates that adult patients treated at DH achieve:
The lowest 90 day patient mortality rate (0%) and 90 day graft loss rate
(0.8%) for elective first liver transplants and the joint lowest rate nationally
for both criteria for super urgent transplants.
A risk adjusted survival rate for elective and super urgent transplants that
compares favourably to all other centres nationally, with DH achieving the
highest rate of survival at 3 years and 5 years for elective transplants.
The audit demonstrates that paediatric patients treated at DH achieve:
A 90 day patient mortality rate and 90 day graft loss rate in line with or
better than the national average for both elective and super urgent
transplants.
An unadjusted survival rate at 1 year, 3 years and 5 years that is above
the national average for elective and super urgent transplants (2013 –
2013).

National Care of the Dying Audit in
Hospitals (NCDAH)
Published: May 2014
Audit period: 01/05/13 – 31/05/13
Sample Size:
 DH: 98% (49 patients)
 PRUH: 100% (50 patients)

Potential Donor Audit
Published: May 2014
Audit period: 01/04/13 – 31/03/14
Sample Size:
 King’s (DH & PRUH): 100% of
applicable cases

Actions to improve further are incorporated into the Liver Mortality
Monitoring Committee presentation and Liver performance meeting and
not recorded in a separate action plan.
Organisational Key Performance Indicators (KPIs): In line with the national
picture, DH and PRUH had mixed results for KPI achievement.
Clinical KPIs: DH at or better than the national average for the majority of
KPI targets, whilst PRUH had mixed results.
A trust-wide action plan is in development that addresses patient
information; education and training; local audit on End of Life Care; the
review of End of Life Care audit data from Specialty-level to Board-level;
and the implementation of a King’s policy for deactivation of implantable
cardioverter defibrillators. To improve the provision of services at PRUH a
business case is in development for additional palliative care nursing staff.
Recruitment will include an education lead and an End of Life Care lead.
The audit is not running 2014/15.
Trust-level data available (DH and PRUH). Total number of patients
receiving a transplanted organ from donations at King’s rose from 109 in
2012/13 to 116 in 2013/14.
Total number of kidneys successfully donated rose from 68 in 2012/13 to
73 in 2013/14; pancreas successfully donated rose from 8 in 2012/13 to
14 in 2013/14; livers successfully donated rose from 22 in 2012/13 to 26 in
2013/14 and hearts successfully donated from 6 in 2012/13 to 8 in
2013/14.
An action plan to continue to drive improvement across sites has been
developed and is monitored on a quarterly basis by the Trust’s Organ
Donation Committee.
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Patient Safety Audit Programme

NICE Derogation Audit Programme

The Patient Safety Audit Programme sets out King’s approach to ensuring
that areas identified as high risk are subject to routine review and, where
required, improvement. The Programme is a key component of King’s
Risk Management Strategy and is reported through the Patient Safety
Committee to the Trust’s Quality Governance Committee. The Patient
Safety Audit Programme includes:
Clinical record-keeping
Consent
Surgical Safety Checklist
Discharge
Moving and handling
Falls assessment
Patient observations (deteriorating patient)
Clinical handover (nursing)
Skin integrity and pressure ulcers
Patient identification
Infection prevention and control
Nutrition
Nasogastric and orogastric tube placement
Availability of patient records
Screening procedures and diagnostic test procedures
Blood transfusion
Hospital Acquired Thrombosis (HAT)
Medicines management
Resuscitation
Piped medical gas administration
Safeguarding
Tracheostomy.
King’s sometimes approves local practice that differs from NICE guidance.
We call this a ‘NICE derogation’, and it is usually approved on the grounds
that, because of its academic and research status, King’s is able to offer
services beyond those of many other hospitals. These derogations are
always subject to detailed scrutiny and local clinical audit to ensure that
patient outcomes are better than or as expected. In 2014-15 the NICE
Derogation Audit Programme has included audits of derogations to the
following NICE guidance:
CG122 Ovarian cancer
CG154 Ectopic pregnancy and miscarriage
CG95 Chest pain of recent onset
CG112 Sedation in children and young people
CG144 Venous thromboembolic diseases
CG149 antibiotics for early onset neonatal infection
CG151 Neutropenic sepsis
CG55 Intra partum care
CG62 Antenatal care
IPG149 Division of ankyloglossia (tongue-tie) for breastfeeding
CG156 Fertility: assessment and treatment of people with fertility
problems
CG171 Female urinary incontinence.
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KCH Divisional Clinical Audit
Programmes

Each of King’s Divisions has a clinical audit programme in place:
Ambulatory Care and Local Networks.
Critical Care, Theatres and Diagnostics.
Liver, Renal, Surgery and Orthopaedics.
Networked Services.
Trauma, Emergency and Acute Medicine.
Women’s and Children’s.
Four hundred and sixty six local clinical audit projects are reported in the
Divisional Audit Programmes for 2014-15 and many hundreds of
improvements in practice are made every year as a result of these
programmes.

Goals Agreed with Commissioners
The following table indicates the goals and achievement for CQUINs at King’s:
Goal Number

National CQUIN Indicators
Friends and Family Test –
implementation of staff
Friends and Family Test – Friends
and Family early implementation outpatients
Friends and Family Test –
Increased or maintained response
rate

Q4 target
N/A

2a

NHS Safety Thermometer –
Reduction in Falls at Denmark Hill
Site

2b

NHS Safety Thermometer –
Reduction in Pressure Ulcers at
PRUH

No more
than 3
injurious falls
per month
Grade 2 0.89
bedday rate
Grade 3 0.04
bedday rate
Grade 4 – 0
bedday rate
90%

1a
1 - Friends and Family
1b

2

2 – NHS Safety
Thermometer

3 - Dementia

4. Improved
coordination and
delivery of care for
people with Long
Term Conditions
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3a

Find, assess & refer patients

Q4 Actual
N/A Achieved

N/A
N/A (Achieved)
Inpatient
30%
A&E
20%

60-80%
varied

Inpatient
DH – 50%
PRUH 43%
A&E
DH&PRUH 23%
Failed in January but
achieved in Feb and Mar

Grade 2 – 0.81
Grade 3 0.04
Grade 4 – 0 bedday rate

DH 97%
PRUH 96%
Achieved

3b

Clinical leadership & staff training

3c

Supporting of careers of people with
dementia

N/A

Achieved

4a

Improved coordination and delivery
of care for people with Long Term
Conditions: Care planning training
and implementation (Diabetes and
Respiratory at DH)

20% of care
plans show a
care plan –
Diabetes
90%
clinicians

Audit in progress

79% clinicians trained

Goal Number

4b

5. Improving
Communication
across primary and
secondary care

5a

5b

6 – Alcohol and
Smoking prevention
and well being

7 – London
Commissioning

6a

National CQUIN Indicators

Q4 target
trained

Q4 Actual

Improved coordination and delivery
of care for people with Long Term
Conditions: COPD Bundles at
PRUH
Improving Communication across
primary and secondary care –
improving discharge summaries and
provision of on call advice
Shared access to patient records
across primary and secondary care
- Denmark Hill only :
Anticoagulation - development of
implementation plan to support
NICE AF guideline requirements
Screening of alcohol use & provision
of brief advice and staff training –
Denmark Hill

85%

92%

N/A

N/A
Achieved

TBA

TBA*

80%
screening
and brief
advice
75% training

MAU – 85% screened /
71% brief advice
ASU 89% screened /
80% brief advice
Other wards 90%
screened/ 83% brief
advice
64% - Training
78% screened / 99%
brief advice
Maternity 42%%
screened / 100% brief
advice
Not achieved - Training

6b

Screening of alcohol use &
provision of brief advice and staff
training – PRUH

6c

Screening of smoking use &
provision of brief advice and staff
training – Denmark Hill

6d

Screening of smoking use &
provision of brief advice and staff
training – PRUH

7a

7 day working – Emergency
Medicine (Denmark Hill)

80%
screening
and brief
advice
45%
Maternity at
PRUH
75% training
80%
screening
and brief
advice
75% training

80%
screening
and brief
advice
45%
Maternity at
PRUH
75% training
N/A

MAU – 86% screened /
84% brief advice
ASU 89% screened /
91% brief advice
Other wards 90%
screened/ 92% brief
advice
83% Training
78% screened / 99%
brief advice
Maternity 42%%
screened / 100% brief
advice
Not achieved - Training

Not achieved
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Goal Number
Standards

National CQUIN Indicators
Consultant led communication –
Emergency Medicine (both sites)

Q4 target
N/A

7c

Emergency Departemnt – Clinical
Decision Unit (PRUH)

N/A

Achieved DH Not
achieved PRUH
Achieved

7d

Emergency Department – Shift
Leader (PRUH)

N/A

Not achieved

7e

Emergency Department – 24/7
access to the key diagnostics
(PRUH)
Emergency Department – Policies
(PRUH)

N/A

TBA*

N/A

Achieved

Emergency Department – National
Early Warning System (NEWS) –
both sites
Clinical medication review of
patients in health and ageing unit to
improve the management of
patients medicines after discharge –
both sites

N/A

Not achieved DH
Achieved PRUH

80% DH
70% PRUH

90% DH
66% PRUH

7b

7f

7g

8 – Clinical medication
review

8a

Q4 Actual

NHS England CQUINs
9 – NATIONAL Cardiac Surgery

9a

Inpatient waits within 7 days

35%

Achieved

10 – Highly Specialist
Services

10a

50%

Not achieved, (37.5%
achieved)

11 – NATIONAL Endocrine Coding

11a

Providers of Highly specialised
services will hold a clinical outcome
collaborative audit workshop and
produce a single Provider report.
Outpatient Coding

N/A 50%

Achieved

12 – NATIONAL - HIV
Telemedicine

12a

Service model improvements in
HIV services for ‘stable’ patients

N/A 40%

Achieved

13 - NATIONAL - Renal
Dialysis

13a

35%

Achieved

14 - LOCAL - Clinical
Utilisation

14

Shared haemodialysis care –
patient involvement in the tasks of
haemodialysis
To facilitate providers adoption and
use of utilisation technology in
managing patient flow, to optimise
patients care in the level one neurorehabilitation

15 - LOCAL Specialised
Orthopaedics

15

Complex cases of orthopaedic
surgery (mainly revisions) are
discussed in a network MDT

30%

*Q4 Actual awaiting commissioner confirmation
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1%
Achieved

Achieved

Goal Number
16 LOCAL - Gynae
MDT

16

17 LOCAL - Children's
Asthma

17

18 LOCAL - HIV
Clinical Trials

18

19 LOCAL - Children's
Short Gut

19

National CQUIN Indicators
Ensure that women being
considered for surgery for the
treatment of urinary and faecal
incontinence, and those with
recurrent prolapse are discussed in
a sector / regional based MDT to
ensure that they are treated in line
with agreed protocols.
Develop a comprehensive discharge
bundle for patients and primary care
to reduce readmissions
Support trial entry or to work in
partnership with another provide

Q4 target
30%

Q4 Actual
Achieved

30%

Achieved

40%

Achieved

To enable further discussion and
improve the pathway for patients on
the gastrointestinal failure pathway

40%

Achieved
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Part 3. An Overview of performance in 2013/14 against mandated national key standards
All trusts are required to report against a core set of indicators, for at least the last two reporting periods, using a standardised statement set out in the NHS
(Quality Accounts) Amendment Regulations 2012. Only indicators that are relevant to the services provided at King’s are included in the tables below.
Indicator

Data
Source

Period 1

Value

Summary Hospital Mortality
Index (SHMI)

NHS IC

Oct 12– Sept 13

National Targets & Indicators
Jul 13 – Jun
94.0%
14
91%

Palliative Care Indicator: %
of patient death with
palliative care coding.

NHS IC

Oct 12–Sept13

35.05%

*6-week diagnostic waits

PiMs/
CRIS

March 2014

*Percentage of incomplete
pathways within 18 weeks
for patients on incomplete
pathways at the end of the
reporting period

PiMs/
Oasis

March 2014
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Period 2

Value

Actions taken to improve the result in year

The Trust discusses these results monthly with the divisions
at a special executive committee. Follow up actions have
led to an improvement in scores.

Oct 13- Sept
14

The Assistant Medical Director has audited a sample of
patients to ensure that palliative care coding was
appropriate and that the patients were in receipt of expert
palliative care intervention.

33.95%

3.49%

March 2015

5.5%

Additional commissioner funding in Q4 to fund offsite work
and additional onsite capacity in the evening and weekend.

92.3%

March 2015

92.2%

Additional national and commissioner funding across 14/15
to reduce admitted backlog and reduce waiting times in
specific specialties in outpatients.

Indicator

Data
Source

Period 1

Value

Period 2

Value

Actions taken to improve the result in year

*Maximum waiting time of
62 days from urgent GP
referral to first treatment for
all cancers.

Open
Exeter

Jan-Mar 2014

87.3%

Jan-Mar 2015

84.2%

Implemented a number of site service moves to increase
capacity to achieve the wider 62 day target.

CHKS

Apr to Dec 13

3.7%

Apr to Dec 14

Readmissions 28 day
Patients aged 0-14
Patients aged 15+

CHKS

Apr-Dec 13

Trust responsiveness to the personal needs of patients
Q32 Were you involved as
CQC
KCH 2013/14
much as you wanted to be
in decisions about your
care and treatment?
Q34 Did you find someone
CQC
KCH 2013/14
on the hospital staff to talk
to about your worries and
fears?
Q36 Were you given
CQC
KCH 2013/14
enough privacy when
discussing your condition or
treatment?
Q56 Did a member of staff
CQC
KCH 2013/14
tell you about medication
side effects to watch for
when you went home?
Q62 Did hospital staff tell
CQC
KCH 2013/14
you who to contact if you

3.9%
4.5%

4.5%

Apr to Dec 14

7.5

Sept 14 – Jan
15

7.0

5.5

Sept 14 – Jan
15

5.2

8.7

Sept 14 – Jan
15

8.0

4.7

Sept 14 – Jan
15

4.3

7.8

Sept 14 – Jan
15

7.3

Data is analyzed monthly to look for trends. Any issues are
acted upon and raised to executives and commissioners
where appropriate. In 2013/14 the Trust conducted an
emergency readmissions audit with a GP and this will be
repeated in 2014/15.
Divisions are tasked with developing action plans to
address issues raised by patients. These are monitored
through the Patient Experience Committee and through
Divisional performance meetings.
Examples of improvement work include:
The Trust dignity month which highlights innovative projects
across the trust to improve patient dignity
Introduction of patient and relative diaries in the Frank
Cooksey Rehabilitation Unit to improve communication,
particularly out or hours and at weekends.
In Haematology, patients are now offered a pre-transplant
information session which has been well received by
patients.
Development of new Discharge Policy to improve the
discharge process for patients and improve the information
that they receive
Patient stories and patient video stories on our wards to

*Figures for period March 2014 reflect the quarter 4 position. Figures for period March 2015 reflect the average of the monthly results between 01 April 2014 - 31 March
2015.
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Indicator

Data
Source

Period 1

Value

Period 2

Value

were worried about your
condition or treatment after
you left hospital?
How likely are you to
recommend our ward to
friends and family if they
needed similar care or
treatment?"

How likely are you to
recommend our A&E
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Actions taken to improve the result in year
gather qualitative feedback to support service improvement.

Trust

Trust

2013/2014

2013/2014

Family & Friends Test
Inpatient 2014/15
Note:
average
scoring
FFT score
changed to
for DH
% October
Site = 62
2014. Data
ranging
updated to
from 61 reflect new
68
scoring.
Target
Average %
FFT score
of
for
inpatients
inpatients
who would
is 68 to
recommend
place
across all
King’s on
sites = 93%
top 20%
with a high
of London
of 96%
trusts
Average %
of
inpatients
who would
not
recommend
across all
sites = 2%
Emergenc 2014/15
Note:
y average
scoring

Divisions have developed action plans to address issues
raised by patients who would not recommend King’s.
Examples include:
 ‘Shh noise at night campaign’ on children’s wards
 introducing soft close bins
 Focused improvement work on our poorest performing
wards for patient experience focussing on improving
teamwork, reducing hospital harms, improving patient
experience.
 Continued roll-out of ‘intentional rounding’
National and local response targets linked to CQUIN are on
track to be met. Awaiting March results.

A wide ranging improvement programme is underway to
improve the patient experience of the ED on both sites.

Indicator
department/ to friends and
family if they needed similar
care or treatment?"

Data
Source

Period 1

Value
FFT score
for DH
Site = 45
ranging
from 40 59
PRUH
Site = 43
ranging
from 10 –
79
Target
FFT score
for
inpatients
is 61 to
place
King’s on
top 20%
of London
trusts

Period 2

Value

Actions taken to improve the result in year

changed to
% October
2014. Data
updated to
reflect new
scoring.
Average %
of
emergency
who would
recommend
at the DH
site = 84%
versus 8%
who would
not
recommend
Average %
of
emergency
patients
who would
recommend
at the
PRUH site
= 78%
versus 13%
who would
not
recommend

Actions include:
 Improving experience of arriving at the ED: To
improve the ‘Meet and Greet’ function where a senior
nurse ‘greets’ patients, the desk has been moved to
improve visibility for patients and to give the nurse
better oversight of the main reception area
 A review of signage has been undertaken
 Introduced curtained areas in the triage areas to
improve privacy and dignity
 New patient information leaflet detailing steps in their
journey, what to expect in the ED etc
 Increased use of volunteers across the department
including in reception to support patients through their
journey
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Indicator

Data
Source

% of staff employed who
would recommend the
Trust as a provider of care
to their Family or Friends

NHS IC

Indicator

Data
Source

% of patients admitted who
were risk assessed for VTE

NHS IC

C-difficile infection rate per
100,000 bed days

Patient safety incidents

80

NRLS

Period 1

KCH
2013/14

Period 1

Value

78.3

Value

Period 2

Value

Workforce
Q2 – 14/15

67%

Period 2

KCH 2013/14

98.4%

KCH 2013/14
Reportable cases
Rate /100,000
bed days

49

Oct 13 – Mar 14

Value

Patient Safety
KCH 2014/15
97.44%
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13.13

18.56

KCH 2014/15
Reportable
cases
Rate /100,000
bed days

8841

Apr-Sept 14

9844

Actions taken to improve the result in year

We have focused on improving communications with staff in
year, and this work has been reflected in our improved score
in the survey.

Actions taken to improve the result in year

The specialist team monitors this on a regular basis. This
ensures Kings remains a national leader in this field.

The following actions have been taken to review CDIFF in
2013/14:
 Implementation of the DH’s two stage testing
methodology
 Multidisciplinary review of all cases to identify lessons
to be learnt
 An increased focus on cleaning standards including the
secondment of the senior IC nurse
 Introduction of hydrogen peroxide vapour technology as
an enhanced cleaning technology
 Much stronger focus on antibiotic prescribing including
monthly antibiotic stewardship audits.
 Introduction of a antibiotic prescribing app to further
improve antibiotic prescribing compliance.
 Introduction of a practice facilitator role in TEAM to
improve communication between the division and the
IPC team, better manage isolation facilities and improve
training.
 Increased establishment of IPC nurses from 5.5 WTE to
7 WTE
This is monitored through the quarterly safety report.

Indicator
reported to the National
Reporting and Learning
Service (NRLS)
Patient safety incidents
reported to the National
Reporting and Learning
Service (NRLS), where
degree of harm is recorded
as ‘severe harm’ or ‘death’,
as a percentage of all
patient safety incidents
reported
Rate per 1000 bed days
published#

Data
Source

Period 1

Value

Period 2

Value

Actions taken to improve the result in year

NRLS

Oct 13 – Mar 14

0.8%

Apr-Sept 14

0.6

This figure is in line with that of other large acute teaching
hospitals.
All incidents were fully investigated and subject to a
detailed root cause analysis.
The current reporting rate is one of the highest amongst
acute teaching hospitals and reflects the positive reporting
culture at King’s.

NRLS

Oct 13 – Mar 14

36.1

Apr-Sept 14

40.7

5.7**

* These figures accurately reflect data currently held by the NRLS on patient safety incidents at KCH, and discrepancies may exist with data previously
published by the NRLS. Further information on the total number of incidents reported to the NRLS (which includes October 2012-March 2013 information) is
yet to be published but is expected to report 8749 patient safety incidents for 2012/13 of which 34 (0.39%) resulted in death or severe harm.
**These figures are those published by the NRLS at a point in time, which have subsequently been adjusted to the figures marked with one asterisk.
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Indicator

From local Trust data
Oct 12 –
March 13

April – Sept
2013

Most
recent
results for
Trust
Oct13Mar14
*Patient safety incidents reported to the National Reporting & Learning System
5206
8841
9844
 Number of patient safety
incidents




Rate of patient safety incidents
(number/1000 bed days)

Not
published

36.1

Percentage resulting in severe
harm or death

0.9%

0.8%

40.77

0.6%

Time period
for most
recent Trust
results

Best result
nationally

Worst result
nationally

National average

April – Sept
2014

12020

35

Not published

April – Sept
2014

74.9

0.24

Not published

April – Sept
2014

0%

82.9%

Not published

*In relation to the rate of severe harm and death, that not all organisation apply the national coding of degree of harm in a consistent way which can make
comparison of harm profile of organisations difficult.
This Information has been taken from the most recently published [April 2014 Organisation Patient Safety Incident Report which covers the period April –
September 2013. The comparative data relates to the ‘Acute Teaching Organisation’ Cluster rather than National Data in line with the published safety data.
The data does not include PRUH figures as the figures cannot be disaggregated from the SLHT data for the period prior to acquisition on the 1st October.
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Patient safety incidents resulting in
severe harm or death

with data previously published by the
NRLS.

The National Reporting and Learning
Service (NRLS) was established in 2003.
The system enables patient safety incident
reports to be submitted to a national
database on a voluntary basis designed to
promote learning. It is mandatory for NHS
trusts in England to report all serious
patient safety incidents to the Care Quality
Commission as part of the Care Quality
Commission registration process. To avoid
duplication of reporting, all incidents
resulting in death or severe harm should
be reported to the NRLS who then report
them to the Care Quality Commission.
Although it is not mandatory, it is common
practice for NHS Trusts to report patient
safety incidents under the NRLS’s
voluntary arrangements.
As there is not a nationally established
and regulated approach to reporting and
categorising patient safety incidents,
different trusts may choose to apply
different approaches and guidance to
reporting, categorisation and validation of
patient safety incidents. The approach
taken to determine the classification of
each incident, such as those ‘resulting in
severe harm or death’, will often rely on
clinical judgment. This judgment may,
acceptably, differ between professionals.
In addition, the classification of the impact
of an incident may be subject to a
potentially lengthy investigation which may
result in the classification being changed.
This change may not be reported
externally and the data held by a trust may
not be the same as that held by the NRLS.
Therefore, it may be difficult to explain the
differences between the data reported by
the Trusts as this may not be comparable.
The data provided above represents the
most up-to-date data held by the NRLS on
patient safety incidents in King’s, but for
the reasons above differences may exist
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Indicator

From local Trust
data
2014-15

2013-14

From Health and Social Care Information Centre
Most recent
results for
Trust

Time period for
most recent
Trust results

Best result
nationally

Worst result
nationally

National
average

Domain 3: Helping people recover from episodes of ill health or following injury
Emergency readmissions to hospital within 28 days of discharge:


% of patients aged 0-15 readmitted
within 28 days

3.90%

3.80%

3.80% 2013-14

0

14.94

3.11



% of patients aged over 15 readmitted
within 28 days

4.50%

4.50%

4.50% 2013-14

0

17.15

4.51

100

77

96

0

30.8

16.1

Domain 4: Ensuring that people have a positive experience of care
Responsiveness to inpatients’ personal
needs (Source: national NHS inpatient
survey)
Percentage of staff who would recommend
the provider to friends or family needing
care Source: national NHS staff survey

75.1

2014

78.3%

2014

Domain 5: Treating and caring for people in a safe environment and protecting them from avoidable harm
Percentage of admitted patients risk97.4
98.4
98.4
2013-14
assessed for venous thromboembolism
(VTE)
Rate of clostridium difficile (number of
infections/100,000 bed days).
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13.13

15.53

15.53

2013-14

Performance against key national priorities
As at quarter 4 the Trust self-certified a
performance rating of ‘risks identified’ for
2014/15 against the Monitor Compliance

Framework for Denmark Hill. This equates to
a Monitor governance risk rating of ‘risks
identified’ which is in line with the planned
trajectory.
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Appendix 1: Statements from Key External Stakeholders
Healthwatch Southwark, Lambeth and
Bromley’s response to King’s College
Hospital NHS Foundation Trust Quality
Accounts for 2014/15
This is a joint response to the King’s Quality
Account 2014-2015 from Local Healthwatch
Southwark, Lambeth and Bromley because
we share services which operate across these
boroughs. We appreciate the opportunity to
comment on the quality of the services
provided by King’s College NHS (Kings) at
their main two sites: Denmark Hill (DH) and
Princess Royal University Hospital (PRUH).

We would also like to see more emphasis on
carers and mental wellbeing.
We are concerned about the information and
governance of King’s, as this was rated as
‘red’, which is unsatisfactory and would like to
see this improve in the next year.

General comments

Last year’s priorities for 2014-2015

We appreciate the work King’s is doing
towards integrating two hospital systems,
however we feel that there is still a lot of data
missing from the Quality Accounts document
(such data has been made available from
other trusts such as Guys & St. Thomas FT
and South London & Maudsley FT)1. On a
wider point, we recommend it would be useful
to have a model template to include formatting
so it is easier for the public to compare Trust
quality.

We note the intention to improve all priority
goals, reflected in 5 out of 6 priorities being
carried over to this year’s priorities, although it
does raise questions on how progress is
moving forward. We hope that our comments
and suggestions below are used to help
shape this year’s priorities.

The draft report generally relates to
performance and outcomes at the DH site.
Clear data of each site performance and
activity needs to be documented for each
priority, rather than just an overall indication of
the trust performance. This masks the current
differences between the two sites in how the
service operates and the differences in
performance.
It is good to see comprehensive aims and
measures for most of the priorities so it is not
just reliant on a few measures. However,
1

To the best of our knowledge all relevant data is
included. Additional data may be available on request
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across the priorities, we feel that they are
developed and approached in silos i.e.
clinical, management and delivery aspects.
Priority development should be considered in
terms of patient-centred care and this would
have a greater impact on patient experience.

Working to reduce Preventative Ill-health:
We would like to see everyone screened
(instead of just key wards) and more focus on
obesity. It is hard to comment on the progress
made without seeing data on the long term
and short term progress.
Hip Fractures: Questions were raised around
community physiotherapy, our feedback
suggests that in the hospital physiotherapy is
easier to access and of good quality; however
when patients are back in the community,
care and support can be variable. Discharge
also plays a role for this patient cohort and
again can be variable. We know the intention
to improve is there, reflected in a priority
focused solely on this, however we do not
have enough information on its progress, or
rather why it is not progressing. In relation to
PRUH, considerable improvement still needs

to take place especially on liaison and close
working between orthopaedic surgeons and
care of the elderly physicians for this older
patient group.
Discharge: We were very concerned that
Older People, out of your three target groups,
consistently performed badly across all the
measures. They are an important group of
users, particularly as you note the increasing
acuity of patients you see. Some groups of
Older People will not complain as much so
they will not always have their voices heard,
however King’s need to do more to engage
with them to design services. Ongoing care
plan is crucial after discharge. This includes a
contact number that patients can get through
to relevant professionals. From our
intelligence and from our public meeting we
held on QA, we have heard of patients getting
through and then being signposted back to go
back to their GP, where the GP may not have
complete understanding, which causes
anxiety for patients. It also appears there is a
huge communication gap and authority of
responsibility gap between hospitals and GPs.
There needs to be an intermediary, including
copies of discharge plans to both patients and
GP.
Cancer Experience: We think the partnership
with Macmillan is great and helps to improve
patient experience. The cancer line is a great
initiative, although we are concerned about
the operational hours as support is confined to
working hours. Timings should be extended
perhaps to 8am-8pm, 7 days a week,
although we understand the resources and
recommend this is explored.
Falls: It is great that action is taken such as
the Safe Care Forum to discover the root
causes of falls and the preventative aspect to
assess occurrences. Alongside this, we
suggest that solution-focused initiatives for
example salt shoes be explored as these can
avoid slips, as well as exploring King’s
comparator, Guys, on their root causes and

how they are addressing it. We will be
monitoring the root cause report that is soon
to be published.
Safer Surgery: We are concerned that there
is no data available. We suggest that in future
quarter 1-3 should be provided at the time of
the draft report. We note the various activities
that have taken place, but this needs to be
distinguished between specialties and sites
(DH / PRUH). We are very concerned that
Trusts are still not meeting the basics of
safety resulting in ‘never events’ taking place
and we strongly encourage transparency.
This year’s priorities for 2015-2016
We would like to see further progress on the
priorities from last year, therefore we agree
with the new set of priorities. Please also keep
in mind our suggestions and considerations
above, as they also relate to this year’s
priorities.
Working to reduce Preventative Ill-health:
We could like to see an additional indicator
here to link up with mental wellbeing or
psychological/counselling support to help
those who need it or those with dualdiagnoses. More quantifiable measures are
needed for this measure.
Falls: Again, it is difficult to ascertain if
initiatives will be taking place at both sites or
just at DH e.g. staff training.
Discharge: Following our comments above,
discharge plan needs to be clear and a
decision made on who will follow-up before
patients are discharged. There were
suggestions a discharge officer could be
considered to ‘checklist’. Feedback from our
sources has highlighted the sometimes
haphazard discharge process;
Communication needs to be better with
patients and timelier, with quantifiable
measures, and better consistency and quality
of discharge notes. Clerical and pharmacy
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components also play a part in the discharge
experience.
We feel it is positive volunteers carry out
follow-up calls after discharge; however the
calls are not ‘full or detailed enough’ and
could be used more effectively. These calls
are great opportunities to have fuller
conversation about care after hospital. They
provide routes to develop a ‘flagging system’
for example if patients needed to speak to
clinicians; this could be referred onto
clinicians. It is also as a way to identify
vulnerable people; particularly those who
have no family or those who do not speak
English well or share a different culture which
could affect aftercare. We are not aware if this
more holistic approach is captured. We would
like to see information on the progress made
and especially improvements to the older
people group. We would like to see more
information on PRUH progress as high priority
is given but with little information.
We are pleased to see the focus on discharge
to social care institutions, however, we would
ask that this approach does not rush carers
into a placement decision and that the
dialogue that takes place is managed
sensitively to all parties and does not cause
added stress, unintentional or not. We
welcome the emphasis on integrated care,
particularly SLIC and @home team.
Medication Safety: It needs to be clear if this
focus is on paediatrics or across the Trust.
We would like to see a focus on older people
because we are aware of many issues
affecting this patient group. For example, the
strength of medications may not be
appropriate, many take a lot of medications
and it can be confusing to understand
reactions between different medications, or
even if they should be on all their medications.
We believe information on the current
medication errors should be reported, i.e.
baseline figures. On a wider note on
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medication safety, we believe public
awareness on medication safety will empower
individuals to raise issues and/or to initiate
dialogues with professionals around their
medication.
Other Comments:
Audits / Clinical: The performance of DH site
on national and local audits are impressive
with most generally above average and selfidentified improvements. There is also clear
distinction between PRUH and DH
performance,
CQUIN/National Indicators: Clear format
specifying national and local targets and
comparator data, however there is no data in
the table, again Q3 results would be helpful
for the draft report. It would also be helpful to
include Guys’ as data can be benchmarked
because it is a similar acute trust.
Monitor / CQC: It would be helpful to mention
CQC and Monitor investigations and reports
and provide short updates with appropriate
links.
In summary, we are pleased that King’s are
working towards consistent services and
performance across its many sites. However,
we would like to see continued improvements
in patient-centred care across all its services,
particularly around dignity, respect and patient
experience, more electronic and less paperbased communication alongside
administrative and clerical competence, and a
clear line of command on where to go should
any problems arise.
Healthwatch Southwark, Lambeth,
Bromley & Lewisham

NHS Southwark Clinical Commissioning
Group
Thank you for sharing the KCH Quality
Accounts with us and inviting us to comment
on the draft document. I am able to set out
below a summary of feedback from
Southwark, Lambeth and Bromley CCGs.
Commissioners participated in the stakeholder
event you ran in January of this year where
we were able to look at last year’s priorities
and those for the coming year 2015/16 all of
which commissioners endorse.
NHS Southwark CCG have reviewed your
Quality Accounts and are agreed that your
priorities are broadly in line with our own and
here put forward comments that include
feedback from NHS Lambeth CCG, and also
NHS Bromley CCG.
On behalf of all commissioners we would like
to acknowledge the commitment and focus
that King’s have made in the past year
through the clinical quality review group and
senior nursing and medical attendance at this
forum and at the quality of reports and
presentations.

We welcome the focus on
preventable disease in the coming
year which has also been encouraged
through the local incentive scheme for
acute trusts in order to work towards a
cultural shift to disease prevention.

We are pleased to see continuing
work at improving the outcomes for
patients following hip fracture at the
PRUH. While acknowledging the
significant improvements in the hip
fracture pathway over last year at the
Denmark Hill site there are existing
concerns at the PRUH site. We would
welcome a more specific target on the
number of patients who are
discharged to their own home, and
who receive a bone health
assessment across the trust.

We support the continued work at
improving the experience of care for





patients discharged at both the
Denmark Hill site and at the PRUH.
While acknowledging that this is a
whole system issue involving
refocusing from discharge to a transfer
of care to primary care we are
encouraged to see specific focus on
communication and reporting. Also in
fostering a learning culture by
improving the recording of adverse
incidents linked to discharge. It is
unclear if the trust has met the
increase in 5 points that they were
seeking. Perhaps showing the 2013/14
data beside the evaluation data may
help this?
Bromley is pleased to see that PRUH
is specifically mentioned and
highlighted in most of the sections and
data. While they accept that the Trust
operates across many sites with
consistent values and standards, the
CCG does wish to see PRUH data
reported separately. It could also be
added that at times it is not completely
clear whether whole trust data is being
reported or PRUH data and this could
perhaps be clearer at times.
While we acknowledge that there
have been significant improvements to
the quality of care at the PRUH site it
would be good to see plans which
address issues at that site around
delays to direct access diagnostics,
IST cancer improvement plans, and
the PIMs migration issue and access
to notes.

The trust has laid out really clearly what audits
they have participated in, and what results
and actions have been taken. The only
additional action we would like to see is in
relation to the MINAP audit where no actions
have been added. The audit of the Sepsis
toolkit has raised the question of the trust
appearing to be an outlier at Denmark Hill
regarding an elevated mortality ratio within
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liver. We are reassured to see in internal
review of this in the coming year.
We look forward to receiving the final version
of your Quality Accounts and to hearing of the
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impact of the actions you plan to implement in
2015/16.
Mark McLaughlin
Quality Consultant
NHS Southwark CCG
20 May 2015

Appendix 2: 2014/15 Statement of the Directors; responsibilities in
respect of the Quality Report
The directors are required under the Health
Act 2009 and the National Health Service
(Quality Accounts) Regulations to prepare
Quality Accounts for each financial year.



Monitor has issued guidance to NHS
foundation trust boards on the form and
content of annual quality reports (which
incorporate the above legal requirements) and
on the arrangements that NHS foundation
trust boards should put in place to support the
data quality for the preparation of the quality
report.








In preparing the Quality Report, directors are
required to take steps to satisfy themselves
that:
 the content of the Quality Report meets
the requirements set out in the NHS
Foundation Trust Annual Reporting
Manual 2014/15 and supporting guidance
 the content of the Quality Report is not
inconsistent with internal and external
sources of information including:
 board minutes and papers for the period
01 April 2014 to 31 March 2015
 papers relating to Quality reported to the
board over the period 01 April 2014 to 31
March 2015
 feedback from governors at their meetings
on 09 April and 14 May 2015
 feedback from commissioners dated 20
May 2015
 feedback from local Healthwatch
organisations dated 11 May 2015
 the trust’s complaints report published
under regulation 18 of the Local Authority
Social Services and NHS Complaints
Regulations 2009, dated 22/10/2014
 the latest national patient survey
 the latest national staff survey
 the Head of Internal Audit’s annual opinion
over the trust’s control environment dated
19 May 2015



CQC Intelligent Monitoring Report dated
21 April 2015
the Quality Report presents a balanced
picture of the NHS foundation trust’s
performance over the period covered;
the performance information reported in
the Quality Report is reliable and accurate;
there are proper internal controls over the
collection and reporting of the measures of
performance included in the Quality
Report, and these controls are subject to
review to confirm that they are working
effectively in practice;
the data underpinning the measures of
performance reported in the Quality
Report is robust and reliable, conforms to
specified data quality standards and
prescribed definitions, is subject to
appropriate scrutiny and review; and
the Quality Report has been prepared in
accordance with Monitor’s annual
reporting guidance (which incorporates the
Quality Accounts regulations) (published
www.monitor.gov.uk/annualreportingmanu
al) as well as the standards to support
data quality for the preparation of the
Quality Report (available at
www.monitor.gov.uk/annualreportingmanu
al).

The directors confirm to the best of their
knowledge and belief they have complied with
the above requirements in preparing the
Quality Report. By order of the board

Lord Kerslake
Chair
Roland Sinker
Chief Executive
Date: 26 May 2015
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Independent Audit Assurance



Independent auditor’s report to the council
of governors of King’s College Hospital NHS
Foundation Trust on the quality report

We refer to these national priority indicators
collectively as the ‘indicators’.

We have been engaged by the council of
governors of King’s College Hospital NHS
Foundation Trust to perform an independent
assurance engagement in respect of King’s
College Hospital NHS Foundation Trust’s
quality report for the year ended 31 March 2015
(the ‘Quality Report’) and certain performance
indicators contained therein.
This report, including the conclusion, has been
prepared solely for the council of governors of
King’s College Hospital NHS Foundation Trust
as a body, to assist the council of governors in
reporting King’s College Hospital NHS
Foundation Trust’s quality agenda, performance
and activities. We permit the disclosure of this
report within the Annual Report for the year
ended 31 March 2015, to enable the council of
governors to demonstrate they have discharged
their governance responsibilities by
commissioning an independent assurance
report in connection with the indicators. To the
fullest extent permitted by law, we do not accept
or assume responsibility to anyone other than
the Council of Governors as a body and King’s
College Hospital NHS Foundation Trust for our
work or this report, except where terms are
expressly agreed and with our prior consent in
writing.
Scope and subject matter
The indicators for the year ended 31 March
2015 subject to limited assurance consist of the
national priority indicators as mandated by
Monitor:
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Referral to treatment time, 18 weeks in
aggregate, incomplete pathways; and
Maximum 62 day waiting time from urgent GP
referral to treatment for all cancers.

Respective responsibilities of the directors
and auditors
The directors are responsible for the content
and the preparation of the quality report in
accordance with the criteria set out in the ‘NHS
foundation trust annual reporting manual’
issued by Monitor.

Our responsibility is to form a conclusion, based
on limited assurance procedures, on whether
anything has come to our attention that causes
us to believe that:




the quality report is not prepared in all material
respects in line with the criteria set out in the
‘NHS foundation trust annual reporting manual’;
the quality report is not consistent in all material
respects with the sources specified in the
guidance; and
the indicators in the quality report identified as
having been the subject of limited assurance in
the quality report are not reasonably stated in
all material respects in accordance with the
‘NHS foundation trust annual reporting manual’
and the six dimensions of data quality set out in
the ‘Detailed guidance for external assurance
on quality reports’.
We read the quality report and consider
whether it addresses the content requirements
of the ‘NHS foundation trust annual reporting
manual, and consider the implications for our
report if we become aware of any material
omissions.

We read the other information contained in the
quality report and consider whether it is
materially inconsistent with the documents
specified within the detailed guidance.
We consider the implications for our report if we
become aware of any apparent misstatements
or material inconsistencies with those
documents (collectively the ‘documents’). Our
responsibilities do not extend to any other
information.
We are in compliance with the applicable
independence and competency requirements of
the Institute of Chartered Accountants in
England and Wales (ICAEW) Code of Ethics.
Our team comprised assurance practitioners
and relevant subject matter experts.
Assurance work performed
We conducted this limited assurance
engagement in accordance with International
Standard on Assurance Engagements 3000
(Revised) – ‘Assurance Engagements other
than Audits or Reviews of Historical Financial
Information’ issued by the International Auditing
and Assurance Standards Board (‘ISAE 3000’).
Our limited assurance procedures included:









evaluating the design and implementation
of the key processes and controls for
managing and reporting the indicators;
making enquiries of management;
testing key management controls;
analytical procedures on monthly and
departmental data;
limited testing, on a selective basis, of the
data used to calculate the indicator back to
supporting documentation;
comparing the content requirements of the
‘NHS foundation trust annual reporting
manual’ to the categories reported in the
quality report; and
reading the documents.

A limited assurance engagement is smaller in
scope than a reasonable assurance
engagement. The nature, timing and extent of
procedures for gathering sufficient appropriate
evidence are deliberately limited relative to a
reasonable assurance engagement.
Limitations
Non-financial performance information is
subject to more inherent limitations than
financial information, given the characteristics of
the subject matter and the methods used for
determining such information.

The absence of a significant body of
established practice on which to draw allows for
the selection of different, but acceptable
measurement techniques which can result in
materially different measurements and can
affect comparability. The precision of different
measurement techniques may also vary.
Furthermore, the nature and methods used to
determine such information, as well as the
measurement criteria and the precision of these
criteria, may change over time. It is important to
read the quality report in the context of the
criteria set out in the ‘NHS foundation trust
annual reporting manual’.
The scope of our assurance work has not
included testing of indicators other than the two
selected mandated indicators, or consideration
of quality governance.
Basis for qualified conclusion
As set out in the ‘Statement on quality from the
chief executive of the NHS Foundation Trust’
section on pages 107-109 of the Trust’s Quality
Report, the Trust currently does not maintain
monthly datasets for the 18 week referral to
treatment incomplete pathway indicator.
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As a result of the lack of data for 1 April 2014 to
28 February 2015, we have concluded that we
are unable to test sufficiently the 18 week
referral to treatment incomplete pathway
indicator for the year ended 31 March 2015.
Whilst we were not engaged to provide a
separate conclusion on the data for the period
from 1 March 2015 to 31 March 2015, the
sample testing that we performed on that data
as part of our work on the 18 week referral to
treatment incomplete pathway indicator for the
year ended 31 March 2015 indicated the data
contained errors including incorrect start dates
being used, lack of evidence supporting the
existence of the pathway and pathways
incorrectly remaining open at year end. Due to
the range of errors identified we are unable to
quantify the effect on the reported indicator for
the year ended 31 March 2015.
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‘Basis for qualified conclusion’ section above,
nothing has come to our attention that causes
us to believe that, for the year ended 31 March
2015:




the quality report is not prepared in all material
respects in line with the criteria set out in the
‘NHS foundation trust annual reporting manual’;
the quality report is not consistent in all material
respects with the sources specified in the
guidance; and
the indicators in the quality report subject to
limited assurance have not been reasonably
stated in all material respects in accordance
with the ‘NHS foundation trust annual reporting
manual’.

Deloitte LLP

Qualified cconclusion

Chartered Accountants

Based on the results of our procedures, except
for the effects of the matters described in the

St Albans
28 May 2015

To clarify details in this report please contact:
Foundation Trust Office
King’s College Hospital NHS Foundation Trust
Denmark Hill
London
SE5 9RS
Email: kch-tr.FTO@nhs.net
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