AGENDA
Meeting

Public Board of Directors

Time of meeting

09:00-11:30

Date of meeting

13 September 2017

Meeting Room

Boardroom, Executive Office

Site

Princess Royal University Hospital (PRUH)
Encl.

1. .STANDING ITEMS

Lead

Time

Chair

09:00

1.1. Apologies
1.2. Declarations of Interest
1.3. Chair’s Action
1.4. Minutes of Previous Meeting – 05/07/2017

FA

Enc. 1.4

1.5. Action Tracker & Matters Arising

FE

Enc. 1.5

2.1. Patient Story - Carrie’s Story

FR

Oral

C Brophy

09:05

2.2. Quarterly Patient Experience Report

FR

Enc. 2.2

S Dolan

09:35

2.3. DIPC Annual Report and Quarter 1, 2017/18

FR

Enc. 2.3

S Dolan

09:45

FR

Enc. 3.0

N Moberly

10:00

FE

Enc. 4.1

J Farrell

10:15

5.1. Monthly Nurse Staffing Levels Report

FE

Enc. 5.1

S Dolan

10:30

5.2. Staff Friends and Family Results

FR

Enc. 5.2

D Brodrick

10:35

6.1. Finance Report (Month 04)

FE

Enc. 6.1

S Dixon

10:50

6.2. Standing Financial Instructions

FA

Enc. 6.2

S Dixon

11:00

6.3. Report from the Governors’

FR

Oral

Governor

11:05

6.4. Board of Directors Standing Orders

FA

Enc. 6.4

G Lawrence

11:10

Chair

11:20

2. .BEST QUALITY OF CARE

3. Chief Executive’s Report
4. TOP PRODUCTIVITY
4.1. Performance Report (Month 04)

5. .SKILLED, CAN DO TEAMS

6. .FIRM FOUNDATIONS
Sound Finances

Rigorous Governance

FOR INFORMATION
6.5. Chair & Non-Executive Directors Activities

FI

Enc. 6.5

6.6. NHSI Monthly Submission

FI

Enc. 6.6

6.7. Board Committee Minutes
6.7.1. Finance & Performance Committee

FI

Enc. 6.7.1

7. .ANY OTHER BUSINESS
Key: FE: For Endorsement; FA: For Approval; FR: For Report; FI: For Information

Chair
Chair

11:25

8. DATE OF NEXT MEETING
Wednesday 4 October 2017, 11:00-13:45, Bromley Library

Members:
Lord Kerslake

Trust Chair

Sue Slipman

Non-Executive Director, Vice Chair

Faith Boardman

Non-Executive Director (SID)

Christopher Stooke

Non-Executive Director

Prof. Jonathan Cohen

Non-Executive Director

Prof. Ghulam Mufti

Non-Executive Director

Prof. Richard Trembath

Non-Executive Director

Dr Alix Pryde

Non-Executive Director

Nick Moberly

Chief Executive Officer

Jane Farrell

Chief Operating Officer

Simon Dixon
Prof. Julia Wendon

Deputy Chief Financial Officer (deputising for Colin
Gentile)
Medical Director

Dr Shelley Dolan

Chief Nurse

Dawn Brodrick

Director of Workforce Development

Jane Bond– Non-voting Director

Director of Capital, Estates and Facilities

Lisa Hollins– Non-voting Director

Director of Transformation and ICT

Alan Goldsman– Non-voting Director

Financial Improvement Director

Attendees:
Sao Bui-Van

Director of Communication

Graham Lawrence

Interim Trust Secretary (Minutes)

Carrie Brophy

Patient Story

Jessica Bush

Head of Engagement and Patient Experience

Chris North

Lead Governor

Apologies:
Colin Gentile

Chief Financial Officer

Erik Nordkamp

Non-Executive Director

Circulation List:
Board of Directors & Attendees

Enc. 1.4

King’s College Hospital NHS Foundation Trust Board of Directors
Minutes of the meeting of the Board of Directors held in public at 09:00 on 5 July 2017 in the Dulwich
Room, Hambleden Wing, Denmark Hill.
Members:
Lord Kerslake
Sue Slipman
Prof. Jonathon Cohen
Prof Ghulam Mufti
Faith Boardman
Erik Nordkamp
Nick Moberly
Prof. Julia Wendon
Dawn Brodrick
Dr Shelley Dolan
Colin Gentile
Jane Bond - Non-voting Director
Lisa Hollins - Non-voting Director
In Attendance:
Sao Bui-Van
Adam Creeggan
Graham Lawrence
Jessica Bush
Hilary Sears
Prof. Anil Dhawan
Tanja Pardela
Chris North
Penny Dale
Fiona Clark
Pida Ripley
Victoria Silvester
Derek Cattrall
Adebayo Mayo
Michael Mayo
Ollie Andrews
Apologies:
Jane Farrell
Alan Goldsman - Non-voting Director
Christopher Stooke
Prof. Richard Trembath
Dr Alix Pryde

Trust Chair
Non-Executive Director, Vice Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive Officer
Medical Director
Director of Workforce Development
Chief Nurse
Chief Financial Officer
Director of Capital Estates & Facilities
Director of Transformation & ICT

Director of Communications
Director of Performance and Planning
Interim Trust Secretary
Head of Engagement and Patient Experience
(present to item 017/75)
Chair, King’s College Hospital Charity
Corporate Medical Director, Paediatrics
(present for item 017/75)
Matron, Paediatric Liver, GI and Nutrition
(present for item 017/75)
Lead Governor
Governor
Governor
Governor
Governor
Governor
Patient's Father (present for item 017/75)
Patient (present for item 017/75)
NHS Management Trainee

Chief Operating Officer
Financial Improvement Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
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017/75

Welcome & Apologies for absence
0
0The Chair welcomed to the meeting Hilary Sears, Chair of King's College Hospital
Charity, and Graham Lawrence, Interim Company Secretary.

Action

Apologies for absence were received from Jane Farrell, Alan Goldsman,
Christopher Stooke, Prof. Richard Trembath and Dr Alix Pryde.
017/76

Declarations of Interest
There were no declarations of interests.

017/77

Chair’s Action
The Chair had no action to report.

017/78

Minutes of the Previous Meeting
The minutes of the Board meeting held in public on 7 June 2017 were approved.

017/79

Matters Arising/Action Tracking
The Action Tracker was reviewed and noted. In particular, it was noted that the
redesigned performance report would be presented to the Board at its meeting in
September 2017.
BEST QUALITY OF CARE

017/80

Patient Story – Michael Mabo
Michael and (his father) Adebayo Mabo joined the meeting along with Prof. Anil
Dhawan, Corporate Medical Director for Paediatrics, and Tanya Pardela, Matron for
Paediatric Liver, GI and Nutrition.
Mr Mabo explained to the Board the illness which Michael had and the way in which
it had developed. Within a 24-hour period Michael had developed a severe and
very rare liver condition which resulted in total failure of the organ. Michael had
been assessed at a hospital managed by a different NHS organisation but was
quickly transferred to King's College Hospital where his condition was diagnosed
rapidly. The responsible Consultant, Dr Baker, had confirmed that Michael required
a liver transplant if he was to survive the illness. Tests revealed that Mr Mabo was
a suitable match so preparations were made for a partial liver transplant, to take
place within hours. Later in the day a donor liver became available and was
confirmed as being a match so no donation was necessary from Mr Mabo. Michael
underwent a lengthy and complex operation to complete an auxiliary live transplant,
meaning that Michael would not need to take medication for life as would have
been the case if he had had a different type of transplant.
Mr Mabo explained that the staff and the pathway at King's College Hospital moved
very quickly to achieve the transplant within 24 hours of Michael first becoming
diagnosed. The speed was necessary if Michael was to survive the illness but it
added to the shock experienced by Michael's parents; Mr Mabo explained that it
2
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helped greatly that at every step the medical and nursing team kept Mr and Mrs
Mabo fully informed of progress, provided outstanding support, and showed
excellent compassion. Mr Mabo told the Board that the each nurse involved in
Michael's care had treated him as if he had been that nurse's own child. Support
staff such as cleaners and porters had also shown excellent compassion for
Michael and his parents.
Mr Mabo told the Board that the only areas in which the service could have been
improved were parking arrangements and the availability of play facilities for
Michael while he recovered from the operation. Mr and Mrs Mabo had been unable
to park their car on the King's College Hospital site so had parked on a nearby
road; they had to return to the car to pay fares regularly during the 24-period in
which Michael was receiving emergency care, and when they visited him after the
operation. Mr Mabo explained that although the ward had good facilities for play,
there was an insufficient number of some items, particularly a play station, so
Michael was at times unable to play as he wished. The Board responded by
confirming that parking arrangements are under review to make a greater number
of spaces available for patients and to reduce the cost.
Prof. Dhawan explained to the Board that the operation which Michael underwent
was the result of research and innovation work at King's College Hospital and had
made a significant positive difference to many patients, although it was only
undertaken for four to five patients per year. King's College Hospital was one of the
only centres in the UK able to offer such advanced surgery and post-operative care.
Matron Pardela told the Board that she was extremely proud of the nursing staff in
Paediatrics who worked under extreme pressure but gave consistently excellent
care to children.
The Board thanked Michael and Mr Mabo for their praise, and Prof. Dharwan and
Matron Pardela for their responses. It was suggested that the Trust should
communicate more actively the positive experiences of patients such as Michael,
and the leading research and innovation work at the Trust that led to the availability
of the care that he received.
017/81

Chief Executive’s Report
The Board received and noted the Chief Executive’s report.
The following key points were reported and discussed:
The Board was reminded that the Trust had cared for people injured in the terrorist
attack at London Bridge and in the fire at Grenfell Tower, Kensington. Staff had
provided excellent care in very challenging circumstances, this being a reminder
that King's College Hospital was a critical part of the NHS in London.
The care provided in response to those incidents had added to pressure within the
Emergency Department at the Denmark Hill site, as had the recent hot weather.
Admissions and attendances had stabilised slightly within the last week at Denmark
Hill but the Princess Royal University Hospital (PRUH) site remained extremely
busy. In respect of performance generally, a Governor in attendance at the
meeting suggested that the Chief Executive's reports to the Board's meetings
should provide a more balanced view of the Trust's position. It was agreed that this
was necessary, although a detailed description was given in the performance report
3
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that was submitted to every meeting of the Board.
The Chief Executive highlighted the inspection that the Trust expected from the
Care Quality Commission(CQC) during the autumn or early winter; preparation was
well underway, led by the Chief Nurse.

Nick
Moberly

The Board was advised that the executive team structure was settling well, as were
divisional and care group management arrangements, so attention was now
focused upon the layer of management below that level. Support was being
provided by the organisational development team, part of the basis for that work
being the outcomes from the recent staff survey.
The Chief Executive was asked by a Non-executive Director to confirm whether or
not any of the buildings on the Trust's sites utilised external cladding similar to that
which appeared to have been part of the cause of the fire at Grenfell Tower. The
Director of Capital Estates and Facilities explained that NHS Improvement (NHSI)
had asked all Trusts to examine cladding on their buildings to determine whether
any action was required. The Trust had done so and had found that cladding on
one small building on the Denmark Hill site, which had been inspected by an NHSIappointed contractor, was clad with material that was similar to that used at Grenfell
Tower. An assessment had confirmed that no buildings at the PRUH or Orpington
sites utilised such cladding so no action was required there. The cladding found on
the Denmark Hill site was confirmed through tests to require removal but the Trust
had decided before the test results were received that the cladding would be
removed. The cladding had since been removed from the building, which was a
small two-storey office and storage facility. The Trust's communications team had
been assisting through the period in response to a number of contacts from media
organisations. The Board commended the swift response by management and
noted that a thorough review was underway in respect of fire safety, including
training for staff and volunteers.
In response to a question from a Non-executive Director it was explained that a
review was also underway in respect of business continuity and emergency
response arrangements. All executive directors had recently undergone training in
their roles within business continuity procedures but there was further work to do in
respect of training, policies and procedures so external support had been engaged
by the Trust. The review would encompass all of the Trust's sites, recognising that
arrangements would need to be specific to each. It was intended that the Trust
would be ISO compliant in respect of business continuity arrangements.
In connection with major incidents it was suggested by a Non-executive Director
that the Trust should engage with NHSI and others, including the Mayor's office, to
ensure that there was a full review of the capital's response to recent incidents.
This would enable the city's emergency response and other organisations to learn
lessons where relevant, including, for example, in circumstances where a major
trauma centre was closed as a result of an incident (as had been the case for the
emergency department at St.Thomas' Hospital during the Westminster Bridge
terrorist attack). The review should also recognise that major trauma care provided
in response to such incidents had an impact upon the Trust's operational
performance and financial position. It was agreed that this would be proposed to
NHSI and to the Mayor's office.

Shelley
Dolan

Finally for the Chief Executive's report, the Executive Director of Workforce
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Development described briefly some work that was underway in respect of
organisational development. The results of the latest friends and family test survey
were expected on Friday, 7 July, and would be an important indicator of progress.
Work was underway to develop a programme of communications and engagement
with staff.
017/82

Quarterly Patient Experience Report
The Board received and noted the Quarterly Patient Experience Report from the
Chief Nurse.
The following key points were reported and discussed:
The Chief Nurse explained that improving patients' experience was of paramount
importance across the whole Trust but there were three areas in which particular
focus was required: the outpatients department, the emergency department and
maternity. The Board was briefed on the action being taken in each.
In the outpatients department focus groups had been held with receptionists to
consider in particular their crucial role in meeting and greeting patients upon arrival.
Similar focus groups had been held with staff nurses and healthcare assistants. As
a result, issues connected with the welfare of these staff and their leadership were
being addressed. The Board noted that in addition to this work there was to be a
review of booking processes to align appointments for patients who were being
treated for several conditions; this would reduce the number of visits which patients
needed to make and should reduce waiting times, too. Success had been achieved
in these respects within cancer and diabetes services so lessons would be learned
more broadly as part of the review.
The Board discussed the booking-related problems, noting that processes had
been changed previously to ensure that appointment letters sent to patients would
explain that there might be a waiting period before the clinician concerned could
see the patient. The Board was told that mystery shopping telephone calls by the
Chief Nurse and the Chief Operating Officer had revealed that this information was
given in approximately half of cases; whilst this was an improvement, further work
was required to ensure that such information was given to all patients. It was also
noted that referral rates had increased, adding to the challenges in outpatients, so it
was necessary to work with GPs and others to contain this.
The Board noted that the emergency departments, particularly the one at the
Denmark Hill site, faced significant challenges. Activity levels were very high and
there were difficulties with staffing, not least a 15% vacancy rate. The department
at the Denmark Hill site was one of the busiest in England, with 400 to 470
attendances per 24-hour period on most days, and had the highest number of
mental health-related attendances of any department in the country. Additional
leadership support was being introduced and external help had been secured from
the Point of Care Foundation, a charity that supports NHS staff. This support
would include the introduction of short Schwartz rounds each day.
In maternity, a key issue had been the effectiveness of handover processes
between shifts; this had had an impact on the quality of care for patients. This was
being addressed, partly through the introduction of new technology systems.
The Board discussed the report and the issues, agreeing that a plan was needed to
5
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meeting in September 2017 the Board would receive an update on improvements in
the emergency care pathway, as well as a plan for work in the outpatients
department.

Action
Jane
Farrell/
Graham
Lawrence

TOP PRODUCTIVITY
017/83

Performance Report (Month 2)
The Board received and noted the Trust’s Performance Report for M2 from the
Director of Performance and Planning. The following key points were reported and
discussed:
Accident and Emergency (A&E)
Attendances at the emergency department had increased by 1% and admissions
by 2%, including a 4.5% increase in admissions for patients aged 65-84 years. The
Board noted in particular that attendances at the PRUH were 200 per week
(excluding urgent care centre attendances) higher, representing an additional day
of activity every week. At the Denmark Hill site there had during the most recent
week been the highest aggregate number of attendances on record. However,
aggregate compliance with the national target of 95% was 85.8%, the fifth
successive month in which compliance had improved.
Bed occupancy was 98.6%, an increase from 98% in April, and delayed transfers of
care were 4% of medical beds, as opposed to a target of 2%.
The Board recognised that emergency activity performance was a matter for the
whole hospital, not only the emergency department, this having been considered in
more detail at a recent meeting of the Finance and Performance Committee. The
Board was advised that the Medical Director and Chief Nurse were monitoring the
assessments of risk of harm to patients as a result of delays, and were taking
immediate action in the event that the risk was unacceptably high.
Cancer
Performance in respect of the cancer screening target was 96.6% against a target
of 90%. However, compliance with the target for responding to GP referrals was
75.2% against a target of 85%; performance had been 86.1% in April. This
mirrored Trusts' experience nationally.
The Board noted that there had been a significant increase in the number of
patients referred under the two-week rule, particularly for colorectal care at the
PRUH where there had been a 63% increase.
The Board was advised that in response, patients at risk of breaching cancerrelated targets were being especially closely monitored, with the management of
each such patient's pathway being assigned to a specific member of the
management team, to ensure that clinical care was not compromised and targets
were met. Additional capacity was also being introduced for diagnostics and in
respect of locum consultants to provide cover while recruitment was underway.
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Diagnostics
Performance in respect of diagnostics had improved significantly, a material factor
in this being the introduction of locum medical staff.
Referral to Treatment (RTT)
The Board was advised that compliance had improved by 1.7% to 76.6% in May,
an increase from 74.9% in April, against a target of 92%. The number of patients
waiting more than 52 weeks for treatment had increased from 153 in April to 160 in
May but this was ahead of the planned number for May, 187.
The Board discussed the report, noting that at its meeting in September 2017 it
would receive a plan for improving productivity, including through additional
capacity, and for addressing known data quality challenges. The plans were
designed to reach a compliant and sustainable position by March 2019.
The Board recognised the improvements which were being made, and which would
be set out in the plans to be presented in September 2017, but it agreed that
performance issues should be the subject of a strategic discussion at a Board
seminar. This would include consideration of the Trust's ability to deal with the
likely increase in activity as winter approached, including through modelling of
demand and capacity, and the impact which activity levels were likely to have on
staff (in the context of recent staff survey results). It was agreed to arrange the
seminar to take place as soon as possible.

Adam
Creeggan/
Graham
Lawrence

SKILLED, CAN DO TEAMS
017/84

Monthly Nurse Staffing Levels Report
The Board received and noted the Monthly Staffing Report from the Chief Nurse.
The following key points were reported and discussed:
The Board noted that turnover among nursing staff had decreased and the number
of staff recruited had increased, both representing an early but notable
improvement in the staffing position. It was noted, for example, that the vacancy
rate in the neonatal service had reduced from 36% to 18%. The Chief Nurse
continued to hold a meeting every two weeks to review the staffing position in all
high-risk areas, particularly the medical wards at the Denmark Hill site. A senior
nurse had been appointed to provide additional leadership support exclusively to
those wards and was already having a positive impact.
The Board noted that the number of red flags within the report had reduced. This
was partly the result of the improved position but also a review of the methodology
adopted by some clinical areas.
It was noted that other measures were also being put into place to support nursing
staff, including a comprehensive review of the process through which uniforms
were ordered so that they would normally be available to each nurse when he/she
commenced work at the Trust. Work was also underway to improvement
development opportunities for nurses who aspired to Matron or other leadership
7
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roles, and a number of nursing associate roles had also been created and recruited
to recently.
In response to a question from a Non-executive Director the Chief Nurse explained
that following the recent staff survey results, nursing staff at all bands would be
given the opportunity to meet the Chief Nurse either monthly or quarterly to discuss
national and local issues in nursing. Awaydays were being held for divisional
directors of nursing and heads of nursing; they were asked to feedback three key
messages to staff within their teams.
The Board noted and commended the range of action that was being taken.
FIRM FOUNDATIONS
Sound Finances
017/85

Finance Report (M2)
The Board received and noted the Month 2 New Format Finance Report from the
Chief Financial Officer.
The following key points were reported and discussed:
The Chief Financial Officer explained that after the Trust had rejected the control
total for 2017/18 proposed by NHSI it had been asked to re-submit its financial and
operational plan for the year. It had done so, with the same financial out-turn
position but a different phasing of income and expenditure. In respect of that plan
the Trust was £500,000 ahead year-to-date, excluding fines and penalties.
The Trust's income position vs the plan was good. The pay budget was underspent and non-pay expenditure was broadly on-plan. The cost improvement
programme was approximately £631,000 behind plan.
If fines and penalties were included in the Trust's position it would be showing a
£9.3million deficit year-to-date; this was based upon national rules and derived from
the Trust's referral to treatment time target performance, leading to £5million of
fines per month. However, the Trust had been in discussions with its lead
commissioner, which was working with other local commissioners, and aimed to
agree that the fines would only be applied based upon a locally-agreed
improvement plan. This position would be reported to NHSI, the opportunity being
taken to confirm that the Trust's control total of a £38.8million deficit excluded all
fines and penalties.
Rigorous Governance

017/86

Freedom to Speak Up Guardian
The Board received an update on the progress of the role of the Freedom to Speak
Up Guardian (FSUG) from the Vice Chair and the Chief Nurse.
The following points were discussed:
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The Board noted all Trusts were required to establish a FSUG role, this having
been introduced following the report by Sir Robert Francis QC after failings in care
at Mid-Staffordshire Hospital. It was noted that each Trust's arrangements in
respect of the FSUG would in future being examined during CQC inspections
(under the well-led domain); it was anticipated that this would be included in the
CQC inspection which the Trust expected during the autumn of 2017.
The Board noted that a sub-committee had been formed to oversee and support
the work of the FSUG. The Vice Chair would be a member of that committee, as
would Faith Boardman (to ensure that appropriate links were made with education
work, which came within the remit of the Education and Workforce Development
Committee that she chairs). It was agreed that Governors would be invited to
observe the next meeting of the committee. It was noted that secretarial support
needed to be arranged for the committee.

Graham
Lawrence/
Sue
Slipman

The Board noted that Jennifer Watson, a Director of Nursing, had been appointed
to the FSUG role with effect from March 2017, working in the role one day per
week. Jennifer Watkins would be supported by ambassadors across the Trust;
applications had been invited from every department and grade, and interviews
were being planned. Training would be provided for the ambassadors.
The Board noted that a policy was being developed as a basis for the FSUG's
work, as were communications to staff.
It was explained to the Board that to support the arrangements described a modest
budget would be required. It was agreed that this will be discussed with the Chief
Financial Officer.

Jennifer
Watson/
Colin
Gentile

The Board resolved to:
a) Note the progress report;
b) Agree that administrative support would be provided to the Board subcommittee
c) Agree that a budget would be assigned for the FSUG role and
associated support, including training for staff and a reporting system
d) Agree that the FUSG would have unfettered access to the Chief
Executive so that any concerns could be raised, this being recognised
in the policy that was under development
e) Agree that the FSUG role would be kept under review to ensure that
adequate time is allocated to it
017/87

Report from the Governors
The Board received an update from the Lead Governor and the following points
were raised:
The Lead Governor reported that he had attended a meeting with Lead Governors
of other Foundation Trusts where he had learned that Trusts were sharing
improvement plans. There were also visits between the Trusts by staff at
operational level, aimed at sharing learning between organisations.
The Lead Governor had written to Jim Mackey, Chief Executive of NHSI, asking for
an explanation of the way in which financial control totals were calculated. The
9
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letter led to a useful meeting with NHSI officials, attended by the Trust's Chair and
Chief Executive. Further information was awaited from NHSI and the Lead
Governor advised that he would contact NHSI in the event that it was not sent to
the Trust.
Finally, the Lead Governor advised that at a recent meeting with other Lead
Governors it had been suggested that Transport for London should be asked to
give free travel throughout London to NHS staff, certainly to clinicians and other
operational staff.
FOR INFORMATION
017/88

Chair & Non-Executive Directors' Activities
The Board noted the Chair and Non-Executive Directors’ Activities report.

017/89

Board Self Certification
The Board noted the self-certification.

017/90

Board Committee Minutes
The minutes of the Finance and Performance Committee held on Tuesday 30 May
2017 were noted.

017/91

ANY OTHER BUSINESS
There were no items of other business.

017/92

DATE OF NEXT MEETING
The next meeting of the Board in public will be held from 09.00 to 11.00 on
Wednesday 13 September 2017 in the Boardroom at the Princess Royal University
Hospital.

10

Enc. 1.5

BOARD OF DIRECTORS (PUBLIC MEETING) ACTION TRACKER
Date

Item

Action

Who

Due

Update

Julia
Wendon

13/09/2017

Julia
Wendon/
Shelley
Dolan

13/09/2017

Jane Farell

13/09/2017

Going to September FPC,
including a deep dive
into theatre productivity.

Shelley
Dolan

13/09/2017

Oral update to be
provided at the meeting

Jane
Farrell/
Graham
Lawrence

13/09/2017

Incorporated into the
Performance Report
See agenda item 4.1

DUE
03/05/2017

17/67

03/05/2017

17/67

Quarterly Patient Safety Report
The Board will receive information on management of
antimicrobials in ED
Quarterly Patient Safety Report
The Board will receive Information on hospital acquired
pressure ulcers for both sites
Performance Report (Month 1)

07/06/2017

The Chief Operations Officer stated there would be a
detailed presentation at the Finance and Performance
Committee in August and it was AGREED a report would
be provided in September
05/07/2017

17/81

Review of the capital's response to recent incidents
The chief nurse agreed to propose a review to NHSI and to
the Mayor's office on major trauma care provided in
response to incidents in London, including an update on
the impact upon the Trust's operational performance and
financial position.

05/07/2017

17/82

Quarterly Patient Experience Report
The Board agreed to receive an update on improvements
in the emergency care pathway, as well as a plan for work
in the outpatients department.

Action Status as at: 29/06/2017

1

Date
05/07/2017

Item
17/81

Action
The Care Quality Commission (CQC) inspection is being
prepared for, led by the Chief Nurse.

Who
Shelley
Dolan

Due
13/09/2017

Update
Oral update to be
provided at the meeting

Jane
Farrell

Q2
April 2017

The fully-redesigned report
will be ready from Q2.

Shelley
Dolan

05/07/2017

NOT DUE
05/07/2017

17/86

Freedom to Speak Up Guardian
A sub-committee has been formed to oversee and support
the work of the FSUG. It was agreed that Governors would
be invited to observe the next meeting of the committee.

05/07/2017

17/86

Freedom to Speak Up Guardian
A policy is being developed as a basis for the FSUG's
work, as were communications to staff. A modest budget
will be required. It was agreed that this will be discussed
with the Chief Financial Officer.

02/11/2016

DEFERRED
A
re-designed
Trust
performance
report
will be delivered in
16/116.1
April 2017.

Graham
Lawrence/
Sue
Slipman
Jennifer
Watkins/
Colin
Gentile

COMPLETED
07/06/2017

017/65

CQC Update
The Trust was expecting focused inspection on the five
domains. It was suggested and AGREED that every
domain should be mapped with individual Leads by the
Chief Nurse. It was AGREED that the Chief Nurse would
provide an update for every meeting.

05/07/2017

17/83

Performance report: Referral to Treatment (RTT)
It was agreed that performance issues should be the
subject of a strategic discussion at a Board seminar,
including consideration of the Trust's ability to deal with the
likely increase in activity as winter approached, and the

13/09/2017
Adam
Creeggan/
Graham

This item will be
presented to the Private
Board meeting

2
Action Status as at: 03/05/2017

Date
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impact which activity levels were likely to have on staff.

Who
Lawrence

Due

Update

3
Action Status as at: 03/05/2017
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1. Summary of Report
This quarterly report to the Board of Directors
about patient experience presents data and
qualitative feedback from patients for:
• Patient Experience Surveys and FFT - Q1 –
April and May data 2017/2018
• Complains Q3 and 4 2016/2017
• PALS Q4 2016/2017
2. Action required

Legal:

N/A
Reputational risk

Financial:
Assurance:
Clinical:
Equality &
Diversity:
Performance:

The Board is asked to note this report and offer
comments and recommendations.
3. Key implications
Strategy:
Workforce:
Estates:
Reputation:
Other:

CQC Fundamental Standards – Caring and
Responsiveness.
Delivery of mandated Friends and Family Test
N/A
The Equality Delivery System seeks to ensure that all
patient groups receive the same quality patient
experience
Performance against CQC Fundamental Standards
Friends and Family Test
Complaints performance
CQC National Patient Survey performance
Delivery of Quality Account Priorities
Deliver of Quality Strategy
Patient Experience is a key deliverable of the King’s
Strategy and forms a part of the Trust Quality Account
Links to Staff Friends and Family
Quality of estate from a patient perspective
Poor patient experience is a reputational risk.
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Executive Summary
King's Corporate Strategy seeks to provide
'Best Care Globally' and one of the key
strategies underpinning this goal is 'Best
Quality Care' which encompasses our
desire to treat our patients with courtesy
and compassion, to listen to the views of
patients, carers and the community to
improve what we do and to provide
accessible and user friendly services.

Enc. 2.2
• As the trust Care Quality Commission inspection continues this month and next, it is encouraging to
see that there are positive improvements in our recommendation rates for the Friends and Family
Test for key services including our:
 Emergency Departments
 Outpatients
 Inpatients
Although there is a long way to go, we are continuing to work very hard to achieve sustained and
significant improvement in patient experience
• Complaints: Downward trend in the number of complaints received in Q1 (25%) compared to Q4.
July and August higher activity overall but lower at DH in August in comparison to the general trend.
Response rate improving with 55% of complaints answered within 25 working days. Continued
effort required by all Divisional teams to ensure the trust stays on target for closing complaints
within time.
• PALS: PALS activity across services was up over the quarter, with the exception of inpatient
contacts. Planned surgery at PRUH has significant activity with, a notable proportion of cases
relating to ophthalmology outpatients. At DH, Neurosciences has the largest numbers of contacts
with almost half relating to neurosurgery.
• External focus: Comments received via public websites continue to increase and the trust regularly
monitors and responds to comments from NHS Choices, Patient Opinion and Facebook. We also
monitor Google ratings
• Focus on Volunteering:
 In June we joined in with National Volunteers week celebrating the support provided by our
volunteers and the staff who support them
 Our new Nesta funded volunteer pilot in our Emergency Department saw our first cohort of
volunteers starting their roles at PRUH and Denmark Hill with very positive feedback to date
 On 6th September, three of King’s Volunteers won the ‘Kindness’ Award at the 2017 LAMMY
awards – these awards, launched by NHS Lambeth Clinical Commissioning Group in 2015, seek
to recognise NHS and council staff, health and care teams and individuals who live and work in
the borough who go the extra mile to support the health and care of others. Our volunteers
were recognised out of 55 nominations for their kindness in going the extra mile to support
patients and families affected by major incidents including Westminster, Borough and Grenfell
3

Friends and Family Test – Trust overall
Enc. 2.2

• Overall 90% of King’s patients across all services would
recommend the Trust as a place to be treated
• Comments are universally positive
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Friends and Family Test A&E – target
to be in top 10% of trusts nationally
• Steady improvement over Q1 for the trust overall with highest
score this year in June. Dipped slightly in July
• Encouraging performance across both sites with PRUH
achieving best performance this year in June
• If performance could be maintained at June levels, the trust
would be on a par with other London trusts;
• Positive feedback in comments about emotional and physical
support, helpfulness, compassion and professionalism of staff
• Negative comments continue to focus strongly on waiting
times with more negative than positive comments and pockets
of poor staff attitude

Enc. 2.2
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Friends and Family Test Inpatient – target
to be in top 10% of trusts nationally
Enc. 2.2

• Q1 positive overall – after a dip in May,
performance has improved over June and July,
achieving highest FFT rating since January 2017
• Orpington continues to receive consistently positive
reviews though has seen some variation over Q1
• Patient experience for PRUH and DH sites remain
somewhat variable but some excellent ratings over
the year
• Comments universally positive
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Friends and Family Test Outpatients –
target to be in top 10% of trusts nationally
• Encouraging performance over Q1 with upward trend for
both DH and PRUH and South Sites
• Need to maintain momentum of outpatient transformation
to ensure patient experience can continue to achieve
sustainable improvement
• Outpatient experience is one of the Trust’s patient
experience quality priorities and this work will align closely
with the transformation programme.
• New Outpatient Board and operational groups being
established to lead on transformation work within the
divisions
• Amongst other work, we will be developing Outpatient
Standards with patients and staff

Enc. 2.2
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Friends and Family Test and How are we
doing Maternity – target to be in top 10%
of trusts nationally
Enc. 2.2

•Performance over the quarter trust wide is variable but has picked up
in July
•Remain below other peers
•After a downward trend since January, PRUH has improved for July
•DH has shown improvement over the quarter with highest rating in
July since the start of the year
•For overall How are we doing, DH remains below PRUH – one reason
for this is that DH does not have the advantage of having the Oasis
facility which is very popular with women
•Significant variation in responses by site. Response rates for DH need
to improve in order to ensure that data is robust and that
improvements are based on women’s views
•CQC National Patient Survey – fieldwork just completed
.
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How are we doing? Inpatient
performance
Enc. 2.2

• Consistent performance over the quarter with all
metrics achieving target
• Excellent performance over the period for Medical
1, Children’s Ward at PRUH and Boddington at
Orpington
• A number of our wards across specialties continue
to score below target – specific work led by the
Executive Nursing team is underway to address
performance against a range of quality metrics in
our medical wards
• Ward accreditation continues to be rolled out on
all sites

Note: ward with less than 15 responses are not included in
the ward rankings.
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How are we doing? Outpatients
performance Q1 April – to July 2017
Enc. 2.2

• Over May – July, there has the FFT scores have met our internal target
of 87% recommending the service, though remain below our peers
• The overall How are we doing score has also remained consistent at 81
• There has been a small but consistent improvement in the kindness
and understanding of reception staff over the last three months – one
point higher than the previous months – work is ongoing as part of
outpatient transformation to support staff and to improve behaviours
overall. This correlates with a reduction in complaints about staff
attitude in outpatients
• There remain significant issues with appointment booking and
information on waiting – both a focus of the transformation
programme
10

King’s Volunteers - Intensive volunteer
programme for ED – launched July
2017

• Nesta funding: King’s is the only NHS grant recipient. King’s volunteer
service received a grant of £100K from the innovation fund NESTA, to
pilot ‘intensive volunteering’ for over 50s in our Emergency Departments
– funding is part of the ‘Give more, get more’ fund from the Office of
Civil Society
• What is King’s doing and what are the goals? - King's are recruiting 100
volunteers to support patients during their journey through A&E, from
their first contact to discharge and, where appropriate, when they return
home. By doing this, they aim to improve patient experience and quality
of care and, for patients who receive follow-up support, to prevent,
reduce or delay readmission.
• What is the time commitment for volunteers? - Ten to fifteen hours of
support a week for six months, which can be given at any time during the
week, over the weekend or a mix of both, with the aim of having more
volunteers on shifts during peak periods in A&E.
• The first cohort of volunteers – 11 at DH and 4 at PRUH completed their
training and induction and began their volunteering role in July 2017
• Since launch – volunteers have interacted with 2081 patients and given
over 400 hours of time at DH and 220 at PRUH
• Feedback from patients, families, volunteers and staff has been
universally positive
• Evaluation: formal evaluation of the pilot underway
• Challenges – in order to recruit 100 volunteers to ensure draw down of
all funding and to maximise impact on patients and staff, need further
promotion of project

Enc. 2.2
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Intensive volunteer programme for ED
– what motivates our volunteers?
Enc. 2.2

Have been a
volunteer for
four years on
Intensive care
and want to do
more.

Madeleine

I am recently retired and
I always thought if I
retired with good health I
would like to do
something else. I have no
medical expertise but, if I
can do stuff to oil the
wheels for the people that
do have the medical
expertise, then they can
get on with their job.

Janis
Hopefully some of
the skills l gained
over the 30 odd yrs
or so I was
teaching can be
transferred into
this role. I have
also been in Kings
a few times, new
knee and new
shoulder and they
are absolutely
blinding!
Cathy

I am a new volunteer and
currently work in health and
social care but never in
hospitals so thought this
would be an ideal
opportunity to gain skills
and experience.
Hafeez
Volunteering currently on
Specials, lived locally for years.
King’s has helped me and my
family and I want to give back.
David
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ED Volunteers - Feedback
I’ve had the opportunity to meet Cath
(volunteer) a couple of times in ED at DH
in recent times; great to see the impact
she and the wider team are having
already.
Jane Farrell, Chief Operating Officer

On the afternoon of 3rd August, a young man
named Jim came to the volunteering office at
Denmark Hill to enquire about volunteering
opportunities. When probed as to the reason he
would like to volunteer he gladly elaborated. Just
two days prior to coming to the office Jim’s
father was taken to the Emergency Department
at Denmark Hill having suffered a suspected
Stroke. Jim and his father were so overwhelmed
by the support and attention they received from
our two ED volunteers during their time in the
department, they said they had been an integral
part of their experience and certainly went a
long way to help whilst in the ED. Jim’s father is
now recovering well on the Stroke Unit here at
Denmark Hill. As a result Jim saw such value in
the role of our volunteers he is now going to
apply to join the volunteering team here at Kings.
Son of patient admitted to ED.

Enc. 2.2

This week I asked a volunteer to sit with and escort a 76 year
old lady who was C-spine immobilised in majors and to X-Ray
and to seek nursing assistance if needed. I believe this
intervention improved the patient experience and empowered
the volunteer. I believe that this kind of intervention shows the
impact that volunteers can have in ED and differentiates this
pilot from our standard volunteer offer
Service Manager, DH ED

On both days I spent most of my time offering patients in
Majors A and B cups of tea and coffee. This was the most
satisfying experience, if only to see the expressions of
pleasure at my offer. Although this was a simple process, it
was a pleasure to receive expressions of appreciation,
particularly from patients who were waiting a long time in
the cubicles not knowing what was being planned for them
Volunteer, PRUH ED
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External feedback – focus
Enc. 2.2

The trust continues to monitor patient feedback on the public websites
such as NHS Choices, Patient Opinion and Facebook. More and more
patients and their families are using these channels to feedback their
views. We respond to all comments and also encourage reviewers to
contact us to resolve issues raised.

Denmark Hill: 3.5 Stars
PRUH: 3.5 stars
Orpington: 5 stars
.

I was incredibly
nervous but the
nurses were
wonderfully
caring – Google on
Orpington Hospital

Took my daughter to Kings as she had
something irritating her left eye. We went
to children's A&E and where there for six
hours having her eye washed with 4000
ml of saline solution. The staff couldn't do
enough for my daughter we even had the
registrar of the eye dept come in especially
to check her eye and see what it was that
was irritating it. Turned about to be a
chemical from the science class she'd been
in. Took her back the next day and the
service at the eye department was quick
especially as she was a walk in without an
appointment. Left a couple of hours later
with some ointment for her eye. I'd like to
say thank you to all the staff who went out
of their ways to help my daughter your
the best! (Facebook – July)

Nurses were kind and gentle
My partner needed a CT scan and was on a 2-week pathway to check for
cancer. He was anxious about the procedure and of course what it might
reveal. Both of us were worried. We were offered a CT scan on a Saturday
afternoon which was perfect. The nurses and radiographers were kind
and gentle putting my partner and me at ease. My partner was seen on
time and the procedure was completed quickly. The service offered was
fantastic and a real credit to our fabulous NHS! (Care Opinion / NHS Choices July)
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Patient Complaints Overview
Enc. 2.2

• The Trust’s performance in responding to complaints is improving, with 55% of complaints answered
within the target aim of 25 working days, compared to 46% in June.
• There is an organisational emphasis on both quality and timeliness of complaint handling which is
reinforced by the Board. Divisions have been asked to confirm their processes in managing
complaints and the Corporate Medical Director - Quality, Governance and Risk is supporting the
patient complaints team in achieving a sustained improvement to our responsiveness.
• Overall, there is a downward trend in the number of patient complaints received in Q1 17/18 (200)
compared to 268 in Q4. However complaints in July were up. This increase was the first at the
PRUH since March 2017 and continued in August. Conversely, complaint numbers were
comparatively low at DH..
• Outpatient complaints continued to fall in the first 6 months of the year, but there was an increase in
July on both sites.
• Inpatient complaints were noticeably down with a low for DH in August of 11. However, the DH
Emergency Department has increased over with 17 in Q1 compared to 9 in Q4. This upward trend
has continued into August.
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Patient Complaints Activity
Enc. 2.2
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Divisional Complaints
Denmark Hill
Enc. 2.2

The number of complaints (July/Aug) has fallen by 40% at DH compared to
Q1 17/18. This can be seen across all services except for a small increase in
post-acute medicine and Liver. But on the whole, there is a reduction in
clinical treatment complaints, admission/discharge procedure concerns, and
outpatient appointment type issues have fallen as have staff values/attitude
complaints which have been a theme in outpatient areas.
Neurosciences’ complaints in July/Aug have decreased significantly to 9 from
22 in Q1, with a positive reduction in clinical treatment complaints.
Maternity complaints represent 20% of the divisional total number of
complaints since January 2017. The higher number in Q4(17) and Q1 (18)
have recently reduced (10) which is in line with previous quarters where
there was an average of 10 complaints.
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Divisional Complaints
PRUH & South Sites
Enc. 2.2

“I am fed up of appointments being
cancelled. I am also getting fed up of
wasting my money on phone calls to
try and sort this out” Ophthalmology
patient

Planned Surgery receives the most complaints at the PRUH & South sites. Since Jan 2017, 43% of these
complaints relate to ophthalmology which also reflects the high volume of contacts that PALS has assisted with.
Whilst PALS support patients wherever possible with the appointment rescheduling issues, some patients have
experienced multiple cancellations and this poor patient experience gets escalated to a complaint.
Outpatient complaints have been lower for several months, but complaints rose steeply in July and August with
appointment scheduling and staff attitude being amongst the issues most raised. We know from PALS contacts that
patients raise concerns about difficulty getting through by telephone, and from frustrations about appointment
cancellations and in how staff respond to these issues.
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Complaint Themes – top causes
Enc. 2.2

Clinical treatment decisions trigger the vast majority of complaints and
these vary in their complexity. Issues include complaints concerning
labour management, post treatment complications, and delays in
scheduling treatment and impact of this. Admissions and discharge
complaints flag communication issues in the process and the initiation of
packages of care which are also flagged up by PALS contacts

The profile of outpatient complaints continues to include administration
issues in patient’s pathway, e.g. accessing staff to discuss care,
appointment cancellations, and staff attitude issues. Whilst resolution is
found wherever possible, waiting list times, difficulties liaising with staff
and overbooked clinics, exacerbate low level concerns to becoming a
complaint. Contacts at PRUH/South Sites of this type, have increased
since June.
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Patient Advice and Liaison Service
Overview of activity Q1 17/18
Enc. 2.2

The only area with a decrease in activity at the end of the quarter related to Inpatient enquiries. No wards had activity of over 14 cases for
the quarter. At the PRUH, Surgical Ward 8 had 14 cases. The biggest theme related to communication with patients regarding their clinical
care. Farnborough had 12 cases, 2 of which related to end of life care but other themes were varied. At Denmark Hill, Oliver ward had 14
cases; 3 related to discharge planning with communication being another theme. David Marsden and Katherine Monk each had 12 cases,
communication needs of patients and relatives being the common theme.
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Urgent Care, Planned Care & Allied
Clinical Services DH PALS Cases Q1
17/18
Enc. 2.2

Planned Surgery had the highest PALS activity.
Ophthalmology had the largest number of PALS contacts with 187, followed by Orthopaedics with 85 cases and General
Surgery with 37. Ophthalmology continues to experience difficulties with lack of telephone accessibility for patients,
failures to make appropriate follow up appointments and significant re-scheduling of appointments whilst also seeking to
manage capacity problems.
Post Acute Medicine has the second highest volume of activity. General Medicine had 86 cases, Respiratory Medicine
16 and Clinical Gerontology 18.
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Networked Care DH PALS Cases
Q1 17/18
Enc. 2.2

•
•
•
•

Neurosciences had 118 cases relating to Neurosurgery, 37 of which were inpatient and
80 were for outpatients.
Neurology had 101 cases, 4 were inpatient and 94 outpatient.
Cardiovascular had 79 Cardiology cases, 14 of which were inpatient and 64 outpatient,
Vascular Surgery had 30 cases, Cardiothoracic surgery had 8.
Radiology cases related to difficulty with telephone access regarding appointments or
general clinical enquiries.
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Corporate Operations – All Sites
PALS Cases Q1 17/18
Enc. 2.2

•
•

There were 70 patient transport cases in the quarter.
The remaining cases related to catering, cleaning and Trust postal systems.
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PRUH & South Sites
PALS Cases Q1 17/18
Enc. 2.2

•

•
•
•
•

Planned surgery had 419 PALS cases over Q1, of which Ophthalmology across PRUH and QM’s had 136
cases, predominately due to appointment rescheduling issues. The service is expediting appointments to new
ad-hoc weekend clinics.
Orthopaedics had 123 cases due to long waits in the fracture clinic and elective procedures being cancelled
due to bed availability.
General Surgery had 70 cases again due to cancelled elective procedures and long waiting list times.
Post Acute Medicine had 146 cases, mainly consisting of 61 General Medicine cases, of which 52 related to
inpatient concerns surrounding communication with the patient and discharge arrangements.
Padediatrics: Difficulties in contacting the trust by phone and delays in paediatric phlebotomy accounted for 19
or the 36 paediatric cases.
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Planned Surgery - Urgent Care, Planned Care &
Allied Clinical Service DH PALS Cases Q1 17/18

Breast Surgery
April
May
June
Total

7
6
6
19

Enc. 2.2

Endocrine
surgery

Colorectal
17
14
8
39

5
2
1
8

General Surgery Ophthalmology Orthopeadic
Urology
17
58
28
20
55
30
20
74
27
57
187
85

Total
13
11
15
39

145
138
151
434

• Ophthalmology, which is predominately outpatient related, continues to experience high levels of PALS activity.
• PALS continues to receive a significant number of enquires from patients on elective surgical waiting lists where long
waiting elective surgery patients are being prioritised. These specialities include Bariatric Surgery, Hernia, Colorectal
and Orthopaedic surgery.
• Outpatient enquiries are appointment related but often also relate to follow up review and the outcome of diagnostic
investigations. Administrative delays in the availability of clinical letters exacerbate this type of patient concern in a
number of specialties.
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Breakdown of Neurosciences - Networked
Care DH PALS Cases Q1 17/18
Enc. 2.2

April
May
June
Total

Neurosurgery I/P Neurosurgery O/P Neurology I/P
16
22
20
53
9
29
45
104

5
1
1
7

Neurology O/P Total
23
35
36
94

66
109
75
250

• Neurosurgical waiting list enquiries have reduced.
• Outpatient enquiries in the specialty continue to relate to waiting times for both new and follow up appointments.
• Rescheduling of appointments delaying clinical review and failure to arrange post operative review are themes.
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Breakdown of Planned Surgery - PRUH &
South Sites - PALS Cases Q1 17/18
Breast Surgery
April
May
June
Total

7
2
4
13

Ear, Nose and
Throat

Colorectal
4
5
5
14

4
10
8
22

General Surgery
22
29
21
72

Ophthalmology - Ophthalmology QMS
PRUH
Orthopeadic
Urology
23
14
29
31
18
59
29
21
42
83
53
130

Enc. 2.2
Total
12
11
9
32

115
165
139
419

TEXT BOX
The sharp rise in Orthopaedic PALS cases at the PRUH site in May was predominately due to long waits for surgery, the
continued pressures on beds and the availability of PRUH theatre space for complex patients. There was also an increase in
waiting times in the fracture clinic due to bank holidays reducing clinic availability. The Ophthalmology department at QMS have
been tackling the long waits for O/P appointments by running ad-hoc clinics at the weekend. Patients have contacted PALS
unsure whether weekend appointments are correct, and with requests for rescheduling.
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Breakdown of Radiology All Sites
PALS Cases Q1 17/18
Enc. 2.2

2016/17
April
May
June
Total

Radiology PRUH Radiology DMH Total
32
28
40
22
54
22
126
72

60
62
76
198

There has been an increase in the number of Radiology PALS cases
across all sites since last year due to the trust wide issue of
telephones not being answered in outpatient areas. In Q1 2017/18
there were 126 PALS cases for PRUH Radiology, last year at the
same period there were 77, an increase of 49 cases. The Radiology
Department at the PRUH is currently in the process of installing a
queuing telephone service which they hope to be operational shortly.

Radiology on the DH site, has undertaken administrative staff recruitment which has improved telephone contact with the
service.
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1. Background / Purpose
The purpose of this report is to provide the Board with an overview of Infection Prevention and
control activities and performance over the last year and the priorities for the coming year.

2. Action required
To note the content of the report
To support the Infection Prevention and Control annual work programme
3. Key Implications
Legal:

The Trust has a statutory responsibility to ensure compliance
under The Health and Social Care Act 2008: Code of practice
on the prevention and control of infections and related
guidance. The submission of an Annual DIPC Report is
requirement of this Code.

Financial:

Poor Infection Prevention and Control practices and increase
in infection rates have a direct financial impact as a result of
additional drug costs and increase in Length of Stay.

Assurance:

The Infection Prevention and Control report provides the
Board of Directors with an overview of Infection Prevention
and Control activity, performance and alert organism trends
and developments over the last financial year.

Clinical:

Good Infection Prevention and Control practices are key to
providing high quality care to patients at King’s.

Equality & Diversity:

The content of this report has no implications for equality and
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diversity.
Performance:

A reduction in infection rates has a direct impact on length of
stay, reduction in costs and the patient experience.

Strategy:

Infection Prevention and Control risk, mandatory reporting
requirements and annual work programme should also inform
the Trust overall strategy

Workforce:

Protecting workforce from exposure to Blood-borne Viruses
through the provision of training, pre-employment screening.

Estates:

None

Reputation:

Poor compliance in Infection Prevention and Control
standards could adversely affect the reputation of the
organisation.

Other: (please specify)

4. Contributors to this report
The following practitioners have contributed to the generation of this annual report. Detailed
specific reports were produced and are available on the Kwiki for further information.
Mrs Nergish Desai

Head of Infection Control Surveillance

Kirstin Khonyongwa

Deputy Head of Infection Control Surveillance

Dr Dakshika Jeyaratnam

Consultant Medical Microbiologist, lead for Antimicrobial
Stewardship – Denmark Hill Site

Dr James Hinton

Lead Antimicrobial Pharmacist

Dr Mustafa Atta

Consultant Medical Microbiologist, Lead for Antimicrobial
Stewardship – PRUH site.

Dr Surabhi Taori

Consultant Microbiologist/IPC Doctor

Dr Lisa Curran

Consultant Physician – Occupational Health and Wellbeing

Mr Paul Houslop

Decontamination Advisor

Mrs Rose McGuire

IV practitioner

Mrs Rachel Ben Salem

Lead Infection Prevention and Control Nurse (PRUH)

Ms Shirley Allen

Senior Infection Prevention and Control Nurse (Denmark
Hill)
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Andrew Letters

Infection Prevention and Control Practice Facilitator

Mrs Cristina Romao

Facilities Officer in Capital Estates & Facilities

Mrs Meryem Shrimpton

Facilities Operations Manager

Mrs Melissa Turk

Surgical Site Surveillance Nurse

Ms Catherine Agyeman

DAP Antibiotic Pharmacist PRUH

Mr Ian Hayden

Surveillance PRUH
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1.0 Executive Summary

1.1 This is a report from the Director of Infection Prevention and Control (DIPC) and covers
the period of 1st April 2016 to the 31st March 2017. The report summarises the performance
and activities in Infection Prevention and Control (IPC) undertaken over the year.
1.2 The period of April 2016 to March 2017 was an exciting and active period for Infection
Prevention and Control. Outbreaks of infection caused by new and emerging pathogens
were identified. Although in many ways the focus has been on controlling these outbreaks,
work has also focused on the preventative side of Infection Prevention and Control and to
share the learning from our experiences.
1.3 The DIPC Dr Shelley Dolan joined the Trust in October 2016 and provided the Executive
leadership and support. A review of governance structures and processes has been
undertaken and remains ongoing.
1.4 There were six MRSA bacteraemias attributed to the Trust. This represented an increase
in cases on the previous year where four cases were Trust apportioned. Key learning from
the post infection reviews has been shared across the organisation and actions taken to
prevent further avoidable MRSA bacteraemias.
1.5 There has been a reduction in the number of Clostridium difficile (CDI) Trust apportioned
cases, down from 60 cases in 2015/16 to 50 (-17%) cases in 2016/17. This was 6% below
the required DH target of 53 for 2016/17 at Denmark Hill. 19 CDI Trust apportioned cases
were reported at the PRUH. PRUH achieved the target of 19 cases set by the DH for
2016/17. Two lapses in care were declared.
1.6 Carbapenemase producing Enterobacteriacea (CPE) has been rising in incidence
worldwide and a variety of different CPE genes has been observed at Kings, however our
incidence of the bla IMP CPE has been steadily raising. This is relatively rare in the UK;
outbreaks have been reported from South East Asia, Far East Asia and Australia. Most
cases have been colonised without clinical infection although four bacteraemias have been
reported.
1.7 An outbreak of Candida auris a new and emerging multidrug resistant fungus which has
caused outbreaks in various parts of the world and two other hospitals in the UK was
identified over the last year. The outbreak peaked in October 2016, but sporadic cases have
since occurred.
1.8 Work was undertaken to achieve the Antimicrobial Resistance CQUIN. A significant
reduction in usage of one of the broadest classes of antibiotics, carbapenems, was seen and
consumption was reduced by 10% over the course of the year, we were also on track with
achieving 72 hour antibiotic review. Work is ongoing to reduce piperacillin / tazobactam
usage.
1.9. A task and finish group was set up chaired by the DIPC to prevent and control
Escherichia Coli (E.Coli). This group composed of hospital microbiologists, clinicians and
specialist nurses will firstly focus on reducing hospital based E.Coli particularly in
haematology with Central Venous Access devices, Cardiothoracis with surgical site
infections and across the Trust with improved urinary catheter management. Following this
initial work the Trust will work with its CCGs on pathways across the STP.
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2.0. The FLU campaign preparation has also commenced chaired by the DIPC but jointly led
by Nursing and Occupational Health with the aim to significantly increase employee
vaccination particularly in front line clinicians.
2.1. The Infection prevention and control annual work programme has been developed and
will be reviewed again following this annual report. The key IPC priorities for the coming year
will be to reduce post 48 hour E.Coli Bacteraemia associated with urinary catheters,
continue to ensure learning from recent MRSA Bacteraemias are shared and actions taken
to reduce avoidable MRSA bacteraemias, implement new strategies for controlling MDR
Organisms, extend Surgical site infection surveillance and continue with actions to sustain
best practice in Infection Prevention and Control.
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2.0

Description of Infection Prevention and Control Arrangements

The Infection Prevention and Control (IPC) team provides an infection prevention and control
service across Kings College Hospital Foundation Trust. The team continues to provide an
assurance function through direct reporting to the board via the Director of Infection
Prevention and Control (DIPC). The IPC leads meet weekly with the DIPC.
Over the last year, Chief Nurse Dr Shelley Dolan joined the Trust in October 2016 and was
appointed the Director of Infection Prevention and Control (DIPC).
The Deputy Director of Infection Prevention and Control (DDIPC) Erika Grobler took up a
substantive post as the Head of Nursing in Acute Medicine and Surgery and Roxanne
Mohammed –Klein was appointed as the DDIPC in December 2016.
This year, three new appointments were made following the departure of Infection
Prevention and Control nurses both at the PRUH site and DH. Two IPC nurses are currently
undertaking their specialist training and are due to complete later this year.
2.1 The IPC Team comprises the following:
Director of Infection
Prevention and Control
Executive Director
(DIPC)

Dr Shelley
Dolan

Joined the Trust in
October 2016
Substantive December
2016
Interim until the Lead
Nurse commences in
July 2017

Deputy Director of Infection
Prevention and Control

1 WTE Band 8

Roxanne
MohammedKlein

Senior Nurse Infection
Prevention and Control
Denmark Hill

1WTE Band 8

Shirley Allen

Denmark Hill team

4 WTE Band 7 and
1 WTE Band 6
1 WTE Band 4

Lead Nurse Infection
Prevention and Control
PRUH
PRUH Team
Surveillance Nurse
Lead IV Practitioner

1 WTE Band 8
2 WTE Band 7
1WTE Band 6
1 WTE Band 8

6 Months Secondment
Rachel Ben
Salem
Melissa Turk
Jennifer
Caguioa

5 WTE Band 6 and
1 WTE Band 7

IV Team
Infection Control Doctor/
Consultant Microbiologists
DH
Infection Control Doctor/
Consultant Microbiologists
PRUH
Infection Control Doctor/
Consultant Microbiologists
PRUH
Infection Control Doctor/
Consultant Microbiologists
PRUH
IPC Administrative support
PRUH

4 PAs

Surabhi
Taori
Sumati
Srivastava
Mustafa Atta
Andrew
Mackay

1 WTE Band 4
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Office Manager
Administrative support DH
Consultant
Microbiologist/Antimicrobial
Stewardship Lead DH

1 WTE Band 5
Dakshika
Jeyaratnam
James
Hinton

Antimicrobial pharmacist

Head of Surveillance

The head of
Surveillance is
supported by the
Deputy Head and
three other data
analysis who also
supports the work
of the IPC Team

Deputy Head of
Surveillance

Nergish
Desai

Kirstin
Khonyongwa

2.2 Assurance Framework
2.2.1 Board of Directors
The Board of Directors is responsible for ensuring the Trust has appropriate Infection
Prevention and Control systems in place to enable the organisation to deliver its objectives
and statutory requirements. The Board seeks assurance of this in the following ways:





By receiving and approving the Infection Prevention and Control (IPC) policy
By receiving the annual IPC report
By receiving quarterly reports from the Director Infection Prevention and
Control (DIPC).
By inclusion of IPC performance measures within the Chief Operating Officer
Performance Report to the Board.

2.2.2 Quality Assurance and Research Committee of the Trust Board
This Committee monitors and reviews the effectiveness of IPC structures and systems to
ensure their compliance with the Trust’s overarching governance framework and with the
requirements of external regulatory bodies. The committee receives quarterly reports from
the DIPC.

2.2.3 Patient Safety Committee
The Patient Safety Committee receives reports from the HCAI Ops committee every six
months
2.2.4 Healthcare Associated Infection (HCAI) Operations Committee
The HCAI Operations Committee determines and oversees the implementation of the IPC
strategy and programme and monitors the implementation of the IPC policy. It promotes best
practice and a learning culture through the Trust’s IPC management structures. It is
responsible for overseeing compliance with the Health and Social Care Act 2008 Code of
Practice of the prevention and control of infections and related guidance (2015). This
committee, chaired by the DIPC, is responsible for preventing and reducing the incidence of
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HCAIs in the Trust by ensuring that national, local and Trust targets relating to the reduction
in rates of specific infections are met.
To do this the committee




Monitors compliance with the criteria of the Health and Social Care act.
Receives reports from Divisions and Committees.
Monitors incidents of alert organisms (MRSA bacteraemia, CDI, VRE
bacteraemia, MSSA bacteraemia and E.coli bacteraemia.
Reviews Trust Assurance Score card data.



The Committee meets on a monthly basis and has representation from both the Denmark
Hill Divisions and PRUH and South sites in order to ensure that local as well as trust-wide
issues are addressed. The committee also has Consultant representation from Public Health
England (PHE).
2.2.5 Environmental Action Group
This group was established in 2013/14 post acquisition of the PRUH and has oversight of
environmental issues at PRUH, Orpington Hospital and Beckenham Beacon. The Group,
chaired by the Director of Nursing (PRU and South Sites) and IPC Nurse lead, includes
representation from the IPC team, Capital Estates and Facilities Department, patient
representatives, PFI partners as well as senior nursing representation at matron level. The
remit of the Group includes





Environmental and nurse cleaning
Decontamination
Water quality and air quality
Other environmental issues as required.

2.2.6 Decontamination Committee
The Decontamination Committee Terms of Reference was reviewed in June 2017 and is
chaired by the Director of Infection Prevention and Control. The Decontamination Committee
is a sub-group of the Health Care associated Infections Operations Committee. The main
purpose and function is to ensure that the decontamination of clinical instruments and
patient nearside equipment is of a high quality, complies with national and local guidelines
and ensures that appropriate actions are taken to address issues where gaps in practice are
identified.
2.2.7 Bloodborne Viruses Steering Committee
This Committee, chaired by the Occupational Health physician – Operations, ensures that
the risk of patients and staff acquiring blood borne viruses is minimised through appropriate
management processes and procedures. The Committee meets quarterly and reports to the
HCAI Operations Committee every six months.
2.2.8 Antibiotic Usage Steering Group
This group is chaired by the Antimicrobial Stewardship lead and reports to the Health care
associated operations committee
10
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3.0 Budget allocation to infection prevention and control activities
The Infection Prevention and Control team sits within the Executive Nursing Division.
In 2016/2017 the total non-pay budget and pay budget allocation for Infection Prevention
and Control was £1,260.879. This is divided as follows:



Pay Budget - £1,156,635.00
Non Pay Budget - £104, 244.00

Emergency outbreak funding is provided by the Trust as and when required.
4.0 DIPC Reports to the Trust Board
The DIPC produces quarterly reports to the board. These reports include updates and trends
on alert organisms, performance indicators, outbreaks and incidents, learning from MRSA
Bacteraemia and Clostridium difficile root cause analysis, risk to the organisation actions
taken to mitigate those risk, and to address any IPC issues identified. The reports also
include requirements to comply with New guidance and National Initiatives.
4.1 Annual Plan and objective 2016/2017
The annual plan and objectives for 2016/2017 were set out in the last annual report.
Progress was made against the action plan and updates are covered in this report. The key
achievements for the last year were:









Development of new and review of Existing Policies and Protocols
Participation in the National Point Prevalence Survey
Survey of the IPC Link Practitioners and identification of gaps
Implementation of New Hand Hygiene strategies to improve compliance
Presentation of Posters and sharing learning at Local and National level
Review of Protocols for SSIS and extension to Cardiothoracic Surgery
Recruitment to IPC Vacancies
Reduction in the Incidence of Norovirus at the PRUH

5.0 Health Care Associated Infection Statistics
5.1 Mandatory DH reporting: Denmark Hill site
5.1.1 MRSA bacteraemias (Meticillin resistant Staphylococcus aureus)
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Six of the nine MRSA bacteraemias reported were Trust apportioned. This
represented an increase in cases on the previous year where four cases were Trust
apportioned.
Of the six Trust apportioned cases, two were in Post-Acute and Planned Medicine
and one each in Cardiovascular and Private Patients. One baby had two episodes
Post infection review (PIR) findings showed the source was:
o One each - Skin and soft tissue; PVC related; PICC line related; Unclear
source
o Congenital skin condition two episodes on same baby

Four additional MRSA bacteraemia identified at other Trusts were assigned to third party.
Patients were diagnosed at different Hospital Trusts but had earlier procedures carried out at
KCH. In all four cases an internal review was undertaken to support clinical learning and
minimise the risk of reoccurrence.


Probable sources were line related for two dialysis patients and surgical site infection
for the other two.

5.1.2 Clostridium difficile infection (CDI)



There has been a reduction in the number of CDI Trust apportioned cases, down
from 60 cases in 2015/16 to 50 (-17%) cases in 2016/17. Reported apportioned
numbers were 6% below the required DH target of 53 for 2016/17 at DH.
12
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A further 37 cases were reported as non-Trust acquisitions i.e. either true community
acquisitions or GP samples; day cases or from outpatients.
Highest numbers of cases were in Post-Acute, Planned Medicine and Acute
Medicine Liver and Haematology. 67% of divisions met or performed better than the
internal target set
In line with DH reporting requirements, there were two cross-infections due to the
same Ribotype strain and therefore two CDI episodes were declared as lapse in care
following the RCA review.
At all four CCG review panel meetings King’s decision on ‘no lapse in care’ was
confirmed on random cases selected for scrutiny.
RCA findings and lessons learned showed deviation from best practice in relation to
poor compliance with hand hygiene; environment and nurse cleaning of near patient
equipment and delays in sampling. Antibiotic documentation was poor for seven
cases and needed further review. Approximately 24% of cases were given laxatives/
enemas 24h before sampling. In 26 (52%) of the reviewed cases hand hygiene
scores for doctors were below 95% and 14 cases (28%) for nurses.
A further 76 PCR positive Trust apportioned CDI cases were identified in 16/17 but
were not required to be reported to the DH (as per guidelines). Each of these cases
was reviewed by the Medical Microbiology Team, Clinical teams, the Infection
Prevention and Control Nurses and the Antimicrobial Pharmacists. The majority
were treated for CDI. These cases add to the overall number of patients that required
isolation facilities at DH (n=193). Overall this represented a downward trend of 14%
from 223 in 15/16.
The Trust apportioned CDI rate was 13.6 per 100,000 bed days (50 cases) with a
peak in the Oct-Dec quarter (19.4 per 100,000 bed days). This rate was lower
(decreased by 17%) than the 2015/16 rate of 16.6 per 100,000 bed days (60 cases).
For the last four financial years the rate varied between 13.4 and 16.6 per 100,000
bed days.
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Vancomyc
cin resistan
nt Enteroccocci (VRE) bacterae
emia
5.1.3 V







51 VRE bacteraemias were reporrted for 2016/17 as Tru
ust apportiooned.
The numbe
er of VRE bacteraemia
b
as increased
d by 30% compared
c
too the previo
ous year
(39 cases in 15/16). From 14/15 tto 16/17 cas
ses have increased byy 70%.
w
in Haem
matology co
ompared to 19 episode
es in the preevious yearr.
14 cases were
VRE bacteraemias ha
In Liver the
e number of
o reported V
as increasedd from 10 cases
c
in
15/16 to 20
0 cases in 16/17.
VRE admisssion scree
ening to dettect colonis
sation continued on Haaematology
y wards.
Liver discontinued VRE screening
g in July 2015.
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5.1.4 MSSA bacteraemias (Meticillin sensitive Staphylococcus aureus)
Cum Actual vs Cum Traj 16/17
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23 MSSA bacteraemias were reported as Trust apportioned in 16/17. The number of
MSSA bacteraemia continued to decrease by 12% (26 cases in 15/16).
Highest numbers of cases were in Haematology (6), Post-Acute Planned Medicine
(5), ICUs (5) and Child Health (4)

5.1.5 E.coli bacteraemias
Cum Actual vs Cum Traj 16/17
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114 of the 318 (36%) E.coli bacteraemias reported were Trust apportioned. This
represented a 24% increase in Trust apportioned cases compared to the previous
year (n=92). However, the proportion of community acquired cases also increased by
10%.
Highest numbers of cases were in Haematology and Team.
The majority (53%) of divisions were above the internal target in 16/17.

5.1.6 CPE/CPO – Carbapenamase Producing Enterobacteriaceae/Organisms
 CPE/CPO (Carbapenamase Producing Enterobacteriaceae/Organisms) continues to
pose an increased challenge in 2016/17, with 92 confirmed isolates identified and a
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further 135
5 suspecte
ed cases investigated. The nu
umber of cconfirmed isolates
med isolate
ed to the prrevious year (71 confirm
increased by
b nearly 30
0% compare
es)
At King’s, in 2016/17 most confirrmed cases were in Ca
ardiothoraciic (n= 20), followed
f
ed Medicine
e (n=17) an
nd Liver (n=
=12). Most cases iden
ntified in
by Post-Accute, Planne
Cardiovasccular and Post-Acute,
P
Planned Medicine
M
were conneccted to the blaIMP
metallo-carrbapenemas
se gene ou
utbreak. Ho
owever, pattients colonnised with the IMP
gene were also reporrted from o
other divisio
ons includin
ng ICUs andd Renal Un
nit. Risk
based and routine scre
eening has been introd
duced in the
ese units annd hence increased
the numberr of confirmed cases ob
bserved during this tim
me period.

Variation off CPE/ CPO
O genes bettween April 2014 and March
M
20177

CPE
E/ CPO gen
nes
CPE IMP
P
CPE KPC
C
CPE NDM
M
CPE NDM
M and OXA
A-48
CPE OXA
A 48
CPE VIM
M
GES beta
a-lactamas
se gene
CPO OXA
A-23 / OXA
A-51
CPO others
CPO VIM
M
Total



N
Number of CPE/
C
CPO isolates
2
2014/15
2
4
11
4
15
3

2015/16
2
7
5
4
6
21
3

5
2
7
53

17
7
1
71

2016/17
2
48
2
12
1
9
4
2
7
4
3
92

onstrates th
he shift of CPE/
C
CPO is
solated gennes. For exa
ample in
The above table demo
H we expe
erienced an OXA-48 an
nd OXA-23// OXA-51 ou
utbreak.
2015/16 at Denmark Hill
enced one major CPE
E outbreak affecting vaarious ward
ds within
In 2016/17 we experie
were identified through ward moovements and most
the Trust. Epidemiological links w
cases werre confirme
ed by mo
olecular typ
ping. Outbrreak invesstigation wa
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16
nfection Pre
evention and
d Control Annual Repo
ort 2016/20117
In

Enc. 2.2a



supported by analysin
ng environm
mental swaps. Seven environmenntal sample
es taken
from differe
ent sinks wiithin the afffected areas grew resistant Klebssiella pneum
monia or
resistant Ciitrobacter frreundii and subsequen
ntly blaIMP was
w isolatedd.
Other CPE
E/CPO gene
es were al so investig
gated and fingerprint
f
ttyping requ
uested if
clusters susspected.

5.1.7 L
LRE – Vanc
comycin an
nd Linezollid Resista
ant Enteroc
cocci
 The inciden
nce of LRE episodes a
at KCH has
s decreased
d from 17 inn 2015/16 to
o 11 (10
patients) in 2016/17 (decrease
e by 35%
%).
Eight episodes were repo
orted in
Haematology, two episodes in Liiver and one episode in
i Cardiovaascular. Ab
bout four
cases were
e detected through
t
rou
utine VRE screening.
s
In three ouut of the 11 isolates
LRE was detected in urine,
u
two in
n blood cultures and on
ne in bile saample. One
e patient
ositive clinica
al isolates.
had two po
 Over the la
ast two years most LRE
E cases hav
ve been identified in Haaematology
y.

5.1.8 M
Mandatory
y DH reporrting: Princcess Royall Universitty Hospitall site:
5.1.9 M
MRSA bactteraemias (Meticillin
n resistantt Staphyloc
ococcus aur
ureus)



No Trust ap
pportioned MRSA bactteraemias were
w
reporte
ed at the PR
RUH in 2016/17.
.
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um difficile
e infection
n (CDI)
5.1.10 Clostridiu









19 CDI Trust apportion
ned cases w
were reported at the PR
RUH.
RCAs were
e performed for 18 ca
ases and no
n lapses in care werre declared
d for the
PRUH.
19 cases) se
et by the DH
H for 2016/117.
The PRUH achieved the target (1
A further 52
2 cases were reported
d as non-Tru
ust acquisitions i.e. eithher true com
mmunity
acquisitionss or GP sam
mples; day ccases or fro
om outpatients.
Surgical wa
ards, who comprise
c
21
1% of our bed
b base, ha
ad no CDI ccases comp
pared to
32% of all PRUH
P
HAI in 2015/16.

The Trust apportioned
d CDI rate per 100,00
00 bed days
s at the PR
RUH has re
emained
arget rate of
o 15.2 throu
ughout each
h quarter.
under the ta
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5.1.11 Vancomycin resistant Enterococci (VRE) bacteraemia





Three Trusts apportioned VRE bacteraemia were reported for 2016/17.
All cases were identified in Surgery.
A further four cases were identified within 48 hours of admission; however all were
recent discharges from the hospital.

5.1.12 MSSA bacteraemias (Meticillin sensitive Staphylococcus aureus)




10 MSSA bacteraemia were reported as Trust apportioned from the PRUH in
2016/17 breaching our internal target.
A further 33 cases were reported as non-Trust acquisitions i.e. either true community
acquisitions, day cases or from outpatients.
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5.1.13 E.coli bacteraemias



25 of the 166 E.coli bacteraemia (13%) were reported as Trust apportioned from the
PRUH in 2016/17.

5.2 Outbreak and Incidents
5.2.1 Candida auris
Candida auris is an emerging multidrug resistant fungus which has caused outbreaks in
various parts of the world. First reported in 2009, it is unique among yeast infections which
do not routinely cause outbreaks. There have been three hospitals in London where ongoing
transmission has been reported. At Kings an outbreak was reported from 2016-2017. Unique
features of C.auris are its universal resistance to fluconazole, ability to persist and transmit
rapidly in hospital environments, ability to colonise and infect patients with pre-existing
comorbidities and difficulty in diagnosis (misidentification) by many existing laboratory testing
methods. Available typing methods can detect international clades but not local
transmission.
From April 2016 to March 2017, 29 patients were found to be colonised with C auris. Of
these six had blood stream infection and another three had isolates from other clinical
samples and needed antifungal treatment.
Division
Liver
Critical
Cardiac
Team
Renal
Neurosciences
Other hospitals

No of cases
10
6
6
3
1
1
2 (first two samples
which were included)
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C.auris ca
ases April 20
016 to March 2017
3
33

Cum . number of cases

3
30
2
27
2
24
2
21
1
18
1
15
1
12
9
6
3

03 17

02 17

01 17

12 16
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Cum ulative confirmed
c
case
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evention
On iden
and Control measu
ures implem
mented to co
ontrol and prevent
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ongoing transm
mission. Reg
gular
outbrea
ak meetingss were chairred by the D
DIPC and in
nvolving PHE, clinical ddivisions, Viapath
and oth
her hospital associated staff.
Training
g material, information
i
d guidance were
w
develo
oped.
sheets and
Lab tessting protoccol was dev
veloped forr screening and new test
t
introduuced in liais
son with
Viapath
h. In the absence of ac
ccurate diag
gnostic kits
s, a numberr of cases w
were misdia
agnosed
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ere sent to the refere
ence lab fo
or confirmattion. Updatted diagnosstic platform
ms (esp
Biomeriieux MALDI TOF) are awaited an
nd an in hou
use PCR ha
as been devveloped wh
hich is to
be launched in mid
d-2017. Listt of contactss was mainttained and screening aadvised.
Routine
e screening was introduced in all adult intens
sive care arreas which are deemed as the
highest risk areas.. Point prev
valence scre
eens were performed
p
in areas whhere more than one
as detected
d.
case wa
All susp
pected patie
ents were ke
ept in isolattion with enhanced pre
ecautions unntil C. auris was
ruled ou
ut. Hydroge
en peroxide terminal dissinfection was
w made mandatory
m
foor clinical areas
where C
C.auris case
es were adm
mitted. Disp
posable equ
uipment and
d chlorhexiddine patche
es for IV
lines we
ere introducced in all hig
gh risk area
as. A national educational sympossium was he
eld to
share kknowledge and
a experie
ences with o
other affecte
ed Trusts.
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The epidemic curve peaked in October 2016 but subsequently there has been no
widespread transmission. A few cases have been detected but sporadically in line with the
experience of other hospitals affected by C. auris outbreaks.
Close liaison with another hospital affected by a similar outbreak helped in introducing
additional measures especially as published guidance was limited. Raising awareness early
and extensively among healthcare staff helped implement preventive measures rapidly. Lack
of appropriate diagnostic kits led to loss of resources in pre-emptive prevention measures.
5.2.3 Bla IMP Carbapenemase producing Enterobacteriaceae(CPE)
Carbapenemase producing Enterobacteriacea have been rising in incidence worldwide. At
Kings we see a variety of different CPE genes but our incidence of the lesser known bla IMP
CPE has been steadily raising. This is relatively rare in the UK, previous reports being
mainly from South East Asia, Far East Asia and Australia.
Most cases have been colonised without clinical infection although 4 bacteraemia have been
reported. Further Bla IMPs were isolated in urine samples (2), sputum sample (1) and
abdominal sample (1). The majority of cases were identified in the Cardiac and Team
division. 3 patients have been identified outside of our Trust but were linked to our hospital.
Of note the bla IMP gene has been identified in various Klebsiella spp, E. coli, Enterobacter
spp and Citrobacter spp and hence clonal dissemination is probably responsible only for
some of the cases. Plasmid borne transmission which can happen between different species
and genera remains a high probability.
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Description of cases from March 2016 to the end of March 2017

Number of patients: 48
Number of sample isolates 50
Divisions
Gender (n=48)
(n=48)
Female
Male
Age (n=48)
Mean
Sample type (n=50)
GNR screen
Blood culture
Other
VNTR profile (n=50)
3, 5, 2, 2, 0, 2, 2, 3, 1

24 (50%)
24 (50%)
64 yrs (22-96)
42 (84%)
4 (8%)
4 (8%)
21 (42%)

6, IS, 4, 2, 1, 2, 3, 4, 1

12 (24%)

3, 5, -, 5, 5, 2, 1, 3, 1
3, 1, 2, 0, 1, 1, 1, 3, 4,
3, 3
1, -, 1, 2, 0, 1, 6, 5, 1
Missing
Unique

7 (14%)
3 (6%)
2 (4%)
4 (8%)
1 (2%)

Cardiac
Team
Critical
Haematology
Liver
Renal
Other Hospital
Neurosciences
Surgical
Private Patients
Organism
(n=50)
Klebsiella
pneumonia
Enterobacter
cloacae
Escherichia coli

18 (38%)
12 (25%)
3 (6%)
3 (6%)
3 (6%)
3 (6%)
3 (6%)
1 (2%)
1 (2%)
1 (2%)

46 (92%)
3 (6%)
1 (2%)
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Water testing of affected clinical areas revealed atypical mycobacteria in large numbers.
However typing results suggested more than one strain to be present.
PHE environmental expert was consulted and recommendations to protect source of entry
into Hickman lines were implemented.
The key learning points from the outbreak highlighted that although a water borne infection,
it is very difficult to eradicate from the environment. Vulnerable patients should be protected
from the organism gaining direct entry into the bloodstream.
No further cases have been reported since Nov 2016.

5.2.5 Summary of CDI- RCA cases and Lapse In Care
All hospital attributable Clostridium difficile toxin positive cases are reviewed by a
multidisciplinary team. The table below provides a summary of the cases and key findings.
Year
Number of reviewed cases at RCA meetings
CCG reviewed
Lapse in care
Deviation from best practice
* inhouse transmission supported by ribotyping results
Details for 2016/17
Antibiotics appropriate (type
and duration)/
documentation
Isolation
Stool chart
Laxative 24 hours before
diagnosis
Recurrence of CDI
Hand hygiene : doctors
below 95 %
Hand hygiene : nurses
below 95 %

50
cases

2015/16
58 (60)
10 (17.2 %)
1 (1.7 %)
18 (31.0%)

2016/17
50 (50)
7 (14%)
2* (4%)
13 (24%)

Comments

7
(14%)

Prolonged courses given and/ or missing
documentation

23
(46%)
9
(18%)
12
(24%)
13
(26%)
26
(52%)
14
(28%)

2 delayed isolations and 21 best possible mainly isolated after diagnosis
Patchy documentations
3 liver/ ITU patients & 1 patient continued
after diagnosis

Data not available for 2 CDI episodes

Summary of cases where lapse of care was determined
Sample date
Case
Ribotype
Lapse in care
Antibiotics appropriate (type and duration)/ documentation
Antibiotics stopped after CDI

23/09/2016
1
020
Yes
Yes
N/A

22/12/2016
2
002
Yes
Yes
Yes
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Isolation level appropriate
Stool chart maintained (before/after) CDI
On Laxatives up to 24h before diarrhoea
Delay in sample testing?
Communication between wards/ hospitals appropriate
Doctor Hand hygiene
Nurses Hand hygiene
Medirest
Nurses Cleaning

Yes
Yes
Yes
No
Yes
<95%
>95%
>95%
<95%

Delayed
Yes
Yes
Yes
Yes
≥95%
≥95%
≥95%
≥95%

Case 1:
In September index case was diagnosed with recurrent CDI however not isolated in time.
Case 1 developed diarrhoea a few days later and stool sample was toxin positive. Both
samples were sent off for further testing and isolates were indistinguishable. Reason for
lapse in care as in hospital transmission
Case 2:
Index case was diagnosed at the end of the November and then after surgery transferred to
an intensive care unit. Case 2 was already at the intensive care unit and developed
diarrhoea. Both lab samples were sent to the reference lab for further testing. Both isolates
were indistinguishable and inter hospital transmission most likely source.
Reason for lapse in care
Timelines for each index case and transmitted case were done. Both patients had same
subtype as other patient on the ward.
Intervention measures
 Raising awareness, feedback at RCA meeting, departmental IC meetings , HCAI Ops
and ICCLeads meeting.
 Key learning points
 Antimicrobial documentation and earlier review
 Compliance with stool chart documentation-Consistency and compliance with hand
hygiene
 Outcome No further cases of same epidemiological type were detected.
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5.2.6 Norovirus
Norovirus outbreaks were experienced at the PRUH in May/ June 2016 and between
November 2016 and January 2017. Following the experience and learning from outbreaks in
the previous year, Senior Leadership and engagement from board to floor, we saw a
significant reduction in transmission of Norovirus occurring across the hospital. This was
despite cases being admitted from the community and confirmed as positive. A total of 49
confirmed cases were identified during the period of November 2016 to January 2017. An
action plan was developed to improve the Infection Prevention and Control practice including
cleaning, hand hygiene, specimen collection and transportation, management of confirmed
and suspected cases, communication of patients on admission and transfer and to educate
staff on the nature of the virus. Daily management review meetings were held to maintain
heightened awareness and vigilance for Norovirus.
Daily surveillance reports on inpatient prevalence assisted with reducing blocked beds and
ward closures during these outbreaks. Inpatient prevalence and incidence of confirmed
Norovirus were monitored and published daily to identify transmission and inpatient burden
by floor location of wards.
The Norovirus Policy was also revised to ensure clear roles and responsibilities and
additional sinks placed at the entrance to wards to improve compliance with hand washing
Although a number of bays were closed at various points in time, the number of wards
affected was significantly reduced.
A “Christmas Norovirus update” was produced highlighting successful outbreak control.
An outbreak of Norovirus also occurred on Donne ward at the Denmark Hill between the 12th
April 2016 to 21st April 2016. The ward was closed to admissions during this time. A total ten
patients and two members of staff were affected during the outbreak. Outbreak meetings
were held to manage and control the outbreak. The ward reopened to admissions on the 21st
April 2017 following a deep clean.
5.2.7 Influenza
Influenza activity increased at both the PRUH site and Denmark Hill between December
2016 and February 2017.
At the PRUH, M8 was closed to admission between the 19th January 2017 to the 30th
January .2017. Four patients were confirmed positive for Influenza A virus, with staff also
reported to have been symptomatic. Darwin 1 was also closed to admission on the 1st
February 2017 for two days. Three patients were confirmed positive for Influenza A, staff
were also reported to be symptomatic. Chartwell Day Care also reported four patients with
Influenza A & one staff member from the 19th January 2017.
A number of Infection Prevention and Control measures were taken to control the outbreaks
and prevent ongoing transmission. Outbreak meetings were held, cases were monitored and
discussed daily and any identified contacts given prophylaxis. Vaccinators completed extra
rounds on affected wards to increase vaccine coverage and awareness in staff. Enhanced
cleaning of communal and affected areas was also undertaken.
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The key learning identified from the outbreak was the need for greater uptake of the flu
vaccine by front line staff and the need for information on risks to staff and patients. Work is
currently in place to ensure the update of the flu vaccine is increased prior to the next flu
season.
At Denmark Hill site an Influenza Outbreak occurred on Marjorie Warren ward. The ward
was closed to admissions for nine days between the periods of 18th January 2017 to 27
th

th

th

January 2017. Mathew Whiting was also closed between the 28 March to the 5 April 2017
due to Influenza. Outbreak meetings were held and actions put in place to manage and
control the outbreaks. Increased activity in the community, lack of side room capacity and
admission of symptomatic patients contributed to the outbreaks

5.2.8 Hepatitis B
The Infection Prevention and Control Team (IPCT) were informed on the 13th January 2017
about a 50 year old lady with learning difficulties and a history of epilepsy with acute
hepatitis B by Public Health England. The patient lived in a 24-hour care facility and had
become unwell in the first week of December 2016 with a gastrointestinal illness without
jaundice. She was seen at another Hospital and diagnosed with possible acute hepatitis B.
PHE was notified on the 3rd January 2017. Initial investigations suggested that the onset
date was likely to have been around the first week of December. The tests on the blood
sample collected on 19/12/2016 were consistent with a diagnosis of acute hepatitis B by the
PHE Microbiology Services. Investigation identified that the patient had a scale and polish on
the 14th July 2016 at a KCH Community Dental Clinic. The Dental Clinic was visited, the
clinical environment, IPC practices and staff immunity was reviewed.
A report was sent to Public Health England, no actions were advised and the investigation
later concluded that the source was identified elsewhere. However, the IPC investigation
highlighted some issues in the Dental Clinic, including the need to confirm the Infection
Prevention and Control arrangements where it begins and where it ends, issues with the
environment, including lack of space/clutter, no designated room for decontamination, and a
mixture of downward displacement and vacuum pack bench top sterilisers. A meeting with
the DIPC and Deputy Director of Operations, Clinical Directors and leads for Dental Services
was held to review and to agree actions to ensure that the essential requirements in IPC and
Decontamination are met and a clear plan is put in place to move towards best practice. It
was subsequently identified that the infection was likely to have been transmitted from
another client in the residential home.

5.2.9 Pseudomonas in Augmented Care
Following the six monthly testing, for pseudomonas aeruginosa in augmented care. A total
of 28 outlets were identified as positive on the Haematology ward at the PRUH during the
month of January 2017. Remedial actions were taken including placing filters on the
affected outlets. The protocol for flushing underused outlets was reviewed and reinforced
and practice monitored to increase compliance. The process for cleaning of sinks by the
domestic staff was also reviewed and supervision and competency assessment
implemented. An options appraisal was undertaken and a decision was made to install
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inline thermal disinfection units to all affected outlets. Following retesting, the majority of the
outlets were found to be negative, except a few showers. Plans were put in place to replace
the flexible hose with fixed showers. Ongoing work to replace the sinks and pipes is planned.
5.3 Surgical Site Infection Surveillance (SSIS)
It has been a mandatory requirement to complete one module of Orthopaedic SSI
surveillance per year since April 2004. A continuous programme of surgical site infection
surveillance of Total Hip and Knee replacements at Orpington, PRUH and Denmark Hill has
been in place since January 2014.
The Trust infection rate for Total Hip replacement is 0.9% against a PHE benchmark 1.1%
Orpington: 607 surgeries - 5 infections (0.8%)
Denmark Hill: 88 Surgeries – 1 Infection (1.1%)
PRUH: 63 Surgeries – 0 Infections (0%)
The infection Rate for Total Knee replacement Trust wide is 0.3%, against a PHE
benchmark of 1.5%.
Orpington: 767 Surgeries – 3 infections (0.4%)
Denmark Hill: 107 Surgeries – 0 infections (0%)
PRUH: 16 Surgeries – 0 Infections (0%)
An audit of the Orthopaedic pathway for the prevention of Surgical Site Infections using The
One Together Audit Tool was carried out at Orpington Hospital with a score of 89.9%.
Areas for improvement highlighted are location of policies and provision for patient warming
while waiting for surgery. Due to Orpington being an elective surgery centre, some points of
the audit were not applicable to the patient type.
Following two pilots of Surgical Site Infection Surveillance in Coronary Artery Bypass Graft
patients undertaken last year. Surveillance in this category has now been established within
the care group. The data will be submitted to Public Health England and will allow for
national comparison and benchmarking. The results for the period of Oct-Dec 2016 3.6 %
(PHE Benchmark 3.8%) and Jan- Mar 2017 3.5% (PHE Benchmark 3.8%).
An audit of the cardiothoracic patient pathway for the prevention of Surgical Site Infections
using The One Together Audit Tool was carried out with a score of 89.2%
Areas for improvement highlighted are location of policies and provision for patient warming
while waiting for surgery. The division are currently reviewing their surgical pathway and
prevention of SSI will be included in this review. The SSIS Nurse is working with the Division
to support this.
The Trust received a letter from Public Health England in August 2016 regarding the SSIS
data for the period January to March 2016 in knee replacement surgery. The letter
highlighted the low rate of SSIs in knee replacement surgery compared to participating
hospitals. There were no inpatient or re-admission infections in 678 operations in this
category during the last 4 surveillance quarters. Concerns were raised around the methods
of case ascertainment.
The process of case ascertainment was documented and presented to the Surveillance
Manager from the PHE HCAI and AMR Department who was assured of our methodology.
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A Peer review of our process with the Lead Surveillance Nurse from Guys and St Thomas’
was also undertaken and recommendations made were implemented to add to our existing
methodology.
5.4 Antimicrobial Stewardship
Denmark Hill
5.4.1 Antimicrobial Resistance Commissioning for Quality and Innovation (CQUIN)
A CQUIN for 2016/17 focussed on antimicrobial consumption and antimicrobial resistance
(AMR) as follows:
The goal was to achieve a reduction in antibiotic consumption and encouraging focus on
antimicrobial stewardship and ensuring antibiotic review within 72 hour
Key Objectives:
1. Each of the following to be reduced by 1% against a baseline year (baseline agreed as
2014/15 with Public Health England as this was the first full year of PRUH data):
a. Total antibiotic consumption
b. Piperacillin/tazobactam consumption
c. Carbapenem consumption
2. Antibiotic review by 72 hours - 90% target by quarter 4 of 2016/17. Audit of 50
prescriptions per month.
Consumption measured as defined daily doses (DDD) per 1000 admissions. DDDs are a
World Health Organisation measurement of antibiotic usage. Antibiotic review by 72
hours: 35/month at Denmark Hill and 15/month at the PRUH.
1d. By the end of quarter 1 – 95% of prescriptions were being reviewed by 72 hours, by the
end of quarter 2 – 96% of prescriptions were being reviewed by 72 hours and by the end of
quarter 3, 91.3% of audited prescriptions were being reviewed by 72 hours. Quarter 4 data is
currently being analysed.
While we achieved a significant reduction in usage of one of the broadest classes of
antibiotics, carbapenems, and reduced consumption by 10% over the course of the year,
and appear to be on track with the 72 hour antibiotic review, we failed to reduce
piperacillin/tazobactam usage. However, over the course of the year 2016/2017
consumption
of
piperacillin/tazobactam
was
reduced
by
over
10%.
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Piperacillin/tazobactam is still widely recommended in many Trust guidelines. The total
antibiotic consumption target was also not met.
There was an increase in dispensing of TTA packets, possibly suggesting greater activity in
the Emergency Department (ED). ED visits and out-patients are not part of the denominator
data, though they contribute to the numerator. Only admissions form denominator data.
Please see the 2017/18 work plan for initiatives to address antibiotic consumption which
remains within a modified CQUIN this year.
5.4.2 Divisional Defined Daily Doses (DDDs) per 1000 Occupied Bed Days (OBDs)
The Antibiotic Users’ Steering Group review divisional consumption data in order to target
areas with higher consumption and discern what factors are contributing to the higher usage
and where and how reductions can be made. We hope to discuss this data at Divisional
Infection Control Performance Management meetings.

Meropenem DDDs/1000 OBDs - Haematology
600.00

DDDs / 1000 OBDs

500.00

400.00

300.00

200.00

100.00

0.00

5.4.3 National Point Prevalence Survey
The Trust participated in the 5th National Point Prevalence Survey on Healthcare-associated
infections and 2nd National PPS on antimicrobial prescribing quality indicators (ECDC
Protocol: England Participation).
We have received data from Public Health England concerning the Trust’s top 10
antimicrobials. The agents listed are in keeping with current Trust guidelines and are as
expected. However, we are currently reviewing the range of agents recommended in Trust
guidelines as well as compliance with key performance indicators (indication recorded, IV to
PO switch not overdue and valid review/stop date) as part of the monthly antimicrobial audits
(see under the Surveillance Team report). Those audits currently give some indication of
whether or not these agents are being used appropriately.
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At the PRUH of the 546 patients audited at PRUH and Orpington site, 165 patients (30%)
had 250 Antimicrobials prescribed. 93% of prescriptions had an indication documented on
the drug chart or the clinical notes. This higher rate of documentation in the PPS compared
to the KPI audit could be attributed to two factors:
1) In the PPS, the infection control team survey all hospital wards, whereas in the KPI only
pharmacist covered wards were audited.
2) In PPS patient notes and the drug charts were checked, whereas only the drug charts
were checked in the KPI audit.
The PPS also showed that 49% of the prescriptions had the duration/review date
documented on drug charts or notes, which is consistent with the KPI results.
These aspects of antimicrobial prescribing are being addressed by the trust managers.
5.4.4 Monthly Antibiotic Audits and other audits
Appropriateness of antimicrobial prescribing within the Outpatient setting at King’s College
Hospital (Denmark Hill site)
An audit was undertaken over one week to determine the appropriateness of antimicrobial
prescribing in the outpatient setting, by examining whether antimicrobials have been
prescribed according to Trust guidelines, in terms of choice and duration/review date.
Prescriptions which contained the indication

41/216, 19%

Prescriptions which contained the duration or review date

211/216, 98%

Prescriptions which follow Trust guidelines (indication was available)

28/216, 13%

Prescriptions which did not have any relevant Trust guidelines

30/216, 14%

Prescriptions which contained the allergy status

216/216, 100%

This audit has highlighted the lack of indication documentation and poor adherence to Trust
guidelines in the outpatient setting. To promote outpatient antimicrobial stewardship to a
similar extent to inpatients, these aspects need to be addressed.
To improve the quality of information provided by prescribers to allow effective screening of
prescriptions:
Outpatient paper prescriptions should contain a section for the indication to be stated.
Prescribers are already familiar with including the indication for all inpatient antimicrobial
prescriptions.
Electronic prescribing should be promoted within the outpatient setting. All electronic
prescriptions documented the indication, as it is a mandatory field when writing the
prescription.
EPMA was being rolled out in out-patients prior to the PRUH becoming part of the Trust.

5.4.5 Adherence of Antimicrobial Prescribing to the Trust Guidelines within the
Emergency Department (Denmark Hill Site)
An audit of adherence to antimicrobial prescribing in the ED was undertaken. The objectives
were to assess the level of adherence of antimicrobial prescribing to King’s College Hospital
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(KCH) guidelines within the emergency department (ED) at the Denmark Hill (DH) site and to
evaluate trends seen in antimicrobial prescribing behaviours. A retrospective audit was
conducted of patients over the age of 16 that were admitted to the ED of KCH from 1st
September 2016 to 4th September 2016.
Indication/Provisional Total
Adherent cases
Non-adherent
Diagnosis
(n=205)
(n=177)
cases (n=28)
70 (34.1)
62 (35.0)
8 (28.6)
Skin and wound
28 (13.7)
23 (13.0)
5 (17.9)
Other
25 (12.2)
19 (10.7)
6 (21.4)
RTI
21 (10.2)
18 (10.2)
3 (10.7)
UTI
18 (8.8)
15 (8.5)
3 (10.7)
Sepsis
17 (8.3)
17 (9.6)
0 (0)
Eye
9 (4.4)
9 (5.1)
0 (0)
Dental
8 (4.0)
8 (4.5)
0 (0)
ENT
3 (1.5)
2 (1.1)
1 (3.6)
CNS
3 (1.5)
2 (1.1)
1 (3.6)
Gastrointestinal
2 (1.0)
1 (0.6)
1 (3.6)
Sexual Health
1 (0.5)
1 (0.6)
0 (0)
Fungal
205
177 (86.3)
Total
28 (13.7)
RTI respiratory tract infection, UTI urinary tract infection, ENT ear nose and throat,
CNS central nervous system
A total of 205 patients were prescribed antimicrobial agents from 1420 patients that visited
the ED during the study period. Twenty different types of antimicrobial agents were
prescribed throughout the study period with co-amoxiclav (34.6%, n=82) and flucloxacillin
(15.6%, n=37) being the most common therapies given. The indications for prescribing
antimicrobials were separated into categories with ‘skin and wound’ (34.1%, n=70) being the
most common reason for initiating antimicrobial therapy in the ED. Overall there was 86.3%
adherence to KCH guidelines for antimicrobial prescribing.
An Audit of antimicrobial prescribing was undertaken in ED at the PRUH. ED antimicrobial
prescribing was audited to assess the following Standards:





Standard 1: Documentation of allergy status
Standard 2: Prescribing of immediate (STAT) antibiotic doses in A&E
Standard 3: Appropriate antibiotic prescribed on discharges from A&E
Standard 4: Documentation of duration

Of the 1152 patients audited, 304 patients were prescribed antimicrobials. The results
showed 90% had allergy status documented, 80.6% were compliant with the immediate
prescribing of the first antimicrobial dose in ED, 80.2% were compliant with the trust
guidelines and 87% had a duration documented.
5.4.6 Pharmacy / Microbiology Ward Rounds
At Denmark Hill Joint microbiology / pharmacy rounds continued during 2016/2017.
However, during the beginning of the year, the numbers of rounds were reduced or were
temporarily suspended due to low staffing in the Medical Microbiology department. Many
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rounds have resumed. Some of these ward-based rounds review every patient on
antimicrobials with representatives of the clinical team. Others are discussions of patients,
which are identified by the medical microbiologist. At the PRUH Joint microbiology/pharmacy
rounds continued during 2015/2016.
5.4.7 World Antibiotic Awareness Week (14th – 18th November 2016) / European
Antibiotics Awareness Day (18th November 2016)
The Trust promoted the second World Antibiotics Awareness Week in 2016, in conjunction
with European Antibiotics Awareness Day. Theatres were particularly targeted, as it was
identified as an area that would benefit from great antimicrobial stewardship. We had also
hoped to target the ED but they were unable to co-ordinate with us. The Lead for
Antimicrobial Stewardship and the Lead Antimicrobial Pharmacist visited theatres every
morning to hand out fliers about the free Trust antimicrobial app and to highlight where
guidance regarding peri-operative prophylaxis can be found. Following this, an initiative with
two consultant anaesthetists to circulate an antimicrobial stewardship newsletter amongst
the anaesthetists has started. In addition the quizzes one for nurses and prescribers were
also distributed in theatres and were taken to ward rounds. All wards in the hospital were
visited to distribute quizzes, explain the importance of antimicrobial stewardship and give out
information on how to download the phone app. The week was also promoted externally via
the Trust’s social media feeds e.g. Twitter
5.4.8 Antimicrobial Audits PRUH
Antimicrobial Stewardship Monthly Audits (MA, AG, AH)
Key Performance Indicators (KPIs) for antimicrobial stewardship was collected on a
bimonthly basis throughout 2016/2017. At the PRUH site the data are collected by ward
pharmacists.





KPI1: Indication recorded
KPI2: Stop/review date recorded
KPI3: IV to PO switch not over due
KPI4: Indication as per guideline or Microbiology approval

This image cannot currently be display ed.
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During the year, a significant drop was noticed in performance in KPI 1 (Documentation of
the indication) and KPI 2 (documentation of the duration) to around 53% and 50%
respectively. This could be attributed to poor data submission from the wards; data was not
collected form medical wards where compliance is usually better.
KPI 3 IV to PO switch- This year averaged at 90%, an increase from last year’s 85%.
Compliance can be further improved by referrals from ward pharmacist to consultant
microbiologists/ the antimicrobial management team.
Compliance with KPI 4 (Indication as per guideline or Microbiology approval) although suboptimum at 77%-87% was a slight improvement from last year’s result of 64-87%.
5.4.9 PRUH Community Antimicrobial
The English surveillance programme for antimicrobial utilisation and resistance (ESPAUR)
report (2016) highlighted the problem of increase in E coli resistance rates to trimethoprim.
Therefore, and in line with Public Health guidelines, Bromley CCG and the PRUH ASG
updated the Community antibiotic guidelines to use Nitrofurantoin as the first line for the
treatment of UTI.
The PRUH ASG is worked with Bromley healthcare and developed the Community OPAT
service for the house-bound patient. This service is expected to enhance early discharges
and avoid unnecessary admissions.
5.4.10 Education and Training
Training on antimicrobial stewardship including antibiotic policies and guidelines remains
ongoing for FY1 and FY2 intakes. Regular review of Trust Patient Group Directions (PGDs)
and Patient Specific has continued as well as education and training of Pharmacists and
junior doctors on infection management and antimicrobial prescribing.
5.4.11 Recommendation from PRUH
• Work with colleagues to achieve CQUIN Targets 2017/2018, compliance with 72 hours
antibiotic review, reduce consumption of antibiotics
•

Target wards with low compliance as identified by KPI audit

•

To increase doctors engagement by moving the KPI audit from pharmacists to junior
doctors

•

Encourage Consultants to take the lead in improving compliance; this can be addressed
through the Clinical Governance meetings

•

Carry out more training and education on antimicrobials

•

The Antibiotic Pharmacists will attend the Clinical Governance meetings of the clinical
care groups when there are issues that need to be highlighted

•

Engage clinicians in auditing the use of antimicrobials

•

The problems identified in gentamicin and orthopaedic audits (from 2014/5) to be
addressed and re-audited
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6.0 Hand Hygiene
The Trust continued to raise awareness around the importance of hand hygiene and
implemented aids to improve compliance. A hand hygiene action plan was developed and
implemented at the PRUH. Actions were taken on both sites, including the Trial of Sure
Wash, Hand Hygiene Awareness Days, Call to action, Pilot of a Hand Hygiene audit tool and
may more. Further work is being undertaken to improve signage across the Trust and
improve monitoring and review of audit data.
7.0 Intravenous Team Activity
7.1 ANTT
Training for all clinical staff that inserts access and/or manipulates IV devices continues.
This is facilitated by IV Practitioners at DMH and PDNs and IV Practitioners at the PRUH. In
one training session in October 2016 the IV Team and partners provided Sharp Safety
training, ANTT and IV device care and management for 180 medical students.
The Table below provides data on the training uptake on WIRED from 2014- 2017.
Table 3 – ANTT training
data from WIRED

2014-15

Division

Staf
f
Cou
nt

Compl
iant

Ambulatory Care and Local
Networks

368

146

Critical Care Theatres and
Diagnostics

948

692

Executive Nursing & Practice
Development Team

6

2015-16
%
Tar
get
=
80.0
0
39.6
7

%
Tar
get
=
80.0
0
41.9
6

Sta
ff
cou
nt

Compl
iant

297

199

67

694

74.9
5

953

814

85.4
1

7

5

71.4
3

4

4

100

4

1

1

1

19

14

18

12

23

22

26

22

100
66.6
7
84.6
2

987

636

986

706

787

537

771

620

106
4

862

997

819

511
7

4059

Staf
f
Cou
nt

Compl
iant

398

167

73

926

3

50

19

13

68.4
2

25

24

96

Liver Renal and Surgery

986

629

Networked Services

814

545

Trauma Emergency and
Acute Medicine

101
0
101
6
519
2

Finance-ICT
Human Resources
Directorate
International and Private
Patients

Women's and Children's
TOTAL

63.7
9
66.9
5

707
740
3499

70
72.8
3
67.3
9
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106
5
103
0
524
6

766
780
3622

25
73.6
8
95.6
5
64.4
4
68.2
3
71.9
2
75.7
3
69.0
4

%
Tar
get
=
80.0
0

71.6
80.4
2
81.0
2
82.1
5
79.3
2
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7.2 Venepuncture and Cannulation (V&C)
The V&C course continues to be in high demand and oversubscribed. Divisional requests
are accommodated based on the service needs identified by Ward Managers/Matrons crosssites. At the PRUH, PDNs have been trained to facilitate the course on a monthly basis
depending on venue/room availability. Approximately 77% of the total number of candidates
booked attended training; a plan is in place to increase the training to above 80%.

7.3 Link Nurse Masterclass
The IV Link Nurse Masterclass had another great year in 2016 and the first study day of
2017 was held on 19th January. This was a very successful day well attended by both King’s
and the community IV LNs. The success of the Masterclass is reflected in the
evaluation/feedback received by the IV Team. In addition to the practical sessions in the
afternoons, the IV Team has introduced a one hour Forum that is proving to be very popular.
There are three more dates planned for 2017 in April, July and culminating in the end of year
conference in October.
The efficacy of the Masterclass is demonstrated by the results from the great work being
done and shared by the IV Links in their respective areas.

7.4 Blood Culture (BC)
Training continues at the PRUH for all staff to align to DMH. New BC labels were introduced
in October 2015 as a marker for improvement of practice. This is to be audited, evaluated
and reported by Dr. Atta (Consultant Microbiologist).
Below are some results of the positive impact the introduction of this training is having in the
ED department at PRUH? Data below is from a recent Royal College of Emergency
Medicine Audit undertaken in the department by Dr. Davda (Consultant Emergency Medicine
PRUH) and Dr. Arnold.
Is there evidence
in the notes that
blood cultures
were obtained in
the ED?
Yes

Royal College
of Emergency
Medicine
Standard
95%

PRUH
2011/12

47%
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PRUH 2012/13
(King’s take over
responsibility
01/10/13)
39%

PRUH
2016/17

94%
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7.5 Centre of Excellence
King's was recognised as a Centre of Excellence for IV Catheter Care in 2016 by Biopatch
Ethicon (Johnson&Johnson). Our first study day held 14th June was attended by 14
delegates (some from as far away as Ireland); it was very successful. Two further dates are
in the pipeline.

7.6 Extravasation Injury
There has been an increase in the number of reported extravasation injuries in 2016; a total
of 16. There were 8 incidences in Paediatrics (4 at PRUH and 4 at DMH) and 8 in the adult
population. All reported cases involved peripheral cannulae (PVCs). All staff has been
reminded that although PVCs are simple to use they can have a life changing effects on the
affected patients. The key to prevent these injuries is through scrupulous monitoring during
IV administration/infusion and documentation.
The extravasation policy was updated and available in the Kingsdocs:
http://kingsdocs/docs/kchdocs/Non%20Cytotoxic%20Extravasation%20Guidelines.pdf

7.8 Right Line at the Right Time: PICC line activity at Denmark Hill and PRUH sites
From January – December 2016, there was approx. 1848 requests for PICC lines at DMH
and 386 at the PRUH (combined total of 2234). Across both sites approx. 1677 PICCs were
inserted of which 1077 were inserted by the IV Team.

Number of
PICCs
Inserted

2013

1343

2014

1251

2015

2016

1399
1381

DMH
420 inserted by 449 inserted by
572 inserted by IVT
IVT
IVT

23

799 inserted by
IVT including
ECG Guided

275 of 370 requests

278

ECG Guided

ECG Guided

208

PRUH

7.9 Community Issues/Complications
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The IV Team continues to absorb the work that comes from patients who have been
discharged to the community (including the Priory Clinic) who require troubleshooting of IV
devices. These include:





PICC line occlusion & migration
Dressings not changed due to lack of equipment for line care leading to increased
risk of infection
On completion of therapy no competent staff to remove the PICC lines
Unfamiliarity with PICC securement devices leading to complications

In some instances patients are sent to A&E and the IV Team is contacted to resolve the
issue. Or, the IV Team is contacted directly to make arrangement for these patients to be
seen.
There is a need to have oversight and governance for patients in the community who are on
long-term IV therapies with IV devices in-situ. Hence, an OPAT Service with a dedicated
Vascular Access Nurse is highly recommended. Joint working with Community teams and
CCG remains ongoing.
7.10 Point Prevalence Audit 2016
Over the years since Biopatch was implemented as part of the CVC care bundle, King’s has
consistently maintained a high standard compared to National average. In November 2016
Biopatch was extended to arterial lines as part of the management of the recent outbreak of
Candida Areus.
Results of the 2016 BPPA
This image cannot currently be display ed.

This image cannot currently be display ed.

(Courtesy of Tania Cleworth – Biopatch Sales Specialist)
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8.0 Decontamination
The management of medical device decontamination is overseen by the Trust
Decontamination Lead and the Trust Decontamination Committee. The Decontamination
Lead, Ann Wood, changed her job role and moved from Denmark Hill to Princess Royal
Hospital, and the Decontamination Committee is in the process of being reorganised to allow
membership to be drawn from higher levels of management within the trust in order to reflect
the importance attached to the subject. It is anticipated that the trust decontamination
management structure will be reviewed by the reconstituted Decontamination Committee.
The Trust Decontamination Policy is also in the process of being reviewed and updated. The
DIPC has also commissioned an external review by a leading expert microbiologist to review
trust wide structures and systems.
8.1 NICE CJD and vCJD Guidance
NICE 196 interventional procedure guidance been in the public domain for some time now
but trusts have generally found it quite difficult to implement because of the requirement to
create two streams of surgical instruments for use in high risk procedures on patients born
pre and post 1997. The Trust has looked at a number of methods of introducing the system
but none has been completely reliable, and considerable costs seemed to be involved. A
recent visit to The Walton Centre in Liverpool, a neurosurgical unit who have implemented
the guidance, by the Trust Decontamination Advisor proved very useful and it is hoped that
the matter will be moved forwards by the re-formed Decontamination Committee.
8.2 Decontamination of Endoscopes
Endoscope Decontamination on the Denmark Hill site was centralised approximately three
years ago, although Day Surgery continues to re-process them in the clinical environment
because their inventory is insufficient to move to central processing. This remains a risk to
the Trust. Although scopes are still processed clinically on the Princess Royal site, work is in
an advanced stage to centralise all processing in a compliant on-site facility to commence
operation late in 2017 or early 2018. Cystoscopes used at Beckenham Beacon are
processed in the centralised facility at Denmark Hill. Centralised endoscope decontamination
facilities are trust managed through King’s IFM.
8.3 Sterile Services
Until late 2016 the trust owned and managed two sterile services departments, one at
Denmark Hill and one at the Princess Royal. At the end of 2016 the management and
running of these two departments was transferred to Steris Instrument Management
Services (previously Synergy Health).
8.4 Estates & Facilities
The Trust has two Authorised Persons (Decontamination), who are members of the Estates
and Facilities staff, who are engineers specially trained in the validation requirements of
decontamination machinery, sterilisers, washer disinfectors and the like. An external
contracted Authorising Engineer’s services are also retained to independently advise on
decontamination machinery, as is required by current guidance.
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98.000%
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96.000%

Mar‐16

94.000%
92.000%

Apr‐16

90.000%

May‐16

88.000%

Jun‐16

86.000%

Jul‐16

84.000%

Aug‐16

82.000%
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en service portal [ServiccePoint] tha
at allows all staff to ordder service
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Beckenham B
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10.4 Education and Training
10.5 Mandatory Training
IPC mandatory and statutory training is delivered through a combination of face to face and
e-learning methods throughout the Trust. Mandatory training is monitored through WIRED
and is manged by the Organisation and Learning and Development Team.
The training records from WIRED for the period of 1st April 2016 to March 2017 5061 clinical
and non-clinical staff received IPC training on induction and refresher.
The table below shows the Infection prevention and control (clinical and non-clinical) staff
trained during the period from 01 April 2016 to 31 March 2017:
Numbers of staff Trained: Induction/Update

Category

Level

Total

Induction

Clinical

1316

Non-Clinical

47

Induction Total
Update Training

1363
Clinical

3413

Non-Clinical

285

Update Training Total

3698

Total Trained

5016

Update Sessions: Breakdown by delivery method
Delivery Mode
Classroom
Online e-Learning
Total Trained

Total
3687
1374
5061

10.6 Infection Prevention and Control Link Practitioners
The IPC Team ran a two day IPC Link Practitioner’s foundation course and continued the
bimonthly development training programme. These have been well attended and evaluated.
A survey of the IPCLPs across the Trust was undertaken to identify gaps. Where gaps have
been identified or where there was an absence of qualified Link Practitioner actions were
taken to ensure that this was addressed. Work is continuing to strengthen the role and
responsibilities of the IPCLPs and the Clinical leads.
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10.7 Additional IPC training
Adhoc IPC training was also provided to all groups of staff in response to new and emerging
organisms, outbreaks and incidence and on request from clinical areas.
10.8 A Candida auris Symposium
th

A Candida auris National Symposium was held on Tuesday 6 December 2016. The
symposium was well attended by over 100 Trust staff and colleagues from otherTrusts from
across England, PHE, NHS England and CCGs. The Symposium was chaired by the Chief
Nurse /DIPC and Key speakers included the Microbiologist/IPC Doctor from the Royal
Brompton (RBH) and Kings as well as the National Incident Co-ordinator for C.auris and the
Clinical Director for Intensive Care at the RBH and Kings.
10.9 Poster Presentations
A number of Posters were developed and presented at National and International
Conference over the last year.
The Surveillance team produced and presented a poster at the Health Care Infection Society
in Edinburgh which was selected for a short oral presentation. Entitled:
‘Monitoring Antimicrobial Prescribing: Review of monthly point prevalence audits’
Acinetobacter Infections in Diabetic Foot Patients was presented at ECCMID
A Norovirus Poster ‘Norovirus outbreak- an Epic dilemma!’ Was presented at the IPS
Conference in Harrogate
11.0 Occupational health
11.1 Screening and Immunisation
Occupational Health and Wellbeing (OHWD) is responsible for assisting the Trust in the
prevention and management of transmission of infections amongst the members of staff.
The Service provides a comprehensive infection screening and immunisation programme
and post exposure management of infections encountered in the workplace, including blood
borne viruses and mycobacterium tuberculosis.
A service has been provided to staff at Kings College London, and since April 2014, staff at
the Princess Royal University Hospital, Bromley and associated sites. Services are also
provided to contractors Medirest, Aramark, The Institute of Liver Studies, and the Institute of
Fetal Medicine under separate contract to KCH.
11.2 Varicella, MMR immunity and vaccination
According to our OH database (Cohort) in March 2017 66% of employees are known to have
satisfactory immunity status for varicella and 46% for measles. In contrast to the report in
August 2014, this figure includes both PRUH and Denmark Hill staff.
This compares with overall immunity figures in May 2014 (not including PRUH/ Orpington
data) of 68% for varicella and 49% for measles
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11.3 Influenza vaccination 16/17
Flu campaigns in previous years have yielded a vaccine uptake of 40-42%, Trust wide. With
the CQUIN financial target set at 65%-75% further work is required to increase uptake. Flu
planning started in June 2016 with the core OH administrative and senior nursing team plus
the communication team.
Various new strategies were employed including, incentives for staff who had the vaccine,
incentives for peer vaccinators, special events around Xmas, evening clinics to increase
access, clinics around the Trust, roving vaccinators, free coffee vouchers (DH only). Midseason the idea was floated that we employ extra bank staff payed for from the CQUIN
budget, however at that stage, there were no nurses available who were vaccination trained
and could therefore be deployed without delay therefore this idea was discounted.
Overall the uptake was increased from 42% of front line staff in the 2015/16 period over a 5
month period to 50% in 3 months (October- December) for the 2016/17 period.
Considerable resistance was encountered amongst nursing and midwifery teams, who only
achieved 33% coverage as opposed to 66% of medical staff. There were also members of
staff who were identified as being ‘active saboteurs’, including some quite senior staff. In
these cases the matter was escalated in the appropriate manner.
To summarise, occupational health believe the primary reason for Kings staff achieving only
50% vaccination uptake was active staff resistance to becoming vaccinated rather than poor
delivery of the vaccine
11.4 Post exposure contact tracing viral/bacterial.
The Occupational Health Team was involved in a number of contact tracing exercises
between April 2016 to March 2017 following notification of staff or patient infection with
Varicella Zoster Virus, Pertussis, Measles, Meningitis, GAS, Mycobacterium tuberculosis
and Scabies. Further information is available if required.
11.5 Screening and Immunisation, South London Health Care.
Immunisation Recall Plan for Staff within Kings College Hospital former South London
Health Care (SLHT) Sites.
All staff with regular clinical or non-clinical contact with patients and who are involved in
patient care should be up to date with their routine workplace immunisations. Year on year
there remain risks associated with poor compliance to immunisation programmes, lowered
herd immunity in some communities (including hospitals) and the re-emergence of
transmittable diseases that historically have been thought of as something of the past. It is
therefore essential that within the hospital community staff are immunised where appropriate
against disease that can;
•

Transfer easily to patients

•

Transfer amongst staff groups
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•

Cause widespread disruption to both patients and staff in the case of a large
outbreak

•

Increase bed pressures and resources

On 1st October 2013 the Trust acquired the Princess Royal, Orpington and Queen Mary as
well as some services at Beckenham Beacon Hospital. OH provision was provided by the
Royal Marsden Hospital under contract to the former SLHT up until 1st April 2014 after
which time it was transferred to the Trust in house service. OH services are delivered to
KCH from Orpington and DMH. Although it is known that the Royal Marsden OH service had
good record management the extent to which recall was managed is not known. It is not
known if or how records were updated for existing employees; however it is known that they
would have screened all new staff as per the DoH 2007 requirements’. Acquisition has
raised questions in regards to the immunisation of staff, particularly ‘historical’ former SLHT
sites and was concerned a risk to the Trust in March 2015 subsequently placing the risk on
the Trust Risk Register. A paper is in draft in preparation for consideration by the Kings
Executive setting out recommendations for the review and recall of staff employed prior from
acquired sites whose immunity status may not yet be known. This paper aims to mitigate
against the above risk through the following recommendation:


Undertaking a review of the records of former SLHT staff who have patient contact
who fall into the following category: Employed at former SLHT sites since March
2007 and up to 1st April 2014*. Staffs that fall into the group identified who are not
considered fully immunity checked and / or immunised against specific vaccine
preventable diseases will be contacted / recalled and invited for an immunisation(s)
update with OH.

Based on the Denmark Hill recall project of 2008 and 2009 it was anticipated that a fully
funded recall project will need to be established an that a recall project of this sort may take
up to two years to implement. The executive paper will recommend two options and costings
to mitigate the risk and should be ready to be presented by the summer. Note this
recommendation does not include immunisation recall for all KCH sites at this stage; only
former SLHT sites.
*KCH OH took ownership of OH records from this date and March 2007 has been
recommended as this the date the DH guidelines on Clearance for Healthcare Workers were
introduced.
Update: This paper has been reviewed and revised by the new Service Manager Helen
Parsons and the issue raised at infection prevention and control committee. The ongoing
plan will be discussed with the DIPC and Occupational Health Consultants for decision and
an action plan going forward.
Additionally work has begun, incorporated into BAU work at Orpington OH, to update the
status of the Women’s and Children’s unit there. This work is almost completed with the
intention to commence similar work with ED staff moving forwards.
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11.6 Staff ED HIV screening
From 2016, staff that attend ED
E as patie
ents and do
o not opt ou
ut of HIV teesting will be tested
and ressults entere
ed on EPR. We disc ussed the initiative fro
om a staff as patient seeking
confidentiality perrspective. It was alsso discusse
ed at the Trust Calldecott info
ormation
governa
ance meetin
ng. We ha
ave not had
d any conce
erns raised by
b staff on tthis matter.
11.7 Sh
harps and Splash
S
inju
uries
The figures below
w taken from
m occupatio
onal health
h data management ssystem indic
cate the
total nu
umber of number of sharps
s
(nee
edle-stick and solid instrument) aand splash injuries
presentting to the OHWD
O
at Denmark
D
Hilll or Orpington between April 201 6 and Marc
ch 2017.
Incident trends inccluding caus
sality and lo
ocation are looked at in
n detail by thhe BBV com
mmittee.
All sharrps injuries which resu
ult in staff e
exposure to
o known pla
asma HIV/H
HCV/HBV are
a both
ble under the HSE RIDDOR repo
reportab
orting syste
em and are reported too the Public
c Health
natiional
surveillance
ngland
scheme.
s
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16/17
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Month
2016
Nov
Dec
2017
Jan
Feb
Mar
Grand Total

WALK IN ‐ BLOOD SPL WALK IN ‐ NST/SHARPS Grand Total
9
8

25
29

34
37

2
8
6
33

26
26
34
140

28
34
40
173

Needlestick and Bloodsplash injuries :
count of appointments for KCH staff in OH walk in clinic
40
34

35
29

30

26

25

26

25
20

WALK IN ‐ BLOOD SPL

15
10

9

8

5

8

WALK IN ‐ NST/SHARPS
6

2

0
Nov

Dec
2016

Jan

Feb

Mar

2017

12.0 Annual Work Programme
The annual work programme for 2017/2018 set out some of the key areas for focus over the
coming year, other priorities may be covered elsewhere. The key IPC priorities for the
coming year will be to reduce post 48 hour E.Coli Bacteraemia associated with urinary
catheters, continue to ensure learning from recent MRSA Bacteraemia are shared and
actions taken to reduce avoidable MRSA bacteraemias, implement new strategies for
controlling MDR Organisms, extend SSIS and continue with actions to sustain best practice
in Infection Prevention and Control.
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INFECTION PREVENTION AND CONTROL ANNUAL WORK PROGRAMME
Work Programme April 2017/March 2018
Executive Lead/DIPC: Chief Nurse Dr Shelley Dolan
DDIPC – Roxanne Mohammed-Klein
BRAG rating Blue

Completed

Red

Off target

Amber

Underway or in development

Green

Action on target

Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act
1

To achieve and exceed CDI
objectives for 2017/2018 and
have no lapse in care

Operational
Lead

Timescale

Comments/Update

BRAG
Status
BR A G

1. Review CDI RCAs from
2016-2017 and share
learning
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Strategic Objective

Actions

Operational
Lead

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act

3

Chinyere
Akubue
Ian Hayden

1. Presentation
to Nergish
be shared at Desai
Committees,
Audit
days,
Meetings
and
Board reports
2. Set up a working
group to agree
key areas for
focus and actions

Implement findings from National
Point prevalence Survey and
agree actions to reduce rates of
infections

To demonstrate a reduction in
avoidable MRSA Bacteraemia
compared to 2016/2017

Comments/Update

BRAG
Status
BR A G

2. Review RCA process and
ensure standardisation
across all sites
3. Ensure that learning of each
case is shared within the
care groups and actions
taken to address issues
identified

2

Timescale

1. Share the learning from
2016/2017 bacteraemia
2. Develop a Trust action plan
to address learning from the
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Surabhi Taori
R’Moh’d
Klein/ Rose
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30th June 2017

Presented to HCAI
Ops 23rd May 2017

1st April 2017

Action plan developed
and presented to
Matrons Forum, Ward
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Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act

Operational
Lead

Timescale

Comments/Update

BR A G

cases
3. Ensure that Medical Staff and
Senior Nurses are involved in
the review process
4. All care groups to develop an
action plan following a case
identified in their clinical area
and ensure
5. Review Governance
processes and ensure
actions are followed up.

managers meeting at
PRUH and DH
IPCLPs meeting and
Clinical Leads
Meetings

McGuire

HoNs/
Consultant
Leads

R’Moh’d
Shelley
Dolan
4

Extend Surgical site Infection
Surveillance across the Trust

BRAG
Status

1. Complete a review of
surveillance methods at other
Organisations
2. Develop a paper for
discussion
3. Agree areas for priority at
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Glenda
Ramos
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31st July 2017

Paper developed and
sent to Shelley Dolan
19th May 2017
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Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act

Operational
Lead

Timescale

Comments/Update

BR A G

KCH
4. Agree strategy for collecting
data, reviewing and reporting
5. Ensure Pilot for CABG is
replicated in other clinical
areas
5

6

Reduce E.coli Bacteraemia by
50% by March 2021

To improve the IPC Nurse
working and increase visibility in
clinical areas

BRAG
Status

1. Agree actions with key
stakeholders for
implementation
2. Develop an action plan for
implementation
1. Review IPC Nurses
Surveillance Systems
2. Investigate systems
which will make it easier
to collect data and
interface with other
software
3. Investigate Mobile
devices for use in clinical
areas
4. Ensure that IPC Nurses
are allocated designated
care groups
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R.Moh’d
Klein and
Paul
Donohoe

31st March 2018

R.Moh’d
Klein /Rachel
Ben- Salem

1st October 2017
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Action plan developed
First Meeting held 6th
June 2017
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Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act
7

To drive improvement in hand
hygiene compliance across all
sites

Operational
Lead

Timescale

Comments/Update

BRAG
Status
BR A G

1. Roll out the hand hygiene
audit using the Perfect Ward
app
2. Investigate new technologies
and methods to improve
compliance
3. Run two hand hygiene
awareness days at DH and
PRUH site
4. Assemble a Hand Hygiene
action group
5. Use the WHO Hand Hygiene
self-assessment Framework
to assess position in relation
to hand hygiene
6. Develop an action plan using
the WHO multimodal
improvement strategy
template
7. Ensure that the signage in all
clinical areas is standardised
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Rachel Ben
Salem

31st March 2018

Perfect ward rolled out
2nd June 2017

Shirley Allen

Hand Hygiene day
held on the 5th May
2017 WHO Hand
Hygiene day
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Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act
8

9

1
0

To ensure that all staff groups
receive IPC training on induction
and update

Continue to develop the IPC Link
Practitioners across the Trust

To provide assurance that
decontamination processes are
compliant with best practice
guidelines and relevant legislation

Operational
Lead

Timescale

Comments/Update

BRAG
Status
BR A G

1. Review TNA
2. Present a report on the
current practice and gaps
3. Agree Trust requirement
4. Work with Learning and
Organisational Development
team to ensure that the
online e-learning package is
appropriate for KCH staff
groups

Andrew
Letters/R.
Moh’d Klein

5. Ensure that all IPCLPs are
trained on delivering hand
hygiene training in the clinical
areas
6. To continue to run the two
day IPC Link Practitioners
Programme
7. Provide the Trust with expert
advice on the microbiological
and infection control aspects
of decontamination
8. Undertake annual review of
Trust decontamination policy
9. Review TOR for Trust
Decontamination Committee
10. Ensure Decontamination

Rachel BenSalem
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31st August 2017

Paul
Donohoe
Surabhi Taori

31st March 2018

Andrew
Letters
Shelley
Dollan/ Paul
Houslop
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Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act

Operational
Lead

Timescale

Comments/Update

BR A G

Audit of Department
provides the Trust with the
assurance that
decontamination practices
are fully validated and in
accordance with current
policy and guidelines

TOR reviewed and
ratified at
Decontamination
Committee 12th June
2017

External Review of
Decontamination
planned for 29th and
30th June 2017
1
1

To share the learning from IPC
Management of Incidents and
Outbreaks

BRAG
Status

11. Run a symposium on
MDR organisms
12. Hold a one day IPC
Conference on Infection
Prevention and Control
13. To publish two articles or
Posters on IPC
incidents/outbreaks
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Shelley
Dollan
IPC Lead
Nurses

Page | 57

1st December
2017

Enc. 2.2a

Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act
1
2

1
3

1
4

1
5

Operational
Lead

Timescale

31st June 2017

1. To develop an operational group
to improve flu vaccine uptake
and to prevent outbreaks of flu in
clinical areas

Shelley
Dollan

Review IPC policies and ensure
that these comply with the Trust
Management of Trust Policies,
new legislations, National
guidelines, and is evidence
based.

2. Plan a programme of review

R. Moh’d
Klein

1st September
2017

Antimicrobial Stewardship

1. To publicise and promote
engagement in all groups of
staff on Trust actions
2. Ensure the Trust is meeting the
requirements of NICE and
CQUIN

Dakshika

31st March 2018

3. Develop a policy and agree a
protocol for use with Estates and
Facilities.

MohammedKlein

To ensure that IPC is included in
all stages of the built environment

BRAG
Status
BR A G

To increase the update of flu in
front line staff and ensure
strategies to prevent and control
transmission in clinical areas

Ensure appropriate antimicrobial
use to reduce the risk of adverse
events and antimicrobial
resistance

Comments/Update

Helen
Parsons

3. Review the current list of IPC
policies and ensure all key
policies are available and up to
date

Jeyarantna
Mustafa Atta

Christel
Garton
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First meeting held 19th
May 2017
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Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act
1
6

Ensure that the IPC Risk Register
is up to date and reflects the
Trust

Operational
Lead

Timescale

Ensure that early identification
and management of patients with
an infectious organism is robust
along the admission pathway.

BRAG
Status
BR A G

4. Update the IPC Risk register

R.
MohammedKlein

31st August 2017

Lorraine
Schwanberg
1
7

Comments/Update

5. Review areas where
EPR/Sunrise is not used
routinely and agree a plan to
ensure Alert Organisms flags are
viewed by staff
6. Ensure where any risk in relation
to identification of infectious
status is identified is documented
on the risk register
7. Develop a passport for patients
with MDR Organisms
8. Review patient admission
pathway and ensure that there is
a clear audit trail for
communication around infectious
status
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Nergish
Desai and
HoNs
Shirley Allen
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Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act

Operational
Lead

Timescale

31st August 2017

9. Complete an updated report on
the position in relation to the
Hygiene Code and agree areas
for action

R Moh’d
Klein

1
9

To develop and implement a
programme of audit against the
Infection Prevention and Control
Policy and Protocols

10. Develop the annual audit
programme and implement in
accordance with time scales

Rachel BenSalem and
Andrew
Letters

31st May 2017

2
0

To reduce the risk of
transmission of Norovirus and the
impact on operational services

11. Implement Norovirus action plan
at DH and PRUH

Rachel and
Kamal
Sehmbey

31st October 2017

Shelley
Dollan

HoNs
2
1

To ensure that water safety
processes are robust and in line
with National guidelines

BRAG
Status
BR A G

Complete a review of our position
in relation to the revised Health
and Social Care act 2008 (revised
2015) and agree actions to
improve compliance where gaps
are

1
8

Comments/Update

12. Ensure that the risk assessment
for Pseudomonas and Legionella
is reviewed for the DH sites and
PRUH
13. IPC Team and Microbiologist to
attend the Water Safety Group
meetings
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Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act
2
2

To engage clinical staff and raise
their awareness of current
national guidance to prevent IV
related complications

Timescale

Comments/Update

BRAG
Status
BR A G

1. To relaunch IV Champions
(from Medical staff) and IV
links (Nursing staff) job roles
and deliver educational
sessions and updates on
current IV related guidance.
2. To review audit processes
with the IV team and IV link
nurses and ensure that the
audit tools reflect the HII and
VHP guidance

2
3

Operational
Lead

To improve integration with
primary care and to standardise
IV practice and provide a
coordinated service for patients
with long term IV devices

1. To identify and
collaborate with
community IV links to
ensure better pathways
for patients with long term
IV devices
2. To review the need for an
OPAT service and
identify an appropriate
model for King’s patients
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P. Donohoe
O. Long

31st December
2017

J. Caguioa

J. Caguioa
31st October 2017
Caguioa
R. McGuire
C. Greensitt

D
Jeyaratnam
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Strategic Objective

Actions

To further reduce rates of HCAIs
and to comply with the
requirements of the Health and
Social Care Act

Operational
Lead

Comments/Update

BRAG
Status
BR A G

3. Continue to be a resource
and offer IV training for
community staff until
OPAT service is
formalised
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Quarterly DIPC report
2017 - 2018 Quarter 1

Dr Shelley Dolan
Chief Nurse/ Director of Infection
Prevention & Control
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Report to:

Board of Directors Meeting

Date of meeting:

13 September 2017

Subject:

Director of Infection Prevention and Control Quarterly report

Author(s):

Roxanne Mohammed-Klein, surveillance data provided by Nergish Desai

Presented by:

Dr Shelley Dolan Chief Nurse

Sponsor:

Dr Shelley Dolan
Chief Nurse and Director of Infection Prevention and Control

History:

CQRG

Status:

For Report

Action required
• The Board is asked to note the content of this report.
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3. Key implications
Legal:

The Trust has a statutory responsibility to ensure compliance under the Hygiene code. The submission of a
quarterly report is part of the Code.

Financial:

Poor infection prevention and control practices and increase in infection rates has a direct financial impact as a
result of additional drug costs and increase in Length of Stay

Assurance:

The infection Prevention and Control report provides an overview of Infection Prevention and Control activity
and identifying significant trends and developments. This report incorporates the risk register relating to
infection control also.
Good Infection Prevention and Control practices are key to providing high quality care to King’s patients

Clinical:
Equality & Diversity:

The content of this report has no implications for equality and diversity

Performance:

Infection rates have a direct impact on length of stay, our performance rating and our CQC registration status.

Strategy:

None

Workforce:

None

Estates:

None

Reputation:

Poor compliance in infection prevention and control standards could adversely affect the reputation of the
organisation.

Other:(please specify)

The Trust has a statutory responsibility to ensure compliance under the Hygiene code. The submission of a
quarterly report is part of the Code.
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Executive Summary – Q1
Candida auris
The candida auris outbreak was declared over and no further cases have been identified.
A successful business case presented to Viapath Executive Control Board in July for purchase of equipment and resources to undertaken PCR testing on site.
This is due to go live in September. Revised National Guidelines for Acute and Community settings have been published and KCH were involved in the writing.
MRSA Bacteraemia
Between the period of April 2017 to July 2017, there were four MRSA Bacteraemia cases identified at Kings College Hospital (KCH). Two of these were
identified at the PRUH and one at Denmark Hill. The key learning outcomes from the investigations have been identified and action plans have been put in place
by the Care Groups to address the issues identified and to share the learning.
Clostridium difficile
The numbers of Clostridium difficile cases that were reported at the DH site at the end of July 2017 was 23 and eight at the PRUH. One lapse in care was
declared at DH and none at the PRUH.
CPE Bla IMP
The Outbreak of CPE – Bla IMP remains a challenge at the Denmark Hill site. All efforts are being made to ensure that the organism does not become
endemic. Since March 2016 a total of 97 cases have been identified across the Trust. However, there are two hot spots which have been the main point of
focus. Fisk and Cheere and Mary Ray Ward have had an increase in cases. IPC measures have been put in place to improve compliance with best practice,
however environmental issues present a challenge to the control. The DIPC is leading a comprehensive outbreak meeting.
E.Coli Bacteraemia
An E.Coli Bacteraemia Task and Finish Group chaired by the DIPC was established in June 2017. An action plan has been developed with an aim to focus on
reducing urinary catheter associated E.Coli blood stream infections and to achieve a reduction in E.Coli blood stream infections across the Trust.
Decontamination
The DIPC Commissioned an external Independent review of Decontamination processes across the Trust. This was undertaken by Christina Bradley, a
National Decontamination Expert and Microbiologist from Birmingham University Hospital recommended by Public Health England (PHE). The visit took place
on 29th and 30th June 2017. A report following the visit was provided and an action plan developed to take forward the recommendations that were made.

Enc 2.2b

Alert Organism CDI Definitions
Denmark Hill & PRUH
CDI definitions:
In 2013 the Department of Health updated the 2 stage testing guidance. The results of these tests determine whether a case
is DH reportable or not. At Denmark Hill, where the PCR testing is available, cases can also be reported locally. PCR is not
currently available at PRUH.

•
•
•

•

•

The Trust has an agreement with Lambeth, Southwark and Lewisham CCGs to participate in a quarterly CDI review panel.
This panel is intended to provide assurance to commissioners and the trust of the quality of CDI case review.
A random sample from each acute provider and community providers is reviewed by a panel consisting of microbiologists
and IPC colleagues from acute sites, pharmacists, CCG representatives and public health doctors.
Definition for lapses of care agreed with these three CCG – a situation which directly results in causing the investigated CDI
case. These might include evidence of nosocomial transmission within a ward, clinical area or evidence of erroneous
antimicrobial administration.
“Deviation from best practice” refers to a situation which is known to increase the risk of infection but the causality cannot be
demonstrated. These include evidence of poor environmental cleaning compliance or cleaning of equipment. It also includes
poor hand hygiene results as well as a long delay in identifying C. difficile as a cause for symptoms.
The site has had one case of Lapse in Care YTD for 2016/17.

Interpretation

Include in mandatory
reporting to PHE?

PCR positive and toxin
positive

CDI is likely to be present

Result of tests

PCR positive, toxin negative

C. difficile could be present, so may have
transmission potential. Patient could be
potential C. difficile excretor.

No, locally reportable

PCR negative, toxin
negative

C. difficile or CDI is very unlikely to be present,
so may have transmission potential. Patient
could have other potential pathogens

No
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MRSA Bacteraemia and CDI
MRSA Bacteraemia
•
Between the period of April 2017 to July 2017, there were four MRSA Bacteraemia cases identified at Kings College
Hospital (KCH). Two of these were identified at the PRUH and two at Denmark Hill
•
One of the two cases reported at the PRUH was identified in the Emergency Department within 48 hours of admission,
however following the Post Infection Review (PIR) led by Bromley CCG, the case was sent to NHSE for arbitration and
subsequently assigned to KCH.
•
•

The source of the bacteraemia in the first case was identified as the axillary abscess.
the second was unproven and possibly due to a wound the third was from an unstageable and grade 3 pressure ulcer to
the Jaw where the patient wore a Miami J Collar to stabilise his cervical spine and the third was the disrupted skin barrier
due to HSV blisters and oral ulceration.

•

The key learning outcomes from the investigations have been identified and action plans have been put in place by the
Care Groups to address the issues identified and to share the learning. These have been discussed at the HCAI Operations
Committee and reviewed at the Divisional Governance Meetings. Learning from the bacteraemia will be shared with the
Clinical Directors.

Clostridium difficile
•
There were 23 Clostridium difficile cases identified at DH during the period of April 2017 to July 2017 and eight cases
reported at the PRUH. One lapse in care has been declared at the Denmark Hill site and none at the PRUH.
•
An 84 year old female patient admitted on the 20th June 2017 with hypercalcaemia secondary to dehydration. The patient
also presented with a urinary tract infection and was commenced on oral Co-Amoxiclav antibiotics. A chest x-ray showed
right lower zone opacity and she was treated for aspiration pneumonia with IV Tazocin. Laxatives were also prescribed for
constipation at the time. Diarrhoea was reported on admission and continued until the 29th June 2017 when a stool sample
was sent.
•
The key learning were delayed sampling and sampling whilst on Laxatives. Prolonged use of Co-amoxiclav as patient had
an 8 day course instead of 5. Learning from the case has been shared and guidance provided on sample collection.
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Candida auris
•
•
•

•

Since April 2016 to date, a total of 33 cases of Candida auris cases have been identified at KCH.
An outbreak meeting was held on the 2nd June 2017 to review the situation.
As there had been no further cases for over six weeks, it was agreed to step down the meetings and declare the outbreak
over. The Outbreak committee recognised that sporadic cases may continue to occur in the Trust, however agreed to
reconvene should two or more cases that were epidemiologically linked be identified during a period of one week
Since the outbreak meeting no further new cases have been identified, however we have continued to see re-admissions of
confirmed positive cases.

•

One confirmed positive case was recently admitted to the Trust, the patient was managed appropriately through the
admissions pathway and isolated in a side room on admission. A blood culture taken on admission was positive for Candida
auris. The source of the bacteraemia was the PICC line. A review of the case has been undertaken to identify the reason
the PICC Line was left in as was no longer required for antibiotic usage.

•

A successful business case presented to Viapath Executive Control Board in July for £173,000 capital spend for equipment
has now been signed off. Laboratory space has been identified, staff recruited, and equipment ordered to enable the PCR
testing to be done on site. The test is planned to go live in early September 2017.

•
•

•

The revised National Guidelines for Candida auris including community guidance has now been published on the PHE
Website. KCH Consultant Microbiologist/IPCD and IPC Team contributed to the review of the guidance. Our Policy is being
reviewed to ensure that any significant updates are included.
Since the outbreak was declared over. The DIPC has established a Multi-drug resistant organism (MDRO) Task and Finish
Group which focuses on reviewing and implementing strategies for improving compliance, minimising the risk of
transmission of MDROs across the trust and improvement clinical engagement
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CPE – IMP Outbreak (1)
•

•
•
•

•
•
•
•
•
•
•
•
•
•

The Outbreak of CPE – Bla IMP remains a challenge at the Denmark Hill site. All efforts are being made to ensure that
the organism does not become endemic in our hospital . Since March 2016 a total of 97 cases have been identified
across the Trust. However, there are two hot spots which has been the main point of focus.
Over the period of April to June an increase in the number of cases have been seen on Fisk and Cheere. A total of 19
cases have been recorded to date.
Whilst there had been significant improvements following all the interventions which were put in place on May Ray new
cases have since emerged.
Recent outbreak meetings have been held to review the cases on Fisk and Cheere. These have been attended by the
Consultant Microbiologist from PHE. Actions have been put in place to improve compliance with Infection Prevention
and Control Practice, including increasing the frequency of cleaning, purchasing additional equipment and implementing
a monitor/IPC Champion to police and re-enforce best practice
Challenges
Some of the challenges to the outbreak on Fisk and Cheere included the following:
Types of patients, behavioural issues inhibiting compliance with Infection Prevention and Control precautions/hygiene
A mixture of inpatients and day cases – known CPE positive patients are dialysed at the main site
The acuity of the beds and location of the HDU increases the movement of patients across both wards
Different IT Systems (Renal ware and EPR) which are not interfaced means that there is a risk of infectious alerts not
being identified at an early stage to enable prompt and appropriate Infection Prevention and Control Precautions
Insufficient single side rooms with en-suite facilities
Insufficient toilets which are located on either ends of the wards means that they cannot designate toilets to infectious
patients
Insufficient storage space to accommodate additional commodes
Control measures have been put in place to minimise the risk where possible. The IPC team are currently reviewing the
plans for refurbishment of New Thamesmead and Dulwich satellite units.
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CPE – IMP Outbreak (2)

Year
2015
2016
2017*
Total

Renal

Other

Total CPE-IMP

1
2
18

4
34
29

5
36
47

21

67

88*

*number of patients
**number of isolates
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Decontamination
•
•
•
•
•
•
•

•

The structure and governance arrangements for Decontamination has been reviewed by the DIPC
The previous Decontamination Lead, Ann Wood relocated to PRUH as the Deputy Managing Director
The DIPC has taken on the responsibility as the Executive lead for Decontamination and Chair of the
Decontamination Committee.
An external Independent review was undertaken by Christina Bradley, a National Decontamination Expert
and Microbiologist from Birmingham University Hospital.
The visit took place on 29th and 30th June 2017
Verbal feedback was provided and a draft report was submitted for comments followed by the final report.
There was no cause for concern around the decontamination processes for surgical instruments or
flexible endoscopes however recommendations were made for improving local processing of other
devices such as probes.
An action plan was develop to take forward the recommendations from the review. This was discussed
and agreed at the Trust Decontamination Committee on the 1st August 2017.

•

Work is currently being undertaken to standardise the decontamination of transvaginal and trans rectal
probes and move toward best practice guidance with an automated means of disinfection. The Trophon
system of decontamination is being rolled out across the areas where the probes are used.

•

Further work is required to ensure a separate pool of new instruments is available for neurosurgery and
posterior eye surgery for patients born after January 1st 1997 to comply with NICE 2006 guidance on
Patient safety and reduction of risk of Creutzfeldt-Jackob disease (CJD)
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Reducing E.Coli Bacteraemia
•
•
•
•
•
•
•

There is a national drive to reduce Gram Negative Bacteraemia by 50% by March 2021. The initial focus will be around
reducing E.Coli bacteraemia. This is supported by a Quality Premium for Clinical Commissioning Groups
A total of 38,132 cases of E.Coli bacteraemia were reported by NHS Trust between April 2015 and March 2016.
The risk being greater in the elderly and the most common source reported as the urinary tract.
Approximately 75% of E.Coli bacteraemia occur before people are admitted to hospital.
At KCH approximately 30% of all E.Coli blood stream infections are identified in our haematology patient population and
the most likely source found to be gut translocation .
An E.Coli Bacteraemia Task and Finish Group chaired by the DIPC was established in June 2017
The group consist of representatives from the clinical areas, Surveillance team, Microbiology, IPC Team and Renal,
Urogynocological and Continence Team.

•

An action plan has been developed with an aim to focus on improving continence and reducing urinary catheter associated
E.Coli blood stream infections and ensure that best practice in relation to urinary catheter insertion and management and
removal, patient hydration, diagnosis and treatment of Urinary Tract Infections (UTIs) and IPC practices are improved and
sustained.

•

The meetings are currently being held monthly and will continue until all policies, and protocols have been reviewed,
relaunched, staff training is in place and monitoring continues

•

Updates on progress against the CCGs actions plans have been provided by Lambeth and Bromley CCG however actions
plans from Lewisham and Southwark have not been seen.
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TB Incident PRUH
•
•
•
•
•
•
•
•
•

The IPC team became aware of a case of mycobacterium Tuberculosis (TB) in a member of staff on Friday 7th July
2017 at the PRUH
The member of staff was identified as smear positive from a Bronchial Lavage.
She was admitted to hospital and was later discharged. She was commenced on TB treatment and remained off sick
until two weeks of treatment.
A TB incident meeting was held on Friday 14th July 2017 to review and discuss the case and agree actions.
The meeting was attended by representatives from Public Health England, Infection Prevention and Control, Clinical
Teams, and the Respiratory Team.
Staff and patients who were exposed for more than eight cumulative hours between the period of the 1st May and the
13th June were followed up by Occupational Health and the Respiratory team.
The Communications Team were informed and advised to prepare a draft reactive statement should it be required.
A follow up meeting will be held to review and ensure that all the actions have been taken.
An increase in the numbers of patients with TB has been seen at the PRUH and following recent incidents where
contact tracing has been required. There has been a focus on raising awareness around the need for a heightened
index of suspicion of TB to ensure that patients are appropriately placed and respiratory precautions taken on onset.
Plans are in place to share the learning from a recent case at the Grand round.
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Flu Planning
•
•

•

•

The Flu vaccine uptake Trust wide over the last year was around 48%. A CQUIN and financial target has been set at
65%-75%, the Trust commenced the Flu Campaign in Quarter 1.
The FLU campaign preparation meetings are being chaired by the DIPC but jointly led by Nursing and Occupational
Health with the aim to significantly increase employee vaccination particularly in front line clinicians. A number of
strategies have been discussed to increase uptake and minimise the risk of the virus to susceptible patients.
Some of these include; Peer Vaccinators, Incentives for uptake for clinical areas, education to dispel the myths around
flu vaccination. Staff who refuse the vaccine will be asked to complete documentation and provide an explanation as to
why they are refusing to be immunised.
The campaign is being commenced early to increase uptake as much as possible.
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Hand Hygiene Monitoring
•

The Perfect ward app was introduced in June 2017
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Board of Directors
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Nick Moberly, Chief Executive

Subject:

Chief Executive's Report to the Board

Introduction/Summary
The Trust has had a busy summer in terms of operational performance but also preparation
for the CQC visit and planned improvements in governance, infrastructure and ICT systems.
Kings continues to perform well in terms of the quality (clinical effectiveness and safety) and
there have been some improvements in patient experience although there is more work to be
done in pockets across the Trust. The unannounced CQC inspection took place on the 5th
and 6th of September with approximately 30 Inspectors across DH and PRUH. The next part
of the new CQC methodology is the “Well – Led” inspection which takes place on the 5th and
6th October. Throughout the summer , the Trust has remained extremely busy, delivering a
substantial programme of outpatient and elective work whilst also managing continued very
high levels of emergency demand. The Trust’s performance on the emergency “4 hour waits”
standard has improved significantly and we have achieved 90% or over on several days in
August and September.
There have been significant development in ICT with the planned development and delivery
of the Electronic Patient Record due to go live at the PRUH in October 2017.
The Trust has also been focused on developing the financial recovery plan with significant
progress being made in time for this Board meeting. We continue to focus on bedding in our
new organisation structure and building staff engagement and it is encouraging to see the
improvement in this evidenced by the results of the Staff Friends and Family Test.

Best Quality Of Care

Outcomes
Mortality rates at both King’s Denmark Hill and Princess Royal University Hospital
continue to be below expected, and the Trust remains in the best performing quartile
nationally.
Readmission rates remains below expected and in the top quartile.
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Patient Experience for patients with mental health needs
One of our quality priorities for this year is to improve outcomes and experience for
adults and children with mental health needs. This is a three year programme of
work and we are currently gathering baseline data on the experience of patients
treated at King’s and building links with key stakeholders. We have set up a Mental
Health Board chaired by the Consultant Liaison Psychiatrist and Chief Nurse. We
have invited key clinical leaders from the South London and Maudsley NHS
Foundation Trust (SLAM) and are working on initiatives across the whole of Kings
Health Partners.
Over the last few months our patient experience team have met with local mental
health organisations who will provide more support to King’s patients in the
community, and with whom we want to engage systematically in developing our care
for people with mental health needs. These include Lambeth and Southwark MIND,
Southwark Living Well hub and CoolTan Arts. Southwark Living Well hub will be
promoting their services to patients at a series of pop-up sessions to be organised in
the Golden Jubilee Wing in the autumn.
We have agreed a joint project with SLAM to improve the use of current feedback
from patients using psychiatric liaison services across the two trusts. We will also
develop an improved patient survey towards the end of this financial year led by
SLAM. This will help assess the impact of the new mental health facilities in the
Denmark Hill Emergency Department.
Finally we are planning to capture some patient stories of people with mental health
needs using King’s Emergency Department, working with SLAM, Healthwatch
Southwark and Lambeth and Southwark MIND in the autumn.
Improving experience for cancer patients and their families
People with cancer is another key focus this year and, following the publication of the
2016 National Cancer Patient Experience Survey, there are many areas where we
need to make improvements. An action plan has been developed and, alongside this,
we are working on a number of initiatives to inform a new cancer strategy and to
improve patient experience.
In July, the Trust ran a listening event jointly with Macmillan to hear directly from
patients about their cancer journey. Sixteen patients attended from diverse
backgrounds and provided valuable insights about their care and their experience. A
second event will be held in October at the Princess Royal University Hospital.
We have launched a new patient experience app for use with iPads and our cancer
services are amongst the first areas to go live so that we can increase the real-time
feedback from patients to inform improvements. The app is in use in the
Chemotherapy Day Unit, breast care clinic and Waddington ward at Denmark Hill,
and in the Chartwell Unit at the Princess Royal University Hospital.
Access
Heightened operational pressure continued in July with higher than normal levels of
frail elderly admissions. Despite these pressures, operational performance continued
to improve with increases in weekend discharge rates, theatre utilisation, reductions
in medical bed occupancy and patients whose transfer is delayed following
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multidisciplinary assessment. In key access targets we saw improvements across
almost every metric, with Diagnostics on track to reach >1% by August, Cancer 62
day to treatment at >85% by September. A&E compliance is increasingly delivering
between 88% and 90% on a daily basis, and the Trust remains on track to reach the
recovery plan milestone of sustained aggregate >90% from September. Against the
Referral to Treatment (RTT) target the size of the waiting list has been reduced by
9.5% since April 2017, with the number of patients waiting greater than 30 weeks
reduced by over 25% in the same period.
Excellent Teaching and Research
Clinical Research
Clinical research brings significant benefits to patients. We continue to expand our
already diverse research portfolio by opening new clinical trials and research
studies. 4,887 patients have been enrolled in clinical research studies at King’s this
financial year (2017/18), taking part in over 150 studies.
Some of our highlights last month included the launch of 2 new trials in
Anaesthetics, Critical Care and Trauma (ACET): the 65 Trial and the POEM
validation trial.
Skilled, Motivated, “Can Do” Teams
Staff Friends and Family Test (FFT)
This runs in Q1, Q2 and Q4 and is administered by our survey provider Picker. Staff
are asked two standard questions and on whether they would recommend the Trust
as a place to work and to receive care; respondents can also provide free text
comments. Results are tracked over time and are benchmarked against NHSE
averages.
Response rates have typically been around 500, however in both Q1 and Q2 2017-18
we received over 2000 responses.
Our Q1 results showed the highest recommendation of King's as a place to work since
Q2 2015/16, with 58% of respondents saying they were likely/very likely to
recommend King's, versus a national average of 65% - a significant increase from
41% in Q4 2016/17. Staff recommendation of King's as a place to receive treatment
had also increased from 67% in Q4 2016/17 to 84% in Q1 2017/18; this was slightly
higher than the national average of 82%.
Results of the Q2 staff FFT survey will be available in September.
LEAP system
LEAP, our new learning, education and appraisal platform was launched on 17
August. The aim of this platform is to replace disparate learning systems across the
Trust, bringing together access to e-learning, non-medical appraisals and classroom
training all in one place. The first phase of the system roll-out incorporated statutory
and mandatory training and self-reporting of completed appraisals. Subsequent
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phases will include a more streamlined on-boarding process, full appraisals
functionality, and access to non-mandatory training courses.
As of 4 September, 4751 users have logged onto the system and over 2000 items of
learning had been completed by staff - including the August intake of 380 junior
doctors who were able to commence their induction e-learning in advance of joining
the Trust.
Junior Doctors rotation 17/18
August, September and October are busy months for junior doctors on rotation.
On the 2 August, 265 trainee doctors joined King’s from other Trusts. In addition 93
trainees moved to new placements within the Trust.
September 4/5/6 sees another intake of 116 trainees rotating.
All of our trainees moved to the new Junior doctors 2016 contract and attended an
induction programme and we wish them well in their careers and a warm and
friendly welcome to King’s. Our trainees play a vital role in the effective running of
the Trust across all our sites.
Top Productivity
Transformation
The Clinical Transformation Board focused on outpatients this month and reviewed
the process improvement that has happened across the Trust. The Trust will gain
£1,150,000 over the next two years from improving administration processes within
outpatient clinics. As a result of the focus groups held with patients and staff
immediate issues have been addressed such as improved training for reception staff,
including a handbook that outlines all core processes.
There has been a substantial programme of work on improvements to telephone
response times, with waits reduced from over a minute to between 10 and 12 seconds
for the PRUH and 16-17 seconds for Denmark Hill.
The outpatient transformation team have also launched an accreditation tool to
monitor improvements to outpatients. This is an App to ensure data analysis is
immediate and all outpatient settings have been reviewed over a three week period.
Our three Wave Four transformation initiatives are well underway. The first of these
is increasing availability and throughput of surgical activity at the PRUH, through
the development of a short stay unit and transferring surgical procedures into
outpatient settings.
This has the potential of giving much more timely care to
patients, avoiding surgical cancellations and improving our productivity as a Trust.
The second project is our neurology programme. Neurology is the outpatient
specialty with one of the highest areas of demand and this is shown within waiting
times for clinics. Our aim is to improve patient pathways and ensure patients get
timely care across the whole of the pathway.
The third programme is to improve the ambulatory infusion service across the
Denmark Hill site.
This is a clinical service provided across a large number of
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specialties and includes the provision of chemotherapy, rheumatology,
gastroenterology and haematology infusions. Clinicians have identified this service
as an area that needs greater standardisation and if centralised would improve
productivity and offer a better service to patients. This programme has commenced
with mapping all services that take place across the site.
Building the skills of our workforce through the Kings Academy is the way we will
drive improved services for patients and embed continuous improvement skills
within our staff. We have now trained 671 people on white belt, 52 on yellow belt
and 23 on green belt.
Information and Communications Technology
The information and technology team have been working on three large initiatives.
The first has been the build of the Electronic Patient Record at the PRUH site. This
is one of the most large-scale and fundamental changes to happen to the Princess
Royal since acquisition and is a significant investment of resources. Over the last
year, the ICT team have worked with Allscripts to build the system and this process is
almost complete with the go live planned for October.
The second scheme has been the launch of the Electronic Prescribing Management
system within the emergency department at the Denmark Hill site. This is described
within the Board paper and successfully went live at the beginning of August
providing improved medication safety within the emergency department.
The third area of development has been to support the LEAP system - where a link
has been developed to the electronic staff record to ensure that information can be
accessed through one system and one login.

Firm Foundations
Sound Finances
At Month 4, the Trust is performing £1m ahead of plan against its cost improvement
programme having delivered £14.3m to date. The position for July shows a small
favourable variance on deliver of £3.5m (£0.2m).
Within this overall result there is strong favourable performance against initiatives in
Private Care and in Workforce; both of which will be asked to maintain and
potentially exceed current performance in mitigating adverse performance
elsewhere. Adverse variances fall into two broad categories:
* Those subject to decision elsewhere, such as for the contract arbitration with NHSE
Specialist Commissioning.
* A number of initiatives associated with increased activity (and therefore income)
where volumes have not yet been delivered. Improvement or mitigation elsewhere is
required.
Fit for Purpose Infrastructure
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Construction work in regard to the Critical Care Centre Project at Denmark Hill
continues. The new facility will provide a sixty bed Critical Care Unit, over two
operational floors. The first floor is due to open in the Spring of 2018.
The final phase of works to Suite One in the Golden Jubilee Wing to expand the
Emergency Department (ED) at Denmark Hill completed in June. Works to extend
the Paediatric area within ED will commence in September. The former Liver
Outpatients area has been reconfigured to provide pre-assessment facilities to assist
with patient flow. Opportunities to extend the ED facilities at the Princess Royal
University Hospital will be explored with our PFI contractor.
The replacement of ten x-ray machines at Denmark Hill is underway. Investment
into
ICT
and
equipment,
over
and
above
those
mentioned,
continues. Further investment proposals in 2017/18 include the upgrade of our main
theatres block at Denmark Hill and various ward refurbishments.
Following confirmation of landlord's approval at Beckham Beacon, works to enhance
the clinical facilities within Dermatology will commence on 11 September. At the
PRUH, approval has been given to upgrade the Sterile Service Department to provide
a centralised service for instrument sterilisation across the Trust. Further
investment is planned to enhance further support services at the PRUH including the
Endoscopy Decontamination Unit and Mortuary facilities. Investment in equipment
and estate infrastructure across the Trust continues to be prioritised against specific
criteria to ensure we remain focused on patient safety and experience.
Following the tragic incident at Grenfell Tower in June, extensive surveys have been
undertaken to the cladding of buildings across the Denmark Hill, PRUH and
Orpington sites. One small non-patient area at Denmark Hill was identified as
having potentially flammable cladding. As the safety of our patients and staff is
paramount, the cladding was removed in its entirety as a precautionary measure. The
area was not used by patients and there was no disruption to services whilst the
cladding was removed. The subsequent test result confirmed that the sample tested
positive. Neither the PRUH nor Orpington Hospitals were found to have the same
cladding.
As previously reported, the age and condition of the majority of our estate at
Denmark Hill is such that extensive redevelopment and refurbishment will be
required to provide the level of services required in the future. As part of the
overarching Estates Strategy, the estates team remain focussed on the development
of a Masterplan for Denmark Hill to inform the Trust of the options available to
redevelop the site over the next five to twenty five years. Our future investment
plans will be cognisant and form part of the wider OHSEL STP plans in South East
London and must also demonstrate ongoing efficiencies in regard to the
allocation/use of space.
As previously reported, the Masterplan will consider the options the Trust has at
Denmark Hill, the timing of works and will explore options for
financing. Discussions continue with the Local Authority’s strategic development
and town planning teams to ensure their requirements are considered as part of the
options we are developing. Our estates team have also discussed with South London
and Maudsley NHS Foundation Trust and King’s College London, the opportunities
that a redevelopment could bring to their site at Denmark Hill too. Engagement with
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our Clinical, Research and Operational teams is underway, to ensure the Masterplan
reflects the needs of the Trust in the short, medium and longer term. By way of
example, King's Health Partners' proposals regard to the future Haematology
Institute have been given priority as part of the Masterplan proposals.
The Masterplan was presented to the Board in June and with the support of the
King's Charity, support was given to the acquisition of a leasehold interest in a
building directly to the west of the site. Interim and longer term plans are now being
developed in regard to building to support occupational needs. Further consultation
including engagement with STP partners, will be undertaken after the Board has had
an opportunity to consider the progress made and the options available.
Compelling Communications
The summer proved to be a busy time in terms of both proactive media placement
and reputation management for the Trust which included responding to a Public
Health England report on outbreaks of Candida auris in hospitals across the UK. The
Daily Mail reported two stories re: patient treatment. The first reported on a
nationwide study led by clinicians at King’s using a robotically-controlled system to
deliver highly-targeted, low-dose radiotherapy to treat patients with Wet AgeRelated Macular Degeneration (AMD). The procedure aims to eradicate or at least
reduce the use of eye injections. The second story followed a pioneering laser
treatment that saved the lives of two babies with twin to twin transfusion syndrome.
The Evening Standard interviewed King’s patient, Kiko Matthew who is currently
training to row the Atlantic to raise money for the new Critical Care Centre. Ms
Matthew is undertaking the challenge as a ‘thank you’ for the Trust saving her life
after she was diagnosed with Cushing’s disease.
At the beginning of the summer, the Minister of State for Health, Philip Dunne MP
visited King’s College Hospital, Denmark Hill. Together with Robert Bertram Chief
Executive and Hugh Meynell, Chairman from the County Air Ambulance Trust, he
presented a cheque worth £500,000 to King’s to go towards the ongoing costs of the
helipad.
In terms of Internal Communications and Engagement the summer edition of the
Pulse@King’s showcased the teams at the Princess Royal University Hospital,
Orpington Hospital, Beckenham Beacon and Queen Mary’s (Sidcup). Stories
included the refurbished Acute Medical Unit at the PRUH and interviews with
Volunteer Lynn Abbott and Specialised Play Practitioner, Sian Spencer-Little. The
team also launched a Trust-wide campaign to prepare for a potential CQC visit this
Autumn.
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1.

SUMMARY OF REPORT

1.1

This report provides the details of performance achieved against key national performance,
quality and governance indicators defined in the NHS Single Oversight Framework (SOF) at
Month 4 for 2017/18.

2.

ACTION REQUIRED

2.1

The Board is asked to approve the M4 performance reported against the governance indicators
defined in the Strategic Oversight Framework (SOF)

3.

KEY IMPLICATIONS

Legal:
Financial:
Assurance:
Clinical:
Equality & Diversity:
Performance:
Strategy:
Workforce:
Estates:
Reputation:
Other:(please specify)

Report relates to performance against statutory requirements of the Trust
licence
Trust reports financial performance against published plan.
The summary report provides detailed performance against the operational
metrics defined within the NHSI SOF.
There is no direct impact on clinical issues.
There is no impact on equality & diversity issues.
The report summarises performance against local and national KPIs.
Highlights performance against the Trust’s annual plan forecasts and key
objectives.
Links to effectiveness of workforce and forward planning
Links to effectiveness of estate use and forward planning
Trust’s quarterly and monthly results will be published by NHSI and the
DoH.
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4.
4.1

OPERATIONAL CONTEXT
Key indicators of operational pressure during July include:
 17,934 A&E attendances in July 2017 compared to 17,416 in July 2016, representing a
2.34% increase. When scrutinised by age group, there was a 3.2% increase in the
attendance activity for 65-84 years and a 1.5% increase in >=85 years patient groups in
July 2017 compared to July 2016.
 4,584 emergency admissions compared to 4,468 in July 2016, representing a 2.5%
increase. When scrutinised by age group, there was a 1.1% increase in 65-84 years
and a 5.6% increase in >=85 years in July 2017 compared to July 2016.
 Formally reportable delayed transfers of care absorbed 4.0% of the 499 medical bed
base in July compared to 5.0% in June. This excludes patients who are medically fit for
discharge but have not been classified as delayed transfers under national guidance as
a multi-disciplinary case review had not taken place.
 Occupancy of the medical, surgical and specialist funded bed stock reduced further
from 98.0% in June 2017 to 97.5% in July due to additions to bed stock, inclusive of an
average 17 escalation beds open during July on the PRUH site.
 The proportion of inpatients discharged at weekends improved significantly on both
acute sites – increasing on the PRUH site from 18.9% in June to 23.4% in July, and
from 19.6% in June to 24.6% in July on the DH site.
 Utilisation in main theatres at Denmark Hill reduced from 82% in June to 80% in July,
but remaining at the 80% target. DSU utilisation also reduced from 79% to 77%. On the
PRUH site, main theatre utilisation improved from 66% to 69%, and DSU utilisation
improved from 67% to 69%.

4.2

Table 1 outlines in year compliance by month against the NHS Single Oversight Framework,
providing most recent actuals and in-year trending. Cancer compliance is subject to further
ratification prior to national reporting, and is shown as an indication only.

Table 1: NHS Improvement Single Oversight Framework

Jul-17

Jun-17

May-17

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

Target

Nov-16

Metric

Oct-16
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Cancer 62 days for first treatment: from urgent GP
referral: all cancers

85% 90.6% 83.7% 86.8% 86.4% 79.5% 83.3% 86.1% 75.2% 81.9% 81.2%

Cancer 62 days for first treatment: national
screening service referral: all cancer

90% 91.8% 89.5% 94.0% 79.1% 94.1% 87.5% 91.5% 96.6% 93.4% 88.9%

Diagnostics: Maximum waiting time of 6 weeks for
diagnostic test.

<=1% 0.8% 0.9% 1.0% 1.2% 0.9% 2.4% 4.6% 1.7% 1.5%

RTT: Maximum waiting time of 18 weeks from
referral to treatment for patients on an incomplete
pathway

92% 79.1% 78.3% 77.1% 77.3% 76.9% 76.1% 74.9% 76.5% 77.1% 77.5%

A&E: Maximum waiting time of 4 hours from arrival
to admission, transfer or discharge

95% 81.3% 79.9% 75.5% 78.2% 81.4% 82.6% 85.0% 85.8% 85.5% 87.8%

1.1%
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KEY AREAS OF PERFORMANCE

5.1

Access Metrics relating to the Single Oversight Framework shown in Table 1 are presented as
Integrated Exception Reports in Appendix 2. These provide national performance context, local
performance against national targets, and agreed recovery trajectories where appropriate
describing tactical and strategic actions in place to improve and sustain compliance.

5.2

Safety & Clinical Effectiveness

5.2.1

The national Summary Hospital Mortality Index (SHMI) improved for the DH site from 88.5 to
86.1, and for the PRUH site from 98.5 to 96.9 for the PRUH site. Both sites remain better than
the expected index of score 100.

5.2.2

For July 2017 the Trust had another 10 cases of c-difficile with 6 cases attributed to the DH site
and 4 case attributed to PRUH. This brings the year to date total to 31 cases versus the phased
in-year quota of 24 cases. There have been 23 cases reported at the DH site and 8 cases at
PRUH.

5.2.3

th

There was 1 MRSA case reported on 16 July on Matthew Whiting ward. There have been 2
cases YTD on the DH site and 2 cases YTD attributed to the PRUH site.

5.2.4

The number of ward red shifts reduced from 112 in June to 103 in July. Of these, 67 red shifts
were on medical wards, 8 on surgical wards, 7 on haematology wards, 6 on each of
neurosciences and cardiovascular wards.

Enc 4.1

5.2.5

There were 3 slip, trip or falls causing moderate/severe harm reported in July compared to 5
cases in June. There was 1 case reported at PRUH on a medical ward, and 2 cases at DH
including 1 case on a haematology ward and 1 case on a medical ward.

5.2.6

The number of grade 2-4 pressure sores reduced from 35 cases reported in June to 27 cases
reported in July. On the DH site, 10 sores were categorised as grade 2 but there were 2 grade
3 sores which were reported Fisk/Cheere and Christine Brown ICU wards. There were 10 sores
grade 2 which included 4 on medical wards, 2 sores on each of haematology and ICU wards, 1
on renal and 1 on cardiac wards. At PRUH/South Sites site, there was 1 sore reported as a
grade 4 as well as a grade 3 sore, both reported on Medical Ward 6. There were 11 grade 2
sores on the PRUH site including 5 sores medical wards, 3 sores on surgical wards, 2 sores on
cardiac wards, and 2 sores at Orpington Hospital.

Patient Experience

5.2.7

The HRWD Inpatient survey score remained static for the DH site at 90 and increased by 1
point to 91 for the PRUH site, with both scores exceeding the target of 89. The Friends and
Family (FFT) scores for Inpatient/Day cases reduced by 2 points to 93 for DH but remained at
94 at PRUH, with both sites continuing to achieve their internal targets. The FFT score for ED
reduced by 4 points to 88 for PRUH, but improved by 3 points at DH to 89, with both department
scores remaining above the internal target.

5.2.8

The number of inpatient cancellations on the day reduced from 92 cases in June to 65 cases in
July, with 49 cases on the PRUH site and 16 cases on the DH site. However, there were 13
breaches of the 28-day cancellation standard for July, of which 8 cases were on the DH site and
5 cases on the PRUH site. Cancellations were mainly attributable to emergency pressures,
however 4 cancellations were due to equipment failure/availability.

5.2.9

The number of patient complaints increased from 64 cases in June to 82 in July, and 7 were
rated high/severe. The number of complaints open or not responded to within 25 working days
reduced from 48 cases in May to 36 in July.

5.3

Health Acquired Infection

5.3.1

MRSA (post 48 hour bacteraemia): One case was reported on 16 July on Matthew Whiting ward
on the DH site, adding to a previous MRSA case for the DH site reported on Oliver ward on 4
April 2017. No MRSA cases were reporting in July on the PRUH site.

Enc 4.1

5.3.2

VRE bacteraemia: 4 new cases reported, with all new cases on the DH site in July 2017. There
have been 16 cases reported YTD which is above the Trust target of 9 cases, but lower than the
20 cases reported at this point last year.

5.3.3

E-Coli bacteraemia: 4 new cases reported in July 2017, with all new cases on the DH site.
There have been 37 cases YTD which is lower than the 46 cases reported at this point last
year, but is above the target of 34 cases.

5.3.4

C-difficile: there were 10 new cases reported in June 2017 and a further 10 cases reported in
July 2017, 6 at the DH site and 4 at PRUH site; this is above the monthly quota of 6 cases for
the month. There have been 31 cases reported YTD which is above the quota of 24 cases.
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RECOMMENDATION

6.1

Trust Board is asked to receive and note the Month 4 position for 2017/18.

Adam Creeggan, Director of Performance and Planning
Steve Coakley, Acting Assistant Director of Performance & Contracts
th

5 September 2017
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Appendix 1: Site Performance Scorecards (current)

Trust Performance Scorecard – DH site

Enc 4.1

Appendix 1: Site Performance Scorecards (current)

Trust Performance Scorecard – PRUH site

Enc 4.1

Single Oversight Framework

Cancer Access Exception Report

In month challenges include radiology and histopathology
capacity. Response actions include:
• Improved access to diagnostics
• Increased management of timed pathways for challenged
tumour groups
• Increased surgical theatre capacity

Cancer 62 days for first treatment: from urgent GP referral: all cancers
Trajectory

100.0%

Actual

Forecast: August >62 day compliance will continue to
improve to a minimum of 83% in August, with full compliance
(85%) restored in September

Target

80.0%

ACTIONS TO SUSTAIN

60.0%
40.0%
20.0%
Mar-18

Feb-18

Jan-18

Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

Nov-16

0.0%
Oct-16

Cancer 62 days for first treatment: national screening service referral: all cancers
Trajectory

100.0%

Actual

Target

80.0%
60.0%
40.0%
20.0%
Mar-18

Feb-18

Jan-18

Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

0.0%
Nov-16

• Compliance is assessed
monthly; only 11.5% of Trusts
were compliant in all 12 months
of 2016/17
• 56.4% of Trusts were compliant
in 6 or more months during
2016/17 (includes KCH)
• Nationally 42.6% of Trusts were
compliant in June 2017.
• Only 56 of 155 Trust's
undertake =>100 treatments in
month (including KCH). 26.8%
of Trust's in this peer group
were compliant in June.

• Cancer compliance is subject to further ratification prior to national reporting, and is shown
for indicative purposes only.
• Provisional data shows treatment post GP referral 81.2% (trajectory 81.0%), and post
screening 88.9% (target 90%). Ratified month end positions are expected to improve in both
metrics.
• The 2WW standard and breast symptomatic standards (target 93%) were both met..

Oct-16

Period: June 2017 (latest
published)
Source: NHS England

ACTIONS TO RECOVER

JULY DELIVERY

NATIONAL CONTEXT

• Additional colorectal outpatient and straight to test
diagnostic capacity
• Redesigned Urology pathway to remove requirement for
outpatient attendance between post diagnostic review via
virtual clinic process
• One stop radiology capacity at both sites for Breast patients
• Development of one stop head & neck clinic on all sites
• King’s is taking the South East London sector lead in
partnership to review and redesign tracking support
provided to cancer MDTs.
• New Cancer management team leading on pathway
rationalisation & standardisation based on timed stages of
treatment principles.

Single Oversight Framework

Diagnostic Access Exception Report

•
•
•

Trajectory

Actual

Extended radiology sessions at Denmark Hill and access
to 5 additional independent sector sessions
Change in staff working hours in Neuroradiology to align
to rest of radiology: creates capacity for additional
patients
Additional Endoscopy weekend sessions and re-allocation
of existing lists.

Forecast: August performance i expected to return to full
compliance at 0.99%, underpinned by additional lists and
capacity availability within the independent sector.

Diagnostics: Maximum waiting time of 6 weeks for diagnostic test.

Target

ACTIONS TO SUSTAIN

5.0%

• Workforce plan underway to improve recruitment and
retention of sonographers.
• Included is a review of training, skills and grading and
recruitment campaigns
• Review of demand and capacity modelling to align capacity
across both DH and PRUH, including development of
workforce to support
• Explore potential for additional scanner to enable dedicated
MR for cardiac via a managed equipment service.
• Recruitment of additional paediatric anaesthetist with job
planned PA for MRI.

4.0%

3.0%

2.0%

1.0%

Mar-18

Feb-18

Jan-18

Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

0.0%
Nov-16

• Nationally 73.2% of Trusts
compliant June 2017.
• KCH is in the 26 Trusts with the
highest turnover (>13,000 tests
per month). Within this peer
group, 61.5% were compliant.
• 48.0% of providers with
between 10,000 and 12,999
tests per month were compliant;
58.2% for providers with
between 5000-9,999 tests per
month.
• The majority of providers (252
of 370) deliver less than 5000
tests per month, with 80.1% of
organisations in this group
being compliant.

• June 2017 compliance improved by 0.41% to 1.07% (target =<1%), when compared to 1.5%
reported in June 2017.
• At site level, PRUH maintained 0.47% with 22 breaches, of which 9 were in non -obstetric
ultrasound. Denmark Hill reported an improved position to 1.55% with continued pressures in
CT, cardiac MRI and paediatric neuro MRI accounting for 78 of the 93 breaches at this site.

Oct-16

Period: June 2017 (latest
published)
Source: NHS England

ACTIONS TO RECOVER

JULY DELIVERY

NATIONAL CONTEXT

Single Oversight Framework

Referral to Treatment Access Exception Report

RTT: Maximum waiting time of 18 weeks from referral to treatment
Trajectory

100.0%

Actual

•
•

•

Enhanced oversight of booking profile to increase backlog
reduction efficacy.
Insourced activity in programme in Ophthalmology,
Dermatology and General Surgery commenced 22nd July.
Augmented validation resources in place (10 WTE) during
Q2 to accelerate data quality improvements in PTL.

Forecast: August compliance is to improve to >78%, and the
number of patients waiting >52 weeks to reduce to 68 as per
recovery trajectory agreed with NHSE/I.

Target

80.0%

60.0%
40.0%

ACTIONS TO SUSTAIN

20.0%
Mar-18

Feb-18

Jan-18

Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

Nov-16

0.0%
Oct-16

RTT: Patients waiting more than 52 weeks from referral to treatment
250
Revised Trajectory

200

Actual
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Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

0
Nov-16

• Nationally 63.6% of Trusts
compliant June 2017.
• 78.8% of Trusts with a PTL
(waiting list) of 20,000 or less
were compliant, whereas only
44.6% those with a PTL of
greater than 20,000 were
compliant
• 30.0% of Trust with PTL of
>50,000 were compliant
• KCH had the largest PTL in
England (84,337) of those Trusts
reporting RTT positions.
• The Trust had the 2nd highest
referral demand in England (of
365 providers). In 2016-17 this
demand grew by 5.5%
• The Trust was the 4th highest
provider of elective admission in
England (of 337 providers).

• Compliance improved by a further 0.4% to 77.46% in July from 77.07% in June (target 92%).
This reflects the third successive improvement in compliance.
• Total PTL reduced by 1948 cases (-2.3%) from the June position of 84,760
• >18 backlog reduced by 800 cases (-4.1%) from the June position of 19,463
• >30 weeks reduced by 1341 cases (-12.9%) from the June position of 6,464
• >52 weeks reduced by 13 cases (-8.4%) from the June position of 156, one case ahead of
the target of 144 for the month.

Oct-16

Period: June 2017 (latest
published)
Source: NHS England

ACTIONS TO RECOVER

JULY DELIVERY

NATIONAL CONTEXT

• Significant increases in elective outpatient and day case
capacity online from 22nd July 2017 to 10th December
2017, delivered by visiting NHS medical teams working in
King's capacity at weekends via insourcing arrangements.
• Targeted specialities include Ophthalmology, Dermatology,
General Surgery. Further review underway to extend to
Colorectal Surgery, Gynaecology and Endoscopy.
• Insourced capacity complements a 2.2% increase in
elective day surgery to be delivered via theatre list
productivity as part of King's Transformation programme

Single Oversight Framework

ED Access Exception Report

A&E: Maximum waiting time of 4 hours from arrival to admission, transfer or discharge

Trajectory

Actual

Target

•
•
•
•
•

Daily root cause analysis of all breaches "by stream".
Robust escalation to ensure protection of minors area from
impact of majors exit block, other than for reasons of
clinical safety.
Lead clinicians supporting daily flow huddles.
Daily review of impact on performance and clinical safety
by MD, Site Medical and Nursing Director.
Daily COO led "Taskforce Meeting" to review lessons
learned and inform forward planning.

Forecast: Improved consistency in daily delivery of c90%
compliance in August, underpinning achievement of trajectory
milestone of 90.03% for September.
ACTIONS TO SUSTAIN

100.0%
90.0%
80.0%

• Frailty assessment services: PRUH - May, DH – Nov
• New clinical site & flow management model - July
• Tightened ward processes (Golden Patient/Ticket Home,
EDDs/King's Way For Wards, CUR/Red2Green) - ongoing/multiple milestones
• Augmented Community & Social Care services, including;
Discharge to Assess/Trusted Assessor – September
• The Trust-wide Here & Now ED Transformation Programme
continues to frame a comprehensive programme of service
improvement plans focused on "whole pathway" redesign at
both PRUH and DH sites.

70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
Mar-18

Feb-18

Jan-18

Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

Mar-17

Feb-17

Jan-17

Dec-16

0.0%
Nov-16

• 50.7% of Trusts in England were
compliant.
• Trust with less than 10,000 A&E
attendances per month were
compliant in 72.3% of cases,
whereas only 16.7% of Trusts
between 10,000 and 19,999
attendances per month were
compliant
• 14 Trusts have more than 20,000
attendances (including Kings); 1
Trust in this group was compliant
in June.
• KCH had the 6th highest A&E
attendance volume in England (of
227 Providers)
• KCH had the 10th highest
volume of admissions via A&E (of
227 Providers)

• Aggregate compliance in July improved to 87.8% compared to 85.5% in June. Compliance
remains below the recovery trajectory of 90.6% for the month.
• Medical, surgical and specialist funded bed stock utilisation remains unsustainably high at
97.5% in June.
• The proportion of formally reportable delayed transfers of care remains in July, absorbing
4.0% of the 499 medical bed-base compared to 5.0% reported in June. This excludes
patients who are medically fit for discharge but have not been classified as delayed transfers
under national guidance as a multi-disciplinary case review had not taken place.

Oct-16

Period: June 2017 (latest
published)
Source: NHS England

ACTIONS TO RECOVER

JULY DELIVERY

NATIONAL CONTEXT

Monthly Nurse Safer Staffing
Report June & July 2017

Trust Board August 2017

Dr Shelley Dolan
Chief Nurse /Executive Director Midwifery
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Monthly Nursing Report
Introduction
Following the investigation into Mid Staffordshire NHS Trust, the resultant Francis report NHS England (NHSE) and NHS
Improvement (NHSi) requested that all Trust Boards receive monthly reports on the levels of planned and actual nursing and care
staff. This report provides evidence to the Board on the Nursing and Midwifery and care staff levels across the Trust during May
2017 and provides details of the actual hours of Nursing, Midwifery and Health Care Assistant (HCA) on day and night shifts
versus planned staffing levels.
Care Hours Per Patient Day (CHPPD) are also being collected as mandated by NHS England (2016) and will be routinely compared
to all other London and Shelford Trusts when the data is available through the Carter review and NHSI.
To ensure that this data is more meaningful this report at Kings has from January 2017 included nurse staffing levels in the
context of care provision. Each wards staffing levels including CHPPD is therefore provided in the context of “harm free care” and
patient experience.

Background
The international evidence demonstrates that the six critical issues for safe staffing and quality patient care and experience are
the following:
1.
2.
3.
4.
5.
6.

Expert clinical leadership at Sister /Charge Nurse and Matron level
Appropriate skill mix for the acuity and dependency of the patient group
Appropriate establishment for the size / complexity of the unit
Ability to recruit the numbers required to fill the establishment
Good retention rates , ensuring staff are experienced in the clinical speciality and context / environment
Ability to flex at short notice to fill with temporary staff when there are unplanned vacancies / or to use staff from other
areas.
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Key Highlights






Care Hours per Patient Day (CHPPD) continues to be collated on a monthly basis and is reported as part of the UNIFY data report. The
Trust measure for June 2017 was 8.85, and July was 8.8 a steady increase of 0.25 hours from April 2017. There is ongoing work to use
CHPPD as a decision making metric for nursing including linking to the required CHPPD on any given day based upon the Safer Staffing
Care Tool acuity and dependency classifications.
Kings has seen a reduction of red flag events recorded but there is more work to be done to ensure the methodology used is robust.
This piece of work will be completed by autumn 2017. DH has seen a noteworthy decrease whilst the PRUH & South Sites has
remained static. Further work to standardise reporting is being implemented so that there is a consistent standardised approach to
reporting across all sites.
In July there has been an improvement in relation to the vacancy rate ( 0.6% ) and turnover (1%)

‘Hotspot’ areas for nursing/midwifery staffing in June & July 2017
Key metrics show that staffing challenges across all sites remain. The Acuity and dependency of patients remains high across the Trust with
a corresponding demand for additional staff to support enhanced care needs. Additional HCAs to provide enhanced 1:1 care increased in
June and July this was to maintain patient safety.
Site
UPACS

Division
Planned Surgery

Ward
Coptcoat Ward

Mitigation
Additional HCAs used to cover RN vacancies where possible to ensure patient safety is not affected. Additional HCA used for enhanced care

UPACS

Planned Surgery

Lister Ward

Additional HCA's required for enhanced care 1:1

Networked Care Variety Children's Hospital Rays Of Sunshine Ward

vacancy, awaiting staff starting, used HCAs to fill unfilled shifts and moved staff across VCH to cover

UPACS

Staff moved around to with Coptcoat to support shifts unfilled.

Planned Surgery

Short Stay Surgical Unit

Networked Care Variety Children's Hospital Toni & Guy Ward
UPACS

Planned Surgery

Coptcoat Ward

Recruited to vacancy awaiting start dates, RN posts when not cover extra bookings for HCA's put out.
Jun-17
Additional HCAs used to cover RN vacancies where possible to ensure patient safety is not affected. Additional HCA used for enhanced care

UPACS

Planned Surgery

Guthrie Ward

Additional HCAs used to cover RN vacancies where possible to ensure patient safety is not affected. Additional HCA used for enhanced care

UPACS

Planned Surgery

Short Stay Surgical Unit

Staff moved around to with Coptcoat to support shifts unfilled.

Networked Care Variety Children's Hospital Toni & Guy Ward

Recruited to vacancy awaiting start dates, RN posts when not cover extra bookings for HCA's put out.

PRUH and SS

Additional HCAs used to cover RN vacancies where possible to ensure patient safety is not affected. Additional HCA used for enhanced care

Post-Acute Medicine

Darwin 1 (S1)
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Staffing Position- CHPPD
The number of staff required per shift is calculated using an evidence based tool, dependent on the acuity level of the patients. This is further
informed by professional judgement, taking into consideration issues such as ward size and layout, patient dependency, staff experience,
incidence of harm and patient satisfaction and is in line with NICE guidance. This provides the optimum planned number of staff per shift.
For each of the 79 clinical inpatient areas in June, the actual number of staff as a percentage of the planned number is recorded. The average
nurse fill at DH and the PRUH in July was 96.5%. In comparison average fill rates at Guys and St. Thomas’ NHS FT was 94%, Imperial College
NHS Trust was 97% and UCLH 95% for the same months. The CHPPD metric that is reported is an aggregated position and as outlined in
previous reports is not sensitive enough from which to draw any conclusions.
The table below represents the high level summary of the planned and actual ward staffing levels reported for July 2017 the arrows show
the trend from previous months.

Day & Night
Site

DH
PRUH & South Sites

Average fill rateRN/Midwives (%)
96% 
97% 

Average fill rate Care staff (%)
147% 
133% 

Care Hours Per Patient Day
(CHPPD)
Reg.
Care
Total
midwives/ Staff
CHPPD
nurses
4.9 
5.7 

4.0 
3.1 

8.8
8.8

Five wards in both June and July had actual staffing levels below 85% over the month (compared to 9 wards in April). The remaining wards
met the safer staffing requirements, a downward trend which shows an improving picture. This month the executive nursing team have
reviewed and de-escalated a number of red flags. Further work is taking place to standardise reporting of red flag events and will be
completed by the end of August.

Whilst it can be seen that it wasn’t possible to achieve the planned staffing levels in some clinical areas with our planned level of registered
nurses due to vacancies , staffing levels were maintained above the minimum safety level. This is achieved by using bank staff and where
necessary agency staff by review of nurse staffing on a daily basis across the Trust.
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Safe Staffing
A Red Flag Event occurs when fewer Registered Nurses
than planned are in place, or when there is a requirement
for a higher staffing level (NICE 2015) due to patient
acuity. It is therefore essential that innovative recruitment,
retention and clinical leadership strategies are in place to
reduce the current variation across the Trust. The acuity
data is the closest indicator available to identify the needs
of the patients at any point in time.
In total there were 54 Trust Wide Red shifts declared in
June 2017, a reduction from the previous month (63).
This is likely to be due to improvements in the accuracy of
reporting. The Red shifts were resolved within the
Divisions without there being an impact upon patient care
or patient safety. The charts below show a breakdown per
care group.
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Recruitment
 The overall nursing vacancy rate for July 2017 was 13.37%, which is slowly decreasing over
the last quarter. This contributed to a 47.89 WTE increase in the number of staff in post
compared to April 2017
 The issues with recruitment are:



Difficulty in attracting candidates to ED roles even with incentives being offered
Medicine & Neuro vacancies have risen significantly and are now seen as the highest priority for the comings weeks. Utilisation of a number
of agencies to supplement ongoing recruitment is being sought

 There is a Trust-wide open day on 7th September
 We are currently in Philippines recruiting
 Hotspot areas for recruitment focus are:





Neuro
Medicine PRUH & DH
ED PRUH & DH
Neonates

N&M and Support Staff

(Qualified and Unqualified Staff)

Description
Appraisal Rate
Leavers (Headcount)
Starters (headcount)
Sickness Rate
Long-Term Sickness

Apr-17
52.44%
86
66
3.18%
1.84%

May-17
48.85%
43
107
3.46%
1.85%

Jun-17
*TBC
58
77
3.31%
1.75%

Jul-17
*TBC
62
97
3.25%
1.68%

Short-Term Sickness

1.34%

1.61%

1.55%

1.57%

14.80%
82.73%
17.66%

13.76%
83.33%
16.61%

13.98%
83.76%
16.40%

13.37%
83.65%
16.05%

Vacancy Rate
Stability Index
Voluntary Turnover Rate

Trend

* We are currently working on appraisal figures for June & July 2017 as we migrate to a new system.
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Recommendations










Continue to review the impact of staffing on quality. The Chief Nurses Office is closely reviewing any correlation between
clinical incidents and the number of red flags being raised. There is also work underway to link the Quality and Workforce
Scorecards to enable review of the data more seamlessly.
A new initiative to provide employment contracts for all undergraduate students as they complete the second of their three
year degrees has commenced.
An establishment and skill mix review has been completed for Adult Inpatient areas, including Critical Care, Paediatrics will
be completed by August 2017. Maternity will be a separate report but the review will commence in August /September
2017.
A new comprehensive development and education framework for nursing will be published in 2017 with all the major
mandatory competencies being provided and measured at baseline and advance level.
The Chief Nurse at KCH is working with Professor Mark Radford (NHSi) and other Chief Nurses to ensure that CHPPD can be
utilised proactively and to ensure that the Kings nursing data can be updated on the model hospital Carter metrics.
A new module of E roster called “Safecare” is to be implemented, benefits will be better reporting of red flag events, realtime data of acuity and responsive deployment of staff, one system to capture key metrics rather than multiple entry points.
The Trust is part of an NHSI retention pilot which will report to board in the next three months.

The Board of Directors are asked to note the information contained in this briefing: the use of the red flag
system to highlight concerns raised and the continued focus on recruitment and retention and innovation to
support workforce utilisation and reporting.
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Item 5.2

2017/18
Q1 Staff Family
and Friends Test

Report to:

Public Board

Date of meeting:

13th September 2017

Subject:

2017/18 Q1 Staff Family and Friends Test

Author(s):
Presented by:

Marita Brown, Associate Director – Learning & Organisational Development
Jenny Steel, OD Manager – Learning & Organisational Development
Dawn Brodrick, Executive Director of Workforce Development

Sponsor:

Dawn Brodrick, Executive Director of Workforce Development

History:

New paper

Status:

Information

Summary of Report
The purpose of this report is to update on the 2017/18 Q1 Staff Family and Friends Test
Action

The Board is asked to note the content of this report and the Appendices.
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Background
•

NHS England introduced the Friends and Family Test for staff in addition to the Annual
Staff Survey in 2014. We are required to run this each quarter

•

King's opens the Staff Friends and Family Test for all staff to complete three times per
year. The two key questions are also included in the Annual Staff Survey which takes
place during October/November each year.

•

The two standard questions are:
–

How likely are you to recommend this organisation to friends and family if they needed care or
treatment?

–

How likely are you to recommend this organisation to friends and family as a place to work?

•

Q1 2017/18 Staff FFT was open for 2 weeks from 19th - 30th June 2017

•

Targeted emails supported were sent to each individual in the Trust with a unique link
to complete the survey. A link to an open survey was also made available.
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Results
•

We received 2053 (16.4%) responses, a 5-fold increase from Q4 2016/17 (395
responses, 3% of staff)

•

“Recommend” percentages are calculated using the number of respondents / staff who
would recommend (‘likely’ plus ‘extremely likely’) divided by the total number of
respondents (including those who said 'don’t know') multiplied by 100.

•

How likely are you to recommend this organisation to friends and family if they
needed care or treatment?
- King’s highest score since Q2 15/16

•

King’s

Picker average *

84%

82%

How likely are you to recommend this organisation to friends and family as a
place to work?
- King’s highest score since Q2 15/16

King’s

Picker average*

58%

65%

*Picker average

- this is the average FFT scores of NHS organisations that use Picker, the survey provider we
have chosen to work with. We have used this score as the national results have not yet been released.
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Results overview
(n=2053)
Q1 - How likely are you to recommend this organisation to friends and family if they
needed care or treatment?
Base

2053

Extremely likely *

710

35%

Likely *

1012

49%

Neither likely nor unlikely

194

9%

Unlikely

77

4%

Extremely unlikely

38

2%

Don't know

22

1%

Q2 - How likely are you to recommend this organisation to friends and family as a
place to work?
Base

2011

Extremely likely *

374

19%

Likely *

784

39%

Neither likely nor unlikely

404

20%

Unlikely

263

13%

Extremely unlikely

178

9%

8

0%

Don't know
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FFT Trends
% of Staff who would Recommend the Trust as a place to receive care
100%
95%

90%

88%
87%

85%

85%
77%

80%
75%

79%

77%
76%

75%

70%

86%
78%

79%
70%

Kings

England

79%

73%

70%
68%

68%

69%

65%

80%

84%
82%

82%
80%

69%
67%

63%

60%
Q1 2014/15 Q2 2014/15 Q3 2014/15 Q4 2014/15 Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17 Q1 2017/18

% of Staff who would Recommend the Trust as a place to work

The score for
Q1 2017/18 for
England is
taken from the
Picker average.

80%
75%

76%

74%

70%

70%
66%

65%
60%
55%
50%

62%

62%

61%

66%
63%

64%
62%

61%

62%

64%

65%

64%

59%

58%
54%

55%

58%

55%
48%

Kings
England

48%

45%
40%

42%

41%

Q1 2014/15 Q2 2014/15 Q3 2014/15 Q4 2014/15 Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17 Q1 2017/18
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Our staff said…
In general the comments where more positive than
Q4 2016/17.
For place to receive treatment, around 80% of the
comments were positive (extremely likely and likely)
and 8% were negative (extremely unlikely and
unlikely).
For place to work, around 50% of the comments were
positive (extremely likely and likely) and 28% were
negative (extremely unlikely and unlikely).

How likely are you to
recommend this
organisation to friends
and family if they
needed care or
treatment?
How likely are you to
recommend this organisation to
friends and family as a place to
work?

Please note the greater the frequency
of the word in the comments the larger
the word for each question.
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Key Themes from Q1
•
•
•
•
•

•
•
•
•

Teamwork - appears in 9% of comments, with 7% relating to good teamwork
Worry over outside contractors and privatisation
Short staffing - 5%
Clerical staff feel unsupported - 3%
Development opportunities - 9%
– The comments reflect that some feel there are excellent opportunities (6%), as well as
some feeling there is a lack of development opportunities (3%)
Senior management visibility - 2%
Lack of resources - 9%
Bullying from management and bullying culture - 2%
Variation of between departments, including leadership, satisfaction and respect for one
another

Many of these themes are ones that echo the prominent themes from the 2017 Staff Survey
and Family and Friends Tests for 16/17, however the themes in italics are new or are much
more prominent in the comments of the Q1 2017/18 Staff Family and Friends test.
The percentage has been calculated as the number of comments relating to a theme as a % of
the whole for the “recommend as a place to work” question.
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Appendices

Appendix 1 – Engagement Themes
and Plan

Engagement Themes and Plan
Theme

Key actions

Diversity and Inclusion

Launch the Network
Recruitment panel make up
‘Reverse mentoring’

Talent and Career Development

Launch nursing career development tool
Learning and Education Strategy
Define Head of Profession Role

Senior Leadership Communications,
Relationships & Visibility

Executive / Triumvirate Blog (50 words)
Meeting structure down into the organisation
Launch of leader-standard work

Valuing and Recognising Staff

Design new Trust wide recognition
‘Just say thanks’
Launch KINGS People awards (Sept 2017 launch for March 18
event)

Improving Support for Line Managers

‘Getting to know you’ – building relationships
Design new line manager learning framework
Launch new online learning, education and appraisal platform
(end Q1 2017)

Health and Wellbeing

Global challenge
Health checks
‘Time to talk’ – Mental Health
EAP
11
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Report to:

Board of Directors Meeting

Date of meeting:

13-Sep-17

Subject:

Finance Report – Month 04 (July 2017)

Author(s):

Simon Dixon, Nicola Hoeksema, Rita Ragunath, Rachael Wood

Presented by:

Colin Gentile, Chief Financial Officer

Sponsor:

Colin Gentile, Chief Financial Officer

History:

First submission to Finance and Performance Committee

Status:

Decision/Discussion/Information

1. Purpose



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

2. Action required


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

Reporting to NHSI

Financial:

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

Assurance:

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

Clinical:

There is no direct impact on clinical issues

Equality & Diversity:

There is no direct impact on E&D

Performance:

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

Strategy:

Performance against the Trust’s Annual Plan including Risk Ratings

Workforce:

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

Estates:

There are implication on the Trust’s estates strategy.

Reputation:

Finance Report is provided to NHSI and Commercial Bankers as additional information to
support the quarterly NHSI Return.
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Key Messages
Executive Financial Summary
Type
NHS Commissioner Contract Income
Operating Income (T&E, R&D, Private Patients, Other)
Total Income
Pay
Non-Pay (excl. Impairments)
Interest and Dividends
Total Expenditure
Deficit before adjustments
Impairment
Donated Income
Celgene Income included above (Deferred)
RTT Penalties Income Reduction not included above (Local Trajectory)
Actual Deficit Position as per Ledger

Annual Budget
£'000
993,875
153,915
1,147,790
(651,510)
(495,322)
(39,758)
(1,186,590)
(38,800)

YTD Budget
£'000
323,936
48,168
372,104
(218,058)
(157,743)
(26,540)
(402,341)
(30,237)

YTD Actual
£'000
322,074
46,246
368,320
(217,346)
(162,487)
(26,434)
(406,267)
(37,947)

YTD Variance
£'000
(1,862)
(1,922)
(3,784)
712
(4,744)
106
(3,926)
(7,710)

adv
adv
adv
fav
adv
fav
adv
adv

(12,000)
(318)
0

(4,000)
(273)
0

(4,000)
538
(2,668)

0
811
(2,668)

fav
adv

0

0

(1,441)

(1,441)

(51,118)

(34,510)

(45,518)

(11,008)

adv
adv

The adjusted deficit position reflects two material issues for the Trust:
(1) The Celgene Capital Grant £8m - the Trust has prudently not accrued this income to date due to an element of uncertainty around the accounting treatment but is optimistic that this matter will be
resolved positively.
(2) The unplanned penalties in respect to not achieving patient access targets against a locally agreed trajectory with local CCG & NHSE Commissioners - not measured against national targets as in the
previous month.
Income and Expenditure Key Issues
1 The 17/18 budget is to achieve a deficit position of £38.8m including the CIP target of £66m and £7m donated income from the Fetal Medicine Foundation. The actual deficit YTD at month 4 is £45.5m
(including penalties) and the YTD variance is £11m adverse, including performance penalties of £1.4m, £1m CQUIN and the prudent treatment of anticipated Celgene income £2.7m. The in-month
variance from plan was £7.3m adverse. The current plan differs from the original operating plan submitted to reflect adjustments in the income profiles for seasonality and working days, business cases
and CIPs.
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Key Messages
2 The main budget variances at Month 4 are
Income : The month 4 YTD Income reflects an adverse variance against budget of £7.08m for the following reasons:
1. Penalties against local trajectory RTT targets (£1.4m)
2. CQUIN adjustment for 0.5% STP (held by Commissioner as part of 'Risk Reserve' to meet control totals) (£0.77m)
3. The deferral of the Celgene Capital grant (£2.7m)
4. BMT under-performance (70% casemix price driven, 30% volume related) (£1.57m)
5. Income CIP under-performance (£0.71m)
Private patient income is favourable by £2.2m but this is offset by other operating income lines e.g. RTA income, Overseas Visitors income, training and education, R&D as presented on page 9. Nontariff pass through drugs (adverse) and devices (favourable) offset each other. There is a time lag in respect to recording off-tariff drugs (value to be confirmed).
Pay : £712k favourable variance as at month 4. All staff groups are underspending due to vacancies being held and the deferral of business cases as shown on page 13. This is subject to the removal
of CIP pay budgets by post for each Division in line with existing pay underspends at month 4.
Nonpay : The YTD non-pay costs are overspend at month 4 by £4.7m for the following reasons:
1. The drug overspend relates to additional patient activity (£2.29m) which should be recovered through additional NHS contract income. There is a further drug cost pressure in respect to the
short supply of antibiotics (£0.43m).
2. Clinical supplies and services are underspent by £3m to date. The Trust is reviewing this underspend in respect to reduced activity levels and the KIFM contract recharge for services provided. The
move to "No PO, No Pay" policy should not be making an impact as the majority of clinical supplies are purchased through the auto-replenishment stock cabinets.
3. The purchase of healthcare from Non-NHS providers is over-spent by £2.6m to date. This is due to an accrual for disputed pathology contract over-performance invoices and independent sector
outsourced activity.
4. Services from NHS bodies is overspent by £2m to date. This is due to accounting treatment of KIFM and Viapath contracts which should be recharged to other non-pay lines such as Clinical
Supplies and Non-NHS Provider healthcare.
5. The Other non-pay budget is reflecting an adverse movement of £0.9m to date due to unallocated CIPs.
The remaining non-pay overspends are reported on page 13.

3 CIP
The CIP programme as at month 4 has had a total scheme over-achievement of £1m against plan (£13.3m). The Trust has £52.6m of identified CIP PODs as at 18 August and is progressing a number of
schemes to bridge the gap with strong oversight through the Efficiency Board.
The non-recurrent element is £6.4m to date and will this will add to the financial challenge for 18/19.
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Key Messages
4

Current Financial Risks
Reflected in the month 4 position:
1. CIP unidentified against target (c£13m)
2. CCG support (£5m) is a risk due to the CCGs ability to support the Trust under the SEL STP requirements. The CCG waiving of £3.4m repayables will also be at risk.
3. CCG and NHSE penalties for not achieving local trajectory RTT targets (c. £5m-8m FYE).
4. If the Trust fails to meet its control total it will lose 0.5% of the CQUIN funds (£2.3m). This only applies to CCG CQUIN.
5. Uncertainty regarding the accounting treatment of the capital grant (Celgene) - £8m.
6. Under-performance against income activity plans (e.g. BMT activity) and CIP targets being recovered in-year (£2.3m to date).
7. Mitigating current non-pay overspends regarding contracted-out services (£TBC).
Other risks not included the month 4 position:
1. Potential cost pressure towards the close of the financial year in regards to the opening of new Critical Care Unit. (£2.4m)
2. Current budget over-commitment of £4.3m; this will need to be managed and eliminated before year-end.
3. Apprenticeship Levy funding risk regarding accreditation (£TBC).
4. KIFM asset replacement – additional investment (£1.9m)
5. £3.4m CCG repayment deferral not agreed to date.

5 Cash and Borrowings
£21.1m cash funding from DH has been drawn down to the end of July 2017 to support payment of Capital invoices and Working Capital requirements. This borrowing is against the pre-approved loan
provided by DH to fund 16/17 (£16.1m) and 17/18 (£10.3m) Capital Expenditure.
Month 4 cash held exceeded the forecast balance of £3m due to the receipt of NHSE over-performance and donation in June 2017. The plan figures reflect the expectation that a minimum cash balance
of £3m will be held, but due to timing of receipts and payments actual balances will fluctuate throughout the month.
The Trust's cumulative Revenue Working Capital borrowings at the end of June 2017 was £265.5m and Capital borrowings was £108.5m. PFI Finance Lease creditors total £152m.
The revenue term loan of £98.9m is due to be repaid on 18 May 2018.
6 Capital
In March 2107, the Trust submitted a reduced 17/18 capital plan of £65.4m for approval by NHSI. Further capital projects have subsequently been identified as risks to patient care and health and safety
and as such which will need to be completed in 17/18. The additional projects will cost £9.8m and the Trust is working with NHSI on this additional pressure.
Internal funding available in 17/18 (net of loan repayments and PFI capital payments) is £19.3m with a further £10.3m loan funding having already been approved for projects carried forward from 16/17.
The external funding requirement is therefore £45.6m.
Of the £10.3m approved for projects carried forward from 16/17, £6.3m has been spent on these projects to month 4. The total month 4 spend is £11.9m below plan as a result of the phasing of the plan,
the lead time on ordering, receipting medical & IT equipment and delays to project start dates due to outstanding funding confirmation.
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Finance Report Month 04 2017/2018

Summary
R

Surplus / (Deficit) £k

Year to Date £k
Pre-Penalties
Including Penalties

Plan

Actual

Variance

(30,510)
(30,510)

(40,079)
(41,520)

(9,569)
(11,008)

R

Income £k

Year to Date £k
Pre-Penalties
Including Penalties

Plan

Actual

Variance

371,831
371,831

366,189
364,748

(5,642)
(7,083)

Year to Date £k

The month 4 YTD position is an adverse variance of £9,567m pre-penalties

Month 4 Actuals based on Month 3 Flex (Contract Monitoring data) activity
extrapolated using OLAP Report for 'Inpatient' & 'Outpatient' activity for July
and all other 'Patient Types' based on working days for July.
This partly explains the reason for the difference between off-tariff drugs
income and expenditure figures.

Run Rate £k
M1
M2
M3
M4
Income £k
89,192
92,352
93,889
91,679
Pay £k
(53,561)
(54,195)
(55,252)
(54,337)
Non-Pay £k
(47,387)
(48,599)
(45,876)
(51,058)
Exc Impairment
1,000
1,000
1,000
1,000
Exc Donated Depreciation
57
80
68
68
Exc Donated Income
(250)
(50)
(1)
(510)
Surplus / (Deficit) £k
(10,949)
(9,412)
(6,172)
(13,158)
Deduct Penalties
0
(9,916)
8,991
(1,441)
Surplus / (Deficit) £k
(10,949)
(19,328)
2,819
(14,599)
The Month 4 Run rate is £14,157m. This adverse variance is primarily due to an increase in the
operating expenditure non-pay costs, penalties and Celgene capital grant.
We are monitoring the run rate on actual and normalised basis and will be working with the
Divisions to produce a 5+7 month by month projection.

Cost Improvement Plans £k
Year to Date £k

R

Cash £k
Year to Date £k

Plan
3,000

Actual
27,788

Variance
24,788

£21.1m cash funding from DH has been drawn down to the end of July 2017 to support
payment of Capital invoices and Working Capital requirements. This borrowing is against the
pre-approved loan provided by DH to fund 16/17 (£16.1m) and 17/18 (£10.3m) Capital
Expenditure.
Month 4 cash held exceeded the forecast balance of £3m due to the receipt of NHSE overperformance and donation in June 2017. The plan figures reflect the expectation that a
minimum cash balance of £3m will be held, but due to timing of receipts and payments actual
balances will fluctuate throughout the month.
The Trust's cumulative Revenue Working Capital borrowings at the end of June 2017 was
£265.5m and Capital borrowings was £108.5m.

R

Plan
Actual
Variance
13,322
14,336
1,013
The programme is overachieving against its planned target but the unallocated
staff pay CIP is still to be allocated against individual posts on a recurrent basis.

R

Operating Expenditure £k
Forecast

Actual

Variance

(379,801)

(383,834)

(4,033)

The month 4 operating expenditure is a adverse variance of £4m.
Pay : £712k favourable variance YTD due to all staff groups under-spending due
to vacancies and deferred business casessubject to the removal of CIP pay
budgets by post for each Division in line with existing pay underspends.
Nonpay : Non pay budgets are £4.7m overspent YTD primarily due to drug
overspends £2.2m (additional patient activity) and the purchase of healthcare
from non-NHS providers £2.6m (accrual for disputed pathology contract overperformance invoices and independent sector outsourced activity)

Capital £k
Year to Date £k

G
15,128

10,062

5,066

The Trust has submitted a capital plan of £65.4m for approval by NHSI. Internal
funding (including Donations) available is £19.3m, leaving an external funding
requirement of £46.1m of which £10.3m has been approved for projects carried
forward from 16/17.
Additional capital projects have been identified as essential to patient safety,
quality and service delivery and, nonrecurrent assessment, additional funding of
£9.8m will need to be identified.
Month 4 spend is £11.9m below plan as a result of the phasing of the plan, the
lead time on ordering, receipting medical & IT equipment and delays to project
start dates due to outstanding funding confirmation.

Key Risks
R
Reflected in the month 4 position:
1. CIP unidentified against target (c£13m)
2. CCG support (£5m) is a risk due to the CCGs ability to support the Trust
under the SEL STP requirements. The CCG waiving of £3.4m repayables will also
be at risk.
3. CCG and NHSE penalties for not achieving local trajectory RTT targets (c.
£5m-8m FYE).
4. If the Trust fails to meet its control total it will lose 0.5% of the CQUIN funds
(£2.3m). This only applies to CCG CQUIN.
5. Uncertainty regarding the accounting treatment of the capital grant
(Celgene) - £8m.
6. Under-performance against income activity plans (e.g. BMT activity) and CIP
targets being recovered in-year (£2.3m to date).
7. Mitigating current non-pay overspends regarding contracted-out services
(£TBC).
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Mitigating Actions
1. Extra support/resources is being applied to the CIP program.

R

2. SEL CCGs attempting to get system agreement to modify contract sanctions.
3. Continued dialogue with the CCG concerning financial support.
4. KE focus on budget over-commitment.
5. Catch-up plans for NHS contract under-performance.

Finance Report Month 04 2017/2018

Surplus
/ (Deficit) £k
YTD Plan
YTD Actual

YTD Variance

Mvnt inRMonth

Surplus/ (Deficit) - Including Penalties

YTD Plan
£k
(30,510)

YTD Actual
£k
(41,520)

YTD Variance
£k
(11,008)

Mvnt in Month
£k
(7,327)

Income
Pay
Non-Pay

YTD Plan
£k
371,831
(218,058)
(161,743)

YTD Actual
£k
364,748
(217,347)
(166,487)

YTD Variance
£k
(7,083)
711
(4,744)

Mvnt in Month
£k
(3,185)
7
(4,199)

EBITDA *

(7,970)

(19,086)

(11,116)

(7,377)

EBITDA %

-2.1%

-5.2%

Profit/Loss on Disposal of Fixed Assets
Interest Payable
Interest Receivable
Depreciation
Impairments
Public Dividend Capital
Net surplus/(deficit)
Reverse Impairment
Performance against Control Total
Surplus/(Deficit) %

(83)
(11,567)
40
(9,121)
(4,000)
(1,809)
(34,510)
4,000
(30,510)
-8.2%

(2)
(11,521)
19
(9,121)
(4,000)
(1,809)
(45,520)
4,000
(41,520)
-11.4%

81
46
(21)
0
0
0
(11,010)
0
(11,008)

15
46
(11)
0
0
0
(7,327)
0
(7,327)

Surplus Deficit - Including Penalties
Exclude Penalties
Surplus Deficit - Pre- Penalties

(30,510)
0
(30,510)

(41,520)
1,441
(40,079)

(11,008)
1,441
(9,569)

(7,327)
516
(6,811)

* EBITDA Earnings before Interest, Taxation, Depreciation and Amortisation

Deficit by Month 2016/17
40,000
30,000
Net Operating
Deficit Actuals

20,000

£k

10,000
-10,000
-20,000
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Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

-30,000
Mar-17

Net Operating
Deficit Budget

Finance Report Month 04 2017/2018

Income

R

Total Income - Pre-Penalties
Total Income - Including Penalties

YTD Plan
£k
371,831
371,831

YTD Actual
£k
366,189
364,748

YTD Variance
£k
(5,642)
(7,083)

Mvnt in
Month
£k
(2,669)
(3,185)

Commissioning Contract Income - Pre-Penalties

YTD Plan
£k
268,283

YTD Actual
£k
268,213

YTD Variance
£k
(70)

Mvnt in
Month
£k
(2,086)

Deduct Penalties

0

(1,441)

(1,441)

(516)

Commissioning Contract Income (activity)

268,283

266,772

(1,511)

(2,602)

NHS Acute: Drugs - Non Tariff (pass through)

40,351

39,596

(755)

364

NHS Acute: Devices - Non Tariff (pass through)

5,944

6,614

670

85

Other Clinical Income (activity)

9,358

6,210

(3,148)

(1,159)

NHS Clinical Contract Income Total
RTA Income
Other NHS Clinical Income (DoH/P2P)
Private Patient Income
Overseas (Reciprocal & Non-Reciprocal)
Education & Training Income
Research & Development Income
Other Operating Income

323,936
1,468
1,748
4,694
2,722
15,333
5,226
16,704

319,192
1,086
1,648
6,941
2,167
15,023
4,817
13,874

(4,744)
(382)
(100)
2,247
(555)
(310)
(409)
(2,830)

(3,312)
(272)
(54)
485
141
(116)
(34)
(23)

Total Trust Income

371,831

364,748

(7,083)

(3,185)

Fines/Penalties against Local Trajectory Targets relating to RTT (Incomplete & 52 weeks), Diagnostics (6 weeks), A&E (4hr wait
& Handover), Cancer waits, MRSA, Cancelled Ops and Re-admissions have been incorporated in Month 4 position - based on
actual April, May, June and July position, fines/penalties will amount to £1.441m YTD position.
Clinical income variance driven by (1) Drugs (Off-Tariff) due to tariff changes - re-classification of drugs from 'Non-Tariff' to
'Tariff' (2) CQUIN adjustment for 0.5% STP (held by Commissioner as part of 'Risk Reserve') (3) BMT under-performance of
which 70% is price driven as the casemix is significantly lighter than last year with 30% of variance (5 discharges) being volume
related (4) Commissioner penalty relating to Patient Access target (Local Trajectory - as per above).
There will be a variance between off-tariff drugs income and expenditure due to estimated drug income and on cost charges.

This relates to the Clinical Income CIP target which is built into the Other Clinical Income budget but the actuals are reflected
in the Clinical Income lines above. The CIP gap is £711k and activity under-performance is the remaining gap (BMT, Network
elective activity, Planned Care Endoscopy/Opthalmology).
Activity volume related variance.
Activity volume related variance.
Activity brought forward against phased plan. Therefore, the trend will not continue.
Activity recording issues have inflated the planned target along with the recurrent CIP.
Q2 Madel/SIFT income catch-up in line with plan based on information from Health Education England.
R&D office reviewing income accruals/invoicing time lag with current expenditure.
Celgene income not accrued amounting £2.7m YTD (uncertainty around accounting arrangements for Capital Grants).

In Month Income 2016/17

Actual

Plan

115,000

110,000
105,000
£k

100,000
95,000

90,000
85,000
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Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

Mar-17

80,000

Finance Report Month 04 2017/2018

NHS Acute: A&E
NHS Acute: BMT
NHS Acute: Critical Care
NHS Acute: DC
NHS Acute: Devices
NHS Acute: DIRECT ACCESS PATHOLOGY
NHS Acute: Drugs (Incl Cancer Drugs Fund)
NHS Acute: EL
NHS Acute: MATERNITY PATHWAY
NHS Acute: NEL
NHS Acute: OP (New)
NHS Acute: OP (FUP)
NHS Acute: OP (Proc)
NHS Acute: GUM
NHS Acute: Patient Transport
NHS Acute: OTHER *
NHS Acute: RADIOLOGY
NHS Acute: RENAL
NHS Acute: CQUIN
Commissioning Contract Sub-Total
Bexley MSK Contract
Work In Progress
Prior Year Income - CCG/Local Authority
Prior Year Income - NHSE
S&T Fund Performance Penalty
Clinical Income CIP
Commissioning Income: Non-Recurrent Funding
Non-Commissioning Contract Sub-Total
NHS CLINICAL CONTRACT INCOME
RTA Income CIP
RTA Income
RTA INCOME
OTHER NHS CLINICAL (DoH/ P2P)
Private Patients
Overseas (Reciprocal & Non-Reciprocal)
Private Patients CIP
PRIVATE PATIENT INCOME
EDUCATION & TRAINING INCOME
R&D CIP
R&D Income
RESEARCH & DEVELOPMENT INCOME
Misc Income CIP
Misc Income
MISC OTHER OPERATING INCOME
TOTAL TRUST INCOME (before Risk adjusted)

Income Analysis
Actuals
Month 2
Month 3
2017/18
2017/18
£'000s
£'000s
2,824
2,801
1,813
1,702
7,978
5,177
7,196
6,754
1,397
2,123
767
640
9,402
12,247
7,658
5,974
4,544
4,669
20,166
16,659
5,119
4,455
5,009
5,118
3,414
2,380
285
278
365
724
-6,692
4,917
1,955
2,038
2,034
2,188
1,330
1,964
76,564
82,808
1,184
1,213
0
500
344
-123
429
0
0
0
1,956
1,590
0
0
0
0
1,956
1,590
78,520
84,398
0
0
155
333
155
333
239
611
1,781
1,946
304
647
0
0
2,085
2,592
3,756
3,726

Last Month
Variance
£'000s
85
-895
-596
633
585
62
-1,119
184
254
-1,214
660
723
300
-56
-209
1,369
279
436
0
1,481
-29
-50
-179
29
0
-230
-1,759
0
-1,988
-507
-25
-85
-110
-46
2,005
-696
-243
1,066
-194
-23
-352
-375
-290
-2,518
-2,808
-2,973

In Month
Movement
£'000s
-128
-855
379
-175
85
-34
364
-1,532
-206
163
-169
-261
54
-27
-102
1,224
-158
-258
0
-1,636
0
50
5
0
0
55
-1,214
0
-1,159
-2,796
-108
-164
-272
-54
567
141
-82
626
-116
-8
-27
-34
-79
57
-22
-2,668

Month 1
2017/18
£'000s
2,656
1,166
5,765
4,903
1,524
490
8,975
5,287
4,317
13,533
3,374
3,990
2,161
573
651
13,726
1,362
1,910
1,647
78,012
1,213
0
0
0
0
1,213
0
0
1,213
79,225
0
429
429
449
1,554
395
0
1,949
3,758
1,147
1,147
0
4,653
4,653
91,610

1,099
1,099
0
1,843
1,843
87,697

1,298
1,298
0
3,170
3,170
96,128

Month 4
2017/18
£'000s
2,603
1,004
6,963
4,948
1,571
605
8,972
5,532
4,219
17,255
3,882
4,212
2,191
405
548
13,823
1,523
1,726
-4,942
77,040
1,213
233
5
0
0
1,451
0
0
1,451
78,491
0
169
169
348
1,660
822
0
2,482
3,783
0
1,272
1,272
140
4,069
4,209
90,754

Annual Budget
£'000s
32,781
22,306
78,303
71,558
17,833
7,581
121,052
77,511
53,103
206,205
50,066
54,747
30,015
4,928
7,800
73,678
20,702
23,534

YTD Budget
£'000s
10,927
7,435
26,100
23,343
5,944
2,474
40,351
25,799
17,701
68,663
16,339
17,867
9,791
1,625
2,600
23,181
6,757
7,681

YTD Actual
£'000s
10,884
5,685
25,883
23,801
6,614
2,502
39,596
24,451
17,749
67,612
16,830
18,329
10,145
1,542
2,289
25,774
6,878
7,859

953,703
14,555
2,200
400
400
0
17,555
17,617
5,000
40,172
993,875
400
4,005
4,405
5,008
13,106
8,166
2,025
23,297
45,977
90
15,588
15,678
2,249
56,983
59,232
1,147,472

314,578
4,852
733
400
400
0
6,385
2,973
0
9,358
323,936
133
1,335
1,468
1,748
4,369
2,722
325
7,416
15,333
30
5,196
5,226
509
16,195
16,704
371,831

314,423
4,823
733
226
429
0
6,210
0
0
6,210
320,633
0
1,086
1,086
1,648
6,941
2,167
0
9,108
15,023
0
4,817
4,817
140
13,734
13,874
366,189

YTD Variance
£'000s
-43
-1,750
-217
458
670
28
-755
-1,348
48
-1,051
491
462
354
-83
-311
2,593
121
178
0
-155
-29
0
-174
29
0
-175
-2,973
0
-3,148
-3,303
-133
-249
-382
-100
2,572
-555
-325
1,692
-310
-30
-379
-409
-369
-2,461
-2,830
-5,642

0

0

-1,441

-1,441

-925

-516

0

-9,916

8,991

-516

1,147,472

371,831

364,748

-7,083

-3,898

-3,184

91,610

77,781

105,119

90,238

Less Risk adjusted Income Issues:
Fines & Penalties (Clinical Income)
TOTAL TRUST INCOME (after Risk adjusted)

* NHS Acute: Other includes £1.2m income relating to Non-elective Stroke HASU. This should be shown against NHS Acute: NEL and will be adjusted in month 5.
Page 11 of 27

Finance Report Month 04 2017/2018

Income by Commissioner
Key Income Headlines:

COMMISSIONER
NHS BROMLEY CCG
NHS SOUTHWARK CCG
NHS LAMBETH CCG
NHS LEWISHAM CCG
NHSE (Haven, Community Dental and Screening)
Block Total
NHS BEXLEY CCG
NHS CROYDON CCG
NHS GREENWICH CCG
NHS WEST KENT CCG
NHS DARTFORD, GRAVESHAM AND SWANLEY CCG
All Other CCGs (below £1m)
C&V CCGs Total
NHSE Specialised
NHSE (Hep C)
NHSE (IFRs)
NHSE (CDF)
NHSE Screening
NHSE Dental
NHSE LAT Dental
C&V NHSE Total
CCGs
NHSE - LATs
NCA Total
English
Block
Local Authorities Total
WELSH
SCOTTISH
N IRISH
Non-English Total
Plan Phasing (Seasonal)
Data Challenges (Provision)
NHSE Drugs Gainshare
Other Total

M4 Budget YTD
£'000s
£58,392
£29,402
£24,685
£11,969
£4,892
£129,341
£7,923
£6,234
£6,328
£3,168
£3,661
£11,704
£39,017
£123,130
£3,272
£627
£1,649
£1,947
£8,292
£532
£139,450
£4,061
£430
£4,491
£716
£909
£1,625
£415
£311
£84
£811
-£156

-£156

M4 Actual YTD (before
Adjustment)
£'000s
£58,392
£29,402
£24,685
£11,969
£4,892
£129,341
£8,621
£7,465
£6,296
£3,596
£3,427
£11,843
£41,248
£121,814
£3,020
£290
£1,137
£2,083
£8,471
£575
£137,389
£3,788
£386
£4,174
£648
£909
£1,557
£330
£239
£145
£714

£0

Commissioner
Penalties
£'000s
£0
£0
£0
£0
£0
£0
-£98
-£98
-£98
£0
£0
-£76
-£370
-£781
£0
£0
£0
£0
£0
£0
-£781
-£290
£0
-£290
£0
£0
£0
£0
£0
£0
£0
£0
£0
£0
£0

M4 Actual YTD (after
Adjustment)
£'000s
£58,392
£29,402
£24,685
£11,969
£4,892
£129,341
£8,523
£7,367
£6,198
£3,596
£3,427
£11,767
£40,878
£121,033
£3,020
£290
£1,137
£2,083
£8,471
£575
£136,608
£3,498
£386
£3,884
£648
£909
£1,557
£330
£239
£145
£714
£0
£0
£0
£0

M4 Variance YTD
£'000s
£0
£0
£0
£0
£0
£0
£600
£1,133
-£130
£428
-£234
£63
£1,860
-£2,098
-£252
-£336
-£512
£136
£179
£42
-£2,841
-£563
-£44
-£607
-£68
£0
-£68
-£86
-£72
£61
-£96
£156
£0
£0
£156

Month 4 Actuals based on Month 3 Flex (Contract Monitoring data) activity
extrapolated using OLAP Report for 'Inpatient' & 'Outpatient' activity for July and all
other 'Patient Types' based on working days for July.
Income Budgets are based on 'External' agreed Commissioner Contracts and budgets in
Month 4 incorporates the new Divisional structure format.
Contract Monitoring Plan (External Contracts) are phased in equal 12ths - however, in
Finance (Internally) we reflect based on seasonal trends (historical data) and on
working days (WDs) for each month. Hence, a negative adjustment (£0.156m)
reflecting seasonal trends/working days.
The contract cap for Lambeth, Southwark & Bromley (LSB) is at 2.5% (excluding CQUIN,
Drugs & Devices, Patient Transport and re-payables).
CQUIN (2.5%) has been built in the plan, of which 0.5% (National), 1.5% (Local) and
0.5% (STP). The STP element (0.5%) is at risk should Kings do not deliver its control
total, which is yet to be agreed. This risk would amount to £2.3m (Block and Non-Block
CCGs) of the annual £19.7m CQUIN in plan, which we have accounted for in Month 4
position. TOTAL RISK IS £2.3M (EXCLUDING NHSE SPECIALISED)
Fines/Penalties against Local Trajectory Targets relating to RTT (Incomplete & 52
weeks), Diagnostics (6 weeks), A&E (4hr wait & Handover), Cancer waits, MRSA,
Cancelled Ops and Re-admissions have been incorporated in Month 4 position - based
on actual April, May, June and latest July position, fines/penalties will amount to
£1.441m YTD position.
Trust is dependent on CCG support of £5m in plan (phased in Month 12) and £3.4m
repayments yet to be agreed with LSB CCGs. These risks are not reflected in current
position.
NHSE have rejected Kings offer regarding Outsourced Pharmacy Gainshare for 17/18
amounting to £0.6m and are challenging the Trust to deliver additional QIPPs (at
Commisioner Risk) to the value of £8m.
£17.6m Clinical Income CIPs potentially identified, of which £7m relates to RTT (£5m
LSB & £2m Other CCGs), £4.6m against Cost & Volume CCGs, £0.8m NHSE Dental &
£5.2m against NHSE Specialised contract. Currently, in Month 4 only £2.9m YTD has
been reflected.

Clinical Income Total

£314,578

£314,423

-£1,441
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£312,982

-£1,596

Finance Report Month 04 2017/2018

Penalties

King's College Hospital Trust
Financial Penalties Details

Performance Area

LSB Bromley LSB Lambeth LSB Southwark
£'000s
£'000s
£'000s

18 week incomplete - All specialties
52+ weeks incomplete
RTT Sub total

0

0

0

Diagnostics

0

0

A & E - 4 hr
12 hour trolley
30 min handover
60 min handover
A & E subtotal

0
0
0
0
0

Cancer 2 week wait
Cancer 2 week breast
Cancer 31 day
Cancer 31 subs drugs
Cancer 31 subs surg
Cancer 31 subs radio
Cancer 62 day
Cancer 62 screen
Cancer 62 cons up
Cancer subtotal

0
0
0
0
0
0
0
0
0
0

Penalties based on Local Trajectory
LSBL
Other SE
Lewisham
London
London CCG
£'000s
£'000s
£'000s

NHSE
£'000s

Other
£'000s

Grand Total
£'000s

0

-176
-54
-230

-24
-7
-31

-504
-156
-659

-155
-48
-203

-859
-265
-1,124

0

0

-3

-1

-12

-3

-18

0
0
0
0
0

0
0
0
0
0

0
0
0
0
0

-18
0
-12
-12
-42

-6
0
-2
-2
-10

0
0
-43
-47
-90

-11
0
-13
-11
-35

-35
0
-70
-71
-176

0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0

-2
-1
-3
-0
-0
-0
-2
-0
0
-8

-0
-0
-0
-0
-0
-0
-0
-0
0
-1

-4
-1
-7
-0
-0
-0
-6
-0
0
-20

-1
-0
-2
-0
-0
-0
-2
-0
0
-6

-7
-3
-13
-0
-1
-0
-10
-1
0
-35

0

0

0

0

0

Mixed Sex Accom
Cancelled Operations
Not rebooked within 28 days
Urgents cancelled 2nd time
Cancelled Ops subtotal

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
-11
0
-11

0
-33
0
-33

0
0
0
0

0
-44
0
-44

0
-88
0
-88

HCAI
MRSA
CDI
HCAI subtotal

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0

0

0

0

0

-294

-76

-781

-291

-1,441

VTE
Total Month 3 Cumulative

0

0

0

0

Fines/Penalties against Local Trajectory Targets (excluding National Rules) relating to RTT (Incomplete & 52 weeks), Diagnostics (6 weeks), A&E (4hr wait &
Handover), Cancer waits, MRSA, Cancelled Ops and Re-admissions have been incorporated in Month 4 position - based on actual April, May, June and latest July
position.
Excludes Bromley, Southwark, Lambeth & Lewisham CCGs as they are covered within the Block contract.
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Operating Expenditure

R

YTD Plan
£k

YTD Actual
£k

YTD
Variance
£k

Mvnt in
Month
£k

(218,058)
(161,743)
(379,801)

(217,347)
(166,487)
(383,834)

711
(4,744)
(4,033)

7
(4,199)
(4,192)

YTD Plan
£k

YTD Actual
£k

YTD
Variance
£k

Mvnt in
Month
£k

(89,666)
(70,219)
(36,369)
(25,752)

(89,075)
(69,660)
(33,200)
(25,412)

591
559
3,169
340

(68)
592
591
618

All staff groups are underspending due to vacancies being held and the deferral of business
cases. This is subject to the removal of CIP pay budgets by post for each Division in line with
existing pay underspends at month 4.

3,948

0

(3,948)

(1,726)

Indicative CIP control totals to be allocated against WTE and pay budgets for each post on a
recurrent basis.

(218,058)

(217,347)

711

7

Drugs (incl. Medical Gases)

(48,245)

(50,862)

(2,617)

(2,107)

Supplies & Services - Clinical

(33,614)

(30,590)

3,024

2,566

Supplies & Services - General
Establishment Expenses
Transport Expenses
Premises

(1,272)
(2,072)
(2,862)
(13,158)

(1,270)
(2,025)
(2,990)
(12,956)

2
47
(128)
202

(174)
(235)
(282)
(122)

Purchase of healthcare from Non-NHS Provider

(13,257)

(15,939)

(2,682)

(1,997)

Services from other NHS Bodies

(16,531)

(18,607)

(2,076)

(499)

Consultancy
Private Finance Initiative

(4,287)
(19,123)

(3,977)
(19,052)

310
71

(44)
(237)

(7,322)

(8,219)

(897)

(1,068)

(161,743)
(379,801)

(166,487)
(383,834)

(4,744)
(4,033)

(4,199)
(4,192)

Pay
Non-Pay
Operating Expenditure

Pay
Nursing & Midwifery
Medical & Dental Staff
Administration & Clerical / Senior Managers
PAMS / Scientific / Professional
Unallocated Recurrent CIP by post
Total Pay
Non-Pay

Other Non-Pay
Total Non-Pay
Total Expenditure
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The drug overspend relates to additional patient activity (£2.29m) which should be recovered
through additional NHS contract income. There is a further drug cost pressure in respect to
the short supply of antibiotics (£0.43m).
The Trust is reviewing this underspend in respect to reduced activity levels and the KIFM
contract recharge for services provided. The move to "No PO, No Pay" policy should not be
making an impact as the majority of clinical supplies are purchased through the autoreplenishment stock cabinets.

Patient transport activity costs.
Underspend on postage and maintenance contracts.
The overspend on non-NHS provider healthcare is due to an accrual for disputed pathology
contract over-performance invoices and independent sector outsourced activity. Prior year
payments for MRI and Nuclear medicine scans (£500k).
The overspend is due to the accounting treatment of KIFM and Viapath contracts which
should be recharged to other non-pay lines such as Clinical Supplies and Non-NHS Provider
healthcare.

Adverse variance due to unallocated CIP targets. Apprenticeship and Immigration Levy cost
pressures (£315k)

Finance Report Month 04 2017/2018

Run Rate

R

Actual
Subjective
Income

Staff Type

Nursing Staff

Agency
Bank
substantive

Plan

Non-Pay Total
Budget adjustment to cover current adverse variance

M01
76,267
3,758
4,653
449
969
1,949
1,147
89,192
(867)
(3,148)
(18,040)
(22,055)
(397)
(720)
(15,892)
(17,010)
(53)
(414)
(7,719)
(8,186)
(325)
(211)
(5,774)
(6,310)
(53,561)
(11,233)
(9,851)
(4,669)
(4,490)
(7,098)
(2,983)
(3,906)
(3,157)
(47,387)
0

M02
72,723
3,756
1,843
239
691
2,085
1,099
82,436
(859)
(2,859)
(18,589)
(22,307)
(513)
(836)
(15,722)
(17,071)
(64)
(415)
(7,831)
(8,310)
(437)
(196)
(5,874)
(6,507)
(54,195)
(13,737)
(7,632)
(5,100)
(4,789)
(7,199)
(3,577)
(3,046)
(3,519)
(48,599)
0

M03
90,394
3,726
3,170
611
1,089
2,592
1,298
102,880
(693)
(3,055)
(18,448)
(22,196)
(493)
(1,108)
(16,328)
(17,929)
(427)
(430)
(7,565)
(8,422)
(607)
(239)
(5,859)
(6,705)
(55,252)
(12,700)
(6,911)
(4,608)
(4,831)
(6,805)
(3,280)
(3,409)
(3,332)
(45,876)
0

M04
77,320
3,783
4,209
348
823
2,482
1,273
90,238
(1,139)
(2,956)
(18,421)
(22,516)
(1,154)
(514)
(15,981)
(17,649)
(256)
(342)
(7,684)
(8,282)
(24)
(1)
(5,865)
(5,890)
(54,337)
(13,191)
(6,673)
(5,689)
(4,497)
(8,844)
(3,280)
(5,578)
(3,305)
(51,058)
0

M05
81,025
3,812
4,662
335
877
1,941
1,376
94,028
(166)
(449)
(21,654)
(22,269)
(139)
(4)
(16,860)
(17,003)
(611)
(73)
(8,400)
(9,084)
(11)
0
(6,160)
(6,171)
(54,527)
(12,126)
(8,569)
(318)
(1,402)
(13,145)
(3,205)
(3,351)
(3,155)
(45,271)
1,612

M06
81,775
3,812
11,362
452
920
1,993
1,501
101,815
(166)
(449)
(21,654)
(22,269)
(139)
(4)
(16,860)
(17,003)
(611)
(73)
(8,267)
(8,951)
(11)
0
(6,160)
(6,171)
(54,394)
(12,167)
(8,571)
(318)
(1,392)
(12,574)
(3,205)
(3,351)
(3,155)
(44,733)
1,612

M07
83,642
3,812
4,662
456
931
1,940
1,251
96,694
(166)
(449)
(21,661)
(22,276)
(139)
(4)
(16,860)
(17,003)
(611)
(73)
(8,128)
(8,812)
(11)
0
(6,160)
(6,171)
(54,262)
(12,167)
(8,967)
(318)
(1,383)
(12,243)
(3,205)
(3,351)
(3,155)
(44,789)
1,612

M08
83,746
3,812
4,662
456
931
2,032
1,376
97,015
(166)
(449)
(21,661)
(22,276)
(139)
(4)
(16,860)
(17,003)
(611)
(73)
(8,016)
(8,700)
(11)
0
(6,160)
(6,171)
(54,150)
(12,167)
(9,009)
(318)
(1,383)
(12,861)
(3,205)
(3,351)
(3,155)
(45,449)
1,612

M09
80,263
3,812
4,662
344
898
1,952
1,501
93,432
(166)
(449)
(21,661)
(22,276)
(139)
(4)
(16,860)
(17,003)
(611)
(73)
(7,849)
(8,533)
(11)
0
(6,160)
(6,171)
(53,983)
(12,167)
(8,964)
(318)
(1,383)
(12,808)
(3,205)
(3,351)
(3,155)
(45,351)
1,612

M10
83,064
3,812
4,662
348
909
2,021
1,251
96,067
(166)
(449)
(21,661)
(22,276)
(139)
(4)
(16,840)
(16,983)
(711)
(73)
(7,743)
(8,527)
(11)
0
(6,157)
(6,168)
(53,954)
(12,167)
(9,106)
(318)
(1,383)
(12,538)
(3,205)
(3,351)
(3,155)
(45,223)
1,612

M11
81,406
3,812
4,662
339
887
2,008
1,376
94,490
(166)
(449)
(21,661)
(22,276)
(139)
(4)
(16,840)
(16,983)
(711)
(73)
(7,719)
(8,503)
(11)
0
(6,157)
(6,168)
(53,930)
(12,167)
(9,106)
(318)
(1,383)
(12,635)
(3,205)
(3,351)
(3,154)
(45,319)
1,612

M12
86,955
3,812
6,162
460
942
1,996
1,376
101,703
(166)
(449)
(21,660)
(22,275)
(139)
(4)
(16,840)
(16,983)
(711)
(73)
(7,642)
(8,426)
(11)
0
(6,157)
(6,168)
(53,852)
(12,131)
(9,105)
(318)
(1,383)
(11,597)
(3,184)
(3,351)
(3,166)
(44,235)
1,612

Total
978,580
45,519
59,371
4,837
10,867
24,991
15,825
1,139,990
(4,886)
(15,610)
(246,771)
(267,267)
(3,669)
(3,210)
(198,743)
(205,623)
(5,988)
(2,185)
(94,563)
(102,736)
(1,481)
(647)
(72,643)
(74,771)
(650,397)
(148,120)
(102,465)
(22,610)
(29,699)
(130,347)
(38,740)
(42,747)
(38,562)
(553,289)
12,896

Surplus / (Deficit)
Impairment Expense
Donated Depreciation
Donated Income

(11,756)
1,000
57
(250)

(20,358)
1,000
80
(50)

1,752
1,000
68
(1)

(15,157)
1,000
68
(510)

(4,158)
1,000
68
0

4,300
1,000
68
0

(745)
1,000
68
0

(972)
1,000
68
0

(4,290)
1,000
68
0

(1,498)
1,000
68
0

(3,147)
1,000
68
0

5,228
1,000
62
0

(50,800)
12,000
811
(811)

Operating Surplus / (Deficit) Against NHSI Control Total

(10,949)

(19,328)

2,819

(14,599)

(3,090)

5,368

323

96

(3,222)

(430)

(2,079)

6,290

(38,800)

Celgene Income
Windsor Walk
CCG Funding
Fines & Penalties **
Non Recurrent CIPs

(667)
0
0
0
(106)

667
0
0
9,900
46

0
0
0
(8,975)
(951)

0
0
0
516
(549)

(667)
0
0
0
(384)

(667)
(7,000)
0
0
(403)

(667)
0
0
0
(471)

(667)
0
0
0
(569)

(667)
0
0
0
(617)

(667)
0
0
0
(629)

(667)
0
0
0
(629)

(663)
0
(5,000)
0
(1,129)

(5,332)
(7,000)
(5,000)
1,441
(6,390)

Non recurrent Income shortfall (catch-up m6-12) - Network Elective Activity
Non recurrent Income shortfall (catch-up m6-12) - Planned Care
(Endoscopy/Opthalmology)
One-off accruals (prior year disputes) - Viapath contract

175

175

175

175

0

0

0

0

0

0

0

0

700

218
0

218
0

218
100

218
800

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

872
900

0
0

0
0

0
0

500
400

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

500
400

(11,329)

(8,322)

(6,614)

(12,539)

(4,141)

(2,702)

(815)

(1,140)

(4,506)

(1,726)

(3,375)

(502)

(57,708)

Income Total
Pay

Summary
NHS CLINICAL CONTRACT INCOME
EDUCATION & TRAINING INCOME
MISC OTHER OPERATING INCOME
OTHER NHS CLINICAL
OTHER NON-NHS CLINICAL REVENUE
PRIVATE PATIENT INCOME
RESEARCH & DEVELOPMENT INCOME

Nursing Total
Medical Staff

Medical Staff
A&C Staff/Senior Managers

A&C Staff/Senior Managers Total
PAMS/Scientific/Professional

Bank
Agency
substantive
Agency
Bank
substantive
Agency
Bank
substantive

PAMS/Scientific/Professional Total
Pay Total
Non-Pay

** Non Recurrent

Drugs
Clinical Supplies
Non-Clinical Supplies
Sub Contracted Healthcare - NHS bodies
Misc. Other Operating Expenditure
Capital Charges
Services Provided by non-NHS bodies
Interest & Dividends

One-off accruals (prior year disputes) - Network Services (Radiology)
KIFM over-performance reported in month 4
Normalised Operating Surplus / (Deficit)
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Reporting by workstream - 21
Flow Through CIPs
PRU & South Sites
Networked Care Div A
Networked Care Div B
Urgent Care, Planned Care and ACS - Planned
Urgent Care, Planned Care and ACS - Urgent
Corporate Back Office
Commercial, Private Patients
Cross-cutting - KIFM, Procurement
Cross-cutting - Pharmacy, Drugs
Cross-cutting - Workforce
Transformation - Dental
Transformation - Diagnostics
Transformation - Elective Orthopaedics
Transformation - Med Prod
Transformation - Outpatients
Transformation - Pathway Redesign - Bariatrics
Transformation - Pathway Redesign - HPB
Transformation - Patient Flow
Transformation - Theatres
Unidentified Other
Grand Total

Overall CIP Position

R

Sum of 17/18 Total

Month 4 Plan

Month 4 Actual

Month 4
Variance

YTD Plan

YTD Actual

YTD Variance

8,188
201
964
4,326
1,469
128
5,752
2,824
9,054
4,020
9,066
1,504
60
882
556
552
432
622
430
1,625
13,345
66,000

695
16
71
296
137
11
486
222
452
289
110
124
7
64
84
46
(3)
52
43
126
0
3,327

695
23
122
129
32
13
322
475
184
252
591
124
0
0
40
59
0
85
43
302
0
3,491

0
7
51
(166)
(106)
3
(164)
253
(268)
(37)
481
0
(7)
(64)
(45)
12
3
33
0
176
0
164

3,125
63
375
1,802
233
43
1,438
465
1,516
1,096
1,489
451
7
192
183
185
(3)
207
86
370
0
13,322

3,125
63
333
1,264
127
36
1,279
718
1,335
1,021
3,437
451
0
124
139
197
0
204
86
396
0
14,336

0
0
(42)
(537)
(106)
(6)
(159)
253
(181)
(75)
1,948
0
(7)
(68)
(45)
12
3
(3)
0
26
0
1,013

Page 16 of 27

Finance Report Month 04 2017/2018

CIP Material Variances

Workstream

Exec Sponsor

R
Month 4 Plan

Month 4
Actual

Month 4
Variance

YTD Variance

Commentary and Mitigation Actions

Networked Care Div B

Fiona Wheeler

296

129

(166)

(537)

Key schemes: £377k relates to NHSE tariff disputes pending outcome. £183k due
to under-delivery of BMT due to bed constraints. Review being undertaken to
identify all viable solutions. £46k related to Renal Access patients. A number of
mitigation schemes identified and being drafted.

Urgent Care, Planned Care and ACS - Planned

Chloe Cox

137

32

(106)

(106)

Delayed implementation of in-sourcing against original plan. This has now
commenced and will report from M5. Close contract monitoring in place to
deliver in-year savings.

Corporate Back Office

Multiple

486

322

(164)

(159)

Related to phasing of Leaseguard savings, anticipated to commence from M5.

Cross-cutting - KIFM, Procurement

Multiple

452

184

(268)

(181)

Work continues to identify savings. Weekly meetings in place with direct
reporting to efficiency board monthly. Increased meetings with divisions to
address any key issues.

Cross-cutting - Pharmacy, Drugs

Multiple

289

252

(37)

(75)

Under-performance related to drug wastage project and drug expenditure
programmes. Expected to recover position in-year through continued close
monitoring.

Transformation - Elective Orthopaedics

Julia Wendon

64

0

(64)

(68)

Under-performance predominantly related to the Orpington site. Team are
working through recovery plan; with some mitigation schemes now being
developed.

Transformation - Med Prod

Julie Wendon

84

40

(45)

(45)

Relates to the yet-to-be identified medical productivity savings. Work on-going
to validate additional savings opportunities through weekly meetings.
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Cash

Enc. .

G

The Trust required loan draw down against its Interim Capital Facility in June. The value of loan drawn to date on the facility is £21.2m.
Year to Date
Cash Balance

Plan
£k
3,000

Actual
£k
27,788

Variance
£k
24,788

At month end the Trust’s cash balance was £24.8m above plan due to delay in capital payment and creditors, receipt from FMF and NHSE.
Year to Date
EBITDA
Movement in Working Capital
Other movements in operating cash flows
Cash Flow from Operations
Capital Expenditure
Cash Receipt from Asset Sales
Other Cash Flows from Investing Activities
Cash Flow before Financing
PDC Received
PDC Repaid
Dividends Paid
Interest on Loans and Leases
Drawdown od Debt
Repayment of Debt
Other Cash Flows from Financing Activities
Cash Flow from Financing
Net Cash Inflow/(Outflow)
Opening Cash Balance
Closing Cash Balance

Plan
£k
796
(1,557)
2,494
1,733
(7,324)
0
4
(5,587)
0
0
0
(1,985)
8,219
(647)
0
5,587
0
3,000
3,000

Actual
£k
(11,849)
6,011
(1,142)
(6,980)
(3,617)
0
(1)
(10,598)
0
0
0
(2,151)
0
(327)
0
(2,478)
(13,076)
40,864
27,788

Variance
£k
(12,645)
7,568
(3,636)
(8,713)
3,707
0
(5)
(5,011)
0
0
0
(166)
(8,219)
320
0
(8,065)
(13,076)
37,864
24,788

The payable balances has been brought within 60 days and we will continue to monitor this position. Capital expenditure for month 4 was £3.7m below plan due to
delay in capital plan approval by NHSI.
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Rolling Cash Flow (16 Week)

R

The Trust has not requested revenue drawdown since March 2017. The loan of £26.4m was agreed at the end of 1617 for Capital Support. Up to the 12th June 2017 the Trust has drawn down £21.09m against the Capital Support.
Year to Date

Plan
£k
3,000

Cash Balance

Actual
£k
27,788

Variance
£k
24,788

The rolling cash flow forecasts forward for a 16 week period currently to the 2nd Week in October 2017.
The 16 week cash flow allows the Trust to forecast its requirement for drawdown against the agreed Working Capital Facility over the following 3 months.
Week ending

11-Aug-17
Actual
£k

18-Aug-17
Actual
£k

25-Aug-17
Forecast
£k

01-Sep-17
Forecast
£k

08-Sep-17
Forecast
£k

15-Sep-17
Forecast
£k

22-Sep-17
Forecast
£k

29-Sep-17
Forecast
£k

46,315

46,360

53,458

14,096

28,518

23,036

56,736

0
2,969
0
300
0
0
6,105
1,080
10,454

50
10,894
(500)
300
0
33,238
0
895
44,877

0
0
0
300
0
0
0
5,385
5,685

28,338
0
0
300
0
0
0
435
29,073

0
0
0
300
0
0
3,000
385
3,685

50
13,863
500
300
0
40,968
0
1,015
56,696

0
0
0
300
0
0
0
474
774

Payments (outflows)
Pay monthly (incl Pay Awards)
PAYE/NIC/SUPER (CHAPS)
Agency Spend
PFI project
Trade Creditors
Other
Total Payments
Cash from operations

0
0
1,705
0
7,280
845
9,830
624

0
21,059
1,658
4,100
6,155
8,306
41,278
3,599

25,350
0
1,674
0
6,135
11,947
45,106
(39,421)

100
0
1,599
4,300
6,280
2,033
14,312
14,761

70
0
1,850
0
6,025
500
8,445
(4,760)

0
12,999
1,850
4,100
6,025
9,936
34,910
21,786

Capital & Financing Items
Capital expenditure (outflow)
Capital gross exp (Facility Funded)
PDC Dividends (TDR) (outflow)
Donated Income (Revenue)
Loan Facility Drawdown (Capital Rev Facility £33.6m)
Interest Paid on Revolving Credit Facility
Total Capital & Financing
Net Inflow / Outflow
Forecast Balance C/F

329
250
0
0
0
0
579
45
46,360

1,751
1,750
0
(7,000)
0
0
(3,499)
7,098
53,458

(59)
0
0
0
0
0
(59)
(39,362)
14,096

339
0
0
0
0
0
339
14,422
28,518

372
350
0
0
0
0
722
(5,482)
23,036

220
258
604
0
(14,569)
1,573
(11,914)
33,700
56,736

Balance B/F
Receipts (inflows)
LSB receipts
SLA receipts
Patient SLA Over performance 2016/17 - NHSE
Private Patients receipts
Training & Education receipts
NHSE Inflows
VAT reclaims
Other
Total Receipts

06-Oct-17
Forecast
£k

13-Oct-17
Forecast
£k

20-Oct-17
Forecast
£k

27-Oct-17
Forecast
£k

03-Nov-17
Forecast
£k

10-Nov-17
Forecast
£k

17-Nov-17
Forecast
£k

24-Nov-17
Forecast
£k

15,453

3,000

17,923

50,983

48,631

10,198

21,258

16,899

39,759

0
0
0
300
0
0
0
7,340
7,640

28,338
0
0
300
0
0
3,000
435
32,073

0
13,863
0
300
0
33,138
0
785
48,086

50
0
0
300
10,250
0
0
1,240
11,840

0
0
0
300
0
0
0
385
685

28,338
0
0
300
0
0
0
5,435
34,073

0
0
0
300
0
0
3,000
585
3,885

50
13,863
0
300
0
33,138
0
750
48,101

0
0
0
300
0
0
0
164
464

25,350
7,800
1,850
0
6,119
559
41,678
(40,904)

0
0
1,850
0
5,775
8,800
16,425
(8,785)

170
0
1,850
4,300
6,023
4,633
16,976
15,097

0
0
1,850
0
5,925
7,056
14,831
33,255

0
20,799
1,850
4,100
6,019
1,050
33,818
(21,978)

25,350
0
1,850
0
5,925
2,730
35,855
(35,170)

170
0
1,850
4,300
6,023
10,633
22,976
11,097

0
0
1,850
0
5,925
330
8,105
(4,220)

0
20,799
1,850
4,100
6,019
9,956
42,724
5,377

25,350
0
1,850
0
5,925
550
33,675
(33,211)

225
0
0
0
0
154
379
(41,283)
15,453

1,044
2,624
0
0
0
0
3,668
(12,453)
3,000

174
0
0
0
0
0
174
14,923
17,923

195
0
0
0
0
0
195
33,060
50,983

40
0
0
0
(19,666)
0
(19,626)
(2,352)
48,631

1,791
1,472
0
0
0
0
3,263
(38,433)
10,198

37
0
0
0
0
0
37
11,060
21,258

139
0
0
0
0
0
139
(4,359)
16,899

23
0
0
0
(17,506)
0
(17,483)
22,860
39,759

2,001
1,547
0
0
0
0
3,548
(36,759)
3,000
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Statement of Financial Position (Balance Sheet)

The Statement of Financial Position reflects changes in asset values as well as movements in liabilities. The plan figures reconcile to the Annual Plan submitted to Monitor in June 2017
Year to Date
Plan
£k

Year to Date
Actual
£k

Variance
£k

579,178

559,870

(19,308)

Intangible Assets

4,407

4,508

101

Other Assets

12,300

23,153

10,853

595,885
19,000

587,531
18,499

(8,354)
(501)

Trade & Other Receivables

167,560

139,154

(28,406)

Cash and Cash Equivalents

3,000

27,788

24,788

189,560

185,441

(4,119)

Trade and Other Payables

(104,163)

(143,690)

(39,527)

Borrowings
Other Financial Liabilities
Provisions
Other Liabilities
Current Liabilities
Borrowings
Other Financial Liabilities
Provisions
Non Current Liabilities
TOTAL ASSETS EMPLOYED

(5,433)
0
(1,700)
(7,000)
(118,296)
(542,054)
0
(5,000)
(547,054)
120,095

(4,733)
0
(1,031)
(17,895)
(167,349)
(520,961)
0
(5,791)
(526,752)
78,871

700
0
669
(10,895)
(49,053)
21,093
0
(791)
20,302
(41,224)

Financed by:
Public Dividend Capital

(224,520)

(224,929)

(409)

Retained Earnings

200,818

245,775

44,957

Revaluation Reserve
TOTAL TAXPAYERS' EQUITY

(96,393)
(120,095)

(99,717)
(78,871)

(3,324)
41,224

Property, Plant & Equipment

Non Current Assets
Inventories

Current Assets

Notes

PPE is below plan due the 16/17 year end impairment adjustment against Windsor Walk. Capital spend
to month 4 is behind plan due to ongoing discussion with NHSI relating to capital loan funding.
Increase in non-current debtors due to ACU sale debtor being transfered from current to non-current
debtors in 16/17 year-end adjustment.

Outstanding payments received for managed service recharges, payment received for outstanding
over-performance debt (NHSE).
Cash balance is higher than plan due to the timing of cash drawdown being mid-month, the plan is
based on the expected minimum level of £3m held at month end.
Inludes creditor accruals for pharmacy and managed service charges. Increase in accruals also relates
to invoices not posted due to no purchase order having been raised. No PO, No Pay policy has been
implemented since April 2017.

Deferral of Education & Training income received quarterly in advance
Drawdown of pre-approved capital loan for payment of capital and Revenue creditors

Actual deficit is higher than phased forecast deficit at month 4 but is forecast o recover over the next 8
months.
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Aged Debtors

The Trust debtors are mixture of invoiced debtors, accrued income and prepayments. The level of invoiced debtors' balance has increased by £0.5m, private and overseas patients balance has increased by £1.1m while
accrued income has decreased by £6.5m. Overdue debts (those >30 days old) has decreased by £0.7m during the month.

Invoiced Debtors

Within
Terms

CCG's/NHSE
Trusts
Other NHS
Other Debtors
Private Patients
Overseas Visitors
Total Invoiced Debtors

1-30 Days
£k
9,577
1,461
780
12,630
1,669
292
26,409

Provision for Bad Debts (Incl. RTA Provision)
Accrued Income
Prepayments
Other Debtors
Total Trade & Other Receivables

1 Month
Overdue

2 Month
Overdue

3 Month
Overdue

31-60 Days
61-90 Days Over 90 Days
£k
£k
£k
(648)
9,012
23,225
747
609
3,998
458
183
888
9,723
647
5,244
848
202
3,219
22
201
5,251
11,150
10,854
41,825

Current
Month

Total

£k
41,166
6,815
2,309
28,245
5,938
5,766
90,239

Prior Month Notes

Over 30 Days Over 30 Days
£k
£k
31,589
27,423
5,354
5,087
1,529
1,196
15,615
21,320
4,269
3,985
5,474
5,475
63,830
64,486

(9,754)
37,587
6,636
14,447
139,155

1
2
3
4

Notes

Accrued Income
Work in Progress
Clinical Income accrual
Injury Cost Recovery Fund
KIFM
Private Patient WIP
Over performance accrual
Other
Total Accrued Income

5

Current
Month

Prior Month

£k

£k

15,472
687
2,171
5,851
2,360
6,705
4,341

14,739
2,848
1,628
10,663
2,807
12,290
5,246

37,587

50,221

1. CCG's/NHSE - Outstanding debt has decreased by £15.4m during the month due advance payment by Lambeth and Southwark CCG for July SLA which reduce the prior month figure. Over due debt has increased by £4.1m
during the Month.
2. Trusts - Outstanding debt from other Trusts has decreased by £0.8m while overdue debts has remain relatively on the same level.
3. Other debtors has decreased by £4.6m due to reclassification of ACU invoice to non-current debtors.
4. Overseas visitors - Balance due has increased by £1.1m
5. Over performance accrual - This relates to accrual for NHSE and CCG contract performance for Month 4
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Organisation

Debtor Detail
Over 30 days

Issue

Enc. .
Resolutions and Follow up

NHS Organisations
NHS England (Central)

£26.4m

£815k relates to IFRs 15/16 - current dispute on how these are being invoiced.
£1.516m relates to IFRs 16/17 - current dispute on how these are being invoiced.
£1.982m Cancer Drugs Fund Invoices (Dec 16 to Apr 17)
£3.130m Hep C Invoices (15/16: £2m, Apr 17:£1.13m )
£6.805m HRG4+ Invoice (16/17)
£647k Overseas Visitors Risk Sharing Agreement Qtr 1 & 2 16/17
£7.8m Month 10 - 12 Over-performance invoices
£3.2m Months 1-12 CQUIN Charges at 50%

CCGs

NHSE had agreed £445k, however payment remains outstanding. Contracts Department
negotiating settlement.
NHSE disputing funding due to timing of requests. Contracts Department is currently
negotiating further detail regarding backing data provided.
All queries have been resolved, Finance chasing to obtain settlement of outstanding debt.
NHSE has not raised any queries, Finance chasing settlement
Agreed advance by NHSE, payment expected mid August
NHSE requesting further detail at patient level
Qtr 4 Reconciliations to be agreed & Freeze data to be confirmed against Patient Level Data.
Contracts working with NHSE to finalise.
CQUIN charges will be finalised once Q4 freeze data has been reconciled and agreed.
Contracts working with NHSE to finalise.

£426k NHS Area Teams NCA's for 2015/16 & 16/17

Contracts discussing with various teams in order to finalise payments.

Contracts negotiating with CSU based on the finalisation of Patient Level Data for 16/17.

£3.4m
NEL CSU (12 CCGs)

£0.803m

Mth 1-12 Over-performance invoices for 2016/17 & Month 1 2017/18

West Sussex CSU (7 CCGs)

£0.720m

NCA Invoices 15/16 & 16/17

Cambridge and Peterborough CCG

£0.165m

NCA Invoices 16/17

Slough CCG

£0.860m

NCA invoices 15/16 & 16/17

Kernow CCG

£0.314m

NCA invoices 16/17

Guildford & Waverley CCG

£0.269m

Over-performance invoices 16/17

Bedfordshire CCG

£0.349m

NCA invoices 16/17

North, East, West Devon CCG

£0.266m

Months 10-12 NCA Invoices 2016/17

Challenges relating to Specialised Commissioning Data. Contracts reviewing disputes in terms
of the "Who Pays" guidance.
Contracts are reviewing patient level data with the CCG with respect to backing information
and where this is being sent.
Contracts are reviewing patient level data with the CCG with respect to backing information
and where this is being sent.
Finalisation of backing data, payment to be made in August 2017

Southwark CCG

£0.252m

Funding for RTT 2016/17 & Crosscharges for Strategic Services Dec 16 -Mar 17

Accounts Receivable chasing debt, payment should be made in August 2017

Croydon CCG

£0.165m

Mth 1-12 Over-performance invoices for 2016/17

Contracts reviewing challenges to patient level data and allocation to CCG, payment will be
made once challenges confirmed.

NHS Trusts
Lewisham and Greenwich NHS Trust

£2.69m
£0.310m

KCH owe L&G £1.7m

Reciprocal payments agreement in place. KCH payments higher.

Guys & St Thomas NHS Foundation Trust

£1.428m

KCH owe GSTT £3.363m

Reciprocal payments agreement in place. KCH returning payments to GSTT when received

Oxleas NHS FT

£0.418m

KCH owe Oxleas £1.551m

South London and Maudsley NHS FT

£0.512m

KCH owe SLAM £500k

KCH has agreed weekly payments to Oxleas to reduce outstanding balance. No payments
being received from Oxleas.
Reciprocal payments in place - next payment to take place end of July 17

Relates to various invoices against multiple NHS organisations

Credit team chasing organisation for payment

KCH owe Viapath £6m
KCH owe KCS Ltd £46k
KCH owe KCL £5m +
Rental for Beckenham Beacon as well Community Diabetes Service invoices are outstanding
as previously disputed. Payments not being received as Bromley CIC expecting payment of
KCH owe LLoyds £5m
Sexual Health & GUM Services

Periodic reciprocal payments are agreed to reduce this balance.
No payment is being received from KCS Ltd
Reciporal payment agreement in place. KCH pay more to KCL weekly
Contracts have been in contact with local CCG for help in resolving ongoing issues

Other NHS Bodies
TOTAL NHS ORGANISATIONS

£6.0m

CCG's have moved between CSU's, Contracts are working with the CCG's to clear all
outstanding debt by July. Debt is reducing continually
Contracts reviewing challenges to patient level data and allocation to CCG, payment will be
made once challenges confirmed.
Small challenges remain on account relating to pre-SLA. SLA invoices are being paid.

£38.5m

Non-NHS Organisation
Viapath LLP
KCH Commercial Services Ltd
Kings College London
Bromley CIC

£4.209m
£4.527m
£3.730m
£1.303m

Lloyds Pharmacy
Councils

£0.490m
£0.378m

Other Non-NHS Bodies

£0.978m

TOTAL NON-NHS ORGANISATIONS

£15.615m
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Payment not being recieved due to outstanding invoices owed to Lloyds
Small amounts across several UK Councils, chased daily, will look to ask for Contracts to help
with resolving any outstanding queries

Bad Debt Provision
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M1 17/18
£'000
Overseas Visitors

Provision For Bad Debts : Current Year
Provision For Bad Debts : Prior Year

Total Provision
Percentage of Bad Debts Provision against Outstanding Debts

Provision For Bad Debts : Prior Year
Total Provision
Percentage of Bad Debts Provision against Outstanding Debts

256

503

1,903

1,903

1,903

1,903

2,030

2,123

2,159

2,406

Provision For Bad Debts : Non-NHS
Total Provision
Percentage of Bad Debts Provision against Outstanding Debts

M3 17/18
£'000

42%
M4 17/18
£'000

75

100

582

582

582

582

607

632

657

682

10%

13%

11%

M2 17/18
£'000

M3 17/18
£'000

M4 17/18
£'000

2,219

2,219

2,219

2,219

714

714

714

714

2,933

2,933

2,933

2,933

2%
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M2 17/18
£'000

39%

50

9%

Provision For Bad Debts : NHS

19%

25

M1 17/18
£'000
Trust Debt

M4 17/18
£'000

220

18%

Provision For Bad Debts : Current Year

M3 17/18
£'000

127

M1 17/18
£'000
Private Patients

M2 17/18
£'000

3%

4%

4%
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Capital

G

The capital report shows capital expenditure for Month 4 against plan and full year forecasts. The Trust is currently awaiting capital plan approval from NHSI
Year to Date
Major Works
Minor Works
IT (Incl Intangibles)
Medical Equipment
Total

Plan
£k
11,571
500
2,442
615
15,128

Actual
£k
8,500
119
1,370
73
10,062

Variance
£k
3,071
381
1,072
542
5,066

Year End Forecast
Major Works
Minor Works
IT (Incl Intangibles)
Medical Equipment
Total

Plan
£k
38,195
3,557
8,325
15,354
65,431

Forecast
£k
47,965
3,557
8,325
15,354
75,201

Variance
£k
9,770
9,770

In March 2107, the Trust submitted a reduced 17/18 capital plan of £65.4m for approval by NHSI. Further capital projects have subsequently been identified as risks to patient care and health and safety and as such
which will need to be completed in 17/18. The additional projects will cost £9.8m and the Trust is working with NHSI on this additional pressure.
Internal funding available in 17/18 (net of loan repayments and PFI capital payments) is £19.3m with a further £10.3m loan funding having already been approved for projects carried forward from 16/17. The
external funding requirement is therefore £45.6m.
Of the £10.3m approved for projects carried forward from 16/17, £6.3m has been spent on these projects to month 4. The total month 4 spend is £11.9m below plan as a result of the phasing of the plan, the lead
time on ordering, receipting medical & IT equipment and delays to project start dates due to outstanding funding confirmation.
Year to Date
Major Works
Critical Care Unit
Helideck
Site Wide Infrastructure
Ruskin Wing - to increase bed capacity
ED Additional Bed Capacity
Other-Denmark Hill
Other - PRUH
Other - Orpington
Minor Works
IT (Incl Intangibles)
Medical Equipment
Total Capital Spend
Funded by:
External Borrowing
Donations
PDC Receipts
Depreciation
Total Funding
Internal Cash Funding Requirement

4 The total CIPs profiled into the month 1 plan is £1.9m. Slippage of £515k against this relates in the main to Procurement £136k and Pharmacy £269k (this is expected to
Plan
Actual
Variance Year End Forecast
Plan
Forecast
Variance
£k
£k
£k
£k
£k
£k
Major Works
8,851
7,139
1,712
Critical Care Unit
28,450
28,450
0
0
0
Helideck
589
589
510
67
443
Site Wide Infrastructure
3,600
3,600
220
1
219
Ruskin Wing - to increase bed capacity
1,330
1,330
1,093
626
467
ED Additional Bed Capacity
2,370
2,370
794
667
127
Other - Denmark Hill
1,396
9,221
7,825
53
0
53
Other - PRUH
160
2,105
1,945
50
0
50
Other - Orpington
300
300
500
119
381
Minor Works
3,557
3,557
2,442
1,370
1,072
IT (Incl Intangibles)
8,325
8,325
615
73
542
Medical Equipment
15,354
15,354
15,128
10,062
5,066
Total Capital Spend
65,431
75,201
9,770

(250)
(8,817)
(9,067)
6,061

(250)
(8,817)
(9,067)
995

5,066

Funded by:
External Borrowing (Approved)
Donations
PDC Receipts
Depreciation
Total Funding
Internal Cash Funding Requirement
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(10,343)
(500)
(300)
(18,435)
(29,578)
35,853

(10,343)
(500)
(300)
(18,435)
(29,578)
45,623

9,770
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Agency Run Rate
Mar-17
£k
(147)
(73)
1,195
(189)
785

Year to Date
A&C Staff/Senior Managers
Medical Staff
Nursing Staff
PAMS/Scientific/Professional
Total Agency Spend

Agency Run Rate

Apr-17
£k
53
720
867
326
1,966

R

May-17
£k
64
836
859
438
2,197

Jun-17
£k
427
1,108
693
607
2,835

Jul-17
£k
256
1,154
1,139
23
2,572

8

Aug-17
£k

Sep-17
£k

Oct-17
£k

Nov-17
£k

Dec-17
£k

0

0

0

0

0

A&C Staff/Senior Managers

Medical Staff

Nursing Staff

PAMS/Scientific/Professional

1,600
1,400
1,200

1,000

£k

800
600
400
200

At 16/17 -year end only 'authorised bookings' were accrued.
(200)
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Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

Jun-17

May-17

Apr-17

Mar-17

(400)

Finance Report Month 04 2017/2018

WTEs

R

The Trust is showing a budgeted vacancy level of 1,642.80 WTEs, of which 739.23 are covered by Bank and 274.00 are covered by Agency. This leaves a vacancy gap of 629.57 WTEs.
The Finance Department is working closely with Workforce to reconcile the WTE numbers.

Year to Date
Capital, Estates and Facilities
Commercial

Executive Nursing
Finance
Medical Director
Networked Care

Operations
PRUH and South Sites
Strategy
Transformation and ICT
Urgent Care, Planned Care and Allied Clinical Services

Workforce Development

Total WTEs

Estates and Facilities
Guthrie Clinic
KIFM
ACU
Genomes
KHP
Corporate Services
Corporate Services
Executive Nursing
Finance
Procurement
Medical Director
Sub Division A
Sub Division B
Networked Care Operational Team
Operations
PRUH
R&D
Strategy
ICT
Transformation
Planned Care
Urgent Care
Urgent and planned care operational team
HR and employee relations
Learning and Organisational Development
Nursery
Occupational Health
Post Graduate Medical Education

Budgeted
137.20
66.11
37.22
9.20
3.00
73.89
120.69
141.42
7.10
1,973.46
1,673.34
11.75
388.47
2,807.87
245.44
8.25
149.62
28.80
2,251.56
2,158.19
5.00
78.40
40.43
51.63
38.85
71.28
12,578.17
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Substantive
119.24
58.68
2.00
29.36
6.00
1.00
3.00
66.93
93.76
111.59
0.00
4.60
1,774.80
1,477.37
15.00
339.19
2,324.70
167.54
9.80
138.42
25.40
1,997.57
1,919.55
4.00
67.93
38.59
47.42
30.55
61.38
10,935.37

Budgeted
Vacancies
17.96
7.43
(2.00)
7.86
3.20
(1.00)
0.00
6.96
26.93
29.83
0.00
2.50
198.66
195.97
(3.25)
49.28
483.17
77.90
(1.55)
11.20
3.40
253.99
238.64
1.00
10.47
1.84
4.21
8.30
9.90
1,642.80

Bank
5.93
14.45

Agency
0.91

3.00

2.09
5.24
1.05

0.54
0.00
1.33

90.20
120.69

30.19
20.29

12.41
243.57
0.59

10.39
109.60
0.13

1.65

0.00
0.00
32.29
66.24

131.84
105.12
(0.02)

0.62
0.80
739.23

2.09
274.00

Total Staff in
Post
125.17
74.04
2.00
32.36
6.00
1.00
3.00
66.93
96.39
116.83
2.38
4.60
1,895.19
1,618.35
15.00
361.99
2,677.87
168.26
9.80
140.07
25.40
2,161.70
2,090.91
4.00
67.91
38.59
47.42
33.26
62.18
11,948.60

Gap (Budget Actuals)
12.03
(7.93)
(2.00)
4.86
3.20
(1.00)
0.00
6.96
24.30
24.59
(2.38)
2.50
78.27
54.99
(3.25)
26.48
130.00
77.18
(1.55)
9.55
3.40
89.86
67.28
1.00
10.49
1.84
4.21
5.59
9.10
629.57
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Surplus / (Deficit) By Division

R

Year to Date

Plan
£k
30,509

Surplus / (Deficit)
Year to Date
Networked Care

Plan
£k

Actual
£k

Variance
£k
(11,010)
Variance
£k

Urgent Care, Planned Care and Allied Clinical Services Total

(405)
(6,473)
3,911
(879)
(11,038)
(481)
(10,134)
818
309
(8,115)
(32,488)
(9,872)
3,436
(552)
(3,619)
(4,947)
(15,553)
1,556
(3,773)
3,814
(1,121)
(12,571)
(15,865)
15,048
5,314
198
(634)
(1,520)
(9,553)

(386)
(6,759)
4,024
(194)
(10,830)
526
(9,118)
260
44
(7,622)
(30,056)
(9,793)
2,230
895
(2,739)
(5,165)
(14,572)
2,279
(4,227)
3,749
443
(11,354)
(14,785)
14,902
5,398
193
250
(2,175)
(5,328)

(19)
286
(113)
(685)
(208)
(1,007)
(1,016)
558
266
(493)
(2,432)
(79)
1,206
(1,446)
(880)
218
(982)
(723)
455
65
(1,565)
(1,216)
(1,080)
147
(83)
5
(884)
654
(4,225)

Clinical Divisions Total

(57,595)

(49,956)

(7,639)

Capital, Estates and Facilities
Commercial
Corporate Services
Executive Nursing
Finance
Medical Director
Operations
Strategy
Transformation and ICT
Workforce Development
Corporate Departments Total

29,903
7,735
164
14,722
2,958
378
6,549
542
4,505
5,729
73,185

29,314
9,246
152
15,108
2,897
346
5,817
647
4,242
5,572
73,341

589
(1,511)
12
(386)
61
32
732
(105)
263
157
(157)

Capital charges and reserves
Trust Income
Surplus / (Deficit)

28,914
(9,995)
34,509

25,604
(3,471)
45,519

3,310
(6,524)
(11,010)

Impairment
Operating Surplus / (Deficit)

(4,000)
30,509

(4,000)
41,519

0
(11,010)

Networked Care Total
PRUH and South Sites

PRUH and South Sites Total
Urgent Care, Planned Care and Allied Clinical Services

Cancer
Cardiovascular Sciences
Critical Care, Radiology and MEP
Haematology and Precision Medicine
Liver and Renal
Networked Care Operational Team
Neurosciences
Sub Div A Operational Team
Sub Div B Operational Team
Variety Children's Hospital

Actual
£k
41,519

Acute and Emergency Care
Post-Acute Medicine
PRUH Operational Team
Surgery, theatres, Anaesthetics and Endoscopy
Women's & Children's and core services
Acute and Emergency
Dental
Pharmacy
Planned Care Operational Team
Planned surgery and Ophthalmology
Post-Acute and Planned
Theatres and Anaesthetics
Therapies
Urgent and planned care operational team
Urgent Care Operational Team
Women's Health
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Enc. 6.2
Report to:

Board of Directors Meeting

Date of meeting:

8 August 2017

Subject:

Standing Financial Instructions

Author(s):

Nicola Hoeksema – Associate Chief Financial Officer – Financial
Services

Presented by:

Simon Dixson, Deputy Chief Financial Officer

Sponsor:

Colin Gentile – Chief Financial Officer

History:

Presented to KE (7 August 2017), Audit Committee (8 August
2017)

Status:

For discussion and approval

1.

Summary of Report


The Board of Directors of the Trust are required to adopt a Scheme of Delegation
and Standing Financial Instructions (SFIs) as a comprehensive business framework
for the regulation of its proceedings and business. Their content and approval are the
sole responsibility of the Board of Directors and are not required to be submitted for
approval to any group or organisation including NHS Improvement or the Council of
Governors. The Trust’s Standing Orders are part of the Constitution.



The Trust’s SFI’s have been reviewed and updated to reflect the current
management structure of the Trust and financial responsibilities, policies and
procedures to be adopted by the Trust.

2.

Action required


3.

The Board is asked to review / discuss the updated SFIs and provide comments,
recommendations and approval.

Key implications

Legal:
Financial:
Assurance:
Clinical:
Equality & Diversity:
Performance:
Strategy:
Workforce:
Estates:
Reputation:
Other:(please specify)

The Trust’s SFIs explain the financial responsibilities, policies and
procedures to be adopted by the Trust and identify the financial
responsibilities which apply to everyone working for the Trust.
They are designed to ensure that its financial transactions are
carried out in accordance with the law, Government policy and best
practice in order to achieve probity, accuracy, economy, efficiency
and effectiveness in the way in which the Trust manages public
resources.

1
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Introduction
1.1.

Purpose

1.1.1.

These Standing Financial Instructions (Instructions) are issued for the regulation of the
conduct of the Trust, its Directors, officers, employees and agents in relation to all financial
matters.

1.1.2.

These Instructions explain the financial responsibilities, policies and procedures to be adopted
by the Trust. They are designed to ensure that its financial transactions are carried out in
accordance with the law, Government policy and best practice in order to achieve probity,
accuracy, economy, efficiency and effectiveness in the way in which the Trust manages public
resources.

1.1.3.

They identify the financial responsibilities which apply to everyone working for the Trust. They
do not provide detailed procedural guidance. These statements should therefore be read in
conjunction with the detailed departmental and financial policies and procedure notes. All
financial policies and procedures must be approved by the Chief Financial Officer.

1.1.4.

These instructions should be read in conjunction with the Finance pages on the Trust’s
Intranet which contain guidance for Trust officers on financial matters.

1.2.

Authority and Compliance

1.2.1.

These Standing Financial Instructions have been compiled under the authority of the Board
of Directors of the Trust. These have been reviewed and approved by the Trust’s Audit
Committee and by the Board of Directors.

1.2.2.

These Standing Financial Instructions apply to all staff, including those within hosted
organisations, interim appointments and temporary contractors. Failure to comply may result
in disciplinary action, up to and including dismissal, for Trust employees and immediate
termination, without notice, of engagement for contractors.

1.2.3.

Management must ensure that all employees are aware of and understand their individual
financial responsibilities and the rules contained within these instructions. All employees are
required to seek clarification from management where they are unsure as to the most
appropriate course of action and should do so in advance of making any financial
commitment on behalf of the Trust.

1.2.4.

Where existing departmental rules and procedures appear to offer conflicting advice to that
contained in these Instructions, it is expected that these Instructions will take precedence.
However, staff are urged to bring such conflicts to the attention of the Chief Financial Officer.

1.3.

Terminology

1.3.1.

Any expression to which a meaning is given in Health Service Acts, or in the Financial
Directions made under the Acts, shall have the same meaning in these instructions; and

1.3.2.

“Trust” means the King’s College Hospital NHS Foundation Trust;

1.3.3.

“Board” means the Board of Directors of the Trust:

1.3.4.

“Budget” means a resource, expressed in financial terms, approved by the Trust for the
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Page 5 of 53

STANDING FINANCIAL INSTRUCTIONS
Item 6.2
purpose of carrying out, for a specific period, any or all of the functions of the Trust;
1.3.5.

"Chief Executive" means the most senior executive with overall responsibility for the Trust’s
activities and is accountable to the Board of Directors;

1.3.6.

"Chief Financial Officer" means the senior executive responsible for managing the financial
actions of the Trust;

1.3.7.

“Funds held on trust” shall mean monies held by the Trust, received on distribution by
statutory instrument or chooses subsequently to accept under powers derived under S.90 of
the NHS Act 1977, as amended. Such funds may or may not be charitable.

1.3.8.

"Legal Adviser" means the properly qualified person appointed by the Trust to provide legal
advice.

1.3.9.

“NHS Improvement” is an arm of the Department of Health which oversees the financial
performance of NHS Trusts and Foundation Trusts.

1.3.10. Wherever the title Chief Executive, Chief Financial Officer, or other nominated officer is used
in these instructions, it shall be deemed to include such other director or employees who
have been duly authorised to represent them.
1.3.11. Wherever the term "employee" is used, and where the context permits, it shall be deemed to
refer to all staff of the Trust including nursing and medical staff, consultants practising upon
Trust premises as well as employees of third parties contracted to the Trust when acting on
behalf of the Trust ( i.e. temporary or contract workers).
2.

Powers of Authority and Delegation

2.1.

Principles of delegated powers of authority and Schemes of Delegation

2.1.1.

The Board of Directors will delegate responsibility for the performance of its functions in
accordance with the Scheme of Delegation Document adopted by the Trust. The Board of
Directors have determined that they shall reserve, for their sole approval, certain financial
transactions based around types or values as set out in the Scheme of Delegation. Those
aside, all executive powers are invested in the Chief Executive, who in turn will provide
delegated powers to relevant officers. The Chief Executive and Chief Financial Officer may,
as far as possible, delegate their detailed responsibilities but they remain accountable for
financial control.

2.1.2.

The Scheme of Delegation is a collection of schedules setting out various powers of
authority by post holder. The first schedule sets out Board of Directors powers and the extent
to which they are delegated to the Chief Executive and members of the Trust Management
Executive. Separate schedules are to be retained by each member of the Trust Management
Executive setting out the powers they have themselves delegated to identified post holders
within their own organisational control.

2.1.3.

The Trust Executive Directors shall be responsible for ensuring that Schemes of Delegation
are kept current. A full record of each Scheme of Delegation must be retained within each
Executive Directorate with evidence of proper authorisation and acceptance. Copies,
including amendments, must be given to the Chief Financial Officer to enable him/her to
keep a record of all Schemes of Delegation for each Directorate within the Trust.
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2.1.4.

No officer nor employee of the Trust may delegate to anyone who is outside their
organisational control.

2.2.

Board of Directors

2.2.1.

The Board of Directors have retained sole rights to approve all financial transactions with a
value in excess of the level specified in the Scheme of Delegation, subject to any exclusions
covered by specific delegated authority. This applies to individual transactions and to term
contracts for the provision of goods, proposals to spend or generate income, procurement
decisions and issuing of contracts for services or capital works over a period of time (unless
the contract is such that the Trust may terminate it without financial penalty after the first
year).

2.2.2.

There are no exceptions to this instruction other than through the exercise of the Chairman
of the Board of Directors’ action. This may occur where the Chairman instructs the Chief
Executive to approve such transactions where time is a critical factor in the interest of the
Trust and it is not possible to consult all members of the Board of Directors. In such
circumstances, the Chief Executive must provide a full report to the Board of Directors at the
next available opportunity.

2.3.

Chief Executive

2.3.1.

The Chief Executive is the accounting officer for the Trust. This means they are accountable
to Parliament for the funds administered by the Trust. The Chief Executive has overall
executive responsibility for the Trust’s activities and is responsible to the Board of Directors
for ensuring that its financial obligations and targets are met. Further, the Chief Executive is
recognised by Statute as the Accountable Officer of the Trust and as such is accountable to
Parliament for all actions undertaken by the Trust.

2.3.2.

Save for the requirements under Board of Directors powers, the Chief Executive is provided
with full operational powers to approve financial transactions within the Trust and to delegate
such powers to individual members of the Trust Management Executive as per the Scheme
of Delegation.

2.3.3.

It is the duty of the Chief Executive to ensure that existing members of the Board of
Directors, officers, and all new appointees are notified of, and put in a position to understand,
their responsibilities within these Instructions. The Chief Executive’s duty encompasses both
financial and non-financial roles.

2.4.

Trust Management Executive

2.4.1.

Individual members of the Trust Management Executive are identified as First Line Budget
Holders for the purposes of these Instructions and the associated Schemes of Delegation.
The Chief Executive delegates powers to them in accordance with the relevant Scheme of
Delegation to enable the efficient management of individual directorates.

2.4.2.

Each budget holder must produce, update, formally approve and retain their own Schemes
of Delegation for officers within their organisational control. Copies, including amendments,
must be given to the Chief Financial Officer to enable him/her to keep a record of all
Schemes of Delegation for each Directorate within the Trust.

2.5.

Chief Financial Officer
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2.5.1.

The Chief Executive delegates powers to the Chief Financial Officer in his/her role as a First
Line Budget Holder responsible for the Finance Directorate. In addition to these, the Chief
Financial Officer is provided with further powers to manage the approval of financial
transactions initiated by other directorates across the Trust.

2.5.2.

The Chief Financial Officer is required to implement the Trust’s financial policies, ensure that
detailed financial procedures and systems are established and ensure that sufficient records
are maintained to show and explain the Trust’s transactions, in order to disclose the financial
position of the Trust at any time.

2.5.3.

The Chief Financial Officer shall prepare, document and maintain detailed financial
procedures and systems incorporating the principles of separation of duties and internal
checks to supplement these instructions. The Chief Financial Officer shall require in relation
to any officer who carries out a financial function, that the form in which the records are kept
and the manner in which the officer discharges his/her duties shall be to the satisfaction of
the Chief Financial Officer.

2.5.4.

The Chief Financial Officer shall ensure that such systems and procedures are implemented
so as to protect the Trust’s assets from fraud.

2.6.

Director of Capital, Estates and Facilities

2.6.1.

As with other Trust Management Executive members, the Chief Executive delegates powers
to the Director of Capital, Estates and Facilities in his/her role as a First Line Budget Holder
responsible for that Directorate. In addition to these, the Director of Capital, Estates and
Facilities is provided with further powers to manage the approval of financial transactions
relating to capital works programmes, in accordance with the Schemes of Delegation.

3.

Corporate Responsibilities of all Trust employees

3.1.

Compliance with principles of Public Sector Values

3.1.1.

All employees, including directors and senior management, of the Trust must be committed
to the highest standards of corporate and personal conduct in all aspects of their work within
the Trust, based on a recognition of public service values. These cannot be ignored.

3.1.2.

The crucial public service values which must be understood, accepted and applied are:


Accountability - everything done by those who work in the Trust must be able to stand
the test of parliamentary scrutiny, public judgements on propriety and professional
codes of conduct.



Probity - there should be an absolute standard of honesty in dealing with the assets of
the Trust. Integrity should be the hallmark of all personal conduct in decisions affecting
patients, staff and suppliers, and in the use of information acquired in the course of
Trust duties.



Openness - there should be sufficient transparency about Trust activities to promote
confidence between the Trust, its staff, patients and the public.



Selflessness - Holders of public office should act solely in terms of the public interest.
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Objectivity - Holders of public office must act and take decisions impartially, fairly and
on merit, using the best evidence and without discrimination or bias.



Leadership - Holders of public office should exhibit these principles in their own
behaviour. They should actively promote and robustly support the principles and be
willing to challenge poor behaviour wherever it occurs.

3.1.3.

All employees, but particularly the Board of Directors, Trust Management Executive and
senior management, have a constant duty to ensure that public funds are properly
safeguarded and Trust business is conducted as efficiently and effectively as possible.

3.1.4.

Proper stewardship of public monies requires Value for Money to be achieved. The Board of
Directors and employees must strive for this at all times.

3.1.5.

Accounting, tendering and employment practices within the Trust must reflect the highest
professional standards.

3.2.

Compliance with rules on Gifts and Hospitality

3.2.1.

Employees are required to exercise caution in all matters relating to the offering and receipt
of gifts and hospitality to and from third parties. Employees must be aware of the potential
risks and the public perception, however unjustified, that may arise in such circumstances.

3.2.2.

The Trust’s Business Conduct Policy and Section 8.1 of these Instructions set out the Trust’s
policies regarding gifts and hospitality. It is vital that employees of the Trust fully understand
these policies and reflect them in their conduct at all times. It is essential that gifts and
hospitality must not be offered or received in any situation or manner which may be
prejudicial to the interests or reputation of the Trust.

3.2.3.

Where an employee is uncertain as to the most appropriate course of action involving a gift
or hospitality, the matter should be referred to the immediate line manager for guidance,
consideration or approval before taking any further action. If this is not possible, there should
be a refusal to make or accept any offer of a gift or hospitality which cannot be fully justified.
A material breach of these instructions will be regarded as a significant disciplinary offence.

3.2.4.

All staff must comply with the Trust’s Anti-Bribery Policy.

3.3.

Compliance with rules of delegated powers of authority

3.3.1.

While the Board of Directors retain absolute authority for the conduct of the financial affairs
of the Trust, it is necessary to establish a system of delegated powers to enable appropriate
officers of the Trust to manage the day to day activities. This system of delegated powers is
referred to throughout these Instructions as Schemes of Delegation. The high level Scheme
of Delegation is included as APPENDIX A – SCHEME OF DELEGATION to these
Instructions. The lower level Schemes of Delegation must be maintained by each Directorate
and copies provided to the Chief Financial Officer after each amendment.

3.3.2.

It is critical that employees of the Trust understand these fundamental principles and apply
them at all times. These are:


Financial or approval powers cannot be delegated to a subordinate officer(s) in excess
of the powers as set out in the Scheme of Delegation for the delegating officer.
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Powers may only be delegated to officer(s) within the organisational control of the
delegating officer; in circumstances where there is no practicable alternative, the term
‘officers’ in this context may include individuals who are not directly employed by the
Trust, such as temporary contractors.



All powers of delegation must be provided in writing, duly authorised by the delegating
officer and accepted by the receiving officer. Any variations to such delegated powers
must also be in writing.



All applications for short term powers of delegation, such as holiday cover, which are
not intended to be permanent must be provided in writing by the delegating officer, with
start and end dates prior to the period for which approval is sought. In the event of an
anticipated event such as long-term illness or an extended period away from the office,
the maximum time limit for temporary delegation is 6 months.



Any officer wishing to approve a transaction outside their written delegated powers must
in all cases refer the matter to the relevant line manager with adequate delegated
powers, before any financial commitment(s) is made in respect of that transaction.



Powers may be onwardly delegated unless this is specifically prohibited by the
delegator.



Conditions or restrictions on delegated powers, e.g. not allowing onward delegation of
those powers, should be reasonable in the circumstances and stated in writing.

3.3.3.

Failure to comply with these principles, or a material breach thereof, will be recognised as a
disciplinary offence. Where such a breach results in clear financial loss, the employee may
be personally liable to compensate the Trust.

3.4.

Compliance with Trust policies and procedures

3.4.1.

Employees are reminded that absolute authority governing all actions within the Trust rests
with the Board of Directors and that this authority is exercised through Schemes of
Delegation. All employees are bound through their contracts of employment to follow the
instructions of the Board of Directors and to comply with the policies and procedures that are
developed and authorised by the Trust.

3.4.2.

These Standing Financial Instructions set out specific Trust policies and procedures across
a number of areas. Employees must comply with these requirements at all times. Where
exceptions are deemed necessary, prior approval from the relevant Executive Director must
be obtained, as set out in these Instructions. Compliance will be monitored through systems
controls, management review, and by audit processes. It is the responsibility of management
to ensure that all employees are aware of and understand their individual responsibilities
deriving from these Instructions.

3.4.3.

It is neither possible nor desirable to govern all the financial affairs of the entire Trust through
a single set of instructions. Therefore, these Instructions make reference in a number of
areas where it is considered appropriate for the Chief Executive or the Chief Financial
Officer to develop a series of detailed policies and procedures. In these instances, it is the
responsibility of all employees of the Trust to ensure they understand fully the existence,
contents and requirements of such policies and procedures and to comply with them on the
basis that they have received full authority from the Board of Directors.
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3.4.4.

Guidance on the existence and relevance of policies and procedures to specific situations
are available from either the Chief Executive, Chief Financial Officer. All employees are
required to consult with one of these Executive Directors in situations where they are unsure
as to the most appropriate course of action. Such consultation must be sought in advance of
making any financial commitment on behalf of the Trust. The Board of Directors will expect
all employees of the Trust to comply with these requirements and will regard a material
breach as a disciplinary offence.

3.5.

Safeguarding Trust resources

3.5.1.

Employees of the Trust have an individual and collective responsibility for safeguarding the
interests of the Trust at all times. Section 3.1 and 3.2 of these Instructions explain the
general requirement for all staff to protect the reputation of the Trust as a public service
organisation. This section is intended to remind Trust employees of the requirement to
safeguard the financial resources of the Trust. These resources may take the obvious
tangible form of fixed assets, cash or negotiable instruments, as well as less clear, or
possibly intangible items such as lost or foregone income through failure to notify income
sources or opportunities to earn or recover income due to the Trust.

3.5.2.

Employees are directed to section 5.2 of these Instructions, which describe the
responsibilities of the Chief Financial Officer with regard to income management. Employees
are expected to comply with these Instructions and report all income sources promptly to the
Chief Financial Officer.

3.5.3.

The Chief Executive, in consultation with the Chief Financial Officer and Security personnel,
will develop, maintain and monitor detailed policies, procedures and instructions covering all
aspects of the security of money, assets and other Trust resources. Employees of the Trust
are expected to comply fully with these requirements and to take any and all corrective
action as necessary or instructed by appropriate officers of the Trust.

3.5.4.

Further to this requirement, each employee has an individual and collective responsibility for
the security of property and other resources of the Trust. All issues of concern or potential
risk must be reported immediately to the Security department, including any concerns
employees have where existing practices may represent a risk to the assets or other
resources of the Trust.

3.5.5.

Any damage to the Trust’s premises, assets, supplies or other resources must be reported
immediately in accordance with procedures of Losses and Special Payments, which shall be
established by the Chief Financial Officer. Any employee discovering or suspecting a loss of
any kind must either immediately inform their Head of Department, who must immediately
inform the Chief Executive and the Chief Financial Officer.

3.5.6.

In the case of suspected fraud, it must be reported to the Local Counter Fraud Specialist.
This officer will then appropriately inform the Chief Financial Officer and/or Chief Executive.
The Chief Financial Officer must also ensure that procedures are in place that specify the
action to be taken both by persons detecting a suspected fraud and those persons
responsible for investigating it. (These are set out in the Local Counter Fraud and Corruption
policy.)

3.5.7.

Where a criminal offence is suspected, the Chief Financial Officer must immediately inform
the police if theft (not involving deception) or arson is involved. For losses apparently caused
by theft (not involving deception), arson, neglect of duty or gross carelessness, except if
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trivial, the Chief Financial Officer must notify the Board of Directors and the External Auditor.
3.5.8.

The Board of Directors recognise that in extreme cases financial loss may be the result of
fraud (i.e. intentional deception to secure unlawful advantage) or corruption. While the Board
of Directors has every confidence in the integrity of Trust employees, it has a duty to put in
place controls to minimise the opportunity for illegal appropriation of Trust resources.
Accordingly, the Chief Financial Officer shall ensure that appropriate counter-fraud
measures are in place, which are referred to in section 5.14 of these instructions.

3.5.9.

All employees of the Trust are required to ensure they fully understand the Trust’s Local
Counter Fraud and Corruption Policy and the procedures for reporting suspicions or matters
of possible concern. (This policy can be found on the intranet).

3.6.

Patients Property

3.6.1.

The Trust has a responsibility to provide safe custody for money and other personal property
handed in by patients, in the possession of unconscious or confused patients, or found in the
possession of patients dying in hospital or dead on arrival.

3.6.2.

Staff should be informed, on appointment, by the appropriate departmental or senior
manager of their responsibilities and duties for the administration of the property of patients.

4.

Responsibilities of the Chief Executive

4.1.

Business Plans and Estimates

4.1.1.

The Chief Executive, with the assistance of the Chief Financial Officer, shall compile and
submit to the Board of Directors and the NHS Improvement strategic plans and operational
plans in accordance with the guidance issued about timing and Trust financial duties. The
operational plan shall be reconcilable to an annual update of the financial pro-formas, which
the Chief Financial Officer will prepare and submit to the Board of Directors and NHS
Improvement. The plan will contain:


a statement of the significant assumptions on which it is based;



details of major changes in workload, delivery of services or resources required to
achieve the plan.



Prior to the start of the financial year the Chief Executive will require the Chief Financial
Officer to prepare and submit financial estimates and forecasts, on both revenue and
capital account, for approval by the Board. As a consequence, the Chief Financial
Officer shall have right of access to all budget holders on budgetary related matters.
Such budgets will be:



in accordance with the aims and objectives set out in the service development strategy
and annual business plan;



in accordance with workload and manpower plans;
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produced following discussion with appropriate budget holders;



prepared within the limits of available funds; and



identify potential risks.

4.1.2.

All budget holders must provide the Chief Financial Officer with all financial, statistical and
other relevant information as necessary for the compilation of such business plans,
estimates and forecasts.

4.1.3.

The Chief Executive shall require the Chief Financial Officer to report to the Board of
Directors any significant in-year variance from the business plan and to advise the Board of
Directors on action to be taken.

4.1.4.

The Chief Financial Officer has a responsibility to ensure that adequate training is delivered
on an on-going basis to budget holders to help them to manage their budgets successfully.

4.1.5.

The Chief Executive may delegate the management of a budget to permit the performance
of a defined range of activities. This delegation must be in writing and be accompanied by a
clear definition of:


the amount of the budget;



the purpose(s) of each budget heading;



individual and group responsibilities;



authority to exercise virement;



achievement of planned levels of service; and



the provision of regular reports.

4.1.6.

The Chief Executive and delegated budget holders must not exceed the budgetary total or
virement limits set by the Board.

4.1.7.

Any budgeted funds not required for their designated purpose(s) revert to the immediate
control of the Chief Executive, subject to any authorised use of virement.

4.1.8.

Non-recurring budgets should not be used against annual recurring finance expenditure
without the written authority of the Chief Financial Officer.

4.2.

Budgets

4.2.1.

The Chief Financial Officer shall, on behalf of the Chief Executive, and in advance of the
financial year to which they refer, prepare and submit budgets within the forecast limits of
available resources and planning policies to the Board of Directors for approval. Budgets will
be in accordance with the aims and objectives set out in the Trust’s service strategy and
business plan.

4.2.2.

The Chief Executive shall require the Chief Financial Officer to devise and maintain systems
of budgetary control. All officers whom the Board of Directors may empower to engage staff,
to otherwise incur expenditure, or to collect or generate income, shall comply with the
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requirements of those systems. The systems of budgetary control shall incorporate the
reporting of, and investigation into, financial, activity or workforce variances from budget.
The Chief Financial Officer shall be responsible for providing budgetary information and
advice to enable the Chief Executive and other officers to carry out their budgetary
responsibilities.
4.2.3.

The Chief Executive may delegate management of a budget or part of a budget to officers to
permit the performance of defined activities. The Schemes of Delegation shall include a
clear definition of individual and group responsibilities for control of expenditure, exercise of
virement, achievement of planned levels of services and the provision of regular reports
upon the discharge of those delegated functions to the Chief Executive.

4.2.4.

The Chief Executive shall not exceed the budgetary or virement limits set by the Board of
Directors, and officers shall not exceed the budgetary limits set for them by the Chief
Executive. The Chief Executive may vary the budgetary limit of an officer within the Chief
Executive’s own budgetary limit.

4.2.5.

Except where otherwise approved by the Chief Executive, taking account of advice of the
Chief Financial Officer, budgets shall be used only for the purpose for which they were
provided and any budgeted funds not required for their designated purpose shall revert to
the immediate control of the Chief Executive, unless covered by delegated powers of
virement.

4.2.6.

Expenditure for which no provision has been made in an approved budget and which is not
subject to funding under the delegated powers of virement shall only be incurred after
authorisation by the Chief Executive or Board of Directors, as appropriate.

4.2.7.

The Chief Financial Officer shall keep the Chief Executive and the Board of Directors
informed of the financial consequences of changes in policy, pay awards and other events
and trends affecting budgets and shall advise on the financial and economic aspects of
future plans and projects.

4.3.

Contracts for the provision of Healthcare Services

4.3.1.

The Board of Directors will approve standard terms and conditions for legally binding
contracts, on the basis of which the Trust will provide healthcare services. Any variations to
the standard terms and conditions will be approved in accordance with the Scheme of
Delegation. The Chief Executive is responsible for negotiating contracts for the provision of
services to patients in accordance with the Business Plan. In carrying out these functions,
the Chief Executive should take into account the advice of the Chief Financial Officer
regarding:

4.3.2.



costing and pricing of services;



payment terms and conditions;



amendments to NHS service agreements and out of area arrangements.

NHS service agreements should be devised to minimise risk whilst maximising the Trust's
opportunity to generate income, achieve activity and performance targets. The Trust will
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utilise the National Tariff and, subject to approval from NHS Improvement, will engage with
commissioners to agree a tariff for any services in respect of which the Trust believes that a
local tariff should apply.
4.3.3.

The Chief Financial Officer shall ensure that a summary of the Trust’s contracts is reported
annually to the Board of Directors. The Chief Financial Officer shall also produce regular
reports detailing actual and forecast contract income with a detailed assessment of the
impact of the variable elements of income.

4.3.4.

Any pricing of non NHS Tariff services should be undertaken by the Chief Financial Officer in
accordance with a policy and the tariff reported to the Board of Directors. In respect of nonNHS tariff income the Council of Governors will be asked to satisfy itself that the services
from which such income is derived do not interfere with the Trust's fulfilment of its principal
purpose.

4.4.

Capital Expenditure

4.4.1.

The Chief Executive is ultimately responsible for all capital expenditure of the Trust, including
expenditure on assets under construction. To discharge this duty, the Chief Executive will
issue Schemes of Delegation for approval of capital commitments, and will arrange for the
development of detailed policies and procedures covering all aspects of capital investment
management, including scheme appraisals, contract awarding, contract management and
financial control.

4.4.2.

The Chief Executive shall provide executive delegation to the Director of Capital, Estates
and Facilities to manage programmes for capital works expenditure, including assets under
construction, within the restrictions of the Schemes of Delegation.

4.4.3.

All expenditure on capital assets will be authorised in line with Schemes of Delegation. Any
commitment in excess of the limits currently specified shall be referred firstly to the Chief
Executive and then to the Board of Directors, dependent on approval required, before such
commitment is made.

4.5.

Tendering and Contracting

4.5.1.

The Chief Executive has overall responsibility to ensure that the Trust applies the principles
of Value for Money in the procurement of goods, services and capital programmes. The
Chief Executive shall liaise with the Chief Financial Officer and the Director of Capital,
Estates and Facilities to develop procedures for competitive selection wherever possible in
procurement exercises. The Chief Executive shall ensure that these procedures are open
and clearly demonstrate fair and adequate competition wherever possible. In particular, the
procedures will incorporate NHS and Trust requirements for disclosure of any commercial
sponsorship offered by or received from actual or potential suppliers to the Trust.

4.5.2.

The Chief Executive shall establish procedures covering the receipt, safe custody and formal
opening of tenders received and appropriate records to be maintained in connection with the
full tender exercise.
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4.6.

Risk Management and Insurance

4.6.1.

The Chief Executive shall ensure that the Trust has a programme of risk management which
will be approved and monitored by the Board of Directors.

4.6.2.

The programme of risk management shall include:


a process for identifying and quantifying risks and potential liabilities;



engendering among all levels of staff a positive attitude towards the control of risk;



management processes to ensure all significant risks and potential liabilities are
addressed including effective systems of internal control, cost effective insurance cover,
and decisions on the acceptable level of retained risk;



contingency plans to offset the impact of adverse events;



audit arrangements including internal audit, clinical audit and health and safety review;



arrangements to review the risk management programme.

4.6.3.

The existence, integration and evaluation of the above elements will provide a basis to make
statements on the effectiveness of internal control within the Annual Report and Accounts.

4.6.4.

The Chief Financial Officer shall ensure that insurance arrangements exist in accordance
with the risk management programme, and that documented procedures cover these
arrangements.

4.7.

Retention of Documents

4.7.1.

The Chief Executive shall be responsible for maintaining archives for all documents required
to be retained in accordance with the NHS Code of Practice on Records Management.
Annex D2 to the Code of Practice sets out the retention periods for Business and Corporate
(Non-Health) Records. APPENDIX C summarises the retention periods for key documents
and records.

4.7.2.

The documents held in archives shall be capable of retrieval by authorised persons.

4.7.3.

Documents held under Annex in accordance with the procedures set out in the Code of
Practice and at the express instigation of the Chief Executive. Records shall be maintained
of documents so destroyed.

4.7.4.

The Chief Financial Officer shall provide advice on the retention of financial records.

4.8.

Patients’ Property

4.8.1.

The Chief Executive shall ensure that there are procedures in place for informing patients or
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their guardians, as appropriate, before or at admission, that the Trust will not accept
responsibility or liability for patients’ property brought into the Trust premises, unless it is
handed in for safe custody and a copy of an official patients’ property record is obtained as a
receipt.
4.8.2.

The Trust has a responsibility to provide safe custody for money and other personal items
(hereafter referred to as "property") handed in by patients, in the possession of unconscious
or confused patients, or found in the possession of patients dying in hospital or dead on
arrival.

4.8.3.

The Chief Executive is responsible for ensuring that patients or their guardians, where
appropriate, are informed before or at admission by:


notices and information booklets,



hospital admission documentation and property records,



the oral advice of administrative and nursing staff responsible for admissions,

that the Trust will not accept responsibility or liability for patients' property brought into Trust
premises, unless it is handed in for safe custody and a copy of an official patients’ property
record is obtained as a receipt.
4.8.4.

The Chief Executive shall require the Chief Financial Officer, in conjunction with the Chief
Nurse and Chief Operating officer, to provide detailed written instructions on the collection,
custody, investment, recording, safekeeping, and disposal of patients' property (including
instructions on the disposal of the property of deceased patients and of patients transferred
to other premises) for all staff whose duty is to administer, in any way, the property of
patients. Due care should be exercised in the management of a patient's money in order to
maximise the benefits to the patient.

4.8.5.

In cases where the property of a deceased patient is of a total value in excess of £5,000 (or
such other amount as may be prescribed by any amendment to the Administration of
Estates, Small Payments, Act 1965), the production of Probate or Letters of Administration
shall be required before any of the property is released. Where the total value of property is
£5,000 or less, forms of indemnity shall be obtained.

4.8.6.

Where patients' property or income is received for specific purposes and held for
safekeeping, the property or income shall be used only for that purpose unless any variation
is approved by the donor or patient in writing.

4.9.

Annual Report and Accounts

4.9.1.

The Chief Executive will prepare and certify annual accounts, submit together with any report
of the auditor to NHS Improvement and for laying before Parliament.

5.

Responsibilities of the Chief Financial Officer
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5.1.

General

5.1.1.

The Chief Financial Officer is responsible for:


implementing the Trust's financial policies and for co-ordinating any corrective action
necessary to further these policies;



maintaining an effective system of internal financial control including ensuring that
detailed financial procedures and systems incorporating the principles of separation of
duties and internal checks are prepared, documented and maintained to supplement
these instructions;



ensuring that sufficient records are maintained to show and explain the Trust's
transactions, in order to disclose, with reasonable accuracy, the financial position of
the Trust at any time;



the design, implementation and supervision of systems of internal financial control; and



the preparation and maintenance of such accounts, certificates, estimates, records
and reports as the Trust may require for the purpose of carrying out its statutory duties.

All such arrangements shall comply with the NHS Provider Licence and all other relevant
statutory requirements.
5.1.2.

All directors and employees, severally and collectively, are responsible for:


the security of the property of the Trust;



avoiding loss;



exercising economy and efficiency in the use of resources; and



conforming with the requirements of Standing Orders, Standing Financial Instructions,
Financial Procedures and the Scheme of Delegation.

5.1.3.

The Chief Financial Officer is responsible to ensure that any contractor or employee of a
contractor who is empowered by the Trust to commit the Trust to expenditure or who is
authorised to obtain income are covered by these instructions.

5.1.4.

The Chief Financial Officer shall require in relation to any officer who carries out a financial
function, that the form in which the records are kept and the manner in which the officer
discharges his/her duties shall be to the satisfaction of the Chief Financial Officer.

5.1.5.

The Chief Financial Officer shall ensure appropriate arrangements are in place to pay and
recover tax, and shall be responsible for seeking professional advice in this regard as
necessary.

5.2.

Income
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5.2.1.

General

5.2.1.1. The Chief Financial Officer is responsible for designing, maintaining and ensuring
compliance with systems for the proper recording, invoicing, collection and coding of all
monies due, including from other NHS bodies. All such arrangements shall comply with the
NHS Provider Licence. Systems should be in place to ensure the prompt banking of all
monies received.

5.2.2.

Fees and charges

5.2.2.1. The Chief Financial Officer is responsible for approving and regularly reviewing the level of
all fees and charges other than those determined by the NHS Executive or by Statute.
Independent professional advice on matters of valuation shall be taken as necessary.
5.2.2.2. All employees must inform the Chief Financial Officer promptly of monies due arising from
transactions which they initiate/deal with, including all contracts, leases, tenancy
agreements, private patient undertakings and other transactions.

5.2.3.

Debt recovery

5.2.3.1. The Chief Financial Officer is responsible for the appropriate recovery action on all
outstanding debts.
5.2.3.2. Income not received and which is irrecoverable should be dealt with in accordance with write
off procedures.
5.2.3.3. Procedures should be in place to minimise overpayments, but where these do occur
recovery action should be initiated, subject to such action being cost effective.

5.2.4.

Security of cash, cheques and other negotiable instruments

5.2.4.1. The Chief Financial Officer is responsible for:


approving the form of all receipt books, agreement forms, or other means of officially
acknowledging or recording monies received or receivable;



ordering and securely controlling any such accountable stationery;



providing adequate facilities, procedures and systems for employees whose duties
include collecting and holding cash by making available safes or lockable cash
boxes, dealing with keys and coin operated machines;



prescribing systems and procedures for handling cash and negotiable securities on
behalf of the Trust. The opening of incoming post shall be performed by staff other
than those responsible for cash or bank reconciliations, and financial instruments
received through the post shall be entered immediately in an approved register. All
cheques shall be crossed immediately and passed to the cashier, from whom a
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signature shall be obtained.
5.2.4.2. Trust monies shall not under any circumstances be used for the encashment of private
cheques or IOU notes.
5.2.4.3. All cheques, postal orders, cash etc., shall be banked intact. Disbursements shall not be
made from cash received, except under arrangements approved by the Chief Financial
Officer.
5.2.4.4. The holders of safe keys shall not accept unofficial funds for depositing in Trust safes unless
such deposits are in special sealed envelopes or locked containers. It shall be made clear to
the depositors that the Trust is not to be held liable for any loss, and written indemnities must
be obtained from the organisation or individuals absolving the Trust from responsibility for
any loss.

5.3.

Annual Accounts and Reports

5.3.1.

The Chief Financial Officer, on behalf of the Trust, will prepare financial returns in
accordance with the requirements of NHS Improvement and the Treasury, the Trust’s
accounting policies and generally accepted accounting principles.

5.3.2.

The Chief Financial Officer, as delegated by the Chief Executive on behalf of the Trust, will
prepare and certify annual accounts and submit them together with any report from the
auditor for laying before Parliament and submission to NHS Improvement.

5.3.3.

The Trust’s annual accounts must be audited by an auditor appointed by the Council of
Governors in accordance with the appointment process as set out in the Audit Code for NHS
Foundation Trusts issued by NHS Improvement.

5.3.4.

The Trust will publish an Annual Report, in accordance with guidelines issued by NHS
Improvement. This will be presented to the Council of Governors at a general meeting and
(by at least one member of the Board of Directors) to the members at the annual members'
meeting. The document will include inter alia, the Audited Annual Accounts of the Trust. The
annual report and audited accounts will be sent to NHS Improvement.

5.4.

Bank and Government Banking Services (GBS) Accounts

5.4.1.

The Chief Financial Officer is responsible for managing the Trust’s banking arrangements in
accordance with the policy approved by the Board of Directors and for advising the Trust on
the provision of banking services and operation of accounts. This advice will reflect any
guidance and directions issued from time to time by NHS Improvement.

5.4.2.

The Chief Financial Officer is responsible for all bank and GBS accounts and for establishing
separate bank accounts for the Trust’s non-exchequer funds.

5.4.3.

The Chief Financial Officer is responsible for:


ensuring payments made from a bank or GBS account does not exceed the credit
balance on that individual account except where prior arrangements have been made;
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applying solely for an overdraft subject to another employee acting on his/her behalf
within the Scheme of Delegation;



reporting to the Board all arrangements made with the Trust's bankers for accounts to
be overdrawn.

5.5.

Banking Procedures

5.5.1.

The Chief Financial Officer will prepare detailed instructions on the operation of bank and
GBS accounts which must include:


conditions under which each bank and GBS account is to be operated;



the limit to be applied to any overdraft; and



those authorised to sign cheques or other orders drawn on the Trust's bank accounts

5.5.2.

The Chief Financial Officer must advise the Trust's bankers in writing of the conditions under
which each account will be operated.

5.5.3.

The Chief Financial Officer will review the banking arrangements of the Trust at regular
intervals not exceeding 5 years to ensure they reflect best practice and represent best value
for money. Following such reviews, the Chief Financial Officer shall determine whether or not
to seek competitive tenders for the Trust’s banking business.

5.5.4.

Competitive tenders should be sought at least every 5 years. The results of the tendering
exercise should be reported to the Board of Directors.

5.6.

Investments

5.6.1.

The Chief Financial Officer will produce an investment policy, in accordance with any
guidance received from NHS Improvement, for approval by the Board of Directors. The
investment may include investment of cash in approved institutions, by forming or
participating in forming bodies corporate and/or otherwise acquiring membership of bodies
corporate.

5.6.2.

The policy will set out the Chief Financial Officer’s responsibilities for advising the Board of
Directors on investments and reporting periodically to the Board of Directors concerning the
performance of investments held.

5.6.3.

The Chief Financial Officer will prepare detailed procedural instructions on the operation of
investment accounts and the records to be maintained.

5.7.

External Borrowing and Public Dividend Capital

5.7.1.

The Chief Financial Officer will advise the Board of Directors of the Trust's ability to pay
interest on, the repayment of the Public Dividend Capital and any commercial borrowing

Standing financial Instructions August 2017 Draft v2

Page 21 of 53

STANDING FINANCIAL INSTRUCTIONS
Item 6.2
within the limits set by the Trust’s NHS Provider Licence and reviewed annually by NHS
Improvement. The Chief Financial Officer is also responsible for reporting periodically to the
Board of Directors on the Public Dividend Capital and all loans and overdrafts.
5.7.2.

Any application for a loan or overdraft will only be made by the Chief Financial Officer or by
an employee acting on his/her behalf, and in accordance with the Scheme of Delegation, as
appropriate.

5.7.3.

The Chief Financial Officer must prepare detailed procedural instructions concerning
applications for loans and overdrafts.

5.7.4.

All short-term borrowings should be kept to the minimum period of time possible, consistent
with the overall cash flow position. Any short term borrowing requirement in excess of one
month must be authorised by the Chief Financial Officer.

5.7.5.

All long-term borrowing must be consistent with the plans outlined in the current Business
Plan.

5.7.6.

Assets protected under the NHS Provider Licence with NHS Improvement shall not be used
as collateral for borrowing. Non-protected assets will be eligible as security for a loan.

5.8.

Capital Expenditure

5.8.1.

The Chief Financial Officer, in conjunction with other directors as appropriate, shall be
responsible for preparing detailed procedural guides for the financial management and
control of expenditure on capital assets, including the maintenance of an asset register in
accordance with the minimum data set as specified in the NHS Foundation Trust Financial
Reporting Manual and the requirements of the NHS Provider Licence.

5.8.2.

The Chief Financial Officer, in conjunction with the Director of Capital, Estates and
Facilities, shall implement procedures to comply with guidance on valuation contained within
the NHS Foundation Trust Financial Reporting Manual, including rules on indexation,
depreciation and revaluation.

5.8.3.

The Chief Financial Officer, in conjunction with other directors as appropriate, shall establish
procedures covering the identification and recording of capital additions. The financial cost of
capital additions, including expenditure on assets under construction, must be clearly
identified to the appropriate budget holder and be validated by reference to appropriate
supporting documentation. The Chief Financial Officer shall also develop procedures
covering the physical verification of assets on a periodic basis.

5.8.4.

The Chief Financial Officer, in conjunction with other directors as appropriate, shall develop
policies and procedures for the management and documentation of asset disposals, whether
by sale, part exchange, scrap, theft or other loss. Such procedures shall include the rules on
evidence and supporting documentation, the application of sales proceeds and the
amendment of financial records including the asset register.

5.9.

Payment of Accounts
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5.9.1.

The Chief Financial Officer shall be responsible for the proper payment of all accounts and
claims. The Chief Financial Officer shall establish and communicate procedures to ensure
that all officers provide prompt notification of all monies payable by the Trust arising from
transactions which are initiated including contracts, leases, tenancy agreements and other
duly authorised processes.

5.9.2.

The Chief Financial Officer shall establish detailed procedures covering the approval of
accounts for payment. These shall include rules on verification of invoices including
confirmation of prior receipt of goods or service delivery and confirmation of prices charged and
discounts offered. Where required, these procedures shall include rules for proper approval
from budget holders where goods or services are obtained outside the normal ordering
procedures.

5.9.3.

The Chief Financial Officer shall develop procedures for the prompt payment of accounts once
verified for settlement. Such procedures will include the taking of settlement discounts where
offered, and rules covering independent check and security of payment transactions.

5.9.4.

The Chief Financial Officer will implement procedures to retain approval of all payments made
in advance of receipt of the related goods or services.

5.10.

Purchasing

5.10.1. The Chief Financial Officer shall advise the Board of Directors regarding the setting of
thresholds above which quotations or formal tenders must be obtained. This will take into
account legal requirements to comply with European Union rules on public procurement.
These shall be set out within Schemes of Delegation.
5.10.2. The Chief Financial Officer shall prepare procedural instructions on the obtaining of goods,
services and works, incorporating the thresholds set by the Trust.
5.10.3. The Chief Financial Officer shall determine that no goods, services or works, other than
works and services executed in accordance with a contract and purchases from petty cash,
shall be ordered except by the use of the Trust’s agreed requisitioning and ordering
procedures, including online procedures
5.10.4. Suppliers/contractors shall be notified that orders should not be accepted unless on an
official form with a unique reference number or by agreed electronic means where this has
been established. The unique reference number should be quoted on all invoices and
correspondence with the Trust.
5.10.5. The Chief Financial Officer shall develop procedures regarding verbal orders. These shall be
issued only by an officer designated within Schemes of Delegation and only in cases of
emergency or urgent necessity. These shall be confirmed by an official order issued no later
than the next working day and clearly marked “Confirmation Order”.
5.10.6. Official orders shall be consecutively numbered, in a form approved by the Chief Financial
Officer and include such information as to description, quantity, prices or costs as may be
required. The order shall incorporate the standard NHS terms and conditions.
5.10.7. Order requisitions shall be authorised only by officers with the appropriate delegated
authority as set out in the Schemes of Delegation. Lists of authorised officers shall be
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maintained with a copy of such lists to be supplied to the Chief Financial Officer.
5.10.8. The Chief Financial Officer shall ensure that no order shall be issued for any item or items
for which there is no budget provision, unless authorised by the Chief Financial Officer on
behalf of the Chief Executive.
5.10.9. Goods and services for which Trust contracts are in place should be purchased within those
contracts. Any purchasing request outside of such contracts must be referred in the first
instance to the Director of Procurement for approval.

5.11.

Tendering and Contracting – Goods and Services

5.11.1. The instructions in this section concern purchasing decisions for goods and services
required where the Trust needs to enter into formal tendering and contractual arrangements.
5.11.2. This section does not cover instructions in connection with capital expenditure on works
programmes, which are subject to separate instructions under issues of relevance to the
Director of Capital, Estates and Facilities.
5.11.3. As with Purchasing, the Chief Financial Officer shall advise the Board of Directors regarding
the setting of thresholds above which quotations or formal tenders must be obtained. This
will take into account legal requirements to comply with European Union and General
Agreement on Tariffs and Trade (GATT) rules on public procurement. These shall be set out
within the Schemes of Delegation.
5.11.4. The Chief Financial Officer shall be responsible for establishing appropriate procedures to
ensure that competitive tenders are invited for the supply of goods and services under
contractual arrangements wherever possible. These shall include the procedures to be
followed in the event of competitive tendering of in-house services. In such circumstances it
must be ensured that no member of the in-house tender group participates in the evaluation
of the tender. The Chief Financial Officer will ensure that tenders are evaluated by panels
appropriate to the scale and nature of the tender, supplemented by external and
independent advice when appropriate.
5.11.5. Tenders and quotations shall be invited only from financially sound and technically
competent firms. In this regard, the Chief Financial Officer shall be responsible for
establishing procedures to carry out financial appraisals and shall instruct the appropriate
requisitioning directorate to provide evidence of technical competence.
5.11.6. The Chief Financial Officer shall advise the Board of Directors
would be appropriate for goods or services to be obtained under
have not been subject to competitive selection. The grounds
actions may be authorised are as follows, although approval
automatic, each case shall be treated on its own merit:

of circumstances where it
contract from sources that
where such single quote
is not to be regarded as



Where the requirement is ordered under existing contracts which themselves were
sourced under competitive selection.



For the supply of proprietary goods or services for which it is not possible or desirable to
obtain competitive quotations. Exemption from competition will only be allowed on the
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grounds of compatibility where the award to the provider can be shown to be absolutely
essential, i.e. there is only one supplier.


Where in the opinion of the Chief Financial Officer or the Chief Executive, according to
the financial limits set out in the Schemes of Delegation, it is considered against the
interest of the Trust to enter into open competitive selection procedures. This may
include procurement exercises where time is a critical factor for the Trust. It is
acknowledged that in emergency situations, the authority for such single tender action
will be obtained retrospectively.



Where the estimated expenditure or income would not warrant formal tendering
procedures or competition would not be practicable taking into account all the
circumstances. The limits for such single quote exemptions are set out in the Schemes
of Delegation.

5.11.7. Separate authorisation arrangements, as set out in the Schemes of Delegation, shall apply
to maintenance or other support contracts for existing goods or assets where the Trust is
contractually tied to specific companies. Details of such contracts shall be recorded in a
register by the authorising officer.
5.11.8. The extent to which relevant officers can exercise these powers is set out in the Schemes of
Delegation. All officers of the Trust must be aware that single quote actions are to be the
exception to the preferred procedures of competitive selection. In each case a full
explanation is required. Records shall be maintained to enable the use of single quote and
other non-competitive actions to be monitored and reported to the Audit Committee at least
annually.

5.12.

Stores

5.12.1. Subject to the responsibility of the Chief Financial Officer for approving the systems of
control, the management and control of stores maintained at a departmental level shall be
the responsibility of the respective Executive or Clinical Director. The day-to-day
responsibility may be further delegated to departmental employees and stores managers/
keepers, subject to such delegation being authorised and recorded with a copy sent to the
Chief Financial Officer. The control of Pharmaceutical stocks shall be the responsibility of a
designated Pharmaceutical Officer.
5.12.2. The Director of Capital, Estates and Facilities shall set out procedures and systems to
regulate the stores including records for receipt of goods, issues, returns to stores, and
losses, these procedures and systems to be approved by the Chief Financial Officer.
5.12.3. Stocktaking arrangements shall be agreed with the Chief Financial Officer and there shall be
a physical check covering all items, wherever held (e.g. ward or departmental cabinets) at
least once a year. The Chief Financial Officer shall establish procedures for the
management and control of stores held in ward and departmental cabinets, including
procedures for an annual stocktake.
5.12.4. Where a complete system of stores control is not justified, alternative arrangements shall
require the approval of the Chief Financial Officer.
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5.12.5. The responsible Director/Pharmaceutical Officer shall be responsible for a system approved
by the Chief Financial Officer for a review of slow moving and obsolete items and for
condemnation, disposal, and replacement of all unserviceable articles. These officers shall
report to the Chief Financial Officer any evidence of significant overstocking and of any
negligence or malpractice. Procedures for the disposal of obsolete stock shall follow the
procedures set out for disposal of all surplus and obsolete goods.
5.12.6. For goods supplied via the NHS Supply Chain, the Chief Executive shall identify those
authorised to requisition and accept goods from the distribution centre. Procedures should
be in place for the Chief Financial Officer to gain assurance that the goods have been
received before accepting the recharge.
5.12.7. Subject to the responsibility of the Chief Financial Officer for approving the systems of
control, the management and control of goods received at and distributed from the loading
bays shall be the responsibility of the Director of Procurement.

5.13.

Information Technology

5.13.1. The Chief Financial Officer shall be responsible for the accuracy and security of the
computerised financial data of the Trust. The Chief Financial Officer shall devise and
implement any necessary procedures to ensure appropriate protection of the Trust's data,
programs and computer hardware from accidental or intentional disclosure to unauthorised
persons, deletion or modification, theft or damage, having due regard for the Data Protection
Act 1998.
5.13.2. In terms of the Trust’s financial systems, the Chief Financial Officer shall ensure that:


appropriate controls exist over data entry, processing, storage, transmission and output
to ensure security, privacy, accuracy, completeness, and timeliness of the data, as well
as the efficient and effective operation of the system.



adequate controls exist such that the computer operation is separated from
development, maintenance and amendment.



adequate management (audit) trail exists through the computerised system and that
computer audit reviews are carried out as considered necessary.

5.13.3. The Chief Financial Officer shall ensure that new financial systems and amendments to
current financial systems are developed in a controlled manner and thoroughly tested prior to
implementation. Where this is undertaken by another organisation, assurances of adequacy
will be obtained prior to implementation.
5.13.4. The Chief Financial Officer shall ensure that contracts for computer services for financial
applications with another health organisation or other agency shall clearly define the
responsibility of all parties for the security, privacy, accuracy, completeness, and timeliness
of data during processing, transmission and storage. The contract should also ensure rights
of access for audit purposes.
5.13.5. Where another health organisation or other agency provides a computer service for financial
applications, the Chief Financial Officer shall periodically seek assurances that adequate
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controls are in operation.
5.13.6. Where computer systems have an impact on corporate financial systems the Chief Financial
Officer shall be satisfied that:

5.14.



systems acquisition, development and maintenance are in line with corporate policies
including the Trust’s Information Technology Strategy;



data produced for use with the financial systems is adequate, accurate, complete and
timely, and that there is a management (audit) trail;



Chief Financial Officer’s staff have access to such data;



computer audit reviews are carried out as considered necessary.

Audit and Counter Fraud

5.14.1. Audit Committee
5.14.1.1. The Board of Directors shall establish an Audit Committee of Non-executive Directors
which will provide an independent and objective view of internal control by overseeing
Internal and External Audit services, counter fraud services, reviewing financial systems,
ensuring compliance with Standing Orders and Standing Financial Instructions, and
making recommendations to the Board of Directors. The Audit Committee will have
appropriate terms of reference as advised by regulators, statute and good practice.
5.14.1.2. The Board of Directors shall satisfy itself that at least one member of the Audit Committee
has recent and relevant financial experience.
5.14.1.3. Where the Audit Committee is of the opinion that there is evidence of ultra vires
transactions, improper acts or if there are other important matters which the Committee
wish to raise, the Chairman of the Audit Committee should do so at a full meeting of the
Board of Directors. Such matters may also need to be reported to the Council of Governors
and, exceptionally, to NHS Improvement.

5.14.2. External Audit
5.14.2.1. An external auditor will be appointed and operate in accordance with the Audit Code for
Foundation Trusts and has the right:


Of access at all reasonable times to every document relating to the NHS foundation
trust which appears to them necessary for the purposes of their functions.



To require a person holding, or accountable for, any such document to give them
such information and explanation as they think necessary for the purposes of their
functions. If they think it necessary, they may also require the person to attend
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before them in person to give the information or explanation or to produce the
document.


To require any director or officer of the NHS foundation trust to give them such
information or explanation as they think necessary for the purposes of their
functions. If they think it necessary, they may also require the director or officer to
attend before them in person to give the information or explanation.



To examine documents held by a contractor in respect of contracts with the Trust for
the purposes of examination and certification of Trust accounts.



In respect of services contracted out by the NHS foundation trust to third parties, all
contracts between the NHS foundation trust and third parties shall include a clause
whereby the third party shall grant access to the auditor for the purpose of audit and
certification of the NHS foundation trust accounts. The said clause shall be in the
following or similar terms.

5.14.2.2. The Audit Committee shall assess annually the quality of the external audit work and the
level of fees and make a recommendation to the Council of Governors about the auditors’
re-appointment.

5.14.3. Internal Audit
5.14.3.1. The Chief Financial Officer will ensure that there is an adequate and effective internal audit
of the Trust’s systems and controls in accordance with the requirements of NHS
Improvement, including the provision of an annual opinion on the effectiveness of internal
controls as set out in the Public Sector Internal Audit Standards (PSIAS).
5.14.3.2. The terms of reference for the Internal Audit function will be approved by the Audit
Committee and its operation will be in accordance with the PSIAS.
5.14.3.3. A representative of the Internal Audit service provider will normally attend Audit Committee
meetings and has a right of access to all Audit Committee Members, the Chairman and
Chief Executive of the Trust.

5.14.4. Counter Fraud
5.14.4.1.

The Chief Executive and Chief Financial Officer shall ensure that effective counter fraud
arrangements are in place.

5.14.4.2.

The Trust shall nominate a suitable person to carry out the duties of the Local Counter
Fraud Specialist as specified by the NHS counter fraud manual and guidance.

5.14.4.3.

The Local Counter Fraud Specialist shall report to the Chief Financial Officer and shall
work as appropriate with staff in NHS Protect.

5.14.4.4.

The Chief Financial Officer is responsible for:


ensuring there are arrangements to review, evaluate and report on the effectiveness of
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internal financial control by the establishment of an internal audit function;

5.14.4.5.

5.14.4.6.

5.14.4.7.

5.15.



ensuring that the internal audit is adequate and meets the Public Sector Internal Audit
Standards;



deciding at what stage to involve the police in cases of misappropriation and other
irregularities (subject to sections 3.5.5 and 3.5.7 of these Instructions);



ensuring that an annual audit report is prepared for the consideration of the Audit
Committee and the Board of Directors.

The report must cover:


progress against plan for the previous year,



all major internal financial control weaknesses discovered,



progress on the implementation of internal audit recommendations,



strategic audit plan covering the coming three years,



a detailed plan for the coming year.

The Chief Financial Officer, designated auditors and counter fraud staff are entitled,
without necessarily giving prior notice, to require and receive:


access to all records, documents and correspondence relating to any financial or other
relevant transactions, including documents of a confidential nature;



access at all reasonable times to any land, premises or employee of the Trust;



the production of any cash, stores or other property of the Trust under an employee's
control;



explanations concerning any matter under investigation.

Whenever any matter arises which involves, or is thought to involve, irregularities
concerning cash, stores or other property or any suspected irregularity in the exercise of
any function of a pecuniary nature, the Chief Financial Officer must be notified
immediately.

Joint Finance Arrangements with Local Authorities

5.15.1. Payments to and arrangements with local authorities made under the powers of section 75f
the NHS Act 2006 shall comply with procedures laid down by the Chief Financial Officer
which shall be in accordance with the Act.

5.16.

New Business Enterprise Activities and Other Significant Transactions
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5.16.1. In the case of any new business enterprise activities, including significant capital
expenditure, acquisitions, joint ventures, equity stakes, major property transactions, mergers
and alliances, reference should be made to the guidance issued by NHS Improvement,
including but not limited to the Risk Evaluation of Investment Decisions.
5.16.2. The Chief Financial Officer shall ensure that the approval of the Board of Directors is
obtained where required.
5.16.3. The Board Secretary shall ensure that NHS Improvement is notified and that approval is
obtained as required in the guidance NHS Improvement shall issue from time to time.

6.

Responsibilities of the Director of Capital, Estates and Facilities

6.1.

Control of Capital

6.1.1.

The Chief Executive delegates authority to the Director of Capital, Estates and Facilities to
control all works capital programmes, including ad hoc purchases and capital schemes over
extended periods of time. These powers and the associated financial restrictions are set out
in the Schemes of Delegation.

6.1.2.

All capital schemes will be subject to the procedures as set out in the Capital Investment
Manual governing control of capital programmes in the NHS. Where appropriate, alternative
measures of control deemed may be adopted by the Trust on the advice of the Director of
Capital, Estates and Facilities, following discussion with the Chief Executive. Where
material, these will be brought to the attention of the Board of Directors.

6.2.

Tendering and Contracting

6.2.1.

The Director of Capital, Estates and Facilities is required to manage capital programmes
under the general procurement rules (sections 4.4, 4.5, 5.8 & 5.11) contained in these
instructions. Specifically, the selection of contractors shall be in accordance with the rules on
competitive selection set out in these instructions and in accordance with the financial
powers set out in the Schemes of Delegation.

6.2.2.

Within these specific powers of authority, the Director of Capital, Estates and Facilities must
comply with general requirements under these Instructions in all regards. All policies,
procedures and systems established by the Director of Capital, Estates and Facilities to
manage capital expenditure programmes, including procurement decisions and financial
transactions, must be to the satisfaction of the Chief Financial Officer who is accountable to
the Chief Executive and the Board of Directors for all financial systems, records and
procedures.

6.2.3.

The Director of Capital, Estates and Facilities shall establish and maintain a list of approved
suppliers, from which contractors will be selected for invitation to tender. The selection from
the list of a reasonable proportion of the contractors to be invited to tender should be by
rotation. Additions to this list shall be under the authorisation of the Director of Capital,
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Estates and Facilities and shall only be included after receipt of evidence as to the
contractors’ financial and technical competence. The Chief Financial Officer shall be
consulted as regards financial competence and a suitable officer within the Finance
Directorate will provide advice on financial status and recommended contract limits. The
appropriate requisitioning directorate will provide evidence of technical competence.
6.2.4.

Where the approved supplier list does not contain any or an insufficient number of suitable
contractors, the financial and technical competence of any additional contractors must be
confirmed before inclusion on the approved list and an invitation to tender.

6.2.5.

The Director of Capital, Estates and Facilities must demonstrate effective and efficient use of
resources in awarding contracts, ideally through the use of competitive selection.

6.2.6.

Where by exception the Director of Capital, Estates and Facilities considers competitive
selection to be inappropriate, undesirable or not possible, the Director of Capital, Estates
and Facilities may seek approval for single quote exercises in accordance with financial
limits set out under the Schemes of Delegation. These powers are provided by the Chief
Executive and it is expected that they shall be exercised in exceptional cases only. Each
case shall be treated on its own merits but examples where single quote rules may be
appropriate include:


Where the requirement is ordered under existing contracts which themselves were
sourced under competitive selection.



Where the estimated expenditure or income would not warrant formal tendering
procedures, or competition would not be practicable taking into account all the
circumstances. The limits for such single quote exemptions are set out in Schemes of
Delegation.



For the supply of proprietary goods or services for which it is not possible or desirable to
obtain competitive quotations. This shall include maintenance or other support contracts
for existing goods or assets where the Trust is contractually tied to specific companies.



Where in the opinion of the Chief Financial Officer, or the Chief Executive, if in excess
of financial limits set out in the Schemes of Delegation, it is considered against the
interest of the Trust to enter into open competitive selection procedures. This may
include procurement exercises where in the opinion of the Director of Capital, Estates
and Facilities time is a critical factor in the interest of the Trust. It is acknowledged that
in emergency situations, the authority for such single tender action will be obtained
retrospectively.

6.2.7.

In all cases the Chief Financial Officer shall keep appropriate records of single quote actions
including a full justification of the reasons why competitive selection procedures were not
adopted. The Chief Executive shall require the Chief Financial Officer to monitor the use of
single quote actions in the awarding of contracts and to report to the Audit Committee on the
extent of the use of single quote and other non-competitive actions.

7.

Responsibilities of the Executive Director of Workforce Development

7.1.

Payment of Staff
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7.1.1.

The Executive Director of Workforce Development shall make arrangements for the
provision of payroll services to the Trust, to ensure the accurate determination of pay
entitlement and to enable prompt and accurate payment to employees.

7.1.2.

The Executive Director of Workforce Development is responsible for ensuring that the Trust
meets all its obligations to HMRC in respect of income tax, national insurance and other
deductions when employing individuals directly or those who may be considered as
employees.

7.1.3.

All pay and conditions are determined by the NHS national terms and conditions. Managers
are not permitted to deviate from these conditions, including but not limited to pay rates,
enhancements or allowances otherwise than in accordance with national agreements unless
the approval of the Chief Executive or Executive Director of Workforce Development has
been given.

7.1.4.

The Executive Director of Workforce Development shall be responsible for establishing
procedures covering advice to managers on the prompt and accurate submission of payroll
data to support the determination of pay including, where appropriate, timetables and
specifications for submission of properly authorised notification of new employees,
amendments to standing pay data and terminations.

7.1.5.

Managers are responsible for the accuracy, completeness and timeliness of manpower or eroster returns to the Workforce directorate. As soon as a manager becomes aware of the
effective date of an employee leaving or a change in circumstances affecting pay, they must
notify payroll of details immediately.

7.1.6.

Recruitment must be undertaken in accordance with the Trust’s recruitment policy and no
positions may be filled unless there is adequate budgetary provision. Provisions for the
grading of posts are set out within the relevant HR policies and must be complied with.

7.1.7.

Where contractors, agency or other form of interim staff are engaged, the booking must be
made using the staff bank recording system. No payment shall be made directly to an
individual for services without first ensuring that their self-employment status has been
verified and evidence of the check retained.

7.1.8.

For individuals providing direct services through their own limited companies, known as
personal service companies, the engaging manager must liaise with the Workforce
Directorate to ensure that the relevant tax compliance checks have been undertaken prior to
engagement.

7.1.9.

The Chief Financial Officer will issue detailed procedures covering payments to staff
including rules on handling and security of bank credit payments.

7.2.

Staff Expenses

7.2.1.

The Executive Director of Workforce Development shall be responsible for establishing
procedures for the management of expense claims submitted by Trust employees. The
Executive Director of Workforce Development shall arrange in most cases for duly approved
expense claims to be processed through the Trust payroll system, having made appropriate
journal entries to the relevant budget holder cost centres. Expense claims shall be
authorised in accordance with the Scheme of Delegation.
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7.2.2.

Expenditure on business travel and subsistence will be managed in accordance with the
Trust’s Business Travel and Subsistence Policy.

7.2.3.

The Executive Director of Workforce Development shall refer to the Trust’s general policies
on staff expenses and may reject expense claims, in whole or in part, where there are
material breaches of Trust policies. In this regard, the Executive Director of Workforce
Development shall liaise with the Chief Executive where appropriate.

8.

Specific areas of concern

8.1.

Hospitality

8.1.1.

The Trust’s Board of Directors recognise the integrity of all Trust employees in the manner in
which they carry out their duties on behalf of the Trust. The Trust policy on Hospitality, which
forms part of the Business Conduct Policy, should be referred to.

8.1.2.

These notes cover instances where employees of the Trust wish to offer hospitality to third
parties and cases where Trust employees are offered hospitality by third parties.

8.1.3.

All Trust employees are reminded that they are responsible for public funds. Where
hospitality is offered to third parties, this shall be approved in accordance with the Schemes
of Delegation having given due regard to materiality and intention. In all cases offers of
hospitality to third parties must be incidental to bona fide meetings or seminars and must be
capable of justification from critical reviews. The Chief Executive shall be responsible for
ensuring all Executive Directors and Trust Management retain full records of hospitality
provided, with clear explanations of the hospitality offered, the names of all Trust employees
and third parties involved and the financial costs incurred by the Trust. Where the costs
exceed limits set out in the Business Conduct Policy, the record shall also provide a
justification of hospitality offered and an assessment of the benefits accruing to the Trust.

8.1.4.

English Law prohibits staff from soliciting or receiving any gift, hospitality or consideration of
any kind from contractors or their agents, from any organisation, firm or individual as an
inducement or reward for doing or refraining from doing something in their official capacity,
or showing favour or disfavour to any person in their official capacity. It shall be understood
that a breach of these requirements renders employees liable not only to dismissal but to
prosecution under English Law.

8.1.5.

All employees must be aware of the potential risks in accepting hospitality even when in
good faith. Generally, all offers of hospitality should be reported to senior management.

8.1.6.

Prior approval must be obtained from a relevant line manager in accordance with Schemes
of Delegation where third parties will incur travel and related costs for Trust personnel to visit
their premises or attend any third party organised event.

8.1.7.

In general, Executive Directors are responsible for approving applications from employees
under their organisational control and in turn individual Executive Directors must obtain prior
approval from the Chief Executive. In both instances, these records are maintained by the
Trust Secretary and Head of Corporate Governance.
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8.1.8.

The Chief Executive is accountable to the Board of Directors for any applications on his/her
own behalf.

8.1.9.

The Chief Executive shall be responsible for maintaining comprehensive records of all offers
of hospitality, both accepted and rejected. The record shall be in a form designed by the
Trust Secretary and Head of Corporate Governance. Completed records shall be available
for inspection by the Chief Financial Officer, or designated auditors, at all reasonable times.

8.2.

Credit Finance arrangements including leasing commitments

8.2.1.

There are no grounds where any employee of the Trust can approve any contract or
transaction which binds the Trust to credit finance commitments without the clear prior
authority of the Chief Financial Officer.

8.2.2.

The Board of Directors has provided the Chief Financial Officer with sole authority to enter
into such commitments, although these powers can be delegated to appropriate officers
under his/her organisational control.

8.2.3.

This Instruction applies to leasing agreements and hire purchase undertakings which must
be sent to the Chief Financial Officer for prior approval. No officer of the Trust outside the
organisational control of the Chief Financial Officer has any powers to approve such
commitments. Failure to comply with this instruction shall be a prima facie breach of an
officer’s contract of employment.

8.3.

Bank Accounts

8.3.1.

The Chief Financial Officer has sole authority to open, operate and close accounts with
banks, building societies and the Government Banking Service where Trust funds are
received or expended. It shall be a disciplinary offence for any officer of the Trust outside the
organisational control of the Chief Financial Officer to operate any such account.

8.3.2.

Where officers of the Trust wish to manage non Trust funds such as ward funds or funds
from donated sources, they are required to liaise with the King’s College Hospital Charity
who will operate the accounts on their behalf. It is not appropriate for any officer of the Trust
to hold any such account in their own names as it creates a lack of openness in the handling
of such funds and may allow that officer’s integrity to be called into question, however
unjustified that may be.

8.3.3.

The only exception to the above will be where the Chief Financial Officer has authorised
officers to maintain accounts which have been deemed acceptable, such as accounts for
social or sports clubs. The Chief Financial Officer will maintain a register of such accounts.

8.4.

Financial commitments to third parties

8.4.1.

These Instructions set out the rules on general purchasing and contract tendering. The
above also notes the requirements with regard to credit finance commitments. The Board of
Directors require that all such commitments and transactions are managed under the
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authority of the Chief Financial Officer for all expenditure other than for capital works
programmes where the authority rests with the Director of Capital, Estates and Facilities.
Within these rules are clear requirements to ensure the Trust obtains value for money and to
ensure that legal commitments are properly authorised.
8.4.2.

In principle, the Trust will not allow officers to operate outside these delegated powers and
commit the Trust to financial obligations with third parties. Applications to do so must be
passed to relevant officers as set out in the Schemes of Delegation prior to any commitment
being offered to any third party.

8.5.

Direct Ordering

8.5.1.

In general, no officer of the Trust can order goods or services directly from suppliers. These
Instructions provide clear guidance on purchasing and contract tendering which must be
followed. Where officers of the Trust wish to deal directly with suppliers for the procurement
of goods and services, the prior approval of the Chief Financial Officer must be obtained on
a case by case basis.

8.5.2.

In exceptional circumstances, where senior officers of the Trust wish to operate direct
ordering procedures, the approval of the Chief Executive must be gained. This shall include
procurement of goods and services where there are legal requirements for specialist
approval outside the Finance Directorate, for example the procurement of certain
pharmaceutical products. All applications must be made to the Chief Financial Officer who
shall pass approved applications to the Chief Executive for ratification.

8.6.

Non mainstream contracts with individuals

8.6.1.

Where activity is undertaken in the Trust that does not fall within mainstream responsibilities,
it may be necessary to contract with individuals for these services to be supplied. In order to
ensure that the correct form of contractual relationship is established, the type of contract
(i.e. payable gross or subject to statutory deduction through PAYE) must be considered. This
requires that the type of activity, reporting responsibilities, place of work and ability to
substitute another individual to perform the duties, should all be reviewed prior to engaging
or contracting for services to be delivered.

8.6.2.

Hence, the contractual arrangements and the estimated expenditure must be authorised in
advance at an appropriate level, in accordance with the Scheme of Delegation.

8.6.3.

The Chief Financial Officer shall be responsible for establishing detailed procedures,
specifying the form of contractual arrangements which will apply, covering the terms and
conditions, rates of pay, and method of payment, and the monitoring and reporting
arrangements.
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APPENDIX A – SCHEME OF DELEGATION

RESERVATION OF POWERS TO THE BOARD OF DIRECTORS AND DELEGATION OF
POWERS

INTRODUCTION

This document sets out the powers reserved to the Board of Directors and the Scheme of
Delegation, together with tables of financial limits and approval thresholds. However, the Board of
Directors remains accountable for all of its functions, including those which have been delegated,
and would therefore expect to receive information about the exercise of delegated functions to
enable it to maintain a monitoring role.

All powers of the Trust which have not been retained as reserved by the Board of Directors or
delegated to a Board Committee shall be exercised on behalf of the Board of Directors by the Chief
Executive. The Scheme of Delegation identifies any functions which the Chief Executive shall
perform personally and those delegated to other directors or officers. All powers delegated by the
Chief Executive can be re-assumed should the need arise.

The Scheme of Delegation shows only the ‘top level’ of delegation within the Trust. The Scheme of
Delegation is to be used in conjunction with the system of budgetary control and other established
procedures within the Trust.

Nothing in this Scheme shall allow the delegation of the powers of the Board of Directors where not
permitted by Statute.
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POWERS RESERVED FOR THE BOARD OF DIRECTORS

1.

General Enabling Provision

1.1

The Board of Directors may determine any matter it wishes in full session within its standing
orders and statutory powers.

2.

Regulation and Control

2.1

Approval, suspension, variation or amendment of Standing Orders, Standing Financial
Instructions, Schedule of Matters reserved to the Board of Directors, Scheme of Delegation
of powers from the Board of Directors to officers, and other arrangements relating to
standards of business conduct.

2.2

Specification of financial and performance reporting arrangements.

2.3

Approval of the Trust’s Investment Policy and authorisation of institutions with which
temporary cash surpluses may be held and investments made.

2.4

Requiring and receiving the declaration of Directors’ Interests which may conflict with those
of the Trust and determining the extent to which that Director may remain involved with the
matter under consideration.

3.

Appointments
Subject to the Foundation Trust Constitution:

3.1

The appointment and agreement of the terms of reference of Board Committees.

3.2

The appointment of Vice Chairman.

3.3

Through its Remuneration Committee, the appointment, appraisal, disciplining and dismissal
of Executive Directors.

4.

Policy Determination

4.1

The approval of personnel policies providing for the appointment, removal and remuneration
of staff, including arrangements relating to standards of business conduct (specifically,
disclosure of interests, hospitality, gifts and expenses). The approval of all other policies is
delegated to the Trust Management Executive.

5.

Direct Operational Decisions

5.1

The approval of the acquisition, disposal or change of use of land and/or buildings (subject
to NHS Improvement approval in the event that NHS Improvement invokes the relevant
provisions in the NHS Provider Licence, and any other statutory restrictions).

5.2

The approval of transactions with a value in excess of that currently specified in the table of
financial limits as requiring Board of Directors approval, and which are not covered by any
specific delegated authority. Such transactions may be subject to notification and approval
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from NHS Improvement.
5.3

The approval of loans with repayment periods in excess of one year.

5.4

The agreement of action on litigation on behalf of the Trust and against the Trust, except
that the authorisation of clinical negligence payments is delegated to the Chief Financial
Officer.

6.

Financial and Performance Planning and Reporting Arrangements

6.1

The approval of strategy, business plans and budgets.

6.2

The approval of the Trust’s Annual Plan prior to submission to NHS Improvement.

6.3

Continuous appraisal of the affairs of the Trust by means of the receipt of reports as it sees
fit from directors, committees and officers of the Trust.

6.4

Approval of the Trust’s Annual Report, including the annual accounts, prior to submission to
NHS Improvement and the Council of Governors.
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Table 1: Scheme of Delegation of Powers from the Board of Directors to Officers of the Trust
REF
1
1.1

1.2
1.3
1.4
1.5

2
2.1

2.2

RESPONSIBILITY

DELEGATION ARRANGEMENTS

FURTHER INFORMATION

CAPITAL PROJECTS AND ASSETS
Approval of capital and revenue business cases and
PFI schemes, including approval of variations, (subject
to recommendation by Investment Board):

Executive Directors (Sponsorship of bids)

Approval of Capital Project Proposals
Management of capital expenditure and assets under
construction
Maintenance of the asset register

Director of Capital, Estates and Facilities (CEF)
Director of CEF

Approval of asset disposals:
Land and buildings
Other assets–

Chief Financial Officer
Chief Executive
(and external as appropriate)

This includes bids to the Charitable Foundation.
These powers may not be further delegated; in
the absence of the appropriate officer
authorisation must be obtained from the level
above.
The external referral limit will depend on the
regulations currently in force.

Chief Financial Officer

Delegated to Associate CFO (Financial
Services)

Board of Directors
Chief Financial Officer

Finance must always be informed to enable the
asset register to be updated

CONTRACTS
Maintenance of list of approved firms:
Works contracts
Goods and services contracts

Director of CEF
Chief Financial Officer

Authorisation of less than the requisite number of
tenders / quotes:
For contracts up to £164,000:
Capital projects / Works
Goods and Services
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Delegated to King’s IFM Director of
Procurement
See Table 3 for details of required numbers

Director of CEF and Chief Financial Officer
Chief Financial Officer and King’s IFM Director of
Procurement
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REF

2.3

2.4

2.5

RESPONSIBILITY
For contracts over the EU Procurement Threshold:
Authorisation of single tender / single quote action:
For contracts up to the EU Procurement Threshold:
Capital projects / Works
Goods and Services
For contracts over the EU Procurement Threshold:
Single tender / single quote action for maintenance or
other support contracts for existing goods or assets
where the Trust is contractually tied to specific
companies.
Monitoring of the use of single tender / single quote
action

2.6
2.7

Receipt of tenders
Opening of tenders

2.8
2.9

Permission to consider late tenders
Tender ratification and award, including authorisation of
any actions resulting from post-tender negotiations:
For contracts up to the EU Procurement Threshold:
Capital projects / Works
Goods and Services
For contracts over the EU Procurement Threshold up to
£999,999:
Capital projects / Works
Goods and Services
For contracts over £1,000,000:

Standing Financial Instructions August 2017 Draft v2

DELEGATION ARRANGEMENTS

FURTHER INFORMATION

Chief Financial Officer and Chief Executive
Director of CEF and Chief Financial Officer
King’s IFM Director of Procurement and Chief
Financial Officer
Chief Financial Officer and Chief Executive
Chief Financial Officer

Audit Committee on behalf of Board of Directors

Delegated to King’s IFM Director of
Procurement, who will maintain a register of
contracts approved
Appropriate records to be maintained by the
King’s IFM Director of Procurement as the
basis for reporting

Chief Executive
Any two from “List of Trust officers authorised to open
tenders”
Chief Executive

Director of CEF and Chief Financial Officer
King’s IFM Director of Procurement and appropriate
Trust officer in line with the limits set out in Table 2

Director of CEF and Chief Financial Officer
King’s IFM Director of Procurement and Chief
Financial Officer
Chief Executive
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REF

RESPONSIBILITY

2.10

Signing of contracts (including letters of intent)

2.11

Approval of variations or extensions to contract:
For contracts less than £10,000:
Capital projects / Works
Goods and Services
For contracts up to the EU Procurement Threshold:
Capital projects / Works
Goods and Services
For contracts over the EU Procurement Threshold up to
£999,999:
Capital projects / Works

2.12

3

Goods and Services
For contracts over £1,000,000:
Sealing of documents

Authorised list “List of officers authorised to sign
contracts on behalf of the Trust” (maintained by Chief
Financial Officer)

Director of CEF
Director of Operations and King’s IFM Head of
Procurement
Director of CEF and Chief Financial Officer
Executive Director and King’s IFM Director of
Procurement

Director of CEF and Chief Financial Officer
King’s IFM Director of Procurement and Chief
Financial Officer
Chief Executive
Chairman (or Vice Chairman in the absence of the
Chairman) and one Director

FURTHER INFORMATION
All Works contracts of £500,000 and above
should be sealed; other contracts should be
sealed if in the interests of the Trust.
Where the value of the variation or extension is
less than one year’s value of the whole
contract.
Advice should be sought from King’s IFM Head
of Procurement before entering into any
variation or extension agreement as this is a
complex area.

Subsidiary pages of Works contracts to be
signed in accordance with Power of
Appointment procedure

SERVICE AGREEMENTS FOR THE PROVISION OF HEALTHCARE

3.1

Approval of healthcare contracts

3.2

Approval of variations to healthcare contracts:
Less than £250,000
£250,000 and above
Authorisation of credit notes relating to healthcare
contracts:
Less than £250,000

3.3

DELEGATION ARRANGEMENTS

£250,000 and above
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Chief Executive

Chief Financial Officer in Chief Executive’s
absence

Chief Financial Officer
Chief Executive

Where the value of the variation is less than
one year’s value of the whole contract.

Chief Financial Officer, delegated to the Deputy CFO
Chief Executive
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REF

4
4.1

4.2
4.3

4.4

4.5

RESPONSIBILITY

DELEGATION ARRANGEMENTS

FURTHER INFORMATION

PURCHASING AND PAYMENTS (INCLUDING PAYROLL)
Authorisation of internal requisitions:
Less than £50,000

Divisional Directors/Medical Directors/Directors of
Nursing/Deputy CFO/Associate CFO

£50,000 and above, but less than £100,000

Executive Directors

£100,000 and above, but less than £250,000

Chief Financial Officer

£250,000 and above, but less than £1m

Chief Executive

£1m and above
Authorisation of official orders

Chief Executive on direction of the Board of Directors
Authorised list maintained by the Associate CFO
(Financial Services) (for the Chief Financial Officer)

Directorates will determine appropriate values
for further delegation, which will be notified to
and agreed by the Associate Chief Financial
Officer (Financial Management) (for the Chief
Financial Officer) and recorded on the “Sprinter
Authorised Signatory List”

Authorised list: “List of Trust officers permitted
to authorise official orders”

Authorisation of INVOICES due for payment where it
has not been possible to follow the normal requisitioning
process:
Less than £50,000
£50,000 and above, but less than £100,000
£100,000 and above, but less than £250,000
£250,000 and above, but less than £1,000,000
£1,000,000 and above
Authorisation of petty cash payments

Authorisation of employee expenses claims
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Divisional Directors/Medical Directors/Directors of
Nursing/Deputy CFO/Associate CFO
Executive Directors
Chief Financial Officer
Chief Executive
Chief Executive on direction of the Board of Directors
Executive and Divisional Directors / Divisional General
Managers, who will determine the extent of further
delegation, which will be notified to and agreed by the
Associate CFO (Financial Management) (for the Chief
Financial Officer).
Executive and Divisional Directors / Divisional General
Managers, who will determine the extent of further
delegation, which will be notified to and agreed by the
Associate CFO (Financial Management) (for the Chief
Financial Officer). Authorised List: “Integra Authorised
Signatory List”

See 4.1 above
Authorised List: “Sprinter Authorised Signatory
List”

The authorising officer must be the claimant’s
line manager or above
Authorised List: “Sprinter Authorised Signatory
List”
The authorising officer must be the claimant’s
line manager or above. Any expenses claimed
by the Chairman shall be authorised by the
Chief Executive, or by the Chief Financial
Officer if payments relating to the Chief
Executive are included within the claim.
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REF

RESPONSIBILITY

4.6

Authorisation of manpower returns

4.7

Authorisation of timesheets

4.8

Authorisation of agency timesheets and payments

5

DELEGATION ARRANGEMENTS

FURTHER INFORMATION

Executive and Divisional Directors / Divisional General
Managers, who will determine the extent of further
delegation, which will be notified to and agreed by the
Associate CFO (Financial Services) (for the Chief
Financial Officer). Authorised List: “Payroll Authorised
Signatory List”
Executive and Divisional Directors / Divisional General
Managers, who will determine the extent of further
delegation, which will be notified to and agreed by the
Associate CFO (Financial Services) (for the Chief
Financial Officer). Authorised List: “Payroll Authorised
Signatory List”
Executive and Divisional Directors / Divisional General
Managers, who will determine the extent of further
delegation, which will be notified to and agreed by the
Associate CFO (Financial Management) (for the Chief
Financial Officer). Authorised List: “Integra Authorised
Signatory List”

The authorising officer must not be included on
the return and must be senior to all staff listed
on the return

Executive Directors, Divisional Directors and Deputy
Director of Operations, who will determine the extent
of further delegation. These will be notified to and
agreed by the Associate CFO (Financial Services) (for
the Chief Financial Officer).
Authorised list maintained by the Associate CFO
(Financial Services)
Authorised list maintained by the Associate CFO
(Financial Services)
Chief Financial Officer

Authorised List: “Sprinter Authorised Signatory
List”

The authorising officer must be an
authorised signatory of the Trust and must
have knowledge of the agreed rate and
therefore the value of the timesheet being
signed.

INCOME AND DEBT WRITE-OFF

5.1

Authorisation of invoice requests

5.2

Authorisation of credit notes (non-healthcare income)

5.3

Authorisation of discounts

5.4

Authorisation to refer debts to debt collection agency

5.5

Authorisation of debt write-off:
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Authorised list: “List of Trust officers permitted
to approve credit notes”
Authorised list: “List of Trust officers permitted
to authorise discounts on invoices”
Delegated to Associated CFO (Financial
Services)
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REF

5.6

6
6.1

6.2
6.3
6.4

RESPONSIBILITY
Individual debts
Less than £25,000
£25,000 and above but less than £50,000
£50,000 and above
Package of debts
Less than £100,000
£100,000 and above but less than £250,000
£250,000 and above
Monitoring of Debt Write-off

DELEGATION ARRANGEMENTS

FURTHER INFORMATION

Deputy CFO or Associate CFO (Financial Services)
Chief Financial Officer
Chief Executive
Chief Financial Officer
Chief Executive
Board of Directors
Audit Committee on behalf of the Board of Directors

A report must be submitted quarterly to the
Audit Committee by the Associate CFO
(Financial Services)

LOSSES AND SPECIAL PAYMENTS
Authorisation of losses and special payments, including
ex-gratia payments:
Less than £5,000

Financial Controller

Above £5,000 but less than £25,000

Deputy CFO/Associate CFO (Financial Services)

Above £25,000 but less than £50,000
£50,000 and above
Authorisation of clinical negligence payments
Monitoring of losses and special payments

Chief Financial Officer
Board of Directors
Chief Financial Officer
Audit Committee

Authorisation of early retirement, redundancy and other
termination payments to staff:
Less than £20,000

Divisional Directors

£20,000 and above, but less than £50,000

Chief Financial Officer

£50,000 and above,

Chief Executive
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A report must be submitted quarterly by the
Associate CFO (Financial services)
All payments should be checked with HR with
respect to regulations of these payments by
HM Treasury and the NHS regulator
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REF

7
7.1
7.2

7.3

8
8.1

9

RESPONSIBILITY

DELEGATION ARRANGEMENTS

BUDGETARY CONTROL
Delegation of budgets
Approval of virements (budget transfers):
- Within a budget and within a budget type (pay,
non-pay or income)
- Between pay and non-pay authorised control
totals
Approval of transfers from reserves

Chief Executive and Chief Financial Officer
Budget holder and Associate CFO (Financial
Management)
Chief Operating Officer, Chief Financial Officer and
Executive Director of Workforce
Chief Financial Officer

Delegated to Deputy CFO/Associate CFO
(Financial Management)

STORES
Management and control of stores:
- Warehouse, Receipt & Distribution
- Pharmacy
- Other Stores

-

King’s IFM Director of Operations
Chief Pharmacist
Director of Operations or Executive Director

BANK ACCOUNTS AND PAYMENT METHODS

9.1

Opening of bank accounts

Chief Financial Officer

9.2

Signing of cheques for cash, signing of other cheques,
and authorisation of CHAPs payments & BACs payment
schedules

Authorised signatory list: “Authorisation of Payments
from Trust Bank Accounts”

10

FEES AND CHARGES

10.1

FURTHER INFORMATION

Approval of fees and charges
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Chief Financial Officer
(Delegated to Deputy and Associate CFOs)

Delegated to Associate CFO (Financial
Services)
Lists to be maintained by the Associate CFO
(Financial Services) and approved by the Chief
Financial Officer

With Budget Holder where appropriate
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REF
11
11.1

11.2

RESPONSIBILITY

12
12.1

13

Maintenance of the register of interests:

Maintained by Trust Secretary & Head of
Corporate Governance

Board of Directors and Trust Management

Chief Executive

Other Staff

Executive Directors / Divisional Directors of
Operations

Maintenance of gifts and hospitality registers:

Monitoring of gifts and hospitality registers

Chief Executive
Executive Directors / Divisional Directors of
Operations
Audit Committee on behalf of the Board

Maintained by Trust Secretary & Head of
Corporate Governance

Trust Secretary to report annually to the Audit
Committee

INSURANCE
Insurance arrangements

Chief Financial Officer

Delegated to Associate Chief Financial Officer
(Financial Management)

In liaison with Local Counter Fraud Specialist
and Counter Fraud Operational Service as
appropriate
Delegated to Head of Security

FRAUD AND IRREGULARITY

13.1

Counter fraud and corruption work in accordance with
Secretary of State’s Directions

Chief Financial Officer (Delegated to Associate CFO
(Financial Services))

13.2

Investigation of suspected cases of irregularity not
related to fraud or corruption

Director of Capital, Estates and Facilities

14

FURTHER INFORMATION

STANDARDS OF BUSINESS CONDUCT

Executive Board of Directors and Trust
Management
Other Staff
11.3

DELEGATION ARRANGEMENTS

INVESTMENTS
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REF
14.1
14.2

15
15.1

RESPONSIBILITY
Approval of Treasury Management Policy
Investment decisions

DELEGATION ARRANGEMENTS
Chief Executive
Chief Financial Officer

FURTHER INFORMATION
Delegated to Associate Chief Financial Officer
(Financial Services)

BORROWING
Approval of loans:
Loans with repayment periods of over one year
Loans with repayment periods of less than one
year
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Chief Executive
Chief Financial Officer

Delegated to Associate Chief Financial Officer
(Financial Services)
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Table 2: Sprinter Authorisation Matrix – Delegation Limits

Level

Staff Group

Revised Limits

Indicative
Bands

Min

Max

7

£0

£1,000

Level 6

Ward Manager / Other as required

Level 5

Service Manager / Matron

8a / 8b

£1,001

£5,000

Level 4

General Manager / Clinical Director / Head of Nursing

8c / 8d

£5,001

£10,000

Level 3

Deputy Director of Operations

9

£10,001

£25,000

Level 2

Director of Operations / Medical Director / Director of
Nursing / Deputy CFO / Associate CFO

£25,001

£50,000

Level 1

Executive Directors

£50,001

£100,000

Level 0

Chief Financial Officer

£100,001

£250,000

Level 0

Chief Executive

£250,001

£1,000,000
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Table 3: Required Number of Quotes and Tenders

All financial limits quoted are the total for the life of the contract

Limits

Staff Group

Under £10,000

Manager’s discretion, in line with Table 2 Authorisation
limits

Above £10,000 and up to £106,000

Three competitive quotes (to be sourced objectively)

Above £106,000 and up to £164,000

Three formal tenders

Over £164,000

OJEU regulations apply
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APPENDIX B
Table 4 : Tendering & Contracting Procedures: Delegated Financial Limits
Value
(Ex. VAT)
Under £10,000

Quotation or
Tender

Issued by

Received and
Opened by

Contract
Authorisation

Obtain via contract source
Requesting Manager or
Requesting Manager or
Budget holder
wherever possible. If not, single Procurement Department
Procurement Department
Purchasing Manager
verbal or written quotation (or
more if felt appropriate)
Estates Manager or Procurement Estates Manager or Procurement Estates Manager
Department
Department
Director of CEF (for Works)

Order Signing
Authority

Waiver Authorised by

Assistant Sourcing Manager

Not Applicable

Requesting Manager or
£10,000 - £106,000 Minimum of 3 written quotations * Requesting Manager or
(or written tenders if felt
Procurement Department
Procurement Department
appropriate)
Estates Manager or Procurement Facilities Business Manager or
Department
Procurement Department

Budget holder and
Sourcing Manager

Sourcing Manager

Divisional Director and
Director of Procurement

Director of CEF (for Works)

Director of CEF (for Works)

£106,001 - EU
Procurement
Threshold for
Supplies and
Services

Minimum of 3 written tenders

Sourcing Manager and
Director of Procurement

Director of Procurement

Director of CEF and
Director of Procurement (for
Works)
Director of Procurement and
Chief Financial Officer

Over EU
Procurement
Threshold for
Supplies and
Services £999,999

European Union tender rules
apply.

Over £1,000,000

European Union tender rules
apply.

Procurement Department or
Estates Manager/Contract
Administrator for Facilities

Procurement Department or
Estates Manager/Contract
Administrator for Facilities

Procurement Department or
Estates Manager/Contract
Administrator for Facilities

One person from list of
authorised officers plus 1 other.
Neither to be from Requesting
Department

Director of CEF and
Chief Financial Officer (for
Electronic tendering: one person Works)
from authorised list not from
Requesting department.
One person from list of
Director of Procurement and
authorised officers plus 1 other. Chief Financial Officer or
Neither to be from Requesting
Department
Director of CEF and
Chief Financial Officer (for
Electronic tendering: one person Works)
from authorised list not from
Requesting department.
One Board member plus 1 other. Board of Directors
Neither to be from Requesting
Department.

Director of CEF (for Works)

Director of CEF and
Chief Financial Officer (for
Works)

Director of Procurement

Chief Financial Officer and

Director of CEF (for Works)

Board of Directors to give formal
approval (CEO to sign off waiver)

Director of Procurement and
Chief Financial Officer
Director of CEF (for Works)

Chief Financial Officer and
Board of Directors to give formal
approval (CEO to sign off waiver)

Electronic tendering: one person
from authorised list not from
Requesting department.
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European Union tender rules
Over EU
apply
Procurement
Threshold for
Works Contracts

Prepared by CEF Directorate in
conjunction with Procurement
Department

One Board member plus 1 other. Board of Directors
Neither to be from Requesting
Department.

Chief Financial Officer
and
Director of CEF (for Works)

Chief Financial Officer and
Board of Directors to give formal
approval (CEO to sign off waiver)

Electronic tendering: one person
from authorised list not from
Requesting department.

1.
2.
3.
4.
5.
6.
7.
8.
9.

For details on current OJEU Limits for ‘Other contracting authorities’ please refer to http://www.ojeu.eu/thresholds.aspx
When determining a value of any potential purchase, lease or contract, care must be taken to include the full costs incurred over the lifetime of the purchase, or for consumable
items, that the full year is used as the indicative value
All tenders to be addressed to the Chief Executive and returned to the Legal Service Dept.
Any persons involved in the opening or approving of tenders or quotations shall declare any interest that he/she has in any f irm or company involved in tendering or quoting for the
work or services concerned and withdraw from the process.
*Quotations obtained by ordering department must be registered with the Procurement Department before orders are raised.
Quotations received by Facilities Business Manager (FBM) to be opened by the FBM in the presence of one other non-technical officer in the Facilities Directorate. All quotations
logged sequentially in the Quotation Book and copy of competed Invitation to Quote Form to be sent to the Procurement Department for registration.
All Waivers to be lodged with the Procurement Dept. (kch-tr.procurement@nhs.net). Refer to SFI Waiver Request Policy.
For appointments of professional consultants above the EU Procurement Threshold, European Union tender rules apply.
Contract authorisation must precede order signing.

Review Date 30 November 2017
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APPENDIX C
Summary of Minimum retention periods for records
(For full details see Annex D2 of the NHS Records Management Code of Practice. The following table is subject to the provisions of the NHS Records Management
Code of Practice, as may be amended from time to time.)
No.

Class of Document

1.
2.
3.
4.
5.
6.

FINANCIAL
Salaries and Wages Records
Pay sheets and records of unpaid salaries and wages.
Copies of forms SD55 (ADP) and SD55J
Principal ledger records including cashbook, ledgers and journals.
Bills, Receipts and Cleared Cheques.
Debtors Records.

7.
8.
9.

Retention Period

10 Years after the end of the financial year to which they relate.
6 years after the end of the financial year to which they relate.
10 Years after the end of the financial year to which they relate.
6 Years after the end of the financial year to which they relate.
6 Years after the end of the financial year to which they relate.
2 years after the end of the financial year in which they are paid or are written off, but
at least 6 years in respect of any unpaid account which has not yet been written off.
3 Years after the end of the financial year to which they relate.
1.5 years after the end of the financial year to which they relate.
2 years after the end of the financial year to which they relate.

11.

Creditor Payments Records
Requisitions
Minor accounting records; pass-books, bank statements, deposit slips,
cheques; petty cash expenditure accounts, travel and subsistence
records, minor vouchers, duplicate receipt books etc.
Cost accounts prepared in accordance with the directions of the
Secretary Of State or at the request of the department.
Tax Forms

12.

V.A.T Records

6 years after the end of the financial year to which they relate.

13.

Budgets

2 years from the completion of the audit.

14.

Major establishment records including personal files, letters or
appointments, contract references and related correspondence and
records of leave.

15.

Minor establishment records e.g. leave records, timesheets

6 years after the officer leaves the services of the hospital or on the date on which the
officer would reach the age of 70, whichever is the later. Provided that if an adequate
summary of the personal and health record is kept for this period, the main records
may be destroyed after the officer leaves the hospital’s service.
2 years from the completion of the audit.

16.

Stores Records - Major (Stores Ledger Etc.)

6 years after the end of the financial year to which they relate.

10.

Standing Financial Instructions August 2017 Draft v2

3 years after the end of the financial year to which they relate.
6 years after the end of the financial year to which they relate.
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1.5 years after the end of the financial year to which they relate.

18.

Stores Records – Minor (requisitions, issue notes, transfer vouchers,
goods received books, delivery notes etc)
Audit Reports.

19.
20.

Accounts – Annual ( Final - One set only )
Accounts – Working Papers

Permanent
3 years after the end of the financial year to which they relate.

21.

Documents other than those of permanent relevance in relation to trust
funds and the terms of any trusts administered by health authorities.

6 years after the financial year in which the trust monies are finally spent or the gift in
kind was accepted.

17.

22.
23.

24.
25.
26.
27.
28.
29.

NON-FINANCIAL
Property Acquisitions / Disposal Records
Buildings and engineering works, inclusive of projects abandoned or
deferred - key records (e.g. final accounts, surveys, site plans, bills of
quantities)
Contracts – non sealed (other ) on termination
Contracts – sealed and associated records
Tenders - Unsuccessful
Inventories (not in current use) of items having a life of less than 5 years
Records of custody and transfer of keys.
Patient activity data

Standing Financial Instructions August 2017 Draft v2

2 years after the formal clearance by the appointed auditor.

Permanent
Permanent

6 years after the end of the financial year to which they relate.
15 years after the end of the financial year to which they relate.
6 years after the end of the financial year to which they relate.
1.5 years after the end of the financial year to which they relate
1.5 years after the end of the financial year to which they relate.
3 years after the end of the financial year to which they relate.
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Item 6.4
KING’S COLLEGE BOARD OF DIRECTORS STANDING ORDERS
The Constitution of the Trust provides that its Board of Directors shall adopt
Standing Orders covering the proceedings and business of its meetings.
1

Interpretation

1.1

Save as permitted by law, at any meeting the Chair of the Trust shall be the
final authority on the interpretation of Standing Orders, on which he should be
advised by the Chief Executive or the Secretary.

1.2

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

“2006 ACT”

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

"BOARD"

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

"CHAIR"

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

"CHIEF EXECUTIVE"

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

“CONSTITUTION”

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

"DIRECTOR"

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

“GOVERNOR”

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

"OFFICER"

means an employee of the Trust.

"SCHEME OF
DELEGATION"

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

"SOS"

means these Standing Orders for Directors.

"SPECIAL REASONS"

means reasons based on patient, individual or commercial sensitivity.

"TRUST"

means the King’s College Hospital NHS Foundation Trust.

"VICE-CHAIR"

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

1
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"WORKING DAY"

2

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

The Chair

2.1

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

2.2

Following consultation with the Council of Governors the Board shall appoint
one of the non-executive Directors to be Vice-Chair. If the Chair is unable to
discharge his office as Chair of the Trust, the Vice-Chair of the Board shall
act as Chair of the Trust and in these circumstances all references in these
SOs to the Chair shall be taken to mean the Vice Chair.

2.3

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

2.4

Where both the Chair and Vice Chair are unable to perform their duties
owing to illness, conflict of interest or any other cause, another nonExecutive Director as may be appointed by the Council of Governors shall
act as Chair.

3

Meetings of the Board

3.1

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

3.2

Nothing in these SOs shall require the Board to allow members of the public
or representative of the press to record proceedings in any manner
whatsoever, other than writing, or to make any oral report of proceedings as
they take place without the prior agreement of the Board.

3.3

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

3.4

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

4
4.1

Calling Meetings
Meetings of the Board shall be held at such times and places as the Board
2

Review Frequency: Every 3 years
Approved by: Board of Directors
Version: (Final) Version 3
Date of Approval: 25 June 2013

Item 6.4
may determine. The Chair may call a meeting of the Board at any time.
4.2

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

4.3

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

4.4

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

4.5

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

4.6

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

4.7

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

4.8

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

5

5. Conduct at meetings

5.1

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

5.2

If for any reason these SOs are not complied with, full details of the noncompliance and any justification for non-compliance and the circumstances
around the non-compliance, shall be reported to the next formal meeting of
3
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the Board for action or ratification. All members of the Board and all Officers
have a duty to disclose any non-compliance with these SOs to the Secretary
as soon as possible.
6

Voting

6.1

Every question at a meeting of the Board shall be determined by a majority of
the votes of the Directors present and voting on the question and, in the case
of any equality of votes, including where the number of non-executive
Directors (including the Chair) is equal to the number of executive Directors,
the Chair shall have a casting vote.

6.2

All questions put to the vote shall, at the discretion of the Chair of the
meeting, be determined by oral expression or by a show of hands. A paper
ballot may be used where the majority of Directors request it.Where any
Director so requests, his vote shall be recorded by name.

6.3

In no circumstances may an absent Director vote by proxy.
defined as being absent at the time of the vote.

6.4

An Officer who has been appointed formally by the Board to act up for an
executive Director during a period of incapacity or temporarily to fill an
executive Director vacancy, shall be entitled to exercise the voting rights of
the executive Director. An Officer attending the Board to represent an
executive Director during a period of incapacity or temporary absence
without formal acting up status may not exercise the voting rights of the
executive Director. An Officer’s status when attending a meeting shall be
recorded in the minutes.

7
7.1

8

Absence is

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

8.1

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

8.2

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

8.3

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

8.4

As soon as practicable after holding a meeting, the Board of Directors must
send a copy of the minutes of the meeting to the Council of Governors.
4
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9

Quorum

9.1

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

9.2

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

9.3

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

9.4

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

9.5

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

10 Meetings: electronic communication
10.1 The Board may from time to time and upon request agree that a member or
members of the Board may participate in a meeting by video link or a similar
means of electronic communication. If so agreed by the Chair, participation
in a meeting in this manner shall be regarded for all purposes as personally
attending such a meeting provided that, and only for so long as, the relevant
member has the ability to communicate interactively and simultaneously with
all other members of the Board attending the meeting including all other
persons attending by means of electronic communication.
10.2 A meeting at which one or more of the Directors attends by way of
electronic communication is deemed to be held at such a place as the
Directors shall at the said meeting resolve. In the absence of such a
resolution, the meeting shall be deemed to be held at the place (if any)
where a majority of the Directors attending the meeting are physically
present, or in default of such a majority, the place at which the Chairman of
the meeting is physically present.
10.3 Meetings held in accordance with this SO are subject to SO9.2. For such a
meeting to be valid, a quorum must be present and maintained throughout
the meeting.
5
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10.4 The Minutes of a meeting held in this way must state that it was held by
electronic communication and that the Directors were all able to hear each
other and were present throughout the meeting.
11 10.

Delegation to Committees

11.1 The Board may agree from time to time to the delegation of its executive
powers to committees or sub-committees comprising only of Directors, which
it has formally constituted. The constitution and terms of reference of these
committees, or sub-committees, and their specific executive powers shall be
approved by the Board.
11.2 The SOs, as far as they are applicable, shall apply with appropriate alteration
to meetings of any committee or sub-committee established by the Board.

11.3 Committees may not delegate their executive powers to a sub-committee
without the express authority of the Board.
11.4 A member of a committee (including sub-committees or joint committees)
shall not disclose any matter dealt with, by, or brought before, the committee,
sub-committee or joint committee without its permission until the committee,
sub-committee or joint committee (as appropriate) shall have reported to the
Board or shall otherwise have concluded on that matter.
11.5 A Director or a member of a committee, sub-committee or joint committee
shall not disclose any matter reported to the Board or otherwise dealt with by
the committee, sub-committee or joint committee, notwithstanding that the
matter has been reported or action has been concluded, if the Board or
committee, sub-committee or joint committee resolve that it is confidential.
12 Custody and Sealing of Documents
12.1 The Common Seal of the Trust shall be kept by the Chief Executive or
Secretary in a secure place, and the Common Seal shall only be used in
accordance with the Constitution.
12.2 A record of each sealing shall be made and numbered consecutively in a
book provided for that purpose. An annual report shall be made to the Board.
13 Conflicts of Interest and Directors' Code of Conduct
13.1 Paragraphs 19.22 to 19.34 of the Constitution include provisions detailing
how Directors should disclose and deal with conflicts of interests. The
Directors shall comply with these requirements them at all times.
13.2 Each Director shall adhere to the principles set out in the Directors'
13.3
13.4
6
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13.5 Code of Conduct and any relevant guidance and best practice advice issued
by Monitor.
14 Suspension of Standing Orders
14.1 Any one or more of the Standing Orders may be suspended at any meeting,
provided that at least two-thirds of the Directors are present, including one
Executive Director and one non-Executive Director, and that a majority of
those present vote in favour of suspension.
14.2 A decision to suspend SOs shall be recorded in the minutes of the meeting.
14.3 A separate record of matters discussed during the suspension of SOs shall
be made and shall be available to the Directors.
14.4 No formal business may be transacted while SOs are suspended.
14.5 The Audit Committee shall review every decision to suspend SOs.
15 Variation and Amendment of Standing Orders
15.1 These Standing Orders shall be amended only if:
15.1.1 relevant notice of a meeting has been served in accordance with SO3.3;
15.1.2 a majority of Non-Executive Directors vote in favour of amendment;
15.1.3 at least two-thirds of the Directors are present; and
15.1.4 the variation proposed does not contravene regulatory requirements or
statutory provisions.
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King's College Hospital NHS Foundation Trust (KINGS / RJZ)
00. Self Cert
Self certification

00ACTYTD

Maincode

Self-cert declarations
Actual

31/07/2017
YTD

1. Declaration of review of submitted data
The board is satisfied that adequate governance measures are in place to ensure the accuracy of data entered in this submission.
We would expect that the template's validation checks are reviewed by senior management to ensure that there are no errors arising
prior to submission and that any relevant flags within the template are adequately explained.
Approved on behalf of the board of directors by:
Name
Job title

Subcode

DROP-DOWN

i

Name
Job title

Signature
2. Is the return consistent with the board report?
Please confirm that the financial data reported in the NHSI monthly monitoring forms is/will be consistent with the information reported
to and published in the board report

Confirmed

SEL0100

Colin Gentile

SEL0112

Chief Financial Officer

SEL0114

Yes

SEL0118

29/08/2017

SEL0122

i

i

Date of board report (Please note that this can be a future date)
In the exceptional event that the forms are not consistent with the board report, please itemise the reasons why it is different

SEL0124

3. 2017-18 Capital Delegated Limit

All NHS Trusts have a capital delegated limit of £15m. Foundation Trusts that fulfil any of the distressed financing criteria will have a
capital delegated limit of £15m. As set out in the Capital regime, investment and property business case approval guidance for NHS
Trusts and Foundation Trusts, providers with delegated capital limits require business case approval from NHS Improvement.
Foundation Trusts that do not fulfil any of the distressed financing criteria are subject to existing reporting and review thresholds as per
the Supporting NHS Providers: guidance on transactions for NHS foundation trusts (March 2015) Appendix 1 and the Capital regime,
investment and property business case approval guidance for NHS trusts and foundation trusts.
Please complete below.
Are you in Financial Special Measures?
If you are an FT, are you in breach of your licence? Or are you an NHS Trust?
Have you received distressed financing or are you anticipating receiving this in the current financial year?
Delegated capital limit (£000)
Adjusted delegated capital limit (£000)
The board agrees to the delegated limit for capital expenditure and business case approvals in line with the Capital regime, investment
and property business case approval guidance for NHS Trusts and Foundation Trusts.

i
i
i
i
i

4. 2017-18 Control total
Control total value
The board has accepted to deliver its control total in 2017-18
STF allocation
i
i
i
i
i

1 of 3

SEL0130
SEL0140
SEL0150
SEL0160
SEL0170
SEL0175

Confirmed

NO

5. 2017-18 Board assurance statements
Statement required if FOT is less than plan
Statement submiited by trust previously and period to which this relates
Adverse variance against plan per previously submitted statement
Further deterioration since month of statement requiring revised statement?
Date of revised statement issued / to be issued (the format must be dd/mm/yy)

PFR_D_FY2017-18_M04_RJZ (updated) - FINAL - 00. Self Cert

FT
No
In Breach of Foundation Trust license
Receipt of Distressed Financing
£15,000
0

N/A
N/A

SEL0180

28,618

SEL0185

30,624

SEL0195

SEL0190

SEL0200
SEL0205
SEL0210
SEL0215
SEL0220

25/08/2017 09:18

King's College Hospital NHS Foundation Trust (KINGS / RJZ)
01. Summary
Key data

Sign

i

01VARYTD

31/07/2017

31/07/2017

31/07/2017

£'000

£'000

£'000

Actual

YTD

01PLANCY

Variance

YTD

01FOTCY

Plan

31/03/2018

YTD

01VARCY

Forecast

31/03/2018

Year ending

31/03/2018

Year ending

£'000

Maincode

Variance

Year ending

£'000

Subcode

£'000

+/+/+/+/-

(28,623)
(28,351)
(6,117)
(22,234)

(41,518)
(41,245)
(6,117)
(35,128)

(12,895)
(12,894)
0
(12,894)

(38,800)
(38,484)
28,618
(67,102)

(38,800)
(38,484)
28,618
(67,102)

0
0
0
0

SUM0100

+/+/+/+/+/-

(28,351)
0
(28,351)
(12,752)
(15,599)

(41,245)
0
(41,245)
(12,752)
(28,493)

(12,894)
0
(12,894)
0
(12,894)

(38,484)
0
(38,484)
(2,006)
(36,478)

(38,484)
0
(38,484)
(2,006)
(36,478)

0
0
0
0
0

SUM0131

SUM0110
SUM0120
SUM0130
SUM0132
SUM0133
SUM0134
SUM0135

%
%

(7.6%)
(7.6%)

(11.3%)
(11.3%)

(3.7%)
(3.7%)

+/%

(7,183)
(1.9%)

(19,106)
(5.2%)

(11,923)
(3.3%)

24,508
2.1%

23,523
2.1%

(985)
(0.1%)

SUM0138

+
+
+
+
+
%

12,439
564
0
13,432
13,432
3.5%

13,487
336
0
14,340
14,340
3.8%

1,048
(228)
0
908
908
0.3%

61,287
10,858
0
65,999
65,999
5.4%

61,264
10,858
0
66,010
66,010
5.4%

(23)
0
0
11
11

SUM0140

+
+
+

21,841
0
21,841
(268)
0
680

9,990
0
9,990
0
0
2,720

11,851
0
11,851
(268)
0
(2,040)

75,201
0
75,201
(800)
0
2,040

75,201
0
75,201
(800)
0
8,160

0
0
0
0
0
(6,120)

SUM0180

+/-

22,253

12,710

9,543

76,441

82,561

(6,120)

SUM0250

i
i

+
+/+/-

3,000
10,996
47,792

27,788
21,168
0

24,788
10,172
(47,792)

3,000
45,634
65,392

3,000
45,634
63,836

(0)
0
(1,556)

SUM0260

8,477
10,626
3.9%

9,571
10,626
4.4%

(1,094)
0
0.5%

16,193
31,878
2.5%

28,713
31,878
4.4%

(12,520)
0
1.9%

SUM0285

i

+
+
%

i
i
i
i

+/-

Use of resources risk rating summary

0

+
+
+
+
+

Risk rating after overrides

+

0

01ACTYTD

01VARYTD

31/07/2017

31/07/2017

31/07/2017

4
1
4

4
2
4
4
1

YTD

1

Actual
YTD

(3.4%)
(3.4%)

0

01PLANYTD
Plan

Capital service cover rating
Liquidity rating
I&E margin rating
I&E margin: distance from financial plan
Agency rating

PFR_D_FY2017-18_M04_RJZ (updated) - FINAL - 01. Summary

01ACTYTD

Plan

Expected

Performance against control total
Surplus/(deficit) before impairments and transfers
Adjusted financial performance surplus/(deficit) including STF
Control total
Performance against control total
Performance against control total excluding STF
Adjusted financial performance surplus/(deficit) including STF
Less sustainability & transformation fund (STF)
Adjusted financial performance surplus/(deficit) excluding STF
Control total excluding STF
Performance against control total excluding STF
Adjusted financial performance as a % of Turnover (I&E Margin)
Including STF
Excluding STF
EBITDA
EBITDA value
as a percentage of related income
Efficiencies
Total recurrent efficiencies
High risk schemes
Total unidentified efficiencies
Total identified efficiencies
Total efficiencies
Total efficiencies as a percentage of expenditure (before efficiencies)
Capital
Gross capital expenditure
Disposals / other deductions
Charge after additions/deductions
Less donations and grants received
Less PFI capital (IFRIC12)
Plus PFI residual interest
Other including additions to financial assets / prior period
adjustments
Total CDEL
Cash
Cash and cash equivalents at period end
DH capital financing
DH interim revenue financing
Agency and contract
Total agency costs excluding outsourced bank
Agency ceiling
Agency costs as a percentage of gross payroll costs

01PLANYTD

Variance
YTD

0

01PLANCY
Plan

31/03/2018

Year ending

4
1
4
1

3

(3.4%)
(3.4%)

0

01FOTCY
Forecast

31/03/2018

Year ending

4
1
4
1
1
3
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0.0%
0.0%

0.0%

SUM0136
SUM0137

0

01VARCY
Variance

SUM0139

SUM0145
SUM0150
SUM0160
SUM0170
SUM0175
SUM0190
SUM0200
SUM0210
SUM0220
SUM0230
SUM0240

SUM0270
SUM0280
SUM0290
SUM0295
Maincode

31/03/2018

Year ending

SUM0300
SUM0310
SUM0320
SUM0330
SUM0340
SUM0350
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03. Risk Ratings
Capital service metric

i

03PLANYTD

03ACTYTD

03VARYTD

03PLANCY

03FOTCY

03VARCY

31/07/2017

31/07/2017

31/07/2017

31/03/2018

31/03/2018

31/03/2018

£'000

£'000

£'000

Plan
YTD

Expected
Sign

Finance costs (excl non-operating PFI costs)
PDC dividend expense
Non-operating PFI and LIFT costs (e.g. contingent rent)
Loans from Department of Health - repaid
Other loans repaid
Capital element of finance lease rental payments - other
Capital element of finance lease rental payments - On-balance sheet PFI
Public dividend capital repaid
Capital service, total
Revenue available for capital service:
Operating surplus / (deficit)
Add back depreciation and amortisation
Add back all I&E impairments / (reversals)
Charitable & other donations / grants income
Finance income
Revenue available for capital service
Capital service cover metric
Liquidity metric

+
+
+
+
+
+
+
+

8,836
1,256
2,488
1,288
0
0
1,300
0
15,168

+/+/+
+
+/-

(20,003)
8,820
4,000
0
40
(7,143)
(0.471)

i

I&E Margin metric

31/03/2018

31/03/2018

£'000

£'000

£'000

YTD

7,102
(81,443)
501
0
(73,840)
(5,037)
35
244
0
(4,758)
(23.677)

Year ending
£'000

191,726
(121,308)
(18,600)
0

51,818
(1,160,088)
1,032
25,407
12,000
(1,121,649)
16.862

Forecast

Year ending
£'000

165,232
(106,546)
(18,600)
0
0
0
40,086
(1,161,073)
1,032
25,407
12,000
(1,122,634)
13.033

£'000

(26,494)
14,762
0
0
(11,732)
(985)
0
0
0
(985)
(3.829)

03VARCY

31/07/2017

31/07/2017

31/07/2017

31/03/2018

31/03/2018

31/03/2018

£'000

£'000

£'000

03PLANYTD

03ACTYTD

03VARYTD

03PLANCY

03FOTCY

03VARCY

31/07/2017

31/07/2017

31/07/2017

31/03/2018

31/03/2018

31/03/2018

£'000

£'000

£'000

03PLANYTD

03ACTYTD

03VARYTD

03PLANCY

03FOTCY

03VARCY

31/07/2017

31/07/2017

31/07/2017

31/03/2018

31/03/2018

31/03/2018

£'000

£'000

£'000

03PLANYTD

03ACTYTD

03VARYTD

03PLANCY

03FOTCY

03VARCY

31/07/2017

31/07/2017

31/07/2017

31/03/2018

31/03/2018

31/03/2018

£'000

£'000

£'000

YTD

Plan
YTD

%

Plan
YTD

Sign

+
+
%

8,477
10,626
(20.2%)

Plan
YTD

Sign

+
+
+
+
+

4
1
4
1

YTD

(41,245)
364,748
(11.3%)

Actual
YTD

(3.7%)

Actual
YTD

9,571
10,626
(9.9%)

Actual
YTD

4
2
4
4
1

Variance
YTD

(12,894)
(7,165)
(3.7%)

Variance
YTD

Variance
YTD

(1,094)
0
10.3%

Variance
YTD

Plan

Year ending
£'000

(38,484)
1,145,657
(3.4%)

Plan

Year ending
£'000

Plan

Year ending
£'000

16,193
31,878
(49.2%)

Plan

Forecast

Year ending
£'000

(38,484)
1,145,657
(3.4%)

Forecast

Year ending
£'000

0.0%

Forecast

Year ending
£'000

28,713
31,878
(9.9%)

Forecast

Year ending

Year ending

4
1
4

4
1
4
1
1

£'000

1

£'000

Variance

Year ending
£'000

0
0
0.0%

Variance

Year ending
£'000

Variance

Year ending
£'000

(12,520)
0
39.3%

Variance

Year ending
£'000

03PLANYTD

03ACTYTD

03VARYTD

03PLANCY

03FOTCY

03VARCY

31/07/2017

31/07/2017

31/07/2017

31/03/2018

31/03/2018

31/03/2018

£'000

£'000

£'000

Plan

Sign

+
+
+

YTD

Actual
YTD

3.00
0.00
3

Variance
YTD

Plan

Year ending
£'000

Forecast

Year ending
£'000

2.20
0.00
2

Trigger

Trigger

3

3

Control total override - Control total accepted
Control total override - Planned or Forecast deficit
Control total override - Maximum score (0 = N/A)

+
Text
+

NO
Yes
3

NO
Yes
3

Is Trust under financial special measures

Text

No

No

+

3

3

PFR_D_FY2017-18_M04_RJZ (updated) - FINAL - 03. Risk Ratings

Year ending

03FOTCY

Actual

+

Risk ratings after overrides

Variance

03PLANCY

Expected

Overall rating unrounded
If unrounded score ends in 0.5
Plan risk ratings before overrides
Plan risk ratings overrides:
Any ratings in table 6 with a score of 4 override - if any 4s "trigger" will show
here
Any ratings in table 6 with a score of 4 override - maximum score override of 3
if any rating in table 6 scored as a 4

196,662
(199,739)
(18,499)
0
0
0
(21,576)
(396,953)
379
8,720
4,000
(383,854)
(6.857)

YTD

Plan

03VARYTD

(28,351)
371,913
(7.6%)

i

YTD

Variance

03ACTYTD

Plan

Expected

Overall finance and use of resources risk rating

Actual

03PLANYTD

Expected
Sign

Capital service cover rating
Liquidity rating
I&E margin rating
I&E margin: distance from financial plan
Agency rating

(985)
0
0
0
0
(985)
(0.010)

31/03/2018

52,264
(391,916)
344
8,476
4,000
(379,096)
16.820

i

(0)
(985)
0
0
0
0
0
0
(985)

31/07/2017

Expected

Finance and use of resources rating

(14,916)
26,439
12,000
(500)
120
23,143
0.520

£'000

31/07/2017

+/+

Agency staff, total
Agency ceiling
Agency metric

26,507
2,788
7,469
3,868
0
0
3,907
0
44,539

31/07/2017

189,560
(118,296)
(19,000)
0

Agency metric

(13,931)
26,439
12,000
(500)
120
24,128
0.530

£'000

03VARCY

Sign

Distance from plan

26,507
3,773
7,469
3,868
0
0
3,907
0
45,524

Variance

Year ending

03FOTCY

+
+/+
+
+/+/-

i

(12,202)
279
0
0
(21)
(11,944)
(0.681)

£'000

Year ending

03PLANCY

Expected

I&E margin: distance from financial plan

(32,205)
9,099
4,000
0
19
(19,087)
(1.152)

112
553
85
646
0
0
2
0
1,398

Year ending

Forecast

03VARYTD

Sign

Adjusted financial performance surplus/(deficit)
Total operating income less donated/ government grant income
I&E margin metric

8,948
1,809
2,573
1,934
0
0
1,302
0
16,566

YTD

Plan

03ACTYTD

Plan

i

YTD

Variance

03PLANYTD

Expected

Total current assets
Less total current liabilities
Less inventories
Less non-current assets held for sale
Less PFI prepayments related to lifecycle assets, current portion
Less derivatives and embedded derivative assets, current portion
Working capital balance
Operating expenses
Add back: Amortisation
Add back: Depreciation
Add back: Impairments
Operating expenses before depreciation, amortisation & impairments
Liquidity metric

Actual

Text
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Variance

Year ending
£'000
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Item 6.7.1

King’s College Hospital NHS Foundation Trust – Finance & Performance
Committee
Minutes of the Finance and Performance Committee Meeting held on Tuesday 25 July
2017 at 08:30am in the Dulwich Meeting Room, Hambleden Wing, King’s College
Hospital, Denmark Hill.
Present:
Christopher Stooke
Sue Slipman
Lord Kerslake
Jane Farrell
Dawn Brodrick
Dr Shelley Dolan
Prof Julia Wendon
Lisa Hollins – Non- Voting
Alan Goldsman – Non- Voting
In attendance:
Simon Dixon
Pat Ono
Fiona Howgego
Nanda Ratnaval
Adam Creeggan
Apologies:
Nick Moberly
Colin Gentile
Jane Bond

Non-Executive Director ( Chair)
Non- Executive Director
Trust Chair
Chief Operating Officer
Director of Workforce and Development
Chief Nurse
Executive Medical Director
Executive Director of Transformation & ICT
Financial Improvement Director
Deputy Chief Financial Officer
Corporate Governance Officer (Minutes)
NHSI
Public Governor Observer
Director of Planning and Performance

Chief Executive Officer
Chief Financial Officer
Director of Capital Estates and Facilities

Item

Subject

017/105

Apologies
Apologies for absence were noted.

017/106

Declarations of Interest
There was no declaration of a conflict of interest. The Chair reported he had
recently attended the Efficiency Board meeting.

017/107

Chair’s Action

Action

There were no Chair’s actions to report

1

Item 6.7.1
Item

Subject

017/108

Minutes of the Previous Meeting
The minutes of the meeting held on 27 June 2017 were received. The Chair
indicated that he had some revision and would pass this on outside of the
meeting.

017/109

Action Tracker / Matters Arising
The content of the action tracker was noted and the Chair stated that the word
“Intergrade” on the action tracker from 25 April 2017 should read “Integrated”.

Action

Theatre productivity
The Chief Operating Officer advised that performance will be captured in the
new reporting format. There was suggestion that the proposed Deep Dive into
Theatre Productivity should be opened up to non-Executives with invitations
extended for the September 2017 meeting. It was agreed that the September
meeting would be extended by half an hour

Efficiency programme update Q1
The Chair queried the Executive Director of Workforce Development on how
soon an update could be provided on the workforce reconciliation process. It DB
was confirmed that a verbal update would be available for the August 2017
meeting but the outcome update should be available by September 2017.
TOP PRODUCTIVITY
017/110

Monitoring Operations Performance - MO3
Cancer
The Chief Operating Officer reported there has been improvement made with
the 62 days for first treatment post screening achieved at 93.4%. Treatment
post GP referral was 81.9%. The Chief Operating Officer advised that she was
overseeing weekly monitoring meetings and seeing marked improvement in
service delivery.
Diagnostics
It was reported that in June 2017 compliance improved by 0.2% to 1.5% when
compared to 1.7% reported in May 2017.
Referral to Treatment
Noted that compliance improved by a further 0.6% to 77.07% in June. A revision
to the phasing of delivery milestones for the 52 week trajectory has been
submitted to NHSI on 14 July. Completed backlog pathways increased further in
June. Patient level tracking was ongoing to ascertain when they are booked. The
Trust is improving utilisation of theatres through selective insourcing.
Emergency Department
The aggregate compliance for the month reduced slightly to 85.5%. Compliance
impacted by increased attendance at both sites intensifying existing staffing
gaps. It is presently unclear whether the high number of attendees is linked to
the ongoing changes in Primary Care delivery. In addition the Trust supported
two major incidents in June 2017 (Borough Market terrorist attack and Grenfell
Tower).
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Action

The Trust is implementing new pathways that should deliver the expected
improvement. The Trust has opened additional beds, implementing Elderly Frail
assessment unit pilot and new flow management model.
There was concern expressed that despite the varied initiatives in the last six
months there appeared to be slow progress or gains made.
The Chief Operating Officer remarked that despite the challenges experienced
there was marked improvement compared to last year. It was reported that the
Trust performance result in the last week although not validated at the moment
was much improved. It was clear that the enhanced senior leadership guidance
to support ED was yielding results. There was improved delivery and more
would become apparent in Quarter 3.
There was further discussion on difficulties in recruitment and the impact on the
Trust performance.
It was noted that there has been problems with Radiology recruitment and this
has been a pressure point. It was noted that Registrars start dates are awaited.
The Executive Director of Workforce Development explained that the difficulty
was that there is a national shortage in recruitment. It was noted that some other
Trust are offering higher amount of money to recruit to some posts but this was
not a long term solution as it would only increase cost.
The Trust was trying to create more attractive package for some posts
(especially those at PRUH) such as the provision of accommodation, the offer of
learning development by allowing 20% free time to pursue educational career
development. The Trust has identified 80 posts that need to be filled and they
need to have a different plan for.
It was agreed that the Trust should work to develop tools to enable anticipations
of circumstances which would cause the 95% target to be missed. This would
enable more proactive work with stakeholders to develop longer term solutions.
The question was raised on the report outlining increase in Infection control and
the Chief Nurse clarified that the report / data were not quite right. Some
samples were taken in error and records unduly attributed to the Trust. It was
confirmed that the Statutory reported reports will be discussed at the next
Quality Assurance and Research Committee.
It was AGREED that a paper on the long term strategy for managing the
diagnostic kit issues will be provided at the October 2017 FPC meeting. A report J Farrell /
on ED would be provided at the October FPC meeting. A paper on theatre A Creegan
productivity will be provided for the September meeting It was agreed that a S Dolan
narrative on Infection control should be provided for September 2017 FPC
meeting.
Revised Reporting Framework
The Director of Planning and Performance in Operations, Adam Creeggan
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clarified that in order to ensure consistency in style, content and quality of
Subject

Action

information presented to the Trust Board and relevant sub-committees a
redesign of the reporting framework has occurred.
He presented the new Scorecards and informed the committee that reporting
and assessment will be covered from five key areas of organisational delivery.
The areas are Quality of Care, Finance & Use of Resources, Performance, Well
Led & Developed Workforce and Transformation & Strategic Change. Each
domain will comprise of sub-domains where relevant.
The Scorecards will help track performance and generate user defined reports
including as many domains as required. This means the report can be tailored
for particular users and has the ability to drill down to specific details e.g. for
QARC The committee expressed support for the report and suggested the report
provides more commentary.
017/111

Quarterly Complaint Update
The Chief Nurse reported that for the first time in over five years Trust
performance has improved in relation to the 25 working days response for
Complaints. The overall score for the Trust was 46% and performance was
expected to improve next month.
The PRUH site was doing better than Denmark Hill site and It was noted there
was a healthy rivalry between both sites. The PRUH were to be congratulated
as they had put in a lot of hard work. There was confirmation that there would be
weekly meeting in Denmark Hill site like they have at the PRUH.
The Trust has cleared the backlog of complaint which was really positive
development. The Chief Nurse and Executive Medical Director are working
closely with the Complaint team. It was noted that the Patient Story delivered at
the Public Board meeting provides opportunity to pick up complaints and was a
good learning experience. It was reported that the Complaint team are receiving
thank you notes from families for resolving their complaint.
It was agreed that the Finance and Performance Committee would continue to
receive reports on complaints performance, and that other committees would
focus on the substance of complaints, related actions and implications for care
quality.
FIRM FOUNDATIONS

017/112

Finance Report – M03
The Committee received Month 3 Financial Report from the Deputy Chief
Financial Officer, Simon Dixon
The following key points were reported and discussed:
The actual deficit as at month 3 is £27.2million including penalties. The
cumulative position at month 3 is a deficit of £3.68m but this is due to the
application of contract penalties of £1m, the prudent treatment of anticipated
Celgene income £2m and an under delivery of income CIPs to the value of

4

Item 6.7.1
Item

Subject

Action

£702K.
The Celgene income grant has been phased year round and the Trust is not
accruing this at the present time. It was noted that due to block contract the
patient access penalties was recalculated based on locally agreed trajectory as
opposed to national targets. However these penalties were not booked into the
Trust plan.
There was a favourable variance for all staff pay group as a result of continued
underspends offsetting some overspends. The Trust had underspend in Month 1
£955k and £393k in month 2. It was reported that the Trust was controlling cost,
making savings on agency premiums and receiving prompt authorisation of
timesheet. The Trust was authorising payment of invoices only with the raising of
purchase orders. It was advised that a deep dive would be undertaken on any
variance in non -pay.
The Deputy Chief Financial Officer advised that the CCG are committed to
supporting the Trust with the £5million payment but the risk was its ability to
support the Trust under the SEL – STP requirements. Noted that a list was
recently circulated outlining those Trusts who will receive the funds and the Trust
was not included on the list. The risk was outlined that if the Trust fails to meet its
control total it could lose 0.5% of the CQNN funds (£3.9m).
The Trust was going through arbitration with NHSE on outstanding financial
obligation but it is unclear when an outcome will be reached.
The Trust reported a healthy cash flow in June and July due to cash received
from Fetal Medicine Foundation (£15million in June and £7 million in July).
The Deputy Chief Financial Officer advised that the Trust was tracking closely
additional saving opportunities. However it was noted that with every CIP
programme there is delivery risk.
017/113

Efficiency Programme Update Q1 (CIPs update)
The Finance Improvement Director, Alan Goldsman reported that in Month 3 the
Trust delivered £5.2 million of efficiencies against a plan of £4.4 million, a
positive variance of £0.8million. The Trust has made good progress with the
expectation that nearly all of the £54m schemes are at green status by 25 July.
He confirmed that an enhanced oversight meeting is scheduled on 31 July with
NHS Improvement.
It was reported that additional cross cutting schemes are to be identified. The
Trust requires additional savings to bridge the gap to £66million. The effort is
now focused on twelve schemes categorised by priority to reflect the potential
size of savings benefit. There was confidence in the Trust delivery but it was
suggested that careful consideration should be given to how the cuts are
delivered.

017/114

Update on contractual negotiations with NHS England
The Deputy Chief Financial Officer reported that this had already been
discussed earlier in the agenda. There was nothing more to add to the update
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than to note the negotiations between the Trust and NHS England was ongoing
FOR APPROVAL
017/115

Month 3 NHSI Return Summary
The Deputy Chief Financial Officer drew the committee’s attention to (Enc4.1)
Month 3 NHS I Return summary. The committee approved the submission of
the return on the basis of the summary.

017/116

Any Other Business
There were no issues raised.

017/117

Date of next meeting
Tuesday 29 August 2017 from 08.30am – 11.00am in the Dulwich Committee
Room
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