Board of Directors Meeting
Board Room, Chelsea
Wednesday 29 March 2017, 10am – 12pm

Agenda
1.

Welcome & Apologies for Absence
No apologies to note.

Verbal

2.

Declarations of Interest
(All)

Verbal

3.

Minutes of Public Board Meeting held on the 21 September 2016
(Chairman)

4.

Report from the Chief Nurse and Medical Director
4.1. Consultant Appointments
(Medical Director)

Enclosed

Enclosed

4.2. Quality Accounts January – February 2017
(Chief Nurse)

Enclosed

5.

Care Quality Commission Report
(Chief Executive)

Enclosed

6.

RM Partners Update
(Nicola Hunt, Managing Director of RM Partners)

7.

Financial Plan 2017-2019
(Chief Executive / Chief Financial Officer)

8.

Performance & Quality
8.1. Key Performance Indicators for Q3
(Chief Operating Officer)
8.2. Financial Performance Report
(Chief Financial Officer)

9.

Board Governance
9.1. Board Assurance Framework
(Nancy Hallett, Non-Executive Director)
9.2. Trust Constitution
(Chairman)

10.

Any other business
Date of next public meeting:
28 June 2017, 10am – 12pm, Board Room Chelsea.

Enclosed
Enclosed

Enclosed
Enclosed

Enclosed
Enclosed

Minutes of The Royal Marsden
Board of Directors Public Meeting
Wednesday 21st September 2016
Board Room, Chelsea
Present
R. Ian Molson
Cally Palmer
Ian Farmer
Dame Nancy Hallett
Professor Dame Janet Husband
Mark Aedy
Richard Turnor
Professor Paul Workman
Dr. Liz Bishop
Dr. Shelley Dolan
Professor Nick van As
Marcus Thorman

Chairman
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Operating Officer
Chief Nurse
Medical Director
Chief Financial Officer

In Attendance:
Syma Dawson (minutes)
Nina Singh

Trust Secretary
Director of Workforce – item 6 & 7 only

The meeting was quorate.
1/16

Apologies for absence
None.

2/16

Declarations of Interest
No declarations of interest were made.

3/16

Minutes of the Public Board held on the 1st June 2016
The minutes were approved as an accurate record.

4/16

Nominations Committee Report
The Senior Independent Director, Nancy Hallett, reported that following a rigorous search
and selection process involving external advertising and assistance from an external search
firm, the Council of Governors unanimously appointed Charles Alexander on the 20 th
September to the position of Chairman. Nancy summarised Charles’ experience and noted
that the recommendation of his appointment to the Council of Governors was wholly
endorsed by the Nominations Committee and Executive Team.
The Chairman thanked Nancy and the Nominations Committee for their hard work and
commitment in finding the new Chairman.
The Board noted the appointment of Charles Alexander to the position of
Chairman of The Royal Marsden with effect from 1 December 2016.

5/16

Report from the Chief Nurse and Medical Director
5.1. CQC Update
The Chief Nurse reported that she is yet to receive the draft report from the CQC following
their inspection in April 2016. She assured the Board that a five month wait is consistent
with the experience of other NHS Trusts.

The Board noted the CQC update from the Chief Nurse.
5.2. Recent Consultant Appointments
The Medical Director presented the enclosed report regarding recent consultant
appointments. The Chairman asked whether the Trust was experiencing any particular
recruitment difficulties in terms of its medical staff to which the Medical Director confirmed
this was in the areas of Head & Neck Surgery, Paediatrics, Upper G.I. and Pathology where
there is a national shortage.
The Board noted the recent consultant appointments.
6/16

Junior Doctor Update
The Medical Director informed the Board that the British Medical Association (BMA) had
called for further industrial action which has since been withdrawn. He commented that
many junior doctors will not support a five day strike because of the risk to patient safety.
The Medical Director was pleased to announce that Dr. Kate Newbold has been appointed as
the Trust Safeguarding Lead, a position required to comply with national standards.
The Medical Director was also pleased to report on the positive results of the GMC Survey of
junior doctors which has seen significant improvement in response and experience
compared with the previous year.
The Director of Workforce explained the Trust’s work in developing a sustainable medical
workforce, particularly with regard to junior doctors and workforce from overseas. She
commented on the Deanery’s involvement and support in this area and was pleased to
announce that the Trust has been shortlisted for an HSJ award under the workforce category
for an initiative on radiographer training.
The Board noted that the Trust is yet to establish the financial implications of the new junior
doctor contract although it is anticipated that there will be a 9% increase in baseline costs.
The Board noted the Junior Doctor update presented by the Medical Director
and Director of Workforce.

7/16

Education and Training Strategy
The Director of Workforce presented the Education and Training Strategy and reported that
internal auditors KPMG have reviewed the education arrangements in the Trust and
assigned a green / amber rating. She highlighted the key drivers for change, particularly
national reviews such as the Carter Review, and the five core themes of the Strategy. The
Director of Workforce further noted that there are specific objectives and measures of
success under each strategic theme.
The Chairman asked about the reconciliation of the number of staff required in different
specialties nationally to which the Director of Workforce explained that work to aggregate
numbers is underway at the national level however, the monitoring of workforce levels and
financial implications takes place at the local level.
The Board discussed the possible implications of Brexit in light of its European workforce
and noted that the Director of Workforce is awaiting further information regarding
immigration rules before assessing this.
The Board agreed that some of the headings in the Strategy document needed to be more
specific; the Director of Workforce agreed to revisit these in light of the Board’s feedback.
The Chief Executive summarised that there are two key principles of the Education and
Training Strategy that the Board should be aware of which are:
i)
The need to ensure long term sustainability in the Trust’s education and training
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ii)

function and
The desire to move away from working in silos on training and education for different
staff groups to optimise the Trust’s role in education as is already the case for service
and research.

The Director of Workforce noted that implementation of the Strategy will be carefully
monitored by the Workforce and Education Committee. Following a query raised by NED
Mark Aedy, the Director of Workforce confirmed that the Trust is yet to assess its revenue
options and possible returns as a result of the Strategy. The Chief Executive added that the
biggest financial gain for the Trust is to reduce staff vacancies and agency spend which also
improves quality of service.
The Board noted the Education and Training Strategy.
8/16

Cancer Vanguard
The Chief Nurse outlined the aims of the Cancer Vanguard and particularly highlighted the
need to improve survival outcomes through early diagnosis. She commented on the
variation of cancer care provided to patients and explained that while there is good evidence
available on how best to treat cancer, the Cancer Vanguard would have a vital role in
ensuring best practice across all providers.
The Chief Nurse also commented on the National Cancer Taskforce Strategy and its 96
recommendations and explained how the Cancer Vanguard is prioritising national
priorities, for example, on earlier diagnosis.
Following a rigorous tender exercise for the consultancy contract, the Chief Nurse
announced that KPMG has been appointed to provide this support and expertise on the
commercial model. It was noted that the Trust has made it clear that their consultants are to
work with teams so that learning is embedded into the new care model.
In terms of timescales, the Chief Nurse expects a shadow model to be completed in
approximately 9 months’ time. She explained that the reason for the delay is that the Trust
did not receive central funding until the summer and the Trust also awaits information from
the CQC on shared governance models which is expected to be also in November 2016.
The Trust has appointed a Managing Director of RM Partners, Nicola Hunt, who will take
up position in October 2016. The Chief Nurse summarised Nicola’s work experience and
assured the Board that she has the necessary skills to lead the Cancer Vanguard.
The Chief Nurse commented on the rapidly changing NHS landscape under the new care
models programme. However, despite this, the principles and aim of the Cancer Vanguard
remain the same which is to establish an Accountable Cancer Network that will be trialled
and tested in the hope that this can be reproduced nationally for patient benefit.
The Board discussed the outcome and performance data that is available now and noted that
the Trust should be in a position to make relevant financial assessments regarding savings
by 2018-19. The reporting mechanisms were also highlighted by the Chief Nurse.
Following a query raised by NED Janet Husband, the Chief Nurse commented on the
involvement of Charities such as Macmillan and the Rarer Cancers Charity as well as Cancer
Research UK. Professor Workman noted the importance of ensuring rigorous peer review
with the ICR as well as other institutions that can engage with and assist in the aim of
ensuring early diagnosis.
The Chairman stressed the importance of articulating and defining the measures of success
in order to enable the Trust to fulfil its duty in managing cases where organisations fail to
deliver the set standards. The Chief Nurse assured the Board that this was being carefully
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considered and noted that the London Cancer Alliance has provided some experience of
working across providers to achieve greater value.
The Board noted the update with regard to the Cancer Vanguard.
9/16

Board Assurance Framework
The Senior Independent Director Nancy Hallett presented the enclosed Board Assurance
Framework (BAF). She confirmed that the Board sub-Committee, the Quality, Assurance &
Risk Committee, was satisfied that the BAF sets out the strategic risks currently facing the
organisation and relevant actions. It was agreed that the surgical strategy item should be
removed and referenced under the plans of the Transformation Board. It was also agreed
that further detail was needed regarding the outcome of the Board’s discussions to provide
relevant evidence as well as an audit trail that the Board had functioned accordingly.
The Board noted the Board Assurance Framework and agreed to remove the
surgical strategy objective ensuring reference was made to this under the plans
of the Transformation Board. It was also agreed that the BAF should provide
further information regarding the outcome of the Board’s discussion on
relevant items.

10/16 Financial Performance Report
The Chief Financial Officer (CFO) presented the enclosed report for month 4. He highlighted
that there had been a challenge for activity in July and August however, this trend was
expected. Overall there is a positive variance on the Trusts financial position.
The Board noted the Financial Performance Report for month 4 ending July
2016.
11/16

Performance and Quality
11.1. KPIs for Quarter 1
The Chief Operating Officer presented the KPIs for Quarter 1 and highlighted Appendix D
which revealed performance against the 62 day cancer wait. The Chief Operating Officer
explained the reasons for the wait, noting complex pathways as well as capacity issues.
The Board noted the KPIs for Quarter 1 and in particular, the table presented in
Appendix D as highlighted by the Chief Operating Officer.
11.2. Quality Account for May – July 2016
The Chief Nurse presented the Quality Account for May – July 2016 and commented on how
the Board has been briefed by the Chief Pharmacist regarding MDU and chemotherapy
waiting times. She noted that the recruitment of staff in the MDU has been a challenge
however, the Trust has filled the relevant vacancies and looks forward to welcoming the new
staff in due course.
The Board noted the Quality Account for May-July 2016.

12/16 Any other business
The Chairman closed the meeting by giving thanks on behalf of the Board to the Chief Nurse,
Dr Shelley Dolan, who will take up post as the new Chief Nurse for Kings College Hospital in
October 2016. The Chairman commented on the Chief Nurse’s commitment to the Trust over
her many years of service and personally thanked her for supporting him as Chairman of the
Trust. The Chief Nurse responded by giving thanks to Board colleagues for their support and
commented on how much she has learned from them over the years.
Signed as a true and accurate record
Chaired by:

Date:

Page 4 of 4

BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

29th March 2017

4.1.

Title of Document:

To be presented by

Consultant Appointments

Medical Director

Executive Summary
This report provides the Board with an update on consultant appointments since September
2016. The enclosed report details the background for each consultant appointment.
Recommendations
The Board is asked to note new consultant appointments.
Author:

Contact Number or E-mail:

Date:

Director of Workforce

x2141

14th March 2017

Consultant Appointments
Dr Angela Halley – Consultant in Palliative Care
Dr Halley qualified as a doctor in 2007 at King’s College, London. She obtained her MRCP in
2010 and MSc in 2016. She got a SCE in Palliative Medicine in 2014. Her most recent post
was at Chelsea and Westminster Hospital as part of her training rotation. Prior to this she
worked at the Royal Trinity Hospice, RMH, North London Hospice, St Joseph’s Hospice and
St Bartholomew’s Hospital. She also did a 6-month registrar post in Australia in 2011/12.
Following an AAC on 14th October 2016, she was appointed as a consultant and started her
substantive post on the 9th March 2017.
Dr Helen Lawrence – Consultant Anaesthetist
Dr Lawrence qualified as a doctor at Oxford University in 2005. She got her final FRCA in
2010; she also did a Postgraduate Certificate in Health and Social Care Management at
Reading University in 2013. She previously worked as a locum consultant at Oxford
University NHS trust followed by another locum post at the RMH. As part of her training,
she worked at Oxford University Hospitals, RMH, Royal Berkshire NHSF Trust, and Milton
Keynes Hospital NHSF Trust.
Following an AAC on the 6th January 2017, she was appointed as a consultant and took up
her substantive post on the 1st February 2017.
Dr Shaista Hafeez – Clinical Scientist and Honorary Consultant in Precision Radiotherapy
Dr Hafeez qualified as a doctor in 2002 from St Mary’s School of Medicine, Imperial College.
She got her MRCP in 2005, her FRCR in 2010, MSc in 2012 and her PhD at the ICR in 2016.
She has been a doctor in training until March 2016; her training includes working at the
RMH and the ICR since 2010. Previously she has worked at Mount Vernon Hospital, Royal
Free and other hospitals in London.
Following an AAC at the ICR on the 16th January 2017, she was appointed as a Clinical
Scientist with an honorary contract at the RMH. She started her honorary appointment at
the RMH on the 27th February 2017.
Dr Kara HEELAN - Consultant in Dermatology
Dr Heelan qualified from University College Dublin in 2006 with an MB BCh BAO. She
undertook an Advanced Medical Dermatology Fellowship with an interest in autoimmune
bullous disorders at the University of Toronto in 2013. This was followed by a Fellowship in
Skin Cancer and Dermatological Surgery at University College London Hospital in 2016. She
got an MD in 2016.
She is currently a Locum Consultant Dermatologist at University College London Hospital.
Following an AAC on the 23rd February 2017, Dr Heelan was offered a Consultant in
Dermatology post at The Royal Marsden NHS Foundation Trust. She is expected to take up
her substantive appointment on the 3rd April 2017.

BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

29th March 2017

4.2.

Title of Document:

To be presented by

Quality Accounts January - February 2017

Chief Nurse

Executive Summary
The monthly Quality Account reports the current Trust performance against the targets for
2016/17 described in the Annual Quality Account (2015/16) under the following three
nationally agreed categories:
 Safe care


Effective Care



Improved Patient Experience.

The report highlights good performance across some key areas:
 Trust attributable C.Difficle remains well below the CCG target


No MRSA bacteraemia’s reported this month.



Medicine errors – low number of minor harm, no moderate or above harm.



Family & Friends Test – Good performance sustained across Divisions

Area of Note:
 Overall increase in complaints (low severity) reported this month.


One grade 4 pressure ulcer reported (community services)

Recommendations
The Board is invited to note the performance of the Trust against the agreed national and
local quality targets up to February 2017.
Author:

Contact Number or E-mail: Date:

Chief Nurse

x2121

14th March 2017

The Royal Marsden NHS Foundation Trust
Quality Account for January and February 2017 to be presented to the March 2017 Board.
1.0.

Introduction

The monthly Quality Account reports the current Trust performance against the targets for 2016/17 described in the Annual Quality Account (2016/7) under
the following three nationally agreed categories:




Safe care
Effective care
Improved Patient experience.

1.1. Data Quality
Information and data at the Royal Marsden is produced by a centralised expert team separate from the clinical and operational teams. This separation and
expertise is critical to ensure that the data is accurate and is not affected by the operational teams who are trying to comply with local and national
improvement targets. All healthcare associated incidents, falls, medication incidents and pressure ulcers are reported locally onto the central Datix incident
reporting system. The Datix analyst from the risk management team who is separate to the clinical care team compiles the reports for the quality account. All
falls and medication incidents are also reviewed by subject matter experts to ensure accuracy and learning from themes. Every month a report is generated for
each clinical area and if there is a reduction in reporting there is a central and local alert with action taken.
2.0. Safe Care
2.1. Reduction in Healthcare Associated Infections (MRSA bactereamia and C Difficile infections)
Target: <31 C Difficile infections and <1 MRSA bactereamia
The NHSE guidelines on reporting of C.Difficile infection (CDI) allows commissioners to use discretion as to whether a case is considered against the
trajectory. Only cases deemed as a ‘lapse in care’ are attributed against the objective number (for the RM in 16/17 =31 cases). Where a Trust can demonstrate
that the case is a single isolated case, or there are sound clinical reasons which may lead to CDI (such as chemotherapy or gut surgery) and that procedures
have been correctly followed including antibiotic prescribing, hand hygiene, device care and environmental cleaning, then the commissioners are able to
exclude the case from trajectory numbers. The C. difficile toxin objective for 2016/17 has been set at 31 again this year.
Feb 2017 Cdiff Summary Statement: Year to date (2016/17) there were 5 C.Difficile cases that were categorised as “lapse in care” by our
commissioners and therefore counted against the RMH trajectory of no more than 31 cases. This is a positive position, with the year end
prediction being to remain well below our trajectory. Of note: four ‘same DNA CDiff cases under review at Sutton, samples sent for
further testing.
1

Table 2.1
Organism

RM attributable January
2017

RM attributable February
2017

YTD

Trajectory

MRSA

0

0

1

0

5

4

50*

31

bactereamia

C.Difficile

*Note: In 16/17 there were 5 cases that were categorised as “lapse in care” by the commissioners and therefore counted against the RMH
trajectory of 31.
2.2. Rate of patient safety incidents and percentage resulting in severe harm or death
To include:
 Reduction of severe/moderate risk medication errors
 Reduction of harm from falls
Target: Reduction in the rate of patient safety incidents per 100 admissions and the proportion that have resulted in severe harm or
death.

2.3. Reduction in Falls
Target: < 0.7 moderate and above (resulting in harm) falls per 1000 bed days.
Feb 2017 Falls Summary Position: Year to date - to end February 2017 the Trust has met the falls reduction target. One moderate harm
reported (a patient who suffered a fractured ankle) which is under investigation this month.
2

3

Severity of Patient Fall incidents:

3 - Severity - Current Period
No Harm
Low / Minor (Minimal harm)
Moderate (Short term harm)
Severe / Major (Permanent or long term harm)

2016 03 2016 04 2016 05 2016 06 2016 07 2016 08
23
10
18
12
13
13
13
9
7
5
6
3
0
0
0
0
1
0
0
0
0
0
0
0

2016 09
11
4
0
0

2016 10
15
8
1
0

2016 11
17
6
0
0

2016 12
7
7
0
0

2017 01
17
3
0
0

2017 02
6
8
1
0

Total
162
79
3
0

Death / Catastrophic (Caused by the incident)

0

0

0

0

0

0

0

0

0

0

0

0

0

Totals:

36

19

25

17

20

16

15

24

23

14

20

15

244

36%

47%

28%

29%

35%

19%

27%

38%

26%

50%

15%

60%

34%

% Harm Patient Fall

2.4. Reduction in medication errors
Target: To increase the reporting of near misses and decrease the incidents that cause actual harm (low<2 per 1000 bed days and
moderate <0.17 per 1000 bed days).
There has been an increase of 68% in medication incidents categorised as ‘near miss’ (no harm) in comparison to the same period in 2016/2017. This is as a
result of a new streamlined near miss reporting method using our DATIX incident reporting system. As part of this - the Pharmacy department has been
raising awareness on reporting of near misses and low or no harm medicine reactions.
Severity of medication incidents:

3 - Severity - Current Period
No Harm
Low / Minor (Minimal harm)
Moderate (Short term harm)
Severe / Major (Permanent or long term harm)
Death / Catastrophic (Caused by the incident)
Totals:
% Harm Medication Incidents

2016 03 2016 04 2015 05 2016 06 2016 07 2016 08 2016 09 2016 10 2016 11 2016 12 2017 01 2017 02
90
89
70
77
74
71
72
86
80
72
65
83
46
27
33
39
33
27
25
27
47
33
36
26
1
0
0
0
2
0
0
2
0
1
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
137
116
103
116
109
98
97
115
127
106
101
109
34%
23%
32%
34%
32%
28%
26%
25%
37%
32%
36%
24%

Total
929
399
6
0
0
1334
30%

Feb 2017 Medicine Summary position: An increase in ‘no harm’ incidents this month. No moderate or above harm events.
The lowest reported ‘minor harm’ events since September 2016.
4

5

2.5. Percentage of admitted patients risk assessed for Venous Thrombo-embolism (VTE)
Target: 95% have completed VTE risk assessments
Feb 2017 VTE Summary: The Trust consistently achieves >90% compliance with risk assessment (CQUIN target is 90%). All patients
with confirmed VTE as reported by radiology undergo a Root Cause Analysis (RCAs). The VTE steering board monitor all confirmed
VTE and scrutinise the RCAs.

6

3.0

Effective Care

Incidence of Trust acquired pressure ulcers
Feb 2017 Pressure Ulcer Summary: Overall numbers of pressure ulcers are slightly down. Grade three pressure ulcer numbers have
fallen. There is one grade four reported in the community, which is currently under investigation.
Pressure Ulcer Figures for February 2017
Pressure ulcer indicators

Jan 17 Incidence

Feb 17 Incidence

Number of patients with attributable pressure ulcers Category 2
(RMH)

15

9

Number of patients with attributable pressure ulcers Category 3
(RMH)

1

2

Number of patients with attributable pressure ulcers Category 4
(RMH)

0

0

Number of patients with attributable pressure ulcers Category 2
(RMCS)

7

13

Number of patients with attributable pressure ulcers Category 3
(RMCS)

6

1

Number of patients with attributable pressure ulcers Category 4
(RMCS)

0

1

Total Pressure Ulcers Per Month

29

26

March 17 Incidence

7

Number of patients with Trust attributable pressure ulcers, all categories monthly totals to Feb 2017

8

3.4 Emergency re-admissions to hospital within 28 days of discharge
Target: Reduction in the number of avoidable re-admissions to hospital within 28 days of discharge
Some emergency re-admissions following discharge from hospital are an unavoidable consequence of the original treatment, however some can be potentially
avoided through ensuring the delivery of optimal treatment according to each patient’s needs, careful planning and support for self care. It is important to
note that some readmissions will inevitably include patients who are admitted with side effects of treatment therefore it may be difficult to explain any
differences between RMH with other acute Trusts.
Jan 17 Summary (Feb data not available at time of report): exceptionally low numbers of readmissions remain. Nil concerning trends or
concerns to report this month.

9

4.0
4.1.

Patient Experience
Reduction in Chemotherapy Waiting times

Feb 17 Chemotherapy Waiting Time Performance: excellent performance in Chelsea (lowest waiting times since April 2016). Sutton
performance remains within expected limits – no significant change or concern this month.
Current Performance

10

11

Pre-prescribing of chemotherapy
Pre-prescribing of chemotherapy >5days in advance of patients’ appointments is well established within the Trust in recognition of the significant benefits
related to chemotherapy ordering and availability for patients.
Although improvements have been made in areas, the overall pre-prescribing rates >5 days remains at above 70%. Discussions have taken place with clinical
units where the rates can be improved and this needs further focus and ownership by the CBUs.

Pre-screening of chemotherapy
In addition to pre-prescribing efficiency, it was evident from early e-chemo performance data that there was significant improvement to be made in the
efficiency in the pharmacy team screening the prescriptions prior to passing to the aseptic unit for ordering. This was particularly evident on the Sutton site
12

where capacity was significantly constrained. A quality improvement exercise was undertaken to better understand where improvements could be made with
the aim to improve process efficiency.
The result of this work has been to improve pre-screening rates on the Sutton site from approximately 80% in Q1 2015/16 to 97% in Q4. This has enabled a
larger proportion of prescribed treatments to be processed and ordered on time.

13

4.2. Patient Experience, including Family & Friends Test (FFT)

National FFT inpatient results reporting:
From November 2014 NHS England report a percentage of those who would recommend the Trust to friends and family.
Inpatient data was collected for 177 Acute NHS trusts and independent sector providers. Nationally, the overall average percentage for those
who would recommend the service to friends and family was 96% in January. The Trust is above this with a score of 97%.
Outpatient data was collected for 238 Acute NHS trusts and independent sector providers. Nationally the overall average percentage for those
who would recommend outpatients to friends and family was 93% in January. The trust was above this with a score of 99%.
Community health services data was collected from 140 NHS organisations and independent sector providers who provide community
health services. Nationally the overall average percentage for those who would recommend community services to friends and family was 95% in
January. The trust was the same with a score of 95%.
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The tables below show the results for the Trust each quarter or month to date. At the time of reporting (10 March 2017) national figures were
available up to January 2017.
http://www.england.nhs.uk/ourwork/pe/fft/friends-and-family-test-data/

INPATIENTS

Q3
2015-2016

Q4 20152016

Q1 20162017

Q2
20162017

Q3 20162017

Jan 2017

The Royal Marsden percentage of inpatients
who would recommend
National average
Response number

96.7%

97%

98%

98%

98%

97%

96%
1986

96%
1691

96%
1473

96%
1437

95%
1371

96%
477

OUTPATIENTS

Q3 20152016

Q4 20152016

Q1 20162017

Q2 20162017

Q3 20162017

Jan 2017

The Royal Marsden percentage of
outpatients who would recommend
National average
Response number

98%

96%

98%

98%

98%

99%

92%
1084

93%
918

93%
1157

93%
964

93%
933

93%
217

Community health services (overall)

Q4

The Royal Marsden percentage of those in
community services who would recommend
National average
Response number

2015-2016

Q1 2016-2017

Q2 2016-2017

Q3

2016-2017

Jan 2017

98%

98 %

100%

97%

95%

95%
733

95%
264

95%
322

95%
841

95%
352
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February 918 Patient Experience Survey Responses
Inpatient comments (127) Alongside positive comments from inpatients 13 made suggestions for improvement. Some examples follow:“Response time to alarm buttons was slow at times but mainly more than adequate”
“the nose at night was making it difficult to sleep”
An improvement would be far the Dr’s to find somewhere more private to discuss private and personal info and not on the ward.
We also asked all in-patients on discharge the following questions about their care.
Score (out of
5)
Were you
treated with
dignity and
respect?
Did you feel
involved
enough in
decisions made
about you?
Did you receive
timely
information
about your care
and treatment?
Was the
location clean?
Were you
treated well by
the staff looking
after you?

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Feb

4.96

Jan
2017
4.91

4.98

4.87

4.85

4.95

4.89

4.95

4.90

4.92

4.84

4.75

4.75

4.86

4.84

4.90

4.75

4.83

4.80

4.86

4.73

4.89

4.74

4.76

4.87

4.82

4.90

4.76

4.81

4.80

4.82

4.74

4.88

4.78

4.78

4.89

4.81

4.92

4.77

4.88

4.89

4.90

4.85

4.98

4.88

4.88

4.94

4.96

4.95

4.91

4.91

4.98

4.95

4.89

4.83
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Day case (321) comments
Alongside positive comments from day patients 33 made suggestions for improvement. 12 of these came from MDU Sutton and some examples
of the quotes follow:“better info about the type of cancer what we patients can do at beginning of treatment programme and diet iron intake for side effects etc.
The contact nurse ponds some info and there are some booklets given but one can learn a lot along the way at periodic awareness sessions.
Maybe there should be continuous nurse, doctor and patient info exchange esp during MDU chemo infusion. This enables each group to learn
somehow little tips on diet, how/what to me re cleaning teeth/gums and sensitive feet/hands to cold and numbers and also how to
avoid/prevent infections re mouth ulcers, split fingertips skin etc.
We also asked all day case patients on discharge the following questions about their care.
Score (out of 5)

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Feb

4.91

Jan
2017
4.91

Were you treated
with dignity and
respect?
Did you feel
involved enough
in decisions made
about you?
Did you receive
timely information
about your care
and treatment?
Was the location
clean?
Were you treated
well by the staff
looking after you?

4.95

4.90

4.98

4.97

4.96

4.93

4.94

4.95

4.87

4.82

4.87

4.91

4.86

4.88

4.85

4.90

4.84

4.77

4.86

4.88

4.82

4.84

4.88

4.84

4.82

4.84

4.90

4.80

4.75

4.83

4.90

4.88

4.94

4.95

4.94

4.92

4.91

4.94

4.94

4.88

4.86

4.98

4.91

4.96

4.97

4.97

4.95

4.96

4.96

4.94

4.94

4.95

4.93
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Outpatient (318) comments
Alongside positive comments from outpatients, 19 made suggestions for improvement. These were around the following:“warm drinks should be offered to patients if treatment is delayed”
“the care on the whole was excellent. One radiographer placed my notes on my tummy as I lay on the treatment bench. I didn’t like this-it made
me feel like a piece of furniture.”
“action on outpatients delays and pharmacy delays”
“my appointment was at 3.30pm it is now 5.30pm, cup of tea or coffee would be a pleasant gesture”
We also asked all out-patients on discharge the following questions about their care.

Score (out of 5)

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Feb

4.96

Jan
2017
4.97

Were you treated
with dignity and
respect?
Did you feel
involved enough in
decisions made
about you?
Did you receive
timely information
about your care
and treatment?
Was the location
clean?
Were you treated
well by the staff
looking after you?

4.92

4.96

4.91

4.96

4.95

4.98

4.93

4.88

4.85

4.85

4.81

4.87

4.85

4.86

4.81

4.80

4.88

4.92

4.85

4.89

4.89

4.83

4.84

4.89

4.89

4.85

4.80

4.91

4.92

4.88

4.93

4.93

4.91

4.94

4.97

4.95

4.91

4.87

4.96

4.93

4.92

4.93

4.96

4.93

4.95

4.99

4.98

4.94

4.88

4.98

4.99

4.96

4.94

18

Sutton Community Health Services (125) Comments
Alongside positive comments several patients made suggestions for improvement.
“giving carer plenty of time to feed me. I need good pace to eat my meal. I cannot manage with ordinary toothpaste except the one
recommended by SALT. I need carers to be slow and patient with my feeding and to follow my guidelines.”
“Can be confusing when two therapists come at the same time. Have progressed more than I would have done without therapy. Motivated to
continue with therapy and put through my paces which is good.”
“Transport would be good to take me and the therapist OT to a club or group. The therapy was good but sometimes overwhelming because of the
amount of people. But it has helped me. I felt a little more confident in my day to day work at home with the OT. Now my speech is doing well
and the therapist there has helped me. They are all good people.”
We also asked all people who use community services the following questions about their care.

Score (out of 5)

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Feb

4.96

Jan
2017
4.94

Were you treated
with dignity and
respect?
Did you feel involved
enough in decisions
made about you?
Did you receive
timely information
about your care and
treatment?
Were you treated
well by the staff
looking after you?

4.68

4.95

4.94

4.96

4.98

4.97

4.91

4.95

4.57

4.88

4.87

4.84

4.86

4.89

4.85

4.89

4.88

4.88

4.98

4.59

4.84

4.91

4.88

4.90

4.84

4.79

4.89

4.86

4.82

4.91

4.71

4.83

4.83

5.00

5.00

4.71

4.53

4.96

4.96

4.73

4.89

4.99
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5.0. Nurse Safer staffing (February Data not available at the time of the report)
From June 2014 all Trusts are required by the Department of Health, Monitor and the Care Quality Commission to be able to assure their Boards around the
provision of nursing care on its wards and units. This requirement followed the national failings in care at Mid Staffordshire NHS Foundation Trust and other
Trusts since placed on “special measures”. The final Francis report recommended that Boards regularly check that levels of nurse staffing are appropriate for
good quality care.
Overall the percentages are as follows:
January 2017
Average fill rate for night staff
94.7%
Average fill rate for day staff
97.7%
Average fill rate for Registered staff
94.5%
Average fill rate for Care staff
105.4%
Average Trust wide fill rate (All staff, night and
day)
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5.1 Nursing Leavers and Starters Report

Starters
(wte)
Leavers
(wte)
Variance

Starters
(wte)
Leavers
(wte)
Variance

Band 5-7 Nurses (2015/16)
Sep-15
Oct-15
Nov-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

6

12

16

13.6

13.8

22.49

21.27

15
-9

15
-3

14
2

11.5
2.1

10.66
3.4

7.18
15.31

8.75
12.52

Dec-15

Jan-16

Feb-16

Mar-16

21.45

12.8

17.59

21.08

10.57

10.61
10.84

11.61
1.19

13.18
4.41

15.18
5.9

9.33
1.24

Band 5-7 Nurses (2016/17)
Aug-16
Sep-16
Oct-16
Nov-16

Apr-16

May-16

Jun-16

Jul-16

21.52

13.00

9.88

11.60

14.50

29.5

33.50

10.74
10.78

14.11
-1.11

7.29
2.59

15.21
-3.61

13.55
0.95

10.12
19.38

12.60
21.19

Mar-17

Total
188.65
142
46.62

Dec-16

Jan-17

Feb-17

Total

11

7.4

24.54

11.1

187.54

10.79
0.21

10.71
-3.31

10.45
14.09

5.31
5.79

122.22
65.32
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Nurse leavers January 2017

Nurse leavers in February 2017
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7.1

Complaints Received by the Trust in January 2017
by Directorate and Subject

There were 9 complaints opened in January.
Attitude of staff
 Attitude of staff during clinic appointments
Delays
 Bed booking on the Medical Day Unit
 Out-of-hours dispensing of TTO drugs
 Waiting time for scheduled appointment
 Waiting time for pharmacy
Communication
 Difficulties requesting night nursing support
 Communication with family members following patient death
 Appointment letters not sent to patient
 Telephone communication with patient
23

Complaints Received by the Trust in February 2017
by Directorate and Subject

There were 18 complaints opened in February.
Attitude of staff
 Issues with administrative staff
 Member of secretarial staff
 Communication with patient’s CNS
Clinical Issues
 Adverse reaction to pain medication administered to patient
 Issues regarding patient’s colonoscopic assessment
 Clinical guidance offered regarding treatment options
 Support provided following surgery
 Issues following fitting of port

24

Delays
 Length of time taken to diagnose patient
 Length of wait for scheduled appointment
Communication
 Appointment letter sent to incorrect patient
 Issues regarding scheduling of MDU appointment
 District nursing telephone management
 Communication following denied patient transport request
 Private Care invoicing system
 Updates to family regarding location of patient
 Communication of changes in care and charging
Safeguarding
 During outpatient appointment

8.0. The Board is invited to note the performance of the Trust against the agreed national and local quality targets for January and
February 2017 and the actions being taken.
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Title of Document:

To be presented by

Care Quality Commission Report

Chief Executive

Executive Summary
The Royal Marsden was inspected by the Care Quality Commission between 19 and 22 April
2016 and the final reports and ratings were published 9 months later on 19 January 2017.
We returned extensive commentary and evidence to the CQC about the factual accuracy of
their assessment and ratings, following receipt of the draft report in October 2016. The final
aggregated ratings across all 5 domains of safe, caring, effective, responsive and well led for
the sites are as follows: Chelsea is “outstanding”; Sutton is “good” and Community Services
“requires improvement”. The Trust’s overall rating is “good”, with an outstanding rating for
Radiotherapy, Critical Care and Chemotherapy at Sutton as well as the Chelsea site overall.
There is one “must-do” for cancer – the implementation of the surgical safety checklist in
Outpatients (this is fully implemented in surgery as required by current regulation). There
are 5 “must-do’s” in Community Services.
We have displayed the findings within the hospital and on the RM website. We have
responded to the CQC consultation (closed 14 February) on the new approach to inspections
and continuous monitoring.
Following all CQC inspections and publication of reports, the CQC call a 'Quality Summit' to
present the report to local stakeholders, commissioners and scrutiny bodies. The Chairman,
Senior Independent Director, a Governor representative and Executive Directors attend the
Quality Summit, and respond to the report, discussing actions with the CQC and local
Commissioners. The RM Quality Summit is scheduled for the 6th of April 2017.
Recommendations
The Board is asked to note and discuss the Report.
Author:

Contact Number or E-mail: Date:

Chief Executive

x1915

13th February 2017

The Roy
oyal
al Mar
Marsden
sden NHS
Foundation Trust
Quality Report
Fulham Road
Chelsea
London
SW3 6JJ
Tel: 020 7808 2101
Website: www.royalmarsden.nhs.uk

Date of inspection visit: 19 - 22 April 2016
Date of publication: This is auto-populated when the
report is published

This report describes our judgement of the quality of care at this trust. It is based on a combination of what we found
when we inspected, information from our ‘Intelligent Monitoring’ system, and information given to us from patients, the
public and other organisations.

Ratings

Overall rating for this trust

Good

–––

Are services at this trust safe?

Good

–––

Are services at this trust effective?

Good

–––

Are services at this trust caring?

Outstanding

–

Are services at this trust responsive?

Good

–––

Are services at this trust well-led?

Good

–––
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Summary of findings
Letter from the Chief Inspector of Hospitals
The Royal Marsden NHS Foundation Trust is split over two
principal sites, in Chelsea and Sutton, and a day-case unit
on the site of Kingston Hospital. As a specialist trust, the
Royal Marsden receives referrals from beyond the
immediate areas, including national and international
referrals. The trust also provides community healthcare
services at a range of sites throughout the London
Borough of Sutton, to a population of approximately
196,000.
We inspected the Royal Marsden NHS Foundation Trust
as part of our specialist NHS inspection programme as
well as applying our NHS community health service
inspection methodology also. We inspected the trust
between 19 and 22 April 2016 as well as carrying out
additional visits following the announced inspection to
collect further information and to corroborate findings.
The Royal Marsden Community Services formed Sutton
and Merton Community Services (SMCS) in 2011. Various
community health services were provided in the London
Boroughs of Sutton and Merton. From 1 April 2016 The
Royal Marsden Community Services stopped providing
services to Merton and formed Sutton Community
Services (SCS). Our reports in to community health
services include data from the 12 month period leading
up to our inspection which was before the disaggregation
of services and therefore contains some data relating to
Merton. We have included separate data where it was
available. Our site visits during the inspection were
limited to Sutton only.
Overall, we have rated the trust as good. We rated it good
for providing care which was safe, effective, responsive to
the needs of the population, and well-led. We rated the
trust outstanding for the caring domain.
Additionally, we rated the radiotherapy service as
outstanding across both hospital locations. This was
because the radiotherapy service was patient centred;
care was provided in line with national standards, with
radiotherapy services participating in national and
international research programmes.
Our key findings were as follows:

• There were robust processes for staff to follow in
relation to incident reporting and investigation. Staff
understood the importance of being open and honest,
as per the duty of candour.
• Learning outcomes, arising from incident
investigations, were, in the main, shared with staff and
applied in practice. Improvements were required
within the adult's community service to ensure that
learning from incidents was shared across all teams.
• Staffing arrangements supported the delivery of safe
diagnostics, treatment and care within the hospital
setting. However, staffing shortages within the
community nursing teams meant that the delivery of
end of life care fell to more experienced staff who had
attended relevant training, this meant that there was
limited staff available to deliver end of life care.
• Specialist staff did not feel they were always being
contacted quickly enough to support the timely
commencement and delivery of end of life care for
patients both in the hospital setting and within the
community.
• The environment in which people received treatment
and care was clean and organised in a manner, which
identified and responded to potential or actual
infection control risks.
• Medicines, including controlled drugs, and
chemotherapy were safely prepared, managed and
optimised.
• In the majority of cases, vulnerable individuals were
identified and protected under safeguarding practices
and through the application of the Mental Capacity Act
and associated Deprivation of Liberty Safeguards.
Improvements were required within the community
adult's services to ensure capacity assessments were
routinely recorded. Staff working within community
adults services required further support in helping
them to understand the concepts of the Mental
Capacity Act.
• Staff were enabled to perform their duties through the
provision of professional standards and guidance.
However, within community services, staff were not
consistently following best practice in their approach
to wound assessments. This meant that changes to
wound presentation were less likely to be accurately
recorded and deterioration may not have been
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•

•
•

•

•
•

•
•

•

•

addressed as readily. Additionally, community staff
were not routinely following the quality standard for
nutrition support in adults which required care
services to take responsibility for the identification of
people at risk of malnutrition and provide nutrition
support for everyone who needed it.
In the majority of care settings, treatment outcomes
and other departmental audits enabled staff to
monitor the effectiveness of the services provided.
Strong multidisciplinary team work across disciplines
facilitated the delivery of effective services to people.
A full range of diagnostic and technological equipment
was available, and was used by appropriately trained
staff to monitor and deliver treatment and care.
Staff had the right qualifications, skills, knowledge and
experience to undertake their roles and
responsibilities. They had access to developmental
training and were supported by senior staff through a
range of approaches.
Staff had opportunities to receive feedback on their
performance.
People were treated with kindness, dignity, respect
and compassion whilst they received care and
treatment from staff.
Staff took into account and respected people’s
personal, cultural, social and religious needs.
Staff were observed to take the time to interact with
people who used the service and those close to them
in a respectful and considerate manner. They showed
an encouraging, sensitive and supportive attitude
towards people receiving treatment and care, as well
as those close to them.
People who used the services and those close to them
were involved as partners in their care. Staff
communicated with people so they understood their
care, treatment and condition. They recognised when
people needed additional information and support to
help them understand and be involved in their care
and treatment and facilitated access to this.
People received appropriate and timely support and
information to cope emotionally with their care,
treatment or condition.

We saw several areas of outstanding practice including:
• Critical care staff worked with a specialist in
aromatherapy massage as part of a trial to identify if
this type of therapy would result in better sleep

•

•

•

•

•

•
•

patterns amongst patients. This trial was in progress at
the time of our inspection and aimed to find if nonpharmacological intervention could be an effective
alternative to support sleep to high doses of drugs.
The Critical Care Unit’s (CCU) research programme was
well structured and there were multiple safety nets in
place for staff conducting this. The Committee for
Clinical Research had oversight of every project and
only approved them after a positive peer review and
ethics approval. The research profile was
internationally recognised and staff represented the
unit at the NHS National Institute of Health Research
and the National Critical Care Research Group. Senior
research staff worked academically and clinically,
which meant they could ensure critical care projects
were conducted according to established multiprofessional best practice.
Staff in CCU prescribed patients who were considered
high-risk for complications a pre-rehabilitation
programme before they underwent surgery. A
physiotherapist led this programme and provided
patients with an exercise regime and diary. This helped
them to prepare for rehabilitation and to support their
health to improve their condition after surgery.
The environmental adaptations in the Chelsea CCU
demonstrated exemplary focus on individual care and
attention to detail. This included adapted
environments for patients with dementia, bariatric
patients and teenagers.
Senior staff actively promoted staff welfare and had
provided tai chi, complementary therapies and
meditation sessions to promote wellbeing and
relaxation.
The Marsden is the only NHS hospital to have the
updated version of the da Vinci Xi surgical robot. This
less invasive surgery allowed improved patient
recovery. The 10 year fellowship programme meant
that 30 surgeons would be trained by the trust to
operate the robot.
There was an extensive range of information, including
films for patients, which provided detailed support.
The trust had direct access to electronic information
held by community services, including GPs. This
meant that hospital staff could access up-to-date
information about patients, for example, details of
their current medicine.
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Summary of findings
• Staff demonstrated high care, arranging patient
transportation and accommodation for those that did
not live near to the hospital.
• The investment by the trust ensured that staff were
developed and highly trained. Many staff had studied
for master degrees and specialist courses in cancer.
• Research, ongoing quality improvement projects and
auditing were of a high level and drove the quality
improvement agenda.
• Nursing and therapy staff had the commitment and
time to provide person-centred care that often went
the ‘extra mile’
• The introduction of ambulatory care had managed to
reduce patient bed stays and improve patient
experience.
• The end of life supportive care home team (SCHT) was
a part of a Sutton CCG (clinical commissioning group)
vanguard relating to improving end of life care in care
and nursing homes. Members of the SCHT were
involved in developing the service and had been
invited to speak about the model and share this
development with other services. The end of life
supportive care home team (SCHT) was a part of a
Sutton CCG (clinical commissioning group) vanguard
relating to improving end of life care in care and
nursing homes.

However, there were also areas of practice where the
trust needs to make improvements.
Importantly, the trust must:
• Implement and embed the World Health Organisation
Safety Checklist in the outpatients department.
• When patients (aged 16 and over) are unable to give
consent because they lack the capacity to do so, the
trust should ensure staff act in accordance with the
Mental Capacity Act 2005.
• Ensure that records contain accurate information in
respect of each patient and include appropriate
information in relation to the treatment and care
provided, particularly with regard to risk assessments.
• The provider should take action to understand the
shortfalls in recording of risk assessments and
individualised care plans in the integrated community
teams.
• Review the staff compliment for community adult
services to ensure there are sufficient numbers of
appropriately skilled staff to meet patient’s needs.
• The provider should strengthen the reporting on the
assurance of effectiveness of governance
arrangements to the trust board; this specifically
relates to community services.

Professor Sir Mike Richards
Chief Inspector of Hospitals
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Background to The Royal Marsden NHS Foundation Trust
Sites and locations:

The trust has two principal sites: The Royal Marsden
Chelsea and The Royal Marsden Sutton.
Additionally, the trust provides community services
throughout the London Borough of Sutton to a
population of approximately 196,000.
In total, the trust has 212 beds; 196 beds are allocated for
general and acute care and 16 are dedicated to the
provision of critical care services. The trust employs 4,203
staff, of which 402 are medical, 1,255 nursing, 1,203 "other
clinical" and 1,342 "other non-clinical".

Activity

During 2014/2015, the trust recorded 9,842 inpatient
admissions and 190,117 outpatient attendances. Within
community health services, the trust carried out a total of
510,693 community attendances between July 2014 and
December 2015, with community nursing accounting for
the largest share of attendances (37%).
The trust ceased providing community health services
within the London Borough of Merton as of 31 March
2016.

Our inspection team
Our inspection team was led by:
Chair: Robert Aitken
Head of Hospital Inspection: Nick Mulholland
The team included CQC inspectors and a variety of
specialists with the following expertise: Consultants in
Clinical Oncology, Palliative medicine, Anaesthetics, and

Critical care. We also had expertise from nurses with
experience in end of life care and oncology; a Consultant
General Surgeon; a Medical Director; Director of Nursing
and Operations; Radiology and Radiography and a
clinical Psychologist. We had one expert by experience
assisting us and analytical support.

How we carried out this inspection
To understand patients' experiences of care, we always
ask the following questions:
• Is it safe?
• Is it effective?
• Is it caring?
• Is it responsive to people's needs?
• Is it well-led?
Our inspection was announced in advance to the trust. As
part of the preparation and planning stage the trust
provided us with a range of information, which was
reviewed by our analytics team and inspectors.
We requested and received information from external
stakeholders including, Monitor, The General Medical

Council, The Nursing and Midwifery Council, The Royal
College of Nursing, and The Royal College of
Anaesthetists. We received information from NHS
England Quality Surveillance Team, NHS England
Specialised Commissioning and Health Education
England. Local clinical commissioning groups also shared
information with us.
We considered in full information submitted to the CQC
from members of the public, including notifications of
concern and safeguarding matters. Members of the
public spoke with us at our open days held at the trust on
11 April 2016.
We held focus group discussions with separate groups of
staff during the week commencing 4 April 2016.
Participants included; allied health professional,
administration and clerical staff, band 5 and 6 nurses,
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senior sisters and charge nurses, matrons and clinical
nurse specialists. Focus group discussions were held with
consultants, junior doctors and members of staff at
different grades from black and ethnic minorities during
the inspection week. Our announced inspection visit took
place over the 19 -22 April 2016. We also undertook a
further announced visit on 6 May 2016 to the Sutton site
and 18 May 2016 to the critical care unit located at the
Chelsea site.

information provided to us. Whilst on site we interviewed
more than 400 staff, which included senior and other staff
who had responsibilities for the front line service areas
we inspected, as well as those who supported behind the
scene services, and volunteers. We requested additional
documentation in support of information provided where
it had not previously been submitted. Additionally, we
reviewed information on the trust's intranet and
information displayed in various areas of the hospital.

During our inspection we spoke with 155 patients and
relatives/friends, who provided feedback on their
experiences of using the hospital services. We looked at
over 50 patient records where it was necessary to support

We made observations of staff interactions with each
other and with patients and other people using the
service. The environment and the provision and access to
equipment was assessed.

Facts and data about this trust
The trust provides a specialist tertiary service for patients
diagnosed with cancer. The Royal Marsden treats local
patients and patients referred from other parts of
England for treatment, patients participating in clinical
trials and private patients.
The trust provides a full range of diagnostic and
treatment services, including surgery, services for
children and young people, chemotherapy, radiotherapy,
haematology and bone-marrow transplant services, end
of life care and outpatients and diagnostics.
The London Borough of Sutton is in south west London
and forms part of outer London. It has a population of
191,123. The proportion of both younger people aged
0-19 years and those aged 35-44 years is higher in Sutton
compared to the national profile, while the birth rate and
the population of young children (0-4 year old) is lower
compared to London or England. In 2011 79% of people
living in Sutton were of white ethnicity. This is lower than
England (85%) and higher than London (60%).
Deprivation: At borough level Sutton ranks 196 out of 326
boroughs (where 1 is the most deprived and 326 is the
least deprived).
The health of people in Sutton is generally better than the
England average. It has some of the lowest avoidable
mortality rates (people dying before the age of 75 years)
compared to London and England. cancer remains the
biggest single cause of death in those under 75 year
olds, and the proportion of cancer deaths has increased

over the last five years. Over the same time, the
proportion of deaths from circulatory disease reduced
and there was a small decrease in deaths from respiratory
conditions.
According to Public Health England June 2015 figures, the
health of people in the boroughs of Kensington and
Chelsea is varied, when compared with the England
average. Whilst life expectancy for both men and women
is higher than the England average. In the most deprived
areas, life expectancy is 14.3 years lower for men and 4.3
years lower for women. Deprivation is higher than
average, and there are about 21% (4,100) children living
in poverty.

Safe
• Between January 2015 and February 2016 25 serious
incidents were reported by the trust. Of these 20 were
related to pressure ulcers. 16 cases or pressure ulcers
were attributable to community health services, of
which 10 were recorded as grade 3 ulcers and 6 were
recorded as grade 4. During this time period, seven
incidents occurred within Merton community health
services; as of 31 March 2016, the trust ceased
providing community health services within the
London Borough of Merton.
• For the same period 3,454 incidents were reported to
NRLS which was higher than the England average. Of
these only one caused severe harm or death to the
patient.
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• The trust reported 795 NRLS incidents occurring in the
community setting between February 2014 and
January 2016. The majority of these incidents were
classified as low harm. Eight incidents involved abuse
or allegations of abuse.
• In 2015 25 pressure ulcers, 11 falls with harm and six
catheter urinary tract infections were reported.
• There were 42 cases of Clostridium difficile reported in
the trust between January 2015 and January 2016.
• There were no reported cases of Meticillin Resistant
Staphylococcus Aureus in the same period.
• The trust reported 11 cases of Meticillin Sensitive
Staphylococcus Aureus between January 2015 and
January 2016.
• The trust employs proportionally more registrar staff
than England average, and a smaller share of junior
doctors.

Effective
• In the 2015 Bowel Cancer Audit the trust performed
better than London Cancer Alliance and England
average for data completeness and readmission rates,
but has a higher mortality rate.
• In the 2015 Prostate Cancer Audit the trust performed
better than England average for most screening
completion rates.
• The trust performed better than the England average
in eight out of ten measures on the UK Radiotherapy
Equipment Survey 2013.
• No evidence of risks or mortality outliers were
identified for any of the mortality indicators.

Caring
• Family and friends test scores for the trust were greater
than or similar to the England average for January
–December 2015. The scores ranged from 95 – 95.5%.
• In the 2013/14 cancer patient survey the trust score
was in the top 20% of trusts for 9 of indicators (bottom
20% for four indicators and in the middle 60% for
remaining questions).
• The hospital scored better than the England average
for three of the four domains in the Patient led
Assessment of the Care Environment (PLACE). It scored
just below the England average for privacy and dignity
and well-being.

• From the 2015 CQC inpatient survey the trust scored
better than other trusts for all of the questions.

Responsive
• The trust received 118 complaints in 2015 of which 117
had since been closed. The percentage of complaints
reopened was 8%.
• The bed occupancy has been below the national
average since quarter 2 2014/15.
• From February 2015 – January 2016 referral to
treatment times have been above the national average
for outpatients receiving consultant led treatment.
• Between September 2015 – December 2015 98.3% of
patients with suspected breast cancer were seen in
two weeks by a specialist following referral by their GP.
The figures for blood malignancies including
leukaemia were 100%, 93% for head and neck cancer,
100% for upper gastrointestinal, 93% for sarcoma, 96%
for urological cancers (not including testicular).
• There were 188 delayed transfer of care in the trust
(number of delayed bed days, Jan’15 – Dec’15). The
majority of these (55) were waiting further NHS nonacute care, whilst 52 were awaiting care packages to
be provided in their own home. Patient or family
choice accounted for 48 delayed transfers of care
whilst 28 were awaiting a nursing home placement or
availability. The remaining five were awaiting referral
completion or equipment.

Well-led
• NHS Staff Survey 2015 reported 19 positive findings
and one negative. The latter related to staff working
additional hours over and above their expected hours.
The trust score was 78.3%, with an England average of
73%.
• The trust reported sickness absence rates which were
consistently lower (better) than the England average
between June 2012 and September 2015.
• The trust performed worse than expected for three
measures on the GMC Training Scheme (2015). They
were below outlier for having a supportive
environment, and receiving feedback. With regard to
doctors in training induction, the trust was within the
lower quartile. The remainder of measures were within
expectations.
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Our judgements about each of our five key questions
Rating
Are services at this trust safe?
We rated the trust as good for ensuring that patients were protected
from the risk of harm because:
• There were systems in place for incident reporting and in the
majority of cases, staff received feedback. Action was taken to
reduce the risk of reoccurrence.
• The requirements of duty of candour were followed and trust
processes were open and transparent.
• There were appropriate policies and procedures in place to
support staff in recognising and reporting signs of abuse.
• When staffing levels fell below planned levels this was
proactively managed in the majority of cases. The trust
acknowledged and was responding to an increasing nurse
vacancy rate within community services.
Duty of candour
• The trust was aware of its obligations in relation to the duty of
candour requirements.
• There was a policy in place to guide and support staff in
following the requirements of the duty of candour regulations.
Staff were aware of the "Being Open and Duty of Candour"
policy and were able to signpost inspectors to the relevant
policy.
• Incident records reviewed during the inspection clearly
indicated where staff had followed the necessary guidance,
including records to affirm any initial discussions with the
patient or relevant persons, any advice or support offered and
confirmation of a written apology being provided to the patient,
as well as any supporting information including investigation
outcomes.
• The trust utilised the incident reporting management system to
record and monitor any notifiable safety incidents which invoke
the duty of candour regulations. We observed examples of this
in practice.
• Reference to the requirements of the duty of candour was
made in the quarterly integrated governance monitoring report
which was publicly available.
• The trust audited compliance with the requirements of the duty
of candour regulations and local "Being open and Duty of
Candour" policy. Between 1 July and 31 December 2015, 45
incidents that resulted in moderate harm or above were
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reviewed as part of the most recent audit. Results were
compared with those from the previous audit from January to
June 2015. Improvement included an increase in recording the
number of patients being informed of an incident from 85% to
93%.
• There had been an increase in the number of patients offered a
written apology from 38% between January and June 2015 to
88% between July and December 2015.
Safeguarding
• The chief nurse was the executive lead for safeguarding. All
safeguarding and vulnerable adults' activity was overseen by
the vulnerable adult working group.
• Staff were able to describe situations in which they would raise
a safeguarding concern and how they would escalate any
concerns.
• The trust had appropriate safeguarding policies and
procedures were in place for both adult and children. The
policies and procedures were supported by staff training.
• Oversight of trust-wide safeguarding arrangements was by way
of regular quarterly reports to the integrated governance
committee. Section 7 of the integrated governance monitoring
report clearly set out the number of safeguarding concerns
raised within the trust including summative information on the
category of abuse. The majority of safeguarding concerns
related to the pressure ulcers. Twice monthly pressure ulcer
review panels existed to review complex cases where pressure
ulcers were attributable to the trust.
• As of March 2016, 93% of staff had received training in level 1
adult safeguarding and 95% in level 2 adult safeguarding.
• 89% of staff had received level 1 child safeguarding training;
88% level 2 training and 83% of applicable staff had received
level 3 child safeguarding training. The training compliance
rates for each level of child safeguarding was marginally lower
than the trust target of 90% for 2015/2016.
• During 2015/2016, 57% of school nurses and 75% of health
visiting staff had received one to one supervision. The trust
acknowledged a number of contributing factors in regards to
the lower than expected supervision rates including significant
organisational change due to the re-commissioning of Merton
community health services to a third party; long term sick leave
of staff members and sick leave of supervisors.
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Incidents
• Between July 2014 and June 2015, the trust reported 3,454
incidents to the national reporting and learning system (NRLS).
1,962 incidents resulted in no harm; 1,365 resulted in low harm;
101 resulted in moderate harm and 1 resulted in severe harm or
death.
• The trust reported more incidents per 100 admissions when
compared nationally (11.1 incidents per 100 admissions versus
8.4 nationally). This may be an indicator of a positive incident
reporting culture within the organisation, especially when
factoring in the number of no harm incidents reported.
• The trust had reported no never events between February 2015
and January 2016.
• Between January 2015 and February 2016 25 serious incidents
were reported by the trust. Of these 20 were related to pressure
ulcers. 16 cases or pressure ulcers were attributable to
community health services, of which 10 were recorded as grade
3 ulcers and 6 were recorded as grade 4. During this time
period, seven incidents occurred within Merton community
health services; as of 31 March 2016, the trust ceased providing
community health services within the London Borough of
Merton.
• In the 2015 NHS staff survey, the trust was rated in the top 20%
of all NHS trusts for:
▪ Percentage of staff witnessing potentially harmful errors,
near misses or incidents in the last month
▪ Percentage of staff reporting fairness and effectiveness of
procedures for reporting errors, near misses and incidents.
▪ Percentage of staff reporting a high level of confidence and
security in the reporting of unsafe clinical practice.
• The trust was rated about the same as other trusts in the 2015
NHS staff survey for the key question:
▪ Percentage of staff reporting errors, near misses or incidents
witnessed in the last month.
Staffing
• The trust reported staff vacancy rates on a quarterly basis
within the integrated governance monitoring report. The trust
target for staff vacancy was set at 5%. The total trust vacancy
rate for quarter 4 of 2015/2016 was 6.3%; this was an improving
trajectory when compared to quarter 2 and quarter 3
performance.
• Community services consistently flagged as a rag rating of red
for staff vacancy with quarter 4 reporting a turnover rate of
16.5%. It was noted that staff vacancy within community

10 The Royal Marsden NHS Foundation Trust Quality Report This is auto-populated when the report is published

Summary of findings

•

•
•

•

•

services was increasing, having been 10.2% in quarter 1 of
2015/2016. The executive team attributed to the high vacancy
rate in part to the dis-aggregation and transfer of some
community services to a third party at the end of March 2016.
The overall nurse vacancy rate as at the end of quarter 4 for
2016/2017 was 11.7% with the highest vacancy rate noted
within community nursing services at 20.6%. Nurse vacancy
rates for a part of the community services risk register. Staff
were seen to be proactively prioritising community patients to
ensure that those with the most complex needs were seen first
and by the most experienced members of staff.
The GMC staff survey for 2015 identified the trust as being
within the middle quartile for workload.
In the 2015 NHS staff survey the trust performed in the top 20%
for the following percentage of staff feeling pressured in the last
3 months to attend work when feeling unwell.
The trust performed about the same as other trusts in the 2015
NHS staff survey for the percentage of staff reporting work
related stress in the last 12 months.
The trust performed in the bottom 20% of trusts in relation to
the percentage of staff working extra hours. The majority of staff
working within adult community services reported that they
would rather work additional time to ensure that patients were
seen and treated within expected time frames; this was
acknowledged by the community management team.

Are services at this trust effective?
Evidence based care and treatment
• Staff were aware of National Institute for Health and Care
Excellence (NICE) guidance relevant to their specialty and we
saw they had access to the guidance via the trust’s intranet.
• Local protocols were in place in line with NICE guidance. In
particular we found there were well written protocols and
pathways for use in many services which were followed by staff.
• Integrated care pathways were also used to ensure adherence
to national guidance.
• Many clinical specialities were responsible for and engaged in
the development of national and international clinical
standards.
• The trust was a founding member of the London Cancer
Alliance, an integrated cancer system working across South and
West London. The LCA was clinically led and was responsible
for setting clinical standards and for establishing care pathways
to ensure patients received evidence based care and treatment.
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• Robust procedures existed for ensuring that existing guidance
and clinical protocols were updated routinely to reflect current
best practice. For example, the Integrated Governance and Risk
Management Committee considered 40 items of guidance
published by the National Institute for Care and Health
Excellence to determine whether they were relevant to the
provision of care at The Royal Marsden NHS Foundation Trust;
12 guidance documents were considered relevant.
• Where national alerts were issued, there were procedures in
place to ensure trust policies were updated. For example, staff
involved with intrathecal chemotherapy had to use the trust
policy in conjunction with the national guidance HSC 2008/001
and the rapid Response Report NPSA/2008/RRR004 relating to
intravenous vinca-alkaloid administration.
• The trust had an established and accredited research trials
programme and worked in partnership with national partners
including the Institute of Cancer Research which was colocated at the Royal Marsden Sutton campus.
• At the time of the inspection, the trust was leading on 33 clinical
trials to develop best practice for radiology. In addition, the
trust was leading the cancer element for 100,000 Genomes
project.
• Where care or treatment was recommended by clinical teams
which deviated from standard care protocols, staff were
required to complete deviation forms; this was especially
applicable to patients receiving care under the haematopoietic
stem cell transplant unit (HSCT) which was accredited with the
Joint Accreditation Committee of the International Society for
Cellular Therapy and the European Group for Blood and
Marrow Transplantation (JACIE). The HSCT service was first
JACIE accredited in 2009, and had last undergone a reaccreditation inspection in October 2013. At the time of the
inspection, the service was undertaking a document review to
ensure the trust was compliant with the latest JACIE quality
standards.
• In response to the withdrawal of the Liverpool Care Pathway,
the trust had piloted a new end of life care document
"Principles of Care of the Dying" which was based on the "One
Chance to get it Right, 2014" care standards. Subsequent to the
introduction of the new care document, the trust had reported
improvements in regards to discussion regarding hydration,
preferred place of care and preferred place of death. The
documentation of spiritual needs had improved from 43% to
100% since the document had been introduced. There were
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concerns however that patients could sometimes experience
delays in being referred for end of life care support because of a
curing culture within the organisation which was appropriate in
all cases.
• Many policies were based on the Royal Marsden Hospital
Manual of Clinical Nursing Procedures, 2015.
• The trust utilised audit processes for ensuring compliance with
policies and procedures. It was noted that performance and
compliance against the Sepsis Six care bundle had improved
significantly between quarter 2 2015/2016 and quarter 4 2015/
2016. The checking of lactate had increased from 41% in Q2 to
78% in Q4; antibiotic delivery within an hour had also increased
from 41% in Q2 to 94% in Q4.
Patient outcomes
• There were no active CQC mortality outliers for the trust.
• The chemotherapy service held an ISO9001:2008 quality
accreditation and was assessed by an external auditor from the
British Standards Institute (BSI) twice a year. The ISO
chemotherapy committee had monitored and discussed
waiting times.
• The radiotherapy quality management system had been
accredited by the British Standards Institute since 1997 and was
re-accredited for a further three years in March 2015. As part of
the radiotherapy ISO 9001:2008 certification a programme of
internal audits needed to be completed, along with audit
reports.
• Endoscopy services had attained accreditation with the Joint
Advisory Group (JAG) in 2015.
• Research facilities including the Phase 1 clinical trials unit was
registered with the Medicines and Healthcare products
Regulatory Authority (MHRA) and had last been assessed for
compliance shortly prior to this inspection.
• Children's services were Unicef friendly baby accredited to level
3.
• The trust was working on attaining accreditation with the
Imaging Services Accreditation Scheme (ISAS) for its imaging
and radiology services.
• The Stem Cell Transplant Facility was licensed by the Human
Tissue Authority.
• With the Royal Marsden method of analysis, chemotherapy was
started by 1,281 patients in Quarter Four (January to March
2016). Of these patients, 78 (5.7%) died in the 30 days after
receiving chemotherapy. Over the eight-year monitoring period
there has been a 2% decrease in the number of patients dying
in the 30-day period.
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• Fifty-three stem cell transplants took place in Quarter Three
(October to December 2015). No patients died in the 100 days
following transplant.
• Of the 2,564 patients who had surgery or anaesthesia in Quarter
Four (January to March 2016) eight (0.4%) died in the 30 days
following surgery or anaesthesia.
• An audit conducted between October and December 2015, the
trust found 43 of the 51 (84%) patients who died were referred
to and seen by the specialist team before their death. However,
of these 43, only 8 (16%) patients were referred to the specialist
team more than one month before death. There was a feeling
amongst many staff that we spoke to that referral to the team
could be made earlier in the patient pathway in some cases.
Staff were of the opinion that this was due to the specialist
nature of the hospital and the type of treatments offered, which
often were the last line of treatment available. Patient
expectations were focused on cure and conversations about
dying could be difficult to instigate. This had been identified as
an area for improvement by the trust and an improvement
work stream was scheduled to commence shortly following the
inspection.
• Patient mortality was significantly lower than the national
average of 3.5%, at less than 0.5%. For patients with
haematological malignancies, the average mortality rate was
34% compared with the national average of 43%.
• The critical care unit contributed to the Intensive Care National
Audit Research Centre (ICNARC), which meant the outcomes of
care delivered and patient mortality could be benchmarked
against critical care units nationwide. The latest published data
at the time of our inspection related to patients in the unit up to
September 2015. Between September 2014 and September
2015 less than 2% of patients were readmitted within 48 hours,
which was better than the national average.
• Staff contributed to the EuroQol Research Foundation EQ-5D
health questionnaire that measured patient outcomes after
medical treatment. After three months and use of the follow-up
clinic, 72% of patients reported an overall good quality of life.
• Within community services, staff did not consistently use
outcome measures to monitor and outcome a patient’s
progress; for example, key outcome measures such as the
Braden Assessment of pressure ulcer risk and nutrition scoring.
Multi-disciplinary working
• There were excellent examples of multi-disciplinary working to
secure good outcomes. For critical care services, a daily
multidisciplinary ward round took place each morning. This
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was attended by critical care clinicians, physiotherapists, a
dietitian, a pharmacist and a speech and language therapist.
The daily ward round was supplemented by a substantive
weekly meeting, which included the Sutton site by video-link.
The acute oncology service, palliative care team, microbiologist
and occupational therapist additionally contributed to this
meeting.
A critical care multidisciplinary team led a weekly rehabilitation
ward round, including physiotherapists, occupational
therapists, a pharmacist, a dietitian and a massage therapist. A
clinical psychologist was dedicated to critical care and could
join this ward round when needed.
Members of the specialist end of life care team participated in
multidisciplinary team (MDT) meetings and worked with other
specialists to provide good quality EoLC across clinical
specialities. A weekly specialist MDT meeting was held at the
hospital. Members of the MDT included consultants, doctors,
clinical nurse specialists, discharge co-ordinator,
physiotherapists, occupational therapists and a chaplain.
There was a strong culture of multidisciplinary working within
the chemotherapy service. Multidisciplinary teams (MDTs),
based on tumour types, decided patient eligibility for systemic
therapies (chemotherapy). All new patients were assessed in an
MDT. Case review meetings were also held.
There were separate MDTs for patients with cancers of unknown
origin in line with NICE guideline CG104(February 2014).
We attended some MDTs. Attendance was monitored and
recorded to ensure meetings were quorate. Videoconferencing
was used with the trust’s Sutton hospital. Investigations were
decided and outcomes were recorded live. Although there was
good multidisciplinary attendance (Pathologists, Clinical Nurse
Specialists, Consultants and Junior Doctors), in those we
observed there was not always a clear MDT lead, and many
attendees did not actively participate in discussion.
Clinical pharmacists were well integrated into the
multidisciplinary team that facilitated effective and efficient
delivery of care and design of treatment pathways, for example:
they led in design of clinical trials and treatment protocols,
pharmacy research and the medicines safety agenda in the
Trust.

Consent, Mental Capacity Act and Deprivation of Liberty
Safeguards
• Staff explained procedures for gaining consent from patients
before providing care and treatment.

15 The Royal Marsden NHS Foundation Trust Quality Report This is auto-populated when the report is published

Summary of findings
• The trust had a policy in place that detailed the procedures for
obtaining consent. This included the process for obtaining
consent, recording and responsibilities.
• Clinical staff had a good understanding of mental capacity
issues and were able to describe the process they followed to
assess a patient's capacity to make decisions or to be involved
in decisions.
• A wide range of regimen specific consent forms clearly listed
the potential risks and their likelihood for each treatment
regimen. For example, the information explained that 10 in 100
patients might experience a specific side effect but that other
side effects might only be experienced by one patient in 1000.
The consent forms also listed rarer side effects and toxicities.
Staff gave all patients a copy of their signed consent forms and
scanned these into patient records.
• There were separate arrangements for asking patient’s consent
for storing tissue samples and for research and clinical trials, for
example of new and approved types of chemotherapy. These
were governed by the trust ethics committee.
• Community nursing managers told us they each had over 300
allocated cases per team and some patients would have health
conditions that meant they might have fluctuating capacity or
be unable to consent. Over 50% of staff we spoke with said they
had never completed the trusts best interest paperwork
because there was no need. One told us it could not be
completed online and they had to print a copy and complete it
manually which all took time. Several staff did not know where
to find the form and said they never used it.
• Staff said they would consult other family members if
concerned and do what was in the best interest for the patient.
They told us they did not record them as best interest decisions
on trust paperwork or record them on the electronic patient
record.
• Discussion at the vulnerable adults working group (December
2015) highlighted similar issues and confirmed what staff told
us. For example: “staff have anxiety over MCA (Mental Capacity
Act) they escalate to the GP when it’s a best interest as it is very
difficult and also takes a long time to assess and the
Community Nurses are very stretched and don’t have the time”.
Whilst it had been noted in the minutes there was no action
plan in place and it was not on the community risk register.
• We looked at the patient electronic record (PER) of 13 patients
receiving community based care. 70% did not have consent for
care recorded. Three records had identified a preference as to
who information could be shared with. Staff told us consent to
care information would be written on the patients paper
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records in their own home. We looked at eight paper records in
patients own home. Consent had not been signed by patients
in six out of eight records. Trust policy on consent stated that
patients must give consent to treatment and this must be
recorded on their records.
Are services at this trust caring?
We rated caring as outstanding because:

Outstanding

• Feedback from patients and their relatives was consistently
positive about all aspects of their care. All staff consistently
communicated with patients in a kind and compassionate way
and treated them with dignity and respected their privacy.
• We observed and were told of many examples of staff at all
levels going the extra mile to meet patients' needs.
• We observed a commitment to providing care that was of a
consistently high standard and focused on meeting the
emotional, spiritual and psychological needs of patients as well
as their physical needs.
• Staff were committed to placing the patient at the centre of
their work; this person-centred culture was visible across the
trust.
• Staff went out of their way to ensure the atmosphere within the
trust was one which promoted calm and reassurance.
Compassionate care
• In the Cancer Patient Experience Survey 2013/14 the trust was
in the top 20% of trusts for nine out of 34 indicators, bottom
20% in four questions and the middle 60% for the other 21
measures.
• The trust ranked among the best for eight questions and "about
the same" for the remaining four areas.
• Patient-led assessments of the Care Environment (PLACE) were
better or equal to the England average for all domains at
Chelsea and for three of four domains for Sutton.
• The trust’s response rate and scores to Friends and Family Test
(FFT) was consistently above the England Average between
January and December 2015.
• In Q4 2015/2016, 337 letters of praise were received by the Head
of Legal Services, Complaints, Patient Advice and Liaison
Service (PALS) and Patient Information.
• In a 2015 LCA survey, 156 patients (100%) rated their care as
excellent or very good across both radiology departments.
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• In the LCA experience study across both radiology departments,
88% of patients questioned said their dignity and privacy was
maintained when they were getting changed in the treatment
room. This was the highest percentage across the four
providers surveyed.
• Clinical staff followed the Sage and Thyme model, developed in
2006. The model was designed to show staff of all grades, how
to listen and respond to patients who are distressed and
concerned.
Understanding and involvement of patients and those close to
them
• Patients receiving end of life care had the opportunity to
discuss their wishes for their future in terms of resuscitation,
preferred place of death at end of life and decisions to refuse
treatment.
• Patients reported staff going out of their way to find out
information for them; explaining everything clearly, listening
and answering questions. They said they were fully involved in
decisions about their care and treatment and knew how to
access advice and, if necessary, emergency care.
• Patients we spoke with told us they were given adequate
information about the part of the radiotherapy pathway that
applied to them. In the LCA survey, 98% of patients said the
information given on the first day was excellent across both
departments.
Emotional support
• Counselling support was available for all patients and offered at
pre-assessment and throughout the patient’s treatment. Staff
at pre-assessment, set aside time for discussion of patients
emotional needs. Psychological care and counselling services
were available however this was a service, which was under
significant pressure due to limited staff numbers. If patients
became upset during pre-assessment appointments, the
Psychological Support Team was able to respond.
• A chaplaincy service and multi faith prayer rooms were
available for patients and relatives 365 days a year. Patient’s
pastoral needs were responded to quickly.
• Supportive therapies were available for patients. Some
examples included acupuncture, art therapy, wig and hair loss
advice, massages, reflexology and yoga. Usual referral for these
services was through the outpatient department.
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• Support groups were offered and information was given to
patients. Groups such as living well after surgery with
oesophageal and gastric cancer, the sarcoma support group
and pre-transplant relatives coffee morning were available to
patients and relatives.
Are services at this trust responsive?
Service planning and delivery to meet the needs of the local
people
• The Royal Marsden NHS Foundation Trust was a registered
Vanguard provider. Vanguard providers will take a lead on the
development of new care models which will act as the
blueprints for the NHS. The NHS England vision for vanguard
sites such as this is that they will make health services more
accessible and more effective for patients, improving both their
experiences and their outcomes.
• The strategic plan for the trust included the development of
new models of care including RM@ franchise operations and
the development of hospital chains or networks, led by the
Royal Marsden. In addition, the trust reported that as part of the
Vanguard initiative, a system wide redesign of whole patient
pathways would be considered in order that care could be
more localised where possible to ease access for patients but to
centralise services where necessary to improve quality and
value for money.
• The executive team acknowledged the opportunities that being
a combined health provider brings. The executive team spoke
of the opportunities to develop integrated models of care
across acute, community and home care provision to help
improve both efficiency and patient experience.
• The trust acknowledged the need to increase existing capacity
at the Chelsea site in order to accommodate current and future
demand for services which was partly linked to a decision to
modernise services across the trust, resulting in a reduction of
bed stock by some 30%. The trust further acknowledged the
need to modernise both the inpatient and outpatient facilities
on the Sutton campus which had already commenced with
some £140 million of capital funding secured to improve the
infrastructure and redevelopment of the campus through the
"Sutton for Life" initiative.
• The integrated community teams offered a range of services
dedicated to treating patients needs that included prevention
of admission and the Crisis intensive discharge service as part
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of the “unplanned” care pathway. The services were able to
provide a range of different treatments and therapeutic
interventions including rehabilitation therapies and intensive
home support.
The Hospitals2Home service recently expanded its reach in
order to meet needs of people outside the M25 by providing
telephone consultations to local agencies to handover care
more effectively. Face-to-face consultations were already
offered to those living in the local area. Although this service
managed mostly patients from the outpatients department,
wards were also able to refer more complex patients.
Between October and December 2015, 51 patients died in
hospital (across both sites). Of these patients, 29%(15) had
chosen the Royal Marsden as their preferred place of death
(PPD). No patients died at the Royal Marsden whilst fit for
transfer and waiting for a hospice or continuing care bed.
Clinics were organised so that patients could access services
together for example breast and plastic surgery clinics were
organised on the same day. Testicular cancer and urology
clinics were run as joint clinics.
The rapid diagnostic assessment centre (RDAC) provided a
rapid diagnostic service for breast, skin and urology cancers.
Some patients received a diagnosis on the day, other patients
who required more tests or investigations would be contacted
with their results quickly once the results were available.
An outpatient clinic utilisation model was being developed to
match the level of clinical activity with staffing and clinic
spaces.

Meeting peoples individual needs
• Information was available to patients to inform them about the
trust’s general services and to support them in their treatment.
Translation services were available to those that required it.
• On the Chelsea campus, Arabic was the second most common
language spoken by patients and their relatives. To facilitate
better communication, publications were available in Arabic
and an interpreter was available on-site Monday to Friday from
9am to 5pm. This service was due to become six days per week.
Translators were trained in medical terminology and were able
to attend ward rounds and handovers. Staff also had access to
communication cards to aid them with communication.
• The Speech and Language Therapy team provided specialist
assessments for patients who experienced communication
difficulties.
• There was a dedicated dementia-friendly bed bay in the
Chelsea critical care unit. This bed bay had adapted lighting,
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dark blue curtains and flooring to reduce sensitisation and
improve orientation amongst patients with dementia. It also
had large clocks to help patients orientate themselves to the
time of day. The clocks were an innovative addition to the unit
following a successful trial led by the safeguarding and
vulnerable adult service improvement group (SIG).
Staff used a blue butterfly symbol on the patient notice board
to discreetly highlight where a patient had additional needs
such as a language barrier, communication problem or those
identified as living with a form of dementia.
Patients with learning disabilities received a ‘passport’ during
their pre-assessment visit to the critical care unit. This provided
easy-to-read information on what to expect during their stay
and who would help them.
Ward staff moved patients at the end of life to side-rooms
whenever possible to provide privacy with their family and
friends. Relatives were able to stay overnight to spend time with
their loved ones at the end of life.
The hospital ensured the faith needs of its patients were met.
The chaplaincy team provided spiritual support for different
faiths. The team was supported by a range of pastoral
volunteers and an extensive network of connections with faith
leaders from other religious traditions who visited patients of
other religions if required.

Access and flow
• In the 12 months prior to our inspection, the average
occupancy of the Chelsea critical care unit was 64%.
• During the same period, there were no out of hours discharges
from the critical care unit. This was significantly better than the
national average of up to 9%. The unit performed significantly
better than the national average for delayed discharges
between September 2014 and September 2015.
• The critical care team worked with theatres to plan activity one
week in advance. As a result, there were no elective surgical
cancellations due to a lack of critical care bed capacity in the 18
months prior to our inspection.
• Medical teams at the Chelsea and Sutton sites worked
collaboratively to a ‘treat and transfer’ model of care for
patients admitted at the Sutton site. A resident anaesthetist
was always available at the Sutton site and communicated with
the Chelsea team using video link to establish a timeline for
transfer if needed. A critical care consultant was always on-call
for both sites and was available within 30 minutes if needed to
accompany a transfer. The average length of stay in the Sutton
unit was 15 hours.
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• The Hospital2Home team supported the discharge of patients
from active anti-cancer treatment at the hospital. Although the
service mainly took referrals from outpatients, inpatient
referrals would be considered for patients with particularly
complex needs. The service was established as it was felt the
impact of not being offered further active treatment could leave
patients feeling isolated. After discharge, the team set a
meeting as soon as practicable with the team taking over
patient care. This would generally last around an hour and
could include the patient’s GP, district nurses, the community
palliative care provider and social services, for example.
• Rapid discharge protocols and processes were seen to be
effective in getting patients to their preferred place of care prior
to dying. Rapid discharge was mostly next day and in some
cases had been arranged within the same day.
• Referral data showed the Chelsea outpatient service
consistently met the two-week wait referral standard for breast
cancer including symptomatic referrals.
• Blood test (phlebotomy) services opened at 8am ahead of the
main outpatient department so that patients could have their
blood tests prior to consultations. The results were reported
back electronically to staff in the clinics so the results could be
discussed with medical staff.
• We visited the Chelsea outpatient’s department on one of the
busiest clinic days. The waiting area was very busy to the extent
that patient’s knees were touching as they sat waiting to be
called for their appointment. We noticed taller patients were
unable to sit comfortably due to a lack of space. We spoke to
managers about this and they said they had done their best to
re-organise the space they had available, and that previously
patients and relatives sometimes had to sit on the floor
because there were no chairs available. They had re-organised
the waiting area in response to the feedback received from
patients. A separate waiting area had been created re-using a
clinical room, as awaiting area for head and neck cancer
patients.
• A rapid access diagnostic assessment centre (RDAC) had been
developed to provide a rapid diagnostic service for breast, skin
and urology cancers. It enabled patients to access
examinations, diagnostic tests and a variety of health
professionals at one appointment. Patients we spoke with
spoke with were very impressed by the one-stop clinics.
Patients referred to the Rapid Diagnosis and Assessment Centre
were seen within the urgent two week wait for suspected
cancer.
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• Operational standards are that 95 percent of patients treated as
outpatients should start consultant-led treatment within 18
weeks of referral. The latest figures available for the whole of
The Royal Marsden NHS Foundation Trust including Sutton and
Chelsea for the final three months of 2015-2016 showed 96.3%
of all patients started treatment within 18 weeks, achieving the
operational standard.
• 50% of patients started outpatient treatment within two weeks.
Operational standards were that 95 percent of non-admitted
patients should start consultant-led treatment within 18 weeks
of referral. 19 out of 20 patients commenced outpatient
treatment within nine weeks, which meant the trust were
meeting the operational standards.
• The percentage of patients with suspected breast cancer seen
in two weeks by a specialist following referral by their GP during
the three months between September 2015 and December
2015 was 98%. The figures were similar for the preceding six
months prior to September 2015. The figures for blood
malignancies including leukaemia were 100%, 93% for head
and neck cancer, 100% for upper gastrointestinal, 93% for
sarcoma, 96% for urological cancers (not including testicular).
• The percentage of patients who completed their treatment
within 62 days of referral during the three months from
September 2015 to December was 100%for breast, 57.1% for
lung, 55% for urology (not including testicular), and 100% for
skin. There was wide variation in the figures for the preceding
six months from March 2015 to September 2015. For example,
the percentage of patients who completed treatment for breast
cancer improved from 83% to 100% and from 50% to 100% for
patients with a skin condition whilst the figure for lung cancer
improved from 28% to 80% reducing to 50% in the three
months between September and December 2015.
• The trust had taken a number of steps to reduce the number of
breaches in achieving the national standards for referral to
treatment times. All breaches were reviewed at a breach
meeting, which was convened to identify the cause and take
corrective action.
Learning from complaints and concerns
• Information on the hospital’s Patient Advice and Liaison Service
was readily available and the service had an office on-site that
people could visit for advice.
• Staff on the wards we visited were able to explain the process
should a query or concern be raised. The person would be
directed to the PALS office.
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• Oversight of complaints was by way of the integrated
governance and risk committee. Themes from complaints,
lessons learnt and actions plans were considered by the
complaints team. Complaints were, in the main, divided in to
four categories; communication, clinical issues, attitude and
delays. Consideration was given to continuing or evolving
themes or trends in order that senior managers could conduct
service-level reviews as required.
• Outcomes of complaint investigations were redacted and
placed into the public domain by way of the integrated
governance monitoring report. Summaries of complaints
included the nature of the complaint, any action taken and the
outcome of the complaint i.e. whether the complaint was
upheld, partly upheld, or not upheld.
• Between January 2015 and December 2015, the average length
of time taken by the trust to process and award an outcome of
a complaint was 42 days. In the same time period, 118
complaints were received by the trust, of which 39 were upheld,
66 were partly upheld and 12 were not upheld. 1 complaint
remained open at the time of CQC requesting the information
from the trust.
• As part of the inspection we reviewed 5 randomly selected
complaints and associated documents. We considered that in
each case, there was evidence that support had been provided
to the patient; complaints were risk assessed based on the
trusts local policy; there were consistently high levels of
investigation carried out in each case; records were up to date
and there was evidence of a documented outcome and
associated actions.
Are services at this trust well-led?
We rated the trust as good for being well-led because:
• The trust had a clear vision and strategy in place which could
be described by both executive and non-executive directors
and by staff working throughout the trust.
• Governance and assurance frameworks were, in the main,
sufficiently robust to ensure the board had oversight of quality
and risk at ward level. Some improvements were necessary to
ensure that there was sufficient oversight of quality within
community based services.
• The trust had a stable and visible leadership team whose
priority was to drive high quality, harm free care.
• The culture amongst staff across the trust was aligned to the
sixteen key values of the organisation.
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• The trust had considered the changing landscape and
complexities of providing specialist cancer and community
based care and was working towards implementing new
models of care which were sustainable.
Vision and strategy
• The vision for the trust was clearly articulated by the majority of
staff we spoke with during the inspection. There was however
some ambiguity amongst staff working in the community
setting with regards to the future and vision of community
services hosted by the Royal Marsden, and this was likely
attributable to the recent move of community services within
the London Borough of Merton to a third party provider.
• The Royal Marsden NHS Foundation Trust had a set of values
which executive staff reported as being the foundation on
which the organisations' reputation was based and was
personified by staff across the trust. The 16 values were
developed by staff from across all staff groups and departments
within the trust and included:
• Characteristics (What we are):
▪ Pioneering
▪ Knowledgeable
▪ Aspirational
▪ Driven
• Attitudes (how we act):
▪ Determined
▪ Open
▪ Confident
▪ Resilient
• Relationships (relating to others)
▪ Collaborative
▪ Trusted
▪ Supportive
▪ Personable
• Emotions (how we feel)
▪ Compassionate
▪ Calm
▪ Positive
▪ Proud
• Through our observation and discussions of and with staff
during the inspection, and through comments made by
patients receiving care, it was apparent that staff across the
trust were committed to the values of the Royal Marsden.
• The five year strategic plan 2014/15 - 2018/19 clearly set out the
four key strategic themes which the trust were focused on. The
trust recognised the need to become financially sustainable
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whilst continuing to provide value for money; to modernise the
infrastructure from which healthcare was provided; to
implement new models of care so that care was more localised
to people however centralised where essential and to focus on
innovation and precision medicine.
• The trust acknowledged the importance of being a combined
health provider, and so there was a focus on enhancing the
opportunities that such an arrangement offered. There was a
focus on transforming existing arrangements with regards to
the early diagnosis of cancer, whilst also re-designing the
existing cancer treatment pathways across London in order that
services could become more readily accessible to service users,
and in a timely way. Through the use of General Practice
education days, there was a focus on enhancing the knowledge
base of primary care physicians in order that cancer could be
more easily diagnosed or recognised within the primary care
setting as compared to a diagnosis being made when a patient
presented to an emergency department.
• The trust had a robust estates strategy which included the
redevelopment of some components of the Sutton site,
through the "Sutton for Life" initiative. The executive team were
well appraised of the clinical and support environments which
required remedial works to ensure care could be provided in an
appropriate setting.
• The trust had a Quality Strategy in place which had been
refreshed in 2015 and was a five year improvement programme.
The focus of the strategy was to outline the approach the trust
was taking to ensure that it became "A learning organisation
continuously striving to improve practice, safety, outcomes and
experience across all areas of the Trust". The Quality Strategy
had five pillars on which it was based:
▪ Culture of continuous quality improvement
▪ External accreditation/regulation of services
▪ Recruit and retain the best staff, continued professional
development
▪ Harm free care - and learning from incidents
▪ Data for improvement/audit
Governance, risk management and quality measurement
• A range of committees provided assurance to the board
including the Quality, Assurance and Risk Committee, Audit and
Finance Committee and the Executive Board. With the
exception of the executive board, Non-Executive Directors
chaired these committees and formal reports were submitted
to the trust board on a regular basis.
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• Each board committee was supported, and received
information from a range of sub-committees including the
integrated governance and risk management committee which
in turn considered information from some 22 different steering
groups and committees. The trust had eight corporate steering
groups including the Equality, Diversity and Inclusion Steering
Group, Workforce and Education, Research Executive and the
Performance Review Group.
• In addition to the clinical and operational steering committees,
the trust board also received advice and guidance via some six
advisory committees including the Medical Advisory
Committee, Nursing, Rehabilitation and Radiography Advisory
Committee and the Patient Experience and Quality Account
Group.
• The Integrated Governance and Risk Management Committee
produced a publically available summary of all information it
had received and considered on a quarterly basis.
• It was acknowledged through a board self-assessment,
conducted by board members in February 2016 that further
improvements could be made to the board sub-committees to
ensure that there was appropriate interaction and exchange of
information across sub-committees. Additionally, it was noted
that chairs of board sub-committees should consider a periodic
assessment to determine the effectiveness of the committee for
which they were responsible for chairing.
• There was a Board Assurance Framework in place which had
been refreshed in January 2016. The BAF was linked to the four
over-arching strategic objectives of the organisation, as set out
in the five year strategy of the Trust. Assurance scores were
awarded to each of the sixteen sub-objectives for 2015/2016
which were linked to the umbrella strategic objective. Five
objectives had been rated as red (minimal assurance of
objective being delivered); ten rated as amber (medium
assurance) and one rated as green (high assurance). Control
measures were in place, as well as identified gaps in both
controls and assurance processes. Discussion of the board
assurance framework was noted within board papers. Executive
leads had been identified as responsible directors for the
delivery of each objective.
• Corporate and operational risks were recorded on the
corporate risk register. Executive members were aware of the
risks to which they were the assigned accountable officer and
could describe the actions and mitigations being taken to
manage recognised risks. The corporate risk register was
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considered on a quarterly basis via the Quality, Assurance and
Risk Committee. Risk registers were held at a local level by each
division and there was a clear process for escalation of risk
across the organisation.
The trust had a well-established governance framework which
was used to support the delivery of harm free care and to
provide assurance from "Ward to Board". The Board and
Council of Governor's, considered, on a quarterly basis, a
balanced score-card which was set out in to six streams of data:
▪ Patient safety, quality and experience
▪ Finance and efficiency
▪ Clinical and research strategy
▪ Workforce
▪ Monitor community measures
▪ Staff friends and family test
The board had conducted a board self-assessment in February
2016; this was presented at the open board in March 2016. The
summary of the self-assessment concluded that "Board
members demonstrated a positive response to most aspects of
Board function and performance". A small number of board
members indicated a Red or Amber rating (60% amber and 20%
red) against the standard "Board members feel supported in
their role through an effective training and development
programme". It was noted that comments included "No
systematic training occurs". It was acknowledged within the
report that whilst an induction was provided, a more formalised
process would have been welcomed. Following the selfassessment, the board had devised a five point action plan for
2016/2017 to address areas of comment and concern raised
within the self-assessment.
The trust had an internal audit programme and a clinical audit
programme set for 2015 – 2016. The Integrated Governance
and Risk Committee received quarterly reports on progress
against the audit programme.
At the March 2016 Open Board, the board were asked to
consider the outcome of the most recent National Quality
Board Safer Staffing report. A review of staffing was carried out
at the Royal Marsden in December/January 2016. The trust
sourced external support to conduct a review of dependency
and acuity of patients against staffing levels using the
nationally recognised Association of UK University Hospitals
dependency assessment tool. The initial report concluded that
"The Royal Marsden is on the whole well-staffed; the Trust is
particularly well staffed in Band 6 RNs which may be due to the
nature of the specialist and complex care that is required". The
report considered clinical outcomes and key performance
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indicators as an additional source of monitoring to ensure
wards were suitably staffed. Whilst the report was focused on
ward based care and that the board was minded to consider
the fact that the trust was also responsible for providing
sufficient numbers of staff within hard-to-recruit areas
including community, critical care and theatres. Additionally,
the board were asked to consider the specialist nature of the
work conducted at the Royal Marsden and the need for the
trust to adopt a proactive and timely response to changes in
patient dependency. The trust had therefore introduced
mitigations including twice daily safety huddles across the
trust, pro-active reviews of staffing rotas as well as the Chief
Nurse chairing a monthly Nurse recruitment group.
Leadership of the trust
• There was a well-established senior executive team; staff
reported that the team were highly visible with high quality care
seen as the driving motivation of the executive and the board.
The Chief Executive and Chief Nurse were held in high regard by
all staff we spoke with.
• There was a balance with regards to the tenures of those
individuals who formed the executive board with some
individuals having been in post for 18 years (CEO), whilst also
conversely, there were new appointments including the
medical director who had taken up post some three months
prior to the inspection.
• The Chair had been in post for six years and was supported by
Non-Executive Directors who had also been in post for longer
terms as well as those recently appointed, within the last two
years.
• There was a high level of clinical engagement across the
organisation; this engagement came not only from doctors, but
also from nursing staff, laboratory staff and allied health
professionals including pharmacists, speech and language
therapists, physiotherapists, radiographers and dieticians.
• In the 2015 NHS Staff survey, the trust was in the top 20% of all
trusts for the percentage of staff who reported good
communication between senior management and staff;
effective team working; recognition and value of staff by
managers and the organisation.
• In all of the teams we visited we found that most staff felt proud
of working for the trust and were positive about their work.
Managers spoke openly about the challenges with recent
restructuring in community services and were positive about
their ability to fully support the trust to improve the quality of
services.
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• Local leadership was praised by staff as visible, accessible and
responsive.
• Each clinical division had a triumvirate leadership team, which
had the clinical Chair as the person with overall accountability
and responsibility for their division.
• The trust had built very good working relationships with their
Council of Governors, with clarity about roles and purpose, so
that governors contribute significantly to the success of the
trust. The quality strategy for 2015-2019 recognised the
importance of further enhancing the role of the Council of
Governors through the use of supported ward clinical quality
ward visits as an example.
Culture within the trust
• Staff we spoke with demonstrated a commitment to the
delivery of high quality, harm free care. Staff told us they felt
proud of the care they were able to give.
• The trust was rated in the top 20% of all trusts in the country in
17 of the 32 questions within the NHS staff survey for 2015. The
trust had one key question ranked in the bottom 20% of all
trusts which related to the percentage of staff working
additional hours; this was acknowledged by the trust as an area
for improvement.
• There was good evidence of collaborative multidisciplinary
working, which was clear in the quality improvement work
where staff jointly demonstrated a drive to improve patient
care. The trust was rated in the top 20% of all trusts with
regards to effective team working.
• Staff in all the focus groups we held were very positive about
the trust and the support provided and the investment made in
staff to develop; again this was reflected in the NHS staff survey
2015, where the trust was placed in the top 20% of all trusts
with regards to the percentage considering the quality of nonmandatory training, learning and development to be good.
• There was an open and transparent culture, with a real
commitment to learn from mistakes. This is reflected in the high
level of reporting of incidents with no harm or low harm. The
trust performed in the top 20% of all trusts in three of the four
key questions relating to "Errors and Incidents" in the 2015 NHS
Staff survey.
• There was a strong sense of a continuous drive for innovation
and improvement which was ingrained in the culture of the
organisation.
• The trust acknowledged that improvements were necessary to
improve the opportunities and experiences of medical trainees.
The trust had three indicators within the 2015 GMC survey
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which were rated as negative outliers: Induction; supportive
environment and feedback. We were assured that, following
discussions with the medical director, significant improvements
were being made to ensure that junior doctors were sufficiently
inducted and supported during their training placements at the
Royal Marsden. The medical director was candied with regards
to the challenges faced by junior doctors, and was well sighted
on the contributing factors which had led to the three outlier
alerts.
Equality and diversity - including Workforce Race Equality
Standards
• Of the 4,275 staff employed by the trust, 1,160 were of a black or
minority ethnicity (27%). 98% of staff self-reported their
ethnicity during 2015; a 1% increase on the previous year.
• The trust had a named lead for Equality and Diversity and there
was an identified director with executive accountability.
Additionally, the trust had a formal Equality, Diversity and
Inclusion Steering Group who were responsible for monitoring
the trusts' equality performance against the trust's equality
objectives.
• The Royal Marsden Equality report, published in January 2016
reported that there had been significant improvements in the
overall number of staff undertaking equality and diversity
training (increase from 41% to 82% by the end of quarter 2 of
2015/2016) with an expected completion rate of 90% by April
2016.
• The trust had seen an increase in the number of staff declaring
their sexual orientation (increase from 38% to 71%).
• Equality Impact Assessments had been considered in all
organisational changes. The trust reported 28 assessments had
been completed highlighting issues for consideration including
ensuring accessible building design and supportive working
patterns for carers.
• The trust reported a slight improvement in the percentage of
black and minority ethnic (BME) staff reporting harassment or
bullying (reduction from 35% to 27%). The trust had introduced
mediation services to help support staff to resolve issues
promptly and without the need for formal escalation.
• The trust launched a BME forum to assist staff in discussing key
findings from the NHS staff survey as well as offering a regular
means for engaging with BME staff.
• Improvements were noted in the number of staff reporting
harassment or bullying from patients, relatives or the public
with the trust performing in the top 20% of all trusts in four of
the key questions for 2015.
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• In response to a decrease in the proportion of disabled staff
believing the trust provided equal opportunities for career
progression and promotion and the proportion of BME staff
reporting bullying or harassment by other staff marginally
increasing, the trust conducted a recruitment masterclass for
experienced recruiters to consider the impact of unconscious
bias in decision making.
• The equality report noted that overall, the workforce findings at
the Royal Marsden were, amongst others:
▪ The proportion of BME staff in Bands 1 – 4 is 31% and 66%
for White staff compared with the Trust profile of BME staff
(26%) and White staff (71%)
▪ There is a slightly higher proportion of BME staff working in
Medical roles (29%) compared with the Trust profile of BME
staff (26%).
▪ There are part time staff across all staff groups
▪ The largest proportion of staff are aged between 31 and 50
years old
▪ The highest proportion of staff report that they are Christian,
however there is a wide spectrum of different religions and
beliefs represented.
• Shortlisting and subsequent appointment of applicants from a
range of ethnic backgrounds was also considered by the trust.
The findings were that:
▪ 22% of applicants were from of an Asian ethnicity, of which
13% were appointed.
▪ 20% of applicants were of dual heritage or mixed ethnicity,
of which 10% were appointed.
▪ 22% were of black ethnicity of which 7% were appointed.
▪ 30% were of "other" ethnicity of which 16% were appointed.
▪ 33% were of white ethnicity of which 19% were appointed.
▪ The trust reported that white staff were 1.91 times more
likely to be appointed from shortlisting than BME staff. This
was a decrease from the previous year where white staff
were 1.68 times more likely to be appointed from
shortlisting. Specific equality objectives were set for 2016/
2017 with regards to recruitment and promotion processes
to ensure that parity across the workforce.
▪ BME staff were 2.20 times more likely to enter formal
disciplinary processes than white staff. This was about the
same when compared to the previous year. In response to
this finding, the trust launched "Candid conversations"
training to help support management staff in having difficult
conversations regarding performance and to help improve
outcomes.

32 The Royal Marsden NHS Foundation Trust Quality Report This is auto-populated when the report is published

Summary of findings
Fit and proper persons
• The trust was prepared to meet the Fit and Proper Persons
Requirement (FPPR) (Regulation 5 of the Health and Social Care
Act (Regulated Activities) Regulations 2014). This regulation
ensures that directors of NHS providers are fit and proper to
carry out this important role.
• The trust had a policy in place to support the requirements of
the regulation: Recruitment and Selection Policy and
Procedure. This was further complemented by the
Employments Checks Policy and Procedure, Employee Records
Policy and Procedure and the Anti-Fraud, Bribery and
Corruption Policy and Procedure.
Public engagement
• There was evidence of extensive engagement with patients and
the public and the trust actively sought their views and
opinions.
• As a means of seeking additional assessment of patient
experience the trust had embarked on rolling out
"iWantGreatCare" across the organisation.
• The initiative allows patients to leave meaningful feedback on
their care and enables them to make comments of their overall
experience, to suggest improvements and to make
commendations or raise concerns.
• A breakdown of iWantGreatCare was as follows:
▪ The Royal Marsden (Sutton) - 5 Star rating (10,253 reviews)
▪ The Royal Marsden (Chelsea) - 5 Star rating (9,914 reviews)
▪ Community Services - 5 star rating (352 reviews)
• The trust proactively engaged with children, young people and
families and took appropriate action based upon the feedback
they received.
Staff engagement
• The chief executive facilitated regular "Town hall" roadshows to
update staff on major developments and provide opportunities
to ask questions.
• The trust recognised the contribution of staff and celebrated
their achievements and improvements to quality patient care
and innovation through annual staff awards.
• Results from the 2015 NHS Staff Survey showed that the trust
performed well, with 17 positive findings, 14 findings within
expected levels, and one negative finding.
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• During the inspection and focus groups, staff described the
trust as somewhere they felt they were listened to and were
engaged in the future strategy of the trust. Some improvements
were however required within the community setting where
staff felt disconnected from the wider strategy of the trust.
Innovation, improvement and sustainability
• The trust has major research collaborations through its
academic health sciences centre and biomedical research
centre.
• The trust has a school dedicated to the education of nurses
responsible for the delivery of cancer care.
• Staff and divisions were actively involved in initiatives to
improve patient care, the environment and patient experience.
These are detailed under each core service in the hospital
location reports.
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Our ratings for The Royal Marsden - Chelsea
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Good

Good
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Good
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Outpatients and
diagnostic imaging

Good
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Good
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Radiotherapy
Outstanding
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Well-led

Overall

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good
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Our ratings for The Royal Marsden - Sutton
Safe
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and young people

Good

Good

End of life care

Good

Requires
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Requires
improvement
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Chemotherapy
Outstanding

Good

Good

Good

Radiotherapy
Outstanding

Good

Outpatients and
diagnostic imaging

Caring

Responsive

Well-led

Overall

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
improvement

Requires
improvement

Adult solid tumours

Good

Good

Good

Good

Good

Haematology

Good

Good

Good

Good

Good

Overall

Good

Good

Good

Good

Good

Responsive

Well-led

Overall

Good

Good

Good

Our ratings for The Royal Marsden NHS Foundation Trust

Overall

Safe

Effective

Good

Good

Caring
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Our ratings for Community Services
Safe

Effective

Caring

Responsive

Well-led

Overall

Requires
improvement

Requires
improvement

Good

Good

Requires
improvement

Requires
improvement

Community health
services for children,
young people and
families

Good

Good

Good

Requires
improvement

Good

Good

Community End of Life
Care services

Good

Good

Good

Good

Requires
improvement

Good

Requires
improvement

Requires
improvement

Good

Requires
improvement

Requires
improvement

Requires
improvement

Community health
services for adults

Overall Community

Notes

In considering the overall ratings for the Royal Marsden
NHS Foundation Trust, we have deviated from the
standard aggregations rules. We considered that due to
the size and activity of community services, when
compared to the wider activity of specialist cancer
services provided by the trust, it would have been
disproportionate to have rated the trust as requiring
improvement in the domains of safe, effective, responsive
and well-led.

When considering the ratings, we have carefully
considered all of the evidence available to us and have
used our professional judgment to aggregate the final
trust ratings. We have carefully considered the
characteristics for ratings as set out in our guidance, and
where we have identified that improvements are
required, these have been identified within the individual
core service reports; within the "must" and "should"
section of reports and within the requirement notice
sections of reports.
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Outstanding practice
• Critical care staff worked with a specialist in
aromatherapy massage as part of a trial to identify if
this type of therapy would result in better sleep
patterns amongst patients. This trial was in progress at
the time of our inspection and aimed to find if nonpharmacological intervention could be an effective
alternative to support sleep to high doses of drugs.
• The Critical Care Unit’s (CCU) research programme was
well structured and there were multiple safety nets in
place for staff conducting this. The Committee for
Clinical Research had oversight of every project and
only approved them after a positive peer review and
ethics approval. The research profile was
internationally recognised and staff represented the
unit at the NHS National Institute of Health Research
and the National Critical Care Research Group. Senior
research staff worked academically and clinically,
which meant they could ensure critical care projects
were conducted according to established multiprofessional best practice.
• Staff in CCU prescribed patients who were considered
high-risk for complications a pre-rehabilitation
programme before they underwent surgery. A
physiotherapist led this programme and provided
patients with an exercise regime and diary. This helped
them to prepare for rehabilitation and to support their
health to improve their condition after surgery.
• The environmental adaptations in the Chelsea CCU
demonstrated exemplary focus on individual care and
attention to detail. This included adapted
environments for patients with dementia, bariatric
patients and teenagers.
• Senior staff actively promoted staff welfare and had
provided tai chi, complementary therapies and
meditation sessions to promote wellbeing and
relaxation.
• The Royal Marsden is the only NHS hospital to have the
updated version of the da Vinci Xi surgical robot. This

•
•

•

•

•

•

•

•

less invasive surgery allowed improved patient
recovery. The 10 year fellowship programme meant
that 30 surgeons would be trained by the trust to
operate the robot.
There was an extensive range of information, including
films for patients, which provided detailed support.
The trust had direct access to electronic information
held by community services, including GPs. This
meant that hospital staff could access up-to-date
information about patients, for example, details of
their current medicine.
Staff demonstrated high care, arranging patient
transportation and accommodation for those that did
not live near to the hospital.
The investment by the trust ensured that staff were
developed and highly trained. Many staff had studied
for master degrees and specialist courses in cancer.
Research, ongoing quality improvement projects and
auditing were of a high level and drove the quality
improvement agenda.
Nursing and therapy staff had the commitment and
time to provide person-centred care that often went
the ‘extra mile’
The introduction of ambulatory care had managed to
reduce patient bed stays and improve patient
experience.
The end of life supportive care home team (SCHT) was
a part of a Sutton CCG (clinical commissioning group)
vanguard relating to improving end of life care in care
and nursing homes. Members of the SCHT were
involved in developing the service and had been
invited to speak about the model and share this
development with other services. The end of life
supportive care home team (SCHT) was a part of a
Sutton CCG (clinical commissioning group) vanguard
relating to improving end of life care in care and
nursing homes.
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Areas for improvement
Action the trust MUST take to improve
• Implement and embed the World Health Organisation
Safety Checklist in the outpatients department.
• When patients (aged 16 and over) are unable to give
consent because they lack the capacity to do so, the
trust should ensure staff act in accordance with the
Mental Capacity Act 2005.
• Ensure that records contain accurate information in
respect of each patient and include appropriate
information in relation to the treatment and care
provided, particularly with regard to risk assessments.

• The provider should take action to understand the
shortfalls in recording of risk assessments and
individualised care plans in the integrated community
teams.
• Review the staff compliment for community adult
services to ensure there are sufficient numbers
of appropriately skilled staff to meet patient’s needs.
• The provider should strengthen the reporting on the
assurance of effectiveness of governance
arrangements to the trust board; this specifically
relates to community services.
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Executive Summary
In 2015, the Independent Cancer Taskforce set out an ambitious vision for improving
services, care and outcomes for everyone affected by cancer. One of its recommendations
was the establishment of cancer alliances, bringing together key partners at a sub-regional
level, including commissioners, providers and patients, to drive and support improvement
and integrate care pathways.
RM Partners has made good progress in establishing itself as the cancer alliance for north
west and south west London, and in agreeing and aligning clinical priorities for cancer
across partners within this geographic area. There has been some considerable success in
our initial projects which will result in tangible benefits to patients and the health economy.
RM Partners is also actively exploring different models of organising services across multiple
partners, and is developing plans to test a lead provider model over the next year.
The injection of transformation funding for the financial year 2017/18 will enable RM
Partners to make a step change towards improving outcomes for its population, focusing on
diagnosing cancer earlier. This is a really exciting opportunity to lead a major
transformation programme at pace across partner organisations in west London. Detailed
plans for delivery of individual projects are being developed currently.
The paper sets out in more detail the vision and values of RM Partners, its vanguard projects
(including the exciting opportunity afforded in 2017/18 further to the allocation of
transformation funding), and its next steps.
Recommendation
The Board is asked to note:
1) Progress on development of RM Partners, including transformation proposals.
2) Progress on development of the RM Partners delivery plan.
3) The next steps as set out in the Report.
Author:

Contact Number or E-mail: Date:

Nicola Hunt
Managing Director, RM
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RM Partners update
1. Background to RM Partners
In 2015, the Independent Cancer Taskforce set out an ambitious vision for improving services, care and
outcomes for everyone affected by cancer. One of its recommendations was the establishment of cancer
alliances, bringing together key partners at a sub-regional level, including commissioners, providers and
patients, to drive and support improvement and integrate care pathways.
RM Partners is one of 19 cancer alliances being established across England, and will be driving the change
needed to achieve the Taskforce’s vision across north west and south west London. We are one of three
alliances – the others being Greater Manchester Cancer Vanguard Innovation and UCLH Cancer
Collaborative – that were formed earlier, so that we could work together as the national Cancer Vanguard
to pilot and test new models of care that can be replicated nationally. The RM Partners Executive Board
consists of all acute Trust providers in north west and south west London, the Chair of the RM Partners
Clinical Oversight Group (Dr Nick van As, Medical Director at RMH), and primary care and
commissioner representation in the form of Sustainability and Transformation Plan leads for both of
these health economies.
2. Vision and values
Our vision is to work in partnership and achieve world class cancer outcomes for the
population we serve. This includes improving outcomes and survival through earlier diagnosis and
detection; reducing unwanted variation through the development and implementation of evidence based
best practice pathways; improving and enhancing experience and quality of life for everyone affected by
cancer; and improving access to expert palliative and end of life care.
We will bring together organisations and build strong relationships across the health
community to support local delivery of new models of care. Working closely with public health
and screening, primary and community care, secondary and tertiary care and hospice care, will enable us
to create a strong collaborative voice and provide high quality evidence based care across the whole
patient pathway and deliver better outcomes.
We will use the world class expertise in our cancer services to deliver across
organisational boundaries. This allows us to share knowledge and best practice while making the
most efficient use of NHS resources, moving towards individualised outcome based cancer care rather
than current process based care.
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Our clinical leaders are at the front and centre of our work. Strong clinical leadership,
collaboration and coordination across the whole system will enable us to make the step change
towards significantly improving survival and quality of life for our patients.
We will focus on explicit clinical priorities to maximise impact for our patients. Initially this
includes the development and implementation of timed pathways for lung, upper GI, lower GI and
prostate cancer as well as improving early diagnosis, moving towards stratified follow up and
implementing the recovery package.
Strong investment in and focus on primary care is key to improving early diagnosis and
patient experience. Our transformational work will focus heavily on GP and primary care service
development required to embed and sustain new models of care.
Patients, their families and carers are at the heart of our cancer service planning, delivery
and on-going improvement. We will be focusing on understanding, co-designing and improving the
experience of cancer services for both patients and staff, and working at local level to introduce a
systematic, real time feedback tool to measure improvement that will enable services to better understand
the experience of their cancer patients.
3. Key priorities
Through critical review of our data and understanding the priorities of both STPs, we have collectively
agreed to focus our energies and attention on the lung, GI and prostate pathways. Our data shows that by
improving these pathways – and giving our population parity of access to the most innovative
technologies – we will make the biggest impact on diagnosing cancer earlier (Figure 1 – overleaf).
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We are also focused on developing and testing a lead provider model, where RM Partners would act as a
system integrator holding a single contract with commissioners and subcontracts with co-providers.
Further work and engagement with partners is needed to define the detail of any model, and we are
looking to begin shadowing components in 2017/18.
Other key projects we are developing include:


Patient experience tool: a single tool to collect, compare and report cancer patient experience
and subsequently outcomes across all providers in West London, in order to identify areas of
variation for improvement;



Best practice pathways: agreeing a single set of timed pathways for lung, colorectal and
prostate across the three Vanguard delivery systems to reduce variation in outcomes, cost and
experience for patients;



Digital infrastructure: we are developing a number of proof of concepts around sharing of
information across the system to reduce duplication and provide clinicians with more timely
access to reports and scans;



Informatics: we have established a pan-Vanguard informatics function to provide analysis and
benchmarking to highlight where there is variation of provision or outcomes, and where we need
to make improvements;



Pharma challenge: a series of projects funded by the pharma industry across the Vanguard
footprint such as developing models for chemo closer to home, roll-out of biosimilars and a
number of others. These will not only benefit patients (eg by providing care closer to home) but
will also provide significant cost savings for the NHS; and



Additional challenges: following the success of the pharma challenge we are launching a
similar challenge on early diagnosis and digital infrastructutre to engage industry partners and
ensure that we are at the cutting edge of innovation and improvement.

We have agreement and alignment with our STPs on these clear priorities that will make the most
difference, and we understand which interventions will be truly transformational and impactful in
delivering the world class cancer outcomes our whole population needs and deserves.
4. Cancer Transformation Fund
We have applied for additional funding through the Cancer Transformation Fund, which would be a
unique opportunity to expand and accelerate the transformational changes we are looking to make. The
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funding will support us in developing programmes to improve earlier diagnosis, increase access to
stratified follow up and to implement the recovery package to improve the lives of those affected by
cancer. A summary of the key elements of our early diagnosis bid is below. Bids for the stratified follow up
and recovery elements have been developed pan-London (of a total value of £4.3m for 2017/18), to
ensure that we develop a consistent methodology but have the flexibility to deliver locally to address local
variation and needs.

5. Next steps
Confirmation of transformation funding is expected during the week commencing 13 March 2017. RM
Partners is working with all its stakeholders to develop a delivery plan which will set out project plans,
trajectories and milestones to deliver all of the relevant National Cancer Taskforce recommendations over
the next four years. This will have particular emphasis on diagnosing more cancers at stage 1 and 2,
rolling out the recovery package. and implementing risk stratified follow up pathways for breast, prostate
and colorectal patients in years 1 and 2. This delivery plan will be agreed by partners early in the financial
year 2017/18.
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The Board can expect to see more detail of the projects contained in the delivery plan [in early 2017/18],
and regular updates on progress to improve outcomes for the population of north west and south west
London thereafter. This will include more detailed proposals to develop a shadow lead provider model
across partners as these plans are developed.
6. Summary
RM Partners has made good progress in establishing itself as the cancer alliance for north west and south
west London, and in agreeing and aligning clinical priorities for cancer across partners within this
geographic area. There has been some considerable success in our initial projects which will result in
tangible benefits to patients and the health economy. We are also actively exploring different models of
organising services across multiple partners, and are developing plans to test a lead provider model over
the next year.
The injection of transformation funding for the financial year 2017/18 will enable us to make a step
change towards improving outcomes for our population, focusing on diagnosing cancer earlier. This is a
really exciting opportunity for RM Partners to lead a major transformation programme at pace across
partner organisations in west London. We are developing detailed plans for delivery of individual projects
and will report back to the Council of Governors on these plans our progress.
The Board is asked to note:


Progress on development of RM Partners, including transformation proposals;



Progress on development of the RM Partners delivery plan; and



The next steps as set out in this report.

Nicola Hunt
Managing Director
RM Partners

Page 7 of 7

BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

29th March 2017

7

Title of Document:

To be presented by

Financial Plan 2017-2019

Chief Executive/Chief Financial
Officer

Executive Summary
The Chief Financial Officer (CFO) will present the final Financial Plan 2017-19 to the Board
for approval.
The enclosed version was drafted prior to the Audit and Finance Committee meeting taking
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Recommendations
The Board is requested to approve the Financial Plan 2017-2019.
Author:

Contact Number or E-mail:

Date:

Chief Financial Officer

x2151

13th February 2017

Financial Plan 2017/19
1.

Introduction
This paper provides the final plan to the Trust Board on the financial plan for
2017/19, including the proposed budgets for the divisions and directorates. A draft
two year plan was submitted to NHSI on 23rd December 2016 with a final version to
be submitted at the end of March 2017. Both years’ plans deliver the Control Totals
issued by NHS Improvement (NHSI).

2.

Planning Context
The current operational planning and contracting round covers two years, 2017-19,
and is being built out from Sustainability and Transformation Plans (STPs). Twoyear contracts now reflect two-year activity, workforce and performance assumptions
that are agreed and affordable within each local STP. A two-year tariff has been
issued alongside a two-year contract and national CQUIN guidance. Control Totals
have been issued to all Trusts alongside Sustainability and Transformation Fund
(STF) allocations. An NHS England and NHSI oversight process provides a unified
interface with local organisations to ensure effective alignment of CCG and provider
plans. As the timetable was brought forward, with a target deadline for all 2017-19
contracts to be signed and plans submitted by 23rd December 2016, a more refined
plan has subsequently been requested for submission at the end of March 2017.
With this in mind, a “top-down” high level plan was developed and submitted on 23rd
December 2016 with the Control Totals being met. Internally, divisions have used
the quarterly Business Planning rounds to develop their “bottom-up” plans, also
delivering the Control Totals by year-end and informing the final March plan.
Efficiency targets were set at 3% for clinical divisions and 5% for non-clinical
divisions. These targets are in addition to funding any investments and cost
pressures. The main contract for 2017-19 with NHS England (NHSE) has now been
signed. The contracts with CCGs are still being discussed and it is expected they will
be signed soon.

3.

Business Planning Process
Due to the shortened timetable for Business Planning, two processes have worked in
parallel in 2016/17.
 Externally, the Trust has worked with the SWL STP to deliver the NHSI deadlines
and submitted an operational plan on 23rd December 2016.
The December plan showed an improvement in the RMH position of £2.3m in
2017/18 to meet the Control Total £3.3m surplus and a further £1.7m achieved in
2018/19. The plan was developed from the Q2 quarterly meetings and informed
further by developments in the NHS contracting rounds. The detail of this
submission can be found in Section 4 below.

 Internally, the quarterly Performance Review Group (PRG) meetings have been
continuing throughout the year. Here, each division’s financial position is
reviewed in more detail and shared with the executive team. These meetings
form the basis of a rolling business planning cycle.
The aim of the Q3 and follow up meetings was to develop the detail behind the high
level “top-down” plan that was submitted in December delivering the Control Totals.
Divisions have been encouraged to work collaboratively on efficiency and
development schemes as well as with Procurement on supply savings. The workforce
team have also supported on staffing levels and restructurings.

4.

Income & Expenditure
Plan

Forecast
Outurn

AFC Draft
Plan

16/17
177,845
17,145
89,534
284,524

16/17
174,153
16,048
92,282
282,483

17/18
189,400
21,915
96,800
308,115

17/18
186,511
21,053
98,028
305,592

26,526
6,961
7,000
10,890
1,500
28,010
80,888

29,130
6,491
7,000
8,813
4,000
28,961
84,395

23,688
5,939
6,600
15,289
1,847
22,953
76,316

25,505
5,998
6,600
9,584
1,847
25,139
74,673

Total Operating Income

365,411

366,878

384,431

380,265

Employee expenses
Drugs costs
Clinical and non-clinical supplies and services
Other
Total Operating Expenditure

202,570
70,704
31,396
39,029
343,698

201,811
65,788
32,885
41,029
341,513

211,989
71,397
35,351
40,790
359,527

211,840
70,027
35,565
37,904
355,336

Operating Surplus

21,713

25,365

24,904

24,929

Depreciation/Amortisation
Net Finance expense
PDC dividends payable

13,984
199
5,115

13,600
215
4,500

14,910
197
3,900

14,910
197
3,900

2,415

7,050

5,897

5,922

3,384 969
969 2,469

3,000 4,050
969
5,019
50

2,490 3,407
3,336
71
1,560

2,490
3,432
3,336
96
1,585

NHS acute activity income
Community services income
Private patient income
Total income from patient care activities
Research and development
Education and training
Donations / grants for the purchase of capital assets
Charitable contributions to expenditure
Sustainability and Transformation Fund (STF)
Other
Total other operating income

SURPLUS FOR THE YEAR (PRE-IMPAIRMENT)

Remove capital donations/grants I&E impact
Adjusted financial performance surplus/(deficit)
Control totals for planning years
Performance against control total
Underlying financial performance less STF

-

Final Plan

The Board reviewed a draft version of the plan at its last meeting with the details being
reviewed at Audit and Finance Committee (AFC). Since the paper was produced for AFC
there have been a number of updates to the plan following the final round of business
planning meetings. The table above shows the forecast outturn for 2016/17 against the
initial plan alongside the draft plan to AFC and the proposed final plan for Board approval
and onward submission to NHSI. The key changes between the draft plan to AFC and this
final plan are as follows:

Activity and Income
 NHS Acute Income
The key changes from forecast outturn relate to activity increases, drugs and local
pricing. The final plan reduces the amount of drug increases following a further
review of the new drugs expected to come on line in 2017/18.
 Community Services Income
For 2017/18, a number of non-NHS Community Contracts and smaller NHS
Community contracts have been reclassified from Other Operating Income, to
Community Services Income. The total quantum of Community activity and
income is not materially changing.
 Private Patient Income
Private Patient activity and income is targeted to increase year on year as per the
Trust’s strategy. The increase between draft and final is a reflection of the
expected pricing changes for the new year.
 Other Operating Income
Other Operating Income is budgeted to decrease in 2017/18 due to the BRC
funding reduction and the reclassification of some Community Services Income to
Patient Care Income. Some of the BRC reduction is targeted to be mitigated
through increased external grants so a modest increase in this is planned. The key
change to the final plan is a reduction in the charitable grants.
Expenditure
 Employee expenses
Employee expenses are forecast to come in under plan in 2016/17 but then
increase in 2017/18. CIPs and BRC funded post reductions will be offset with
inflationary growth and the apprenticeship levy (both funded through the
National Tariff), roles required for revenue generating efficiency schemes, and
investment in Private Care and the Medical Model Sustainability. A key focus of
the pay expenditure in 2017/18 will be to maintain and continue the reduction in
temporary staffing by ensuring rostering of staff is maximised, junior doctor rotas
are appropriately reviewed, tight contracts for agencies are in place and the

turnover rate of staff is reduced.
 Non-Pay expenses
Drugs costs are anticipated to rise due to both price inflation but also
increased NHS and Private Patient activity. The anticipated approval of a
number of immunotherapy drugs by NICE will increase costs but also NHS

income. The final plan has taken a more prudent review of these drug
increases.
Other costs have reduced in the final plan due to the removal of reserves as
the plan has been finalised.
 Non-operating items
The estate was re-valued at 31st December 2016 and has had a significant impact
on its carrying value in the Accounts and therefore the depreciation chargeable
and PDC payable.
Control Total
The Control Total is calculated as the Total Surplus less the impact of Donated Asset
Income and Depreciation. This plan shows an improvement in this of £1.5m in
2017/18 to meet the Control Total £3.3m surplus and a further £1.7m achieved in
2018/19.
5.

Capital Plan
A review of the forecast for 2016/17 and plans for 2017-19 are in the table below.
Broadly the Trust should be spending in line with its depreciation on owned assets,
plus any surplus, less the loan repayments, which this high level plan achieves.

Plan
£'000

2016/17
Forecast
Outturn
£'000

£'000

£’000

4,059
1,250
3,803
5,196
500

3,330
1,335
2,650
4,461
808

3,000
1,200
0
3,300
500

3,000
1,200
0
1,750
500

25

133

1,800

800

14,833

12,717

9,800

7,250

2,050
4,950
7,000

2,951
4,049
7,000

3,500
3,100
6,600

3,500
3,100
6,600

301

301

600

5,800

22,134

20,018

17,000

19,650

2016/17
Internally Financed
IT Schemes
Backlog & Minor Works
Private Patients
Estates
Medical Equipment
Other schemes/Contingency
Donated Income
Financed
Medical Equipment
Estates (inc. CCRC)

ITFF Loan Financed
Schemes
Total Capex

2017/18
Plan

2018/19
Plan

6.

Balance Sheet
The Balance Sheet is planned to remain largely similar, with the cash balance
oscillating between £10m and £15m over the two years. NHS Debt is planned to
reduce as a number of outstanding issues are almost at resolution. Non-NHS debt is
also planned to reduce through process reviews and targeted collection with focus on
the Private Care Income growth impacting debt being mitigated as much as possible.
The estate revaluation has been performed in January 2017 and impacted on the
Fixed Assets carrying value, and therefore has impacted PDC and depreciation. The
effect of this has been included in the plan.

7.

Risks

Short Term Risks

2017/19 NHS
Commissioner Contracts
Risk in local price income
increase in plan as not yet fully
agreed

Private Care Strategy
Risk that growth is not
delivered
Risk to cash flow as growth
expected through shift from
UK sponsored to embassy
activity

BRC reduced award
Significant reduction in BRC
funding from 2016/17.

Junior Doctor position
Deanery discussions to reduce
workload of Junior Doctors
and remove Private Care
caseload.
Unknown cost impact of all
new Junior Doctor contracts.

Temporary Staffing Costs
CIPS have been identified to
reduce usage and rate
reduction. Pressure to
maintain this position esp. if
other London Trusts do not
adhere to the NHSI price caps.

£

<£5m

<£5m

<£1m

<£0.5
m

<£0.5
m

Risk
Rating

Mitigation

15

Significant progress made in
a number of areas with a
2016/17 positive settlement
secured and a contract value
and principles agreed with
NHSE. CCGs are yet to agree
and sign the contract for
2017/19.

15

Strategic plan developed and
marketing plan agreed.
International Patient
Manager in place to develop
relationships with Embassies
to improve payment.
Monthly review of debt in
Performance Review Group.

12

Plans to mitigate this through
increased funding from
alternative sources as well as
cost efficiencies so volume of
research does not
significantly decline.

6

Junior Medical Workforce
Plan in development with a
contingency set aside to fund
this.
Workforce reviewing all
communications on new
contracts so an impact
assessment can be performed
as soon as an agreement is
reached. No significant cost
pressure identified thus far.

6

Controls on agency usage
continue with close
monitoring in both
Performance Review Group
and the Temporary Staffing
Board.
Adherence to price caps being
enforced with agencies,
internally and liaison with
London Trusts and NHSI to
maintain the wider position.

Undeveloped CIP schemes
Not all CIP schemes have been
fully developed.

<£2.5m

12

Regular meetings with all
divisional heads are
occurring to drive the
development of these plans.

There are some key medium term financial risks which the Board needs to be
aware of too in connection with signing the financial plan for 2017/18.

8.

Medium Term Risks

Mitigation

Capital Prioritisation
Internally financed capital is insufficient
to fund all capital requirements.

Capital requests are collated and
measured against a prioritisation matrix
to assess selection for funding.
Charitable funds are being sought for
specific items of Medical Equipment as
well as the funding from National
Programmes particularly for IT.

Vanguard
As host of RM Partners, RMH will
receive a number of transformation and
other monies for the delivery of
initiatives across the patch. The risks are
that costs may exceed funding and RMH
may be responsible for the shortfall.

Initiative budgets to be reviewed by
Finance and performance monitored on a
monthly basis. Contingency to be built
into budgets to support overruns.
Initiatives to be agreed on a fixed cost
basis so RMH will not accept activity
risk.

Recommendations
The Board is requested to review the plan, note the risks identified and approve the
target surplus, delivery of the Control Total and capital budgets proposed. The final
plan will then be submitted to NHSI at the end of the March 2017.
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KEY PERFORMANCE INDICATORS
QUARTER 3 2016/17
1.

PURPOSE

This paper is intended to provide the Board with an update on the Trust’s performance for
quarter 3 2016/17. The scorecard and narrative is also submitted to the Council of
Governors.
The report includes the balanced scorecard for the Trust and a commentary on the red-rated
indicators in the quarter 3 report including actions underway to improve performance.
2.

KPI REVIEW

A full review of the scorecard metrics, definitions and thresholds has been completed as
previously reported. There has been an overall reduction in the number of measures to
ensure continued focus in line with the Trust’s strategy and statutory requirements.
3.

PERFORMANCE FOR QUARTER 3

Appendix A shows the balanced scorecard report for quarter 3 for 2016/17.
A commentary is only provided for indicators where performance is ‘red’ rated.
3.1 Patient Safety, Quality and Experience
The Governance Risk Rating metric has been replaced by the Single Oversight Framework
(SOF) metric this quarter. NHS Improvement has segmented trusts according to the level of
support each trust needs across the five themes of quality of care, finance and use of
resource, operational performance, strategic change and leadership and improvement
capability. Each Trust is segmented into one of the following four categories:
Single Oversight Framework metric
Segment
Segment description
rating

1

Providers with maximum autonomy: no potential support needs identified.

2

Providers offered targeted support: there are concerns in relation to one or
more of the themes. We've identified targeted support that the provider can
access to address these concerns, but which they are not obliged to take up.
Providers receiving mandated support for significant concerns: there is
actual or suspected breach of license and a Regional Support Group has
agreed to seek formal undertakings from the provider.
Providers in special measures: there is actual or suspected breach of license
with very serious and/or complex issues. The Provider Regulation

3
4

1

Committee has agreed it meets the criteria to go into special measure
Single Oversight Framework: level of support segment
Q3 16/17

Actual: 2

Target: 1

Forecast: 2

In Q3, the Trust had a segment rating of 2.

Q3 16/17

62 day wait for first treatment – GP referral to treatment (before
reallocation)
Forecast: Meet target using
Actual: 77.90% Target: 85%
national reallocation
methodology

RMH did not meet the 62 day urgent GP referral standard (before reallocations) with
performance at 77.90%.
During Q3 there were 43 accountable breaches prior to reallocation. Of those, 27.5
accountable breaches were received late in the pathway (defined as after day 38). The
remaining 15.5 breaches are categorised as follows :Out of the Trust’s control (12.5 breaches)
 Complex diagnostic pathway (4.5)
 Patient compliance with pathway (2.0)
 Patient Fitness (2.0)
 Inappropriately early referral (1.0)
 Other medical condition prioritized (1.0)
 Patient choice (1.0)
 Entry into clinical trial (0.5)
 Late referral – day 55 (0.5)
Within the Trust’s control (3.0 breaches)
 Admin delays (2.5)
 Surgical capacity (0.5)
RMH did meet the 62 day urgent GP referral standard following reallocation, based on the
national reallocation policy.
RMH continues to receive a high number of late referrals, as shown in the graph at Appendix
B.
A full action plan is in place and has been shared with commissioners and covers internal
improvements and work with referring Trusts. In addition, the Trust continues to work
closely with its referrer trusts through the System Leadership Forum and the South West
London Providers’ Group.
The Trust expects to continue to meet the standard post-reallocation. The full breakdown of
performance by tumour site prior to reallocation can be found in the table at Appendix C.

2

3.2 Finance, Productivity and Efficiency
Q3 16/17

PP Debtors over 90 days (% of total PP-debtors)
Target: <25%
Forecast: Amber
Actual: 49%

Private Care Debt over 90 days has increased to 49% and remains above target. The growth
of Embassy work has driven the aged debt and staffing shortages has hampered the efforts to
improve the metric. A revised billing methodology has been requested and implemented in
Q4 with the largest Embassy debtor, which targets faster invoice payment. Additionally, a
newly appointed Head of Private Care Commercial Finance will be reviewing the end-to-end
billing and debt collection process to deliver further improvements.

Q3 16/17

Non-PP Debtors over 90 days (% of total PP-debtors)
Target: <25%
Forecast: Amber
Actual: 51%

Non-Private Care Debt over 90 days has remained stable at around 50% all year. This is
driven by a number of key invoices in discussion with commissioners that are being resolved
at FD level and targeted for resolution before year-end.
3.3 Productivity and Asset Utilisation
Q3 16/17

Bed Occupancy - Sutton
Target: 85%
Actual: 79.26%

Forecast: Amber

Reduced bed occupancy is often seen in quarter 3 due to fewer elective operations and
patients choosing to wait until after Christmas for their treatment.
Despite this, bed occupancy at the Sutton site was below the target performance at 79.26% in
Q3. This drop was caused by the combination of reduced elective admissions as well as an
on-going trend of reducing non-elective admissions throughout the year. Of note, in Q3
there were 250 fewer non-elective occupied bed-days than in the same quarter the previous
year.
In quarter 4, bed occupancy is expected to increase driven by a return to normal levels of
elective admissions. This target may need to be reviewed for next year as the introduction of
the Acute Oncology Service in Sutton may further affect bed occupancy.

Q3 16/17

Theatre Utilisation - Sutton
Target: >80%
Actual: 69.81%

Forecast: Amber

Service performance against this metric represents theatre utilisation of scheduled sessions
between Monday to Friday 8am-6pm. The utilisation rate in Q3 for the two theatre suites in
Sutton is below target performance at 69.81%.
Timetabled sessions allocated to paediatric and plastic surgery contributed to the majority of
unutilised sessions. Paediatric Consultant Surgeon cover has been reduced since July 2016
following 1 of the Consultants leaving. This post has not been recruited to and the surgical
session is planned to be used as a Nurse-led session for PICC insertions under general

3

anesthetic. In the interim, these sessions will be utilised for private plastic patients which
started in February 2017.
In addition, 8 surgical sessions were not used on 2 bank holidays and a further 13 sessions
were not used between 23 – 30 December 2016 due to surgical teams not planning surgeries
during this period. It is expected that this indicator will improve next quarter.
3.4 Clinical and Research Strategy
Q3 16/17

Total NHS referrals
Target: 4900-5250
Actual: 4710

Forecast: Amber

NHS Referrals have decreased in what appears to be a steady decline since Q1. The quarterly
aggregated figures however, mask a large amount of monthly fluctuation. At the end of
December the total NHS referrals for the year is still slightly above the number of referrals
expected based on last year’s figures. This is the cumulative result of a very high number of
referrals throughout quarter 1 but a very low number in December 2016.
GP referrals for diagnosis dropped more in Q3 than hospital referrals for patients with a
cancer diagnosis. Traditionally GP referrals decline in December and volumes increase in
January. Early sight of the January data shows a substantial increase in referrals again, inline with this seasonal pattern. It is therefore expected that this indicator will improve
significantly next quarter.

Q2 16/17

Accrual to target, % of closed commercial trials meeting
contracted recruitment target (1 quarter in arrears)
Actual: 42.6%
Target: 85%
Forecast: Red

The NIHR has made changes to its Delivery metric (from quarter 4 2015/16), which now
focuses on recruitment to target, by target date recorded in each trial’s contract.
The recruitment target is set following discussion between the Principal Investigator and the
Sponsor and is a best estimate of recruitment at the site – recruitment to time and target.
Recruitment to target is affected by many factors. Recruitment may be more challenging
than anticipated; the Sponsor can often chooses to close the trial earlier than anticipated; the
trial is sometimes withdrawn by the Sponsor. In some instances, the recruitment window
may be extended in agreement with the Sponsor, with no change to the date held within the
trial Contract (and hence the metric does not reflect the agreed extension).
The NIHR collects reasons for recruitment targets not having been met but, unlike the NIHR
Initiation metric, no adjustment is made to account for these reasons.
In order to improve our performance against the NIHR metric, our researchers are
negotiating recruitment ranges, rather than a single definitive number of patients, and will
request amendments to contracts where recruitment is not happening at the anticipated rate.
Recruitment data are reviewed regularly at Clinical Research Team meetings, and are
reported at quarterly performance meetings held with the teams.

4

3.5 Workforce
Q3 16/17

Staff turnover rate
Actual: 15.1%

Target: <12.0%

Forecast: Amber

The overall staff turnover rate for the Trust is 15.1% in Q3. When split by Acute and
Community Services, the staff turnover rate is 14.3% and 21.o% respectively. However, the
overall staff turnover over for the Trust is average for a London Acute Trust.
A new online exit questionnaire and new joiner survey has been rolled out and the results
from this will support and direct efforts to improve retention rates. In addition, there is
significant on-going recruitment activity with 218wte waiting to start positions. The turnover
rate is expected to return to below 15% in Q4.
4.0 Conclusion
The Board is asked to note the Trust balanced scorecard and commentary for Q4 2016/17
and is invited to discuss the position.

5

APPENDIX A

The Royal Marsden NHS Foundation Trust
Balanced Scorecard 2016/17
NHSi denotes NHS Improvement standard
1.

To achieve the highest possible quality standards for our patients, exceeding their expectations, in terms of outcome, safety and experience

Patient Safety, Quality & Experience

NHSi Single Oversight Framework: level of support segment
Quality Account indicators

NHSi Certification against compliance : access to health care for people with a learning disability
Serious incidents (excl pressure sores)
Complaints - % upheld
Mortality
Hospital Standardised Mortality Ratio (rolling 12 month - qtr in arrears - NHS patients only)
Mortality audit (based on qtr data in arrears)

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Q4
(Jan-Mar
15/16)

Q3
(Oct-Dec
15/16)

2

New in Q3

G

G

G

G

G

G

G

G

G

G

0

0

3

0

2

24.00%

21.00%

29.00%

18.00%

25.00%

68.68

81.95

76.90

74.70

77.20

A

A

A

G

G

30 day mortality post surgery

0.36%

0.58%

0.59%

0.59%

0.37%

30 day mortality post chemotherapy

2.27%

1.99%

2.18%

2.22%

1.87%

100 day HSCT mortality in previous 6 months (Deaths related to SCT)

5.40%

1.90%

4.30%

0.00%

3.17%

100 day HSCT mortality in previous 6 months (All deaths)

5.40%

1.90%

5.80%

0.00%

3.17%

% Medicines reconciliation on admission

98%

99%

96%

90%

86%

Unintended omitted critical medicines

2.5

1.6

1.6

New in Q1

72.62%

68%

72%

73%

72%

97.90%

97.60%

98.40%

97.10%

97.00%

Medicines Management

Cancer staging
Staging data completeness sent to Thames Cancer Registry (1 qtr in arrears)
Patient satisfaction
Friends and Family Test (inpatient and day care)
Friends and Family Test (outpatients)

98.20%

97.50%

97.90%

96.95%

98.00%

Waiting times for day chemotherapy (over 3 hrs)

12.69%

12.54%

13.15%

11.87%

12.34%

0

0

0

0

0

Mixed sex accommodation breaches
PP access to single rooms - Chelsea %

100.00%

99.92%

100.00%

100.00%

99.89%

PP access to single rooms - Sutton %

100.00%

100.00%

95.03%

98.80%

99.75%

98.70%

97.40%

93.90%

95.30%

96.90%

National waiting times targets

NHSi
NHSi
NHSi
NHSi
NHSi
NHSi
NHSi
NHSi
NHSi
NHSi
NHSi
NHSi

2 wk wait from referral to date first seen:

all cancers
symptomatic breast patients

96.70%

95.50%

93.30%

96.10%

95.40%

98.30%

98.10%

99.30%

99.00%

98.80%

surgery

94.00%

94.50%

95.20%

97.60%

96.40%

drug treatment

99.40%

99.70%

99.80%

100.00%

100.00%

radiotherapy

98.10%

97.10%

98.30%

98.30%

98.50%

GP referral to treatment (reallocated)

87.00%

82.40%

85.40%

85.30%

88.40%

GP referral to treatment (pre-reallocations)

77.90%

75.20%

77.10%

78.60%

79.30%

Screening referral (reallocated)

93.30%

90.00%

78.30%

94.00%

93.70%

Screening referral (pre-reallocations)

92.60%

90.50%

84.30%

95.90%

90.80%

still waiting (incomplete)

94.70%

95.90%

94.30%

95.90%

94.80%

3

4

6

5

6

31 day wait from diagnosis to first treatment
31 day wait for subsequent treatment:

62 day wait for first treatment:

18 wks from Referral to Treatment

18 wks pathways - patients waiting > 52 wks. (distinct patients across the quarter)

2. Staff Friends and Family Test - How likely are you to recommend this organisation to friends and family… as a place to receive care or treatment
Staff Friends and Family Test

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Q4
(Jan-Mar
15/16)

Q3
(Oct-Dec
15/16)

Recommend – Care

N/A

100.00%

95.50%

96.30%

N/A

Not recommend – Care

N/A

0.00%

0.90%

1.80%

N/A

Q3
(Oct - Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Q4
(Jan-Mar
15/16)

Q3
(Oct-Dec
15/16)

referral to treatment information

75.00%

75.00%

75.00%

75.00%

75.00%

referral information

75.00%

75.00%

75.00%

75.00%

75.00%

activity information

76.20%

76.20%

76.20%

76.20%

76.20%

3. NHSi Community Measures
NHSi Community Measures

NHSi Community care data completeness
NHSi
NHSi
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APPENDIX A

The Royal Marsden NHS Foundation Trust
Balanced Scorecard 2016/17
NHSi denotes NHS Improvement standard
4. To improve the productivity and efficiency of the Trust in a financially sustainable manner, within an effective governance framework
Finance, Productivity & Efficiency

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Q4
(Jan-Mar
15/16)

Q3
(Oct-Dec
15/16)

NHSi NHSi financial sustainability risk rating
NHSi NHSi Use of Resources risk rating

N/A

4

4

3

3

2

New in Q3

%age variance from Agency Spend Cap

-13%

-7%

9.30%

New in Q1

NHSi %age variance from Agency Spend Cap

-13%

-7%

9.3%

New in Q1

Cash (£m)

13.6

11.7

10.9

24.1

34.7

NHS activity Income Variance YTD (£000)

904

826

680

-4,487

-3,257

PP activity Income Variance YTD (£000)

1,862

1,498

1,349

-537

-568

PP Debtors over 90 days (% of total PP debtors)

49%

41%

47%

46%

49%

Non-PP Debtors over 90 days (% of total non PP-debtors)

51%

51%

52%

35%

36%

Achievement of Efficiency Programme YTD (%)

99%

98%

66%

87%

89%

-5,072
Q2
(Jul-Sep
16/17)

-2,494
Q1
(Apr-Jun
16/17)

-1,781
Q4
(Jan-Mar
15/16)

-12,007
Q3
(Oct-Dec
15/16)

-5,684
Q2
(Jul-Sep
15/16)

0

77.95

New in Q1

87.5%

100% (TBC)

New in Q1

100% (TBC)

100% (TBC)

New in Q1

100%

100%

New in Q1

Bed occupancy - Chelsea

82.47%

81.92%

83.12%

81.99%

81.15%

Bed occupancy - Sutton

79.26%

80.16%

82.95%

83.04%

80.01%

Capital Expenditure Variance YTD (£000)
Quarter in arrears

Contractual Sanctions incurred (£000)
CQUIN %age achievement

Acute NHSE

CQUIN %age achievement
CQUIN %age achievement

Acute CCG
Sutton Community Services

Productivity & Asset Utilisation

Care Hours per Patient Day

92.35%

96.44%

96.71%

92.99%

93.16%

Theatre utilisation - Chelsea

92.35%

96.44%

96.71%

92.99%

93.16%

Theatre utilisation - Sutton

69.81%

77.57%

76.35%

72.24%

75.15%

3

3

3

New in Q1

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Q4
(Jan-Mar
15/16)

Total NHS referrals

4710

4824

5146

New in Q1

Total PP referrals

1033

996

1095

1026

RMH Patients recruited to 100K Genome Project

184

127

74

New in Q1

5.24

5.22

5.05

New in Q1

25.01%

25.08%

23.72%

New in Q1

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Q4
(Jan-Mar
15/16)

Q3
(Oct-Dec
15/16)

Q2
(Jul-Sep
15/16)

NIHR Adjusted figure (excl delays attributed to
sponsor/neither sponsor or trust)

94.30%

97.90%

96.40%

98.0%

90.9%

% of closed commercial interventional trials
meeting contracted recruitment target
(excluding trials that had no set target)

42.60%

43.60%

New in Q1

1

0

New in Q1

9%

10%

New in Q1

54.00%

42.60%

New in Q1

Q4
(Jan-Mar
15/16)

Q3
(Oct-Dec
15/16)

MDU Patients per Chair

5. To deliver the Trust's clinical and research strategy; to better meet the needs of patients and commissioners
Clinical and Research Strategy

Q3
(Oct-Dec
15/16)
1024

Efficient clinical models
NHS Average (mean) Elective LoS
NHS Non-Elective Admissions

Research (1 QUARTER IN ARREARS)
70 day target (for externally sponsored trials)
Accrual to target (1Q arrears) - National definition
No. of 1st European patients in previous 12 months

as %age of all NHS Admissions

Patients on interventional trials

as %age of first treatments

Trials lead by RMH

as %age of all trials with RMH involvement

6.

To recruit, retain and develop a high performing workforce to deliver high quality care and the wider strategy of the Trust

Workforce

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Workforce productivity
Vacancy rate

8.60%

9.30%

6.60%

6.3%

6.4%

Staff turnover rate

15.10%

14.60%

15.10%

14.6%

14.3%

Sickness rate

2.80%

2.60%

2.90%

3.1%

3.2%

Quality & development
Consultant appraisal (number with current appraisal)

94.00%

92.00%

91.70%

90.00%

72.90%

Appraisal & PDP rate

83.00%

80.50%

82.40%

85.40%

84.81%

Completed induction (new measure)

72.00%

76.00%

84.50%

78.60%

73.40%

Statutory and Mandatory Staff Training

86.40%

91.20%

90.40%

89.50%

86.77%
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APPENDIX B
62 Day GP Urgent Referrals by Category
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APPENDIX C
62 Day Wait for First Treatment (GP Urgent). Performance by Tumour Type (prior to reallocation).

Tumour site
Breast
Children's
Gynaecological
Haematological (excl. Acute Leukaemia)
Head & Neck
Lower GI
Lung
Referred elsewhere for treatment
Other/Unknown
Sarcoma
Skin
Testicular
Upper GI
Urological

Q316/17
98.3%
N/A
66.67%
75%
67.9%
70.8%
71.4%
N/A
50%
72.2%
88%
100%
54.5%
67.7%

Q2 16/17
89.6%
100.0%
51.7%
55.6%
45.0%
83.3%
85.3%
N/A
66.7%
66.7%
83.3%
100.0%
64.3%
60.4%
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Q1 16/17
96.7%
N/A
57.1%
85.7%
50.0%
75.7%
71.1%
N/A
71.4%
57.6%
71.4%
N/A
76.5%
45.8%

Q4 15/16
95.7%
N/A
66.7%
77.3%
81.3%
62.96%
58.3%
N/A
100.0%
65.7%
91.3%
N/A
72.7%
64.9%

Q3 15/16
96.5%
100.0%
85.7%
100.0%
47.6%
75.0%
83.3%
100.0%
71.4%
58.3%
72.7%
50.0%
70.0%
40.5%
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Summary Financial Performance Report
for 11 Months to February 2017
1.

Introduction
The paper provides a summary of the financial position to date for the financial year 2016/17.
The reporting format within this paper provides consistent reporting to all Trust Committees.
The Trust Board is requested to note the contents of this report and the risks highlighted.

2.

Summary Financial Position
Key headlines
• Month 11:
o Operating surplus of £1,495k, a favourable variance of £802k
o Retained surplus of £248k, a favourable variance of £1,076k
o Agency expenditure of £632k, a favourable variance against the cap of £125k
o CIP delivered of £1,007k, an adverse variance of £76k
•

Year-to-date:
o Operating surplus of £13.8m, a favourable variance of £2.3m
o Retained deficit of £26.8m, an adverse variance of £27.5m
o Agency expenditure of £6.9m, a favourable variance against the cap of £1.3m
o CIP delivered of £9.7m, a favourable variance of £0.1m
o Capital expenditure of £15.9m, a favourable variance of £5.2m
o Cash in bank of £23.0m, a favourable variance of £7.4m

In the month of February the Trust had a surplus of £248k, a favourable variance against the
plan of £1.1m. Income and pay were adverse variances in month, but non-pay was underspent
due to lower activity and with the reduction in PDC dividends, the position overall was a
favourable variance.
NHS Income continues to be adverse to plan (£0.4m in month) due to lower drugs income,
which is driven by lower drugs expenditure. Private Care income was an adverse variance in
month of £0.2m but is £8.3m year on year favourable variance to the same point as last year,
as well as £2.8m favourable to plan. The main variance in Other Operating Income was on
Grant Income, which was £0.5m favourable in month due to the payment of the nursing
retention scheme. Overall income was £0.5m adverse in the month and is now £0.3m
favourable year-to-date.
On expenditure, agency usage was £0.6m in month, an increase compared with the previous
month. YTD the Trust is now £1.3m under the spend cap and only 221 shifts breached the rate
cap in month, which is low when benchmarked against other London Trusts. These shifts were
all Medical and Nursing and only framework agencies continue to be used. Overall pay
expenditure was £0.7m adverse to plan in month due to the retention payment funded by the
Charity.
The Single Oversight Framework was implemented by NHSI on 1st October 2016. In this the
Financial Risk Rating has been replaced with a Use of Resources Rating. The segments have
been reversed, with 1 representing providers afforded maximum autonomy to 4 representing
providers in special measures. The Trust delivered a Use of Resources rating of 1, against a
plan of 2. The details are in Appendix 1.
The Key Financial Risks and Issues have been highlighted during the year and relate to
the 2016/17 plan, which was discussed at the Board in March 2016. These are updated as
follows:
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•

•

•

•

3.

NHS Commissioner Contracts – the Trust requested that local prices are re-based as
per the Monitor (NHSI) framework so that the income covers the cost of the services
provided. In addition, the Trust runs 25 MDTs a week for which it receives only a
small contribution towards four of them. The final report was received in October 2016
and there has been an agreed outcome for 2016/17 plus good discussions on their
implementation for 2017/18.
Private Care Strategy – there has been significant growth in the past few years on
income, however the embassy work does fluctuate and other areas are being pursued to
continue the growth alongside the additional capacity that opened in September. The
main issue with embassy growth is the slowness of payment increasing the debt levels
again this year.
Junior doctors’ contract – the Trust has taken the national guidance that the contract
is cost neutral for providers. The rotas have now been reviewed with some initial
impact upon the Trust which will impact in the new financial year when the main rotas
are changed.
Temporary staffing – controls are in place and have been for several months. This is
ensuring the cap imposed upon the Trust is being met. The cap will be achieved this
financial year due to the continued controls in place and this will need to continue into
2017/18 as the cap will be in place next year too.

Income and Expenditure
The Income and Expenditure position for the Trust, in month, year-to-date and the forecast is
set out in Appendix 1.
Income – The income position for month 11 was an adverse variance of £0.5m.
NHS Acute Income was favourable to plan in month by £0.4m due to overperformance in
inpatient and daycase admissions and critical care. The Cancer Drug Fund was an adverse
variance of £0.7m, although is partially offset by High Cost Drugs pass-through income.
Overall NHS Clinical Income was an adverse variance of £0.4m for the month.

NHS Acute Income for 2016/17
£17.0
£16.0
£15.0
£14.0
£13.0
£12.0
£11.0
£10.0
£9.0
£8.0

Apr

May

Acutal 14/15

Jun

Jul

Actual 15/16

Aug

Sep

Oct

Actual 16/17

Nov

Dec

Plan 16/17

Jan

Feb

Mar

Forecast 16/17

Private Care income was below plan in month with an adverse variance of £0.2m. However,
the year on year increase has continued to grow and is now at £8.3m. The investment in new
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facilities for Private Care has driven this growth. At month 11 there is a £2.8m favourable
variance year-to-date.
Additional resources and processes improvements have reduced the billing lag but there are
still very high debt levels. The total private debt is £26.2m a reduction from last month,
however this is still an increase of £2.2m since the beginning of the year and £7.8m higher
than the end of year target.
The trend chart below shows actual income compared to the 2016/17 plan, alongside 2015/16
and 2014/15 income levels.

Private Care Income for 2016/17
£10.0
£9.0
£8.0
£7.0
£6.0
£5.0
£4.0
£3.0
£2.0
£1.0
£-

Apr

May

Acutal 14/15

Jun

Jul

Actual 15/16

Aug

Sep

Oct

Actual 16/17

Nov

Dec
Plan 16/17

Jan

Feb

Mar

Forecast 16/17

The remaining key variance on income in month is £0.5m favourable on Grant Income which
is matched by additional expenditure.
Pay expenditure – was an adverse variance of £0.7m in month compared to the plan and is
now only £0.6m underspent year-to-date. The key reason for the overspend in month is
related to the nursing retention payment funded by the Charity, hence the substantive staffing
increase in the graph below for February.
The two charts below provide pay and temporary staffing data for 2016/17. Substantive costs
were over plan for February due to retention payments; however, the agency expenditure
continues to be under the cap imposed before the start of the year by NHSI. Agency increased
slightly in February and but is still £1.3m below the cap. There are a few areas that have been
consistent in their usage of agency across the year as recruitment remains a national issue;
junior doctors, theatres and CCU staff, community nurses and AHPs. Other areas of usage
have been managed down all year with any usage in the corporate divisions requiring COO
approval.
The first chart shows total pay costs against the budget by month. The second chart reflects
the bank and agency usage. The focus on agency staffing spend continues with NHSI requiring
weekly reporting and the Trust has a spend cap that it is required to work towards as well as
caps on agency rates for suppliers. The Trust is expected to utilise only agencies that apply the
caps in rates. There were 221 cap shift breaches recorded in February. The Trust is working
with individuals and encouraging them to convert to the internal staff bank where feasible,
this has been working as the bank usage is increasing as agency workers come on to the bank.
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In month the expenditure was 3.5%, below the NHSI cap by £104k (Appendix 2, chart 2.2).
The controls, initiatives and monitoring tools are continuing to keep this spend under control
as the Trust is £1.3m under the cap.

Pay Cost Trend
£19.0
£18.0
£17.0
£16.0
£15.0
£14.0
£13.0

Substantive

Bank

Agency

Pay Budget

Bank and Agency Spend Trend
Bank

£1.6

Agency

£1.4

Linear (Bank )

£1.2

Linear (Agency)

£1.0
£0.8
£0.6
£0.4
£0.2
£-

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Non-pay expenditure – was a favourable variance of £2m to plan in month and is now
£1.4m favourable variance YTD. The position in February was driven by an underspend in
drugs due to a reduction in the cancer drug fund activity, with the year-to-date underspend
being £3.3m. Additional Private Care activity and drugs spend only partially offset this
position. Other expenditure in month was also favourable due to unspent inflation reserves
and a reversal of double counted non-clinical supply costs that had been both paid and
accrued through the finance system.
At the beginning of the quarter, the estate was re-valued by the new Trust valuers, Montagu
Evans. Valuation techniques and the assumptions therein evolve over time, so a fresh review
has been conducted. Using the modern equivalent asset valuation methodology, the carrying
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value of the estate was reduced by £58m, with £29m being taken to the I&E as non-operating
expenditure and £29m to the Revaluation Reserve. This lowered valuation impacts the Public
Dividend Capital (PDC) calculation with a full year effect of a £1.2m saving, half of which will
be realised in 2016/17.
4.

Efficiency Programme
There was a small underperformance in month against the CIP plan, but the Trust remains in
a favourable position year-to-date and is expected to deliver the overall efficiency programme
for the financial year. Overall the Trust has delivered £9.7m of savings year-to-date and
continues to focus on efficient delivery of services. The CIP position is presented in Appendix
2, chart 2.1.

5.

Capital Expenditure
Capital expenditure totals £15.9m as at the end of February which is a favourable variance of
£5.2m YTD. There is no clinical risk impact with the slippage of any schemes, with timing
differences in spend on the large Estates projects driving the main YTD variance with IT
schemes being the remaining variance.

6.

Cash and Debt
Cash – The Trust ended the month of February with £23.0m cash in the bank, a favourable
variance of £7.4m against the plan. Chart 2.3 in Appendix 2 shows the trend of cash balances
in the last six months and the forecast and plan for the next 12 months. There were a number
of delayed payments in January that were paid in early February, which made the January
position artificially low. In addition a number of historic NHS debt issues were cleared hence
the favourable variance and increase in cash in month.
Debt – Invoices raised but not yet paid have decreased in month by £10.8m to £50.1m at the
end of February. This was driven in the main by a decrease in NHS debt of £8.9m due to
clearing some of the old invoices but also a delay from January. There have been particular
issues with NHSE paying a number of invoices that are direct pass-through payments, which
was resolved in February. Private Care debt also decreased in month by £1.0m as again
payments from the embassies delayed from January were made in February. Chart 2.4 in
Appendix 2 provides a trend of debtor balances for the last twelve months by age of debt,
which shows the increase in debt over 90 days, the majority of which is with embassies.

7.

Conclusion and Recommendation
Month 11 performance overall was favourable to plan in month and when removing the
variance due to the impairment, is favourable year-to-date as well. It is expected that this
performance will continue for the final month of the year and the Trust will outperform the
control total set by NHSI, thereby securing additional Sustainability and Transformation
Funds for the Trust.
The Trust Board is requested to note
• The financial performance as at month 11;
• The continued risks highlighted in section 2.
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Appendix 1: Income and Expenditure
Y ear t o Dat e

In Mont h

Y ear - 2016/17

Prior Y ear t o Dat e

Av erage Mont hly Run Rat es

Budget

Act ual

Var

Budget

Act ual

Var

Act ual

Var

Budget

Var

1516 Q4

1617 Q1

1617 Q2

1617 Q3

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

Actual

Actual

Actual

Actual

Income
NHS Clinical Incom e

(1 5,6 4 2 )

(1 5,2 4 3 )

Non NHS Clinical Incom e

(7 ,4 06 )

(7 ,2 3 4 )

Non Clinical Incom e

(6 ,3 02 )

(6 ,3 7 9 )

(2 9 ,3 4 9 )

(2 8,855)

Pay

1 7 ,2 09

Non Pay

1 1 ,4 4 7

399

(1 7 7 ,57 9 )

(1 7 4 ,56 7 )

3 ,01 3

(1 9 2 ,7 3 4 )

1 8,1 6 8

(1 9 5,4 06 )

1 ,09 2

(1 8,53 7 )

(1 6 ,080)

(1 5,84 9 )

(1 5,7 3 1 )

172

(81 ,06 1 )

(83 ,81 9 )

(7 7 )

(6 7 ,3 85)

(6 7 ,9 57 )

(2 ,7 58)

(7 5,501 )

(57 2 )

(6 4 ,2 6 7 )

(8,3 1 8)

(89 ,57 0)

(2 ,7 1 2 )

(7 ,2 82 )

(7 ,4 4 6 )

(7 ,3 2 1 )

(7 ,806 )

(3 ,6 9 0)

(7 3 ,6 3 9 )

3 57

(7 ,04 7 )

(6 ,003 )

(6 ,1 9 8)

494

(3 2 6 ,02 6 )

(3 2 6 ,3 4 3 )

(3 1 7 )

(6 ,4 07 )

(3 3 2 ,503 )

6 ,1 59

(3 58,6 1 4 )

(1 ,2 6 3 )

(3 2 ,86 6 )

(2 9 ,52 9 )

(2 9 ,3 6 8)

(2 9 ,9 4 4 )

1 7 ,9 1 3

7 03

1 85,9 2 9

9 ,4 4 7

(2 ,000)

1 2 8,56 6

1 85,3 2 3
1 2 7 ,2 01

(6 05)

1 88,83 1

(3 ,507 )

2 02 ,9 9 9

(1 ,1 87 )

1 7 ,6 7 2

1 6 ,7 2 4

1 6 ,6 4 3

1 6 ,84 6

(1 ,3 6 5)

1 2 9 ,01 9

(1 ,81 9 )

1 4 0,9 04

(1 ,2 02 )

1 3 ,6 3 4

1 1 ,59 1

1 1 ,7 02

1 2 ,1 4 8

2 8,6 56

2 7 ,3 6 0

(1 ,2 9 7 )

3 1 4 ,4 9 5

(6 9 3 )

(1 ,4 9 5)

(802 )

(1 1 ,53 1 )

3 1 2 ,52 4
(1 3 ,81 9 )

(1 ,9 7 1 )

3 1 7 ,850

(5,3 2 6 )

3 4 3 ,9 03

(2 ,3 9 0)

3 1 ,3 05

2 8,3 1 5

2 8,3 4 5

2 8,9 9 4

(2 ,2 88)

(1 4 ,6 53 )

83 4

(1 4 ,7 1 2 )

(3 ,6 53 )

(1 ,56 1 )

(1 ,2 1 4 )

(1 ,02 3 )

(9 50)

Expendit ure

Operat ing Surplus
PDC, Interest, JV
Dev elopment Reserv e for Inv
Donated Asset Incom e
Depreciation

446

177

(2 6 9 )

4 ,86 3

4 ,53 8

(3 2 5)

4 ,4 9 7

41

5,3 1 3

(59 8)

343

433

507

491

(2 4 7 )

(1 ,3 1 8)

(1 ,07 2 )

(6 ,6 6 8)

(9 ,2 81 )

(2 ,6 1 3 )

87 5

(9 ,3 9 9 )

(4 ,2 51 )

(1 ,2 1 8)

(7 81 )

(51 6 )

(4 59 )

(82 )

(1 81 )

(9 9 )

(6 ,856 )

(5,4 7 0)

1 ,3 86

(1 0,1 56 )
(5,1 1 3 )

(3 57 )

(7 ,000)

-

(56 5)

(4 08)

(1 ,2 9 8)

(3 1 )

1 ,1 57

1 ,2 52

95

1 2 ,82 5

1 2 ,3 3 7

(4 88)

1 2 ,09 1

246

1 3 ,9 84

(3 84 )

1 ,1 4 2

1 ,06 7

1 ,09 7

1 ,1 01

Loss Disposal Fixed Assets

-

-

-

-

(2 )

(2 )

98

(1 00)

-

(2 )

-

-

-

Im pairm ent

-

-

-

-

2 9 ,2 6 0

2 9 ,2 6 0

1 ,502

2 7 ,7 58

-

-

6 53

-

-

-

82 9

(2 4 8)

(1 ,07 6 )

(6 9 9 )

2 6 ,84 4

2 7 ,54 3

(1 ,57 9 )

2 8,4 2 2

(2 ,4 1 5)

(4 ,6 3 7 )

12

(1 2 3 )

(7 1 7 )

61 0

Ret ained Surplus

Use of Resources Rating

Pla n Y T D

Li qu i di t y
Ca pi t a l Debt Cov er Ra t i o
I&E Ma r gi n
V a r i a n ce Fr om Pl a n
A gen cy Spen d
Use of Resou r ces Ra t i n g

A ct u a l Y T D

2
3
3
2
1
2

1
2
2
1
1
1

1.2 Ca pital Debt Cover 2015/16 (2)
4

0%

1

-1

1.3 I&E Ma rgin 2015/16 (3)

-1%
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

-2%

1.4 V ariance from plan (4)
2%
1%

1%

2

1.1 Liquidity Ratio 2015/16 (1)

20
(1) - Liquidity = Cash for liquidity purposes (net current assets excluding inventories) divided by operating expenditure expressed in days
15
(2) - Capital Debt Cover Ratio = revenue available for debt servicing (EBITDA plus interest receivable) divided by annual debt
10
(PDC Dividends, Loan repayments, Loan interest)
5
0
(3) - I&E Margin - degree to which the Trust is operating at a surplus / deficit
-5 Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
(4) - Variance between the Trust's planned I&E Margin and its actual I&E Margin year to date
-10
(5) - Distance from the Trust's agency spend cap
-15
-20

2%

3

0

N.B. In Budget and Actual Columns, Income is shown in brackets, Costs are without brackets. In Variance Columns, Red is an
Adverse Variance and Black a Favourable Variance.

(1 )

0%
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

-1%
-2%
-3%

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

1.5 A gency Spend Variance t o cap 2016/17 (5)
60%
50%
40%
30%
20%
10%
0%
-10%
-20%

4
3
2
1
Actual
Plan

The Trust deliv ered a £0.2m surplus in February , £1 .1 m fav ourable to plan. This was driv en by tight cost control, unspent reserv es and lower PDC costs as a result of the asset impairment. This brought the Y TD v ariance
(pre-impairment) to £1 .7 m fav ourable to plan which is forecast to improv e to £4.6m fav ourable to plan by y ear-end (ex ceeding the NHSI Control Total by £5m). Trust ov erpeformance of £2.5m against the Control
Total has been forecast (due to strong PP income, cost control and lower PDC costs) and matched by £2.5m of additional STF monies.
Agency usage was 3.5%, slightly higher than prev ious months, with 221 shifts ex ceeding the NHSI cap in month (Medical only ). This is low when benchmarked against other London Trusts (5th lowest agency % in London
out of 36 Trusts). Only framework agencies continue to be used and the Trust is £1 .3m below the NHSI agency spend cap.
This deliv ers a Y TD Use of Resources Rating of 1 , compared to a plan of 2.
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Appendix 2: CIPs, Capital, Debt and Cash

£-

£1 5.8
£1 4.6

£1 3.0
£1 9.1

£1 3.9

£9 .3
£1 7.6

£2 0.4

£1 4.3

£10.0

£1 6.2

£5.0

£1 2.5

£1 3.9
£1 5.3

£20.0

£1 8.4

£30.0

£10.0

£1 5.6

£1 6.2
£1 8.6

£1 4.3
£1 4.1

£40.0

£1 5.3

£50.0

£15.0

£1 1.7

£60.0

£20.0

£1 9.9

2.4 Debtors - Aging over time

£70.0

£1 9.3

2.3 Cash Balance

£1 3.5

£25.0

£-

Actual

Forecast

Plan

>365

90-365

30-90

0-30

Efficiency programme - The Trust reported that it is slightly behind plan in month but ahead year to date. Private Care schemes to increase prices has delievered additional
income which has offset slippage on their Business Case schemes. Increased savings in Estates and Cancer Services, is offsetting the pay and procurement CIPs in Clinical
Services that are slipping. The Q3 Forecast is that the Trust will exceed the CIP programme by year end.
Agency - the £756k NHSI monthly cap was met in month showing a steady reduction since the start of the year. The Trust is now £1.3m under the cap Y TD. High but
reducing spend continues in Community and Clinical Services, so biweekly meetings are being conducted with management to control and monitor this position, which is
bringing spend down.
Cash - the cash balance increased to £23m in February, £7m ahead of plan. Significant debt payments in month improved the position and along with slower capital spend
lead to a higher position than plan.
Debt - invoices raised to customers not yet paid has decreased by £11m in February to £50m. All debt categories reduced with large payments from NHSE and CCGs
significantly reducing the outstanding NHS debt.
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Recommendations
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1) Adopt and endorse the current position of the Board Assurance Framework whilst
recognising that further information to support the Framework and provide
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2) Consider gaps reported against the Board Assurance Framework where there is a risk
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Board Assurance Framework
1.0.

Introduction

The purpose of the Board Assurance Framework (BAF) is to provide the Board with assurances when considered alongside the Trust’s risk
management processes, the statement of internal control and the programme of internal audit (NHS 2015). Oversight of effective risk management by
the board is underpinned by four interlocking systems of control:
•
•
•
•

The BAF
Organisational Risk Management
Audit
The Annual Governance statement.

2.0.

The Board Assurance Framework (BAF)

This is a document that sets out strategic objectives, identifies risks in relation to each strategic objective along with controls in place and assurances
available on their operation. Formats vary but the framework generally includes:
3.0.

Objective
Principal risk and risk owner
Key controls
Sources of assurance
Gaps in control/assurance
Action plans for addressing gaps (NHS 2013)
The BAF at The Royal Marsden

The RM BAF in Appendix 1 presents the key strategic objectives for The Trust that have been identified from the four key themes identified in the
Strategic Plan 2014/15–2018/19. Detailed operational and corporate risks can be found in The Royal Marsden Risk Register which is presented to the
Quality, Assurance and Risk committee quarterly.
Through an on-going consultation process with Executive Directors, Divisional Directors and some Heads of Service, the organisation is in a position
to:
• Ascertain key risks associated with the strategic objectives and identify the controls in place to manage the risks;
• Continuously review the Board Assurance Framework for 2016/17 and assess the risks that have either resolved or reduced significantly.
1

4.0.

Development of The BAF at The RM

In May 2013 the existing design of the BAF was discussed by the Non-Executive Director Chairs for the Audit and Finance Committee (AFC), Quality
Assurance and Risk Committee (QAR), the Chief Financial Officer and Chief Nurse. Although the format was fit for purpose it was felt that its length
and breadth might dilute focus on key strategic risks. The Trust therefore consulted with internal and external audit and with other NHS Foundation
Trusts (The Christie NHS FT, Guys and St. Thomas NHS FT, University College NHS FT) and a clearer more concise format was chosen. This new
format was presented to the QAR committee in July 2013, the format was welcomed but the content needed further refinement. The BAF was further
refined and brought back to the December QAR. Following further comments from QAR and KPMG further amendments were made in February
2014. The Board endorsed the new format and content of the BAF in 2014. In April 2015 the BAF was updated to reflect the new RM five year
Strategic Plan 2014/15-2018/19 which in turn takes into account the NHS Five Year Forward View (October 2015).
5.0

Recommendation

The Trust Board is asked to:
• Adopt and endorse the current position of the Board Assurance Framework for 2016/17 whilst recognising that further information to support
the Framework and provide assurance is submitted during the year.
• Consider gaps reported against the Board Assurance Framework where there is a risk that the Trust might not achieve one or part of its key
objectives.
• Ensure identified assurances within the framework are being explicitly reported to and monitored by the Board.
References
Well-led Framework for governance reviews: guidance for NHS Foundation Trusts (April 2015), Monitor
NHS Foundation Trust Code of Governance (2014) Monitor
NHS Leadership Academy (2013) The Healthy NHS Board: Principles for Good Governance
NHS Five Year Forward View (2014)

Assurance Score: 1 – 6 with
1-2 (Red) being minimal assurance of objective being delivered/
3-4 (Amber) Medium value assurance/
5-6 (Green) high value assurance of objective being delivered/
Grey- not possible to make an assessment.

(EXISTING
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Appendix 1: The Royal Marsden Board Assurance Framework, March 2017
Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

1. Innovation and
precision medicineClinical
sustainability/Value
for Money

1.1. Delivery of
Biomedical
Research
Centres
research
strategy with
reduced funding
award.
Director of
Clinical
Research/COO

Amber

Joint research Strategy launched July 2016.
BRC awarded £42.5m December 2016
following submission of a revised plan,
showing the impact of the reduced funding.

1.2. Maintaining
top quartile
research
performance.

Green

Helping to
ensure the UK
is globally
competitive as a
centre for
clinical trials.
COO

Fortnightly Trial Set Up meeting in place to
plan/manage capacity for clinical research
delivery
Quarterly reviews of all research delivery
group financial and operational performance,
including accruals and 70 day target. No
change.

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)
Oversight of progress
at weekly Clinical
Research Executive
(CRE), chaired by
Director of Clinical
Research and BRC
Steering Board.

None; RM has
been informed
by NIHR that
there will be no
financial penalty

Oversight of progress
at weekly Clinical
Research Executive,
chaired by Director of
Clinical Research
Monthly review of
research targets at
Performance Group,
chaired by Director of
Performance
Reported on Trust
Board scorecard.

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)
Efficiency plans in
development

New research
performance metrics
have been
developed as part of
board scorecard
annual review

Actions and
timescales/progress

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

All themes will be
allocated a reduced
budget in 2017-18. Each
theme lead will be
required to prioritise
research and seek
alternative sources of
funding where possible.
R&D business planning
for 17-18 underway.
Financial performance of
the wider clinical
research programme will
be monitored at quarterly
Clinical Research PRG
Maintain current
oversight of performance

CRE and monthly
Performance Group
monitoring
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)

1.3. Providing
research
leadership in
cancer for local
clinical research
networks. COO

Amber

Professor Stan Kaye appointed as director of
Research in the RM Partners Cancer
Vanguard

Assistant Dir. of
Clinical
Research
attendance at
CRN
Partnership
Board

Network study accrual
performance is
reviewed at RM
Clinical Research
Leads meeting and
Clinical Research
Executive; both
chaired by Director of
Clinical Research
Best time to target
performance in South
London CRN

1.4. Achieving
optimal scale
and impact
through
strengthening
academic and
research ways
of working.
RM /ICR CEOs

Amber

None

Oversight of progress
through the Board. -

The Joint Working Agreement covers the
following areas:
•
Governance
•
Workforce
•
Intellectual property & revenue
sharing
•
Finance and estates/fundraising
•
Marketing/communications
•
Information

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)
Decreasing CRN
financial allocation;
control by South
London CRN
Flexible workforce
model enforced by
NIHR/south London
CRN. Assistant
Director R&D
managing CRN staff

Joint Executive
Group consisting of
Royal Marsden/ICR,
Chief Executive
Officer, Chief
Operating Officer
and Financial
Director established
June 2016.
IP Committee
established
November 2016.
Joint estates
working group
established.

Actions and
timescales/progress

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

It is important
strategically that RM
continues to perform well
with network studies
(currently deliver 51% of
South CRN cancer
research) but at risk due
to decreasing funding
over the last 4 years.
Met with CEO NIHR
January 2017 to discuss
CRN allocation and
strategy. Negotiation
with South London CRN
underway to secure
contingency funding.
Depending on outcome
we will consider whether
we remain in South
London CRN or align
with North West London
Legal teams appointed
for both ICR/RM. JWA
(including IPA) principles
to be re-drafted and
agreed. RM/ICR
CEO/Chair meeting
scheduled for 24 April
Joint Operational Group
to be established - to sit
under JEG once ICR has
completed internal
governance review
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)

2. New systems of
care - Clinical and
operational
sustainability

2.1. Systems
leadership for
acute cancer
care.
CEO and MDRMP.

Amber

Further to award of programme funding for
16/17, Managing Director appointed October
2016. Cross vanguard oversight group in
place, monthly RMP Exec Board comprising
of CEs established for NW & SW London,
and Clinical Oversight Group across RM
Partners meets monthly.
KPMG appointed to deliver some technical
planning aspects, with weekly contract
monitoring meetings in place.

None

Oversight of progress
through the RM
Executive Board up to
the RM Board.
External oversight by
NCM team (and
National Cancer Team
should transformation
fund bid be
successful)–
formal schedule of
quarterly review
meetings in place.
KPMG appointed
August 2016 to lead
the design, modelling
and implementation of
the new contracting
and financial model
with RM. Met with
NHSI, NHSE
regarding joint
assurance process
and national
governance
arrangements for new
care models. To work
in partnership with the
regulator to determine
methodology for
assurance.
Vanguard funding
request for £2.3m to
continue activities
in17/18 confirmed by
NHS England in
December 2016.

Further bid made to National Cancer Team
for Transformation funding for 2017/18 and
2018/19 on behalf of both NWL and SWL
STPs. Formal outcome of bid to be confirmed
in March 2017.
RM Partners and Cancer
Vanguards/Alliances accountable to New
Care Models and National Cancer
Programme for delivery of the cancer plan
and to align with STP and pan London plans

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)
Delivery plan under
development with
STPs to
demonstrate
delivery of the
cancer taskforce
over the next four
years. Delivery
dependent on
success of bid to
cancer
transformation fund
(outcome expected
early March 2017).

Actions and
timescales/progress

RM Partners Executive
Board meets monthly.
Time table and
programme in place to
deliver shadow lead
provider model during
2017/18 with view to
commencing full model in
April 2018.

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)
Vanguard
governance
discussed at
Board Away
day (October
2016). Risks
and
governance
issues for
The Royal
Marsden
discussed.
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

2.2. Pathway
redesign:
creating efficient
clinical
pathways to
improve quality
and value and
manage
capacity.
COO

Amber

Transformation is being managed through the
Transformation Board chaired by Director of
Transformation; started March 2015.

Actively monitored
monthly at PRG.
Chaired by COO

Work plan 17-18 includes:

Local activity
monitored through the
CBUs managed by
Clinical Directors &
DD Cancer Services

Capacity & Efficiency
•
Work programme includes:
•
Outpatients
•
Inpatients
•
Medicines optimisation
•
7 day working
Workforce
•
Sustainable medical workforce
•
Multidisciplinary role development
•
Quality improvement capability
Commercial opportunities
•
Pharmacy
•
Nuclear Medicine
•
Potential genetics tender

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)

Audits have been
undertaken in second
opinion activity and
non-elective
admissions.

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)
Management of
portfolio is
dependent upon
support of
commissioners
New medical model
implemented in
Chelsea and pilot
extended to Sutton;
new AOS locum
Consultants
appointed

Actions and
timescales/progress

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

On-going monitoring
through PRG and
Transformation Board
Short term work plan in
place for schedules 1718. Longer term large
scale projects with clear
financial impact is in
development. Invest to
save bid to be
developed. .

Non elective
admission criteria
has been refined
Positive feedback
received form Dean
re clinical oncology
training 13 Jan
2017
Clinical Advisory
Group established
by MD July 2016
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)

2.3 Impact of
South West
London STP
plans and
Specialised
Commissioning
planning

Red

Acute provider reconfiguration planning
underway in SWL; to be complete by
September 2017. Four site model is the
preferred option. Decision to be made
regarding ESH configuration.

ESH is key
referrer into the
Sutton site so
any
reconfiguration
could have an
impact on
referral
patterns.

COO attends weekly
SWL STP
Transformation Board
and fortnightly SEL
and SWL spec comms
board. CEO or COO
attends monthly Spec
Comm Board

London Specialised Commissioning Board
established and is chaired by Anne
Rainsberry (CEO, NHSE, London). The aim
is to consolidate specialised services to
improve quality & outcomes and decrease
costs.
SWL and SEL specialised commissioning
board established to review specialised
services across SW and SE London including
cardiac, renal, paed, neuro workstreams;
chaired by Will Huxter (Director of Spec
Comm, London).

It has been agreed the
cancer workstreams
are being led by
Vanguard/RM
Partners

RM Partners and Cancer
Vanguards/Alliances accountable to New
Care Models and National Cancer
Programme for delivery of the cancer plan
and to align with STP and pan London plans
2.4. Successful
delivery of The
Royal Marsden
surgical strategy
to ensure long
term
sustainability.
Chief of
Surgery/COO.

Green

Surgical strategy implementation group in
place; led by Chief of Surgery.
Key work streams:
•
Capacity planning through optimal
resource utilisation
•
Off-site Private Care Diagnostics
development
•
Portfolio management/patient
selection framework

Renal and Cardiac
spec comms
workstreams being
prioritised before
cancer and
paediatrics.

Control of
activity
challenging
Loss of private
surgery due to
other private
providers due to
capacity
constraints;

Activity and financial
monitoring by Clinical
Services Division and
through PRG

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)
SWL STP have
refreshed the
governance
arrangements and
requested this is
approved by CCG
and provider Boards
(scheduled March
2017 RM Board)
Needs more clarity if
individual Boards do
not sign off STPs
Lack of resource to
undertake
reconfiguration
programme of work
and implementation
Lack of clear plan
for out of hospital
plans

Minimum
procedures
mandated by CRGs
and differences in
coding and analysis
between providers
New policy for
conduct relating to
private patient
referrals in place.

Actions and
timescales/progress

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

RM partners
transformation bid being
developed and to be
submitted 18 January
2017

Ensuring RM
representatives on the
Surgical CRG.
Private Care Business
Case in development to
provide additional
surgical capacity.

Private Care
business case
model of care
discussed and
approved at
Board Away
Day October
2016.
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

•
•

2.5.
Development of
integrated
models of care
across acute,
community and
home care
provision.
COO and CN.

Red

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)

Actions and
timescales/progress

Staff
recruitment and
retention has
deteriorated, in
particular adult
nursing.

TUPE process
completed; no
redundancies

New KPI’s being
developed.
Nurse recruitment
and retention plan to
be approved

Full roll out of mobile
working and RiO in place
November 2016 following
relocation of staff into
new sites.

Frailty programme
Early intervention by Palliative
care and anaesthetics in OP
setting.

Sutton Community Services to be retained;
Merton Services were awarded to other
providers (CLCH and Connect Health).
There has been some negative impact of
disaggregation on quality and performance
and recruitment and retention but being
monitored through PRG and other forums
(e.g. temporary staffing group)

Estate and IT issues
resolved. Staff
relocated to new sites
complete Nov 2016.

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

Additional leadership
support provided by
Deputy Chief Nurse
Weekly staffing
level/usage monitoring

3. Modernising
infrastructureOperational
sustainability

3.1. Estate and
planning
investment for
Sutton and
Chelsea site
COO.

Red

RM planning contribution to Sutton Hospital
campus schemes (London Cancer Hub; new
acute hospital-ESH scheme) continues in
parallel until Sutton Hospital site plans are
defined and agreed and alongside STP
planning.
Major capital plans/proposals for each site
being managed through the refreshed Capital
Programme Board chaired by CFO; this
includes the Maggie’s Centre and the £50m
Centre for Research at Sutton

Funding for
moderate
schemes that
require
upgrades to
meet regulation
(Pharmacy and
transplant Unit)
are being
reviewed at
Capital
Programme
Board

Seek alternative
sources of funding
where possible
LCH Development
Framework and
implications for future
planning of the Sutton
site.

Mandatory
requirements for
radiopharmacy
(MHRA
requirements
delayed), pharmacy
(MHRA assessment
2016) and
Transplant Units
(JACIE assessment
due 2018)

Both sites.
Radiopharmacy scheme
approved; complete April
2017.
Maggie’s Centre access
road approved December
2016 but funding gap
remains
Revising the pharmacy
and bud Flanagan
feasibilities to see if
viable/affordable
schemes

LCH
Development
Framework
approved at
Sept 2016
Board. Board
updated on
ESH SOC
Sept 2016

CCRC plans underway;
to sign off 1:100 plans in
the Spring.
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)

3.2. To ensure a
sustainable
paediatric
service model at
RM.
CN

Amber

Detailed submission to the Specialist Tertiary
review 2014 of RM paediatric clinical and
research data / quality metrics benchmarked
nationally / internationally.

Current gap in
senior academic
leadership;
international
search panel
being led by
Johann de Bono

Good and improved
relationships with
current PICU partner
(SGH) and joint
governance structures
in place.

Currently national reviews underway in
Paediatric Specialised surgery and PICU,
due 2017. Paediatric Oncology being led by
the national programme.

Regular Executive
Director led meetings
with multi-professional
paediatric clinical
team leads.

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)
Paediatric Oncology
services are within
the remit of the
national cancer
programme under
the direction of
National Cancer MD
– Chris Harrison.

CQC inspection gave
paediatrics a rating of
“Good”.
3.3 Major
equipment
replacement
scheme:
including
diagnostic (CT,
MRI) and
RT schemes
CFO and COO

Red

Major equipment schemes prioritised
Major capital plans for each site being
managed through the refreshed Capital
Programme Board chaired by CFO

Funding gaps
for replacing
aging
equipment.
Equipment
requiring
replacement at
similar
timescales
(large volume of
equipment was

Equipment list has
been merged into a
single list of priorities
agreed by clinical and
management team,
through the oversight
of the Capital
Programme Board.

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

Bi-monthly meetings with
clinical team leaders.
QAR briefed in Jan 2016
re the leaked Steven’s
report.
CQC draft report
received; responded to
factual inaccuracies Nov
2016.
Consultant workload has
been reviewed and new
posts prioritised, To
appoint a locum solid
tumour Consultant as
most urgent priority (this
is in addition to Academic
appointment described in
3.5)

Successful RM
leadership across the
PTC with
demonstrable
improvement in
communication and
clinical standards.

.

Actions and
timescales/progress

None

RMCC funded schemes
agreed
National programme of
replacing Linacs through
NHSE will fund the
replacement of two
machines for the Trust

Board
reviewed the
capital
programme
priorities
February
2017

Programme Board
oversight
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)

originally funded
from grants in
2004)
3.4
Development of
a clear IT
strategy and
programme of
delivery
CFO and CCIO

Amber

The IT strategy has been finalised and
agreed by the Board.
The Board have approved the setup of a
Joint venture with Chelsea & Westminster
Trust that oversees and runs the technical
aspects of the IT infrastructure. The CFO and
COO are on the Board of the JV (Sphere).

The strategy is
limited by the
funding
available

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)

The ITSG assesses
the risk of the lack of
investment and
manages this within
the resources
available.

Recruitment of a
CIO

Monthly tracking against capital plan at ITPB

Amber

Development of a sustainable and compliant
junior medical model to support excellence in
training is underway (rota review); ward
based medical model; support roles) as part
of transformation work plan.
Job planning review to be undertaken to
ensure clarity of private/NHS planned activity
sessions.
Succession planning and medical workforce
planning processes to be agreed to ensure
the Consultant medical workforce is
sustainable to maintain national and
international impact.

Job planning
exercise is
resource
intensive.
Job planning is
part of Medical
Workforce
Committee
agenda

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

No change

A review of the current EPR and options for
replacement is currently being scoped.

3.5
Development of
a sustainable
Consultant
medical model
MD, DoW,
DME, COO

Actions and
timescales/progress

Gaps in Academic
Paediatrics,
Academic
Haematology and
Pathology .
Currently out to
advert in Paediatrics
and Pathology
(gynae)

The outline business
case will be coming to
the Board in 2017 for the
replacement of the EPR.
The Trust is currently
procuring support
through a framework to
assist with the business
case.

IT strategy
reviewed by
Audit and
Finance
Committee
(AFC) and
approved by
Board 1st June
2016.

Explore alternative
funding sources such as
managed service or
national capital through
the CSR.

AFC will
review the
draft business
case.

Exploring joint options
with Imperial or UCLP
Job planning approach
agreed, monitoring to be
undertaken at monthly by
Medical Workforce
Committee.
Haematology academic
leadership gap; search
committee being led by
Raj Chopra. Individual
identified and
introductory meeting took
place Feb 2017.
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)

4. Financial
sustainability and
best value.

4.1. Successful
delivery of the
private care
Strategy which
requires short
and medium
term initiatives
to enable
profitable
growth.
MD Private
Care.

Amber

Private care KPIs for financial, operational
and clinical performance have been created.

Private Care
audits from
KPMG and
Monmouth
Partners
identified need
for further
training and
process
improvement in
billing, debt
collection and
LOG
performance.

Actions taken from
the audits are in train
however risk remains
around recruitment
and retention of
accounts and credit
control team. Historic
underinvestment has
caused a bottleneck.
Increased private
care capacity in
Chelsea went live in
October 2016. New
diagnostic capacity
business case has
been approved by the
Board and lease
negotiations for
central London
property are on-going.

Reporting of these KPIs happen quarterly to
the Private Care Steering Committee
(PCSC). Wider strategic initiatives taken to
PCSC for approval to implement.
Monthly performance review of Private care
delivery as part of the PRG review. Monthly
meetings to track income scheme delivery
with action plans developed where under
performance is identified.
Major business cases supported, signed off
and post implementation evaluated by FSG.

4.2. Ensuring
fair prices for
activity covered
by the NHS
tariff. CFO

Amber

The Trust applied to Monitor for a Local price
Modification in 2014, which was unsuccessful
at the first hurdle as the Trust did not have a
deficit greater than 4%.
As part of the review of tariff structure the
Trust has volunteered to be part of the NHS
Improvement costing transformation
programme to ensure RM’s views are
considered.

There is not a
clear national
process for
challenging
structure within
tariff

Performance is
reviewed against
income/contribution
targets.
The Trust is engaging
with both NHSI and
NHS England to
review the structure of
tariff.

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)
Private care
capacity from
shared services
needs to be more
carefully monitored.
Business planning
to ensure PP shared
service needs are
fully resourced.

Actions and
timescales/progress

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

Audit recommendations
on track for delivery New
capacity sought through
Diagnostic case. Theatre
Build business cases on
hold due to capital
investment required.

Private Care
business case
approved
September
2016 Board.
Lease
negotiations
being finalised
following HOT
agreement.

Capital Programmes to
increase capacity are
being reviewed at
programme board.

The Trust is not in
control of the
process or timetable
and therefore has to
use its national
influence to be able
to move these
issues forward.

The Trust has agreed
with its Commissioners
an uplift on local prices
implemented from 1 April
2017.
The Cancer Vanguard is
the key way forward in
determining a fair price
for the work that is
completed in the Trust.

A key risk that
is discussed
regularly at the
Board and
highlighted as
a financial risk
at both the
AFC and
Board.
This was
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)

The Trust has raised with commissioners the
need to be fairly recompensed for the activity
it undertakes and continues to raise these
issues at the highest levels.

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)

Actions and
timescales/progress

KPI consistent with
Carter are in place.
Monthly reports
show progress
towards targets set.
.

The Trust is part of 90
day rapid improvement
event, which supports
implementation of
benefits realisation. NWL
STP has bid for funding
for further events to be
delivered, which if
approved, will benefit the
Trust.

specifically
noted as a risk
in the financial
plan for
2016/17 with
partial
resolution
through the
local prices
review.

The Cancer Vanguard will potentially deliver
a different currency to recompense work
completed by the Trust. Work is on-going to
identify how this could be implemented in
2017-18
4.3 Control of
temporary Staff
expenditure
DoW and COO

Amber

Temporary staffing control measures in
place.
Proactive recruitment plans in place to
reduce reliance on temporary staffing in high
users of temporary staffing (Theatres,
pharmacy, CCU; AHPs and Community
Services)

KPIs are in place that
link to Cater metrics
and each Division has
been set a control
total to reduce agency
spend. YTD Trust is
£1.2m ahead of target
set and projected to
have reduced agency
expenditure by £4.1m.
Information from new
e-rostering system is
shared with Divisions
on monthly basis.
Performance data
(spend and Carter
metrics) is reviewed
by PRG, Temporary
Staffing Project Board
and deep dives are

Medical locum
breaches (on price
caps) are being
reviewed.

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

The Trust is working with
NWL STP to address the
issue of medical locum
breaches, which is a panLondon problem. NWL
STP is scheduling a
meeting with medical
clinical leaders to engage
them with this issue and

The Board
received a
report from the
Executive on
temporary
staffing
arrangements
and signed off
this
submission
with some
caveats.
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Strategic objectives

Annual
objectives
2016-17 and
Lead Director

Assurance
score

Key Controls (what controls/systems are
in place to assist in securing delivery of
the objective)

Gaps in
control (where
is there failure
to put controls
into place.
Where are they
not effective)

Assurance (there is
evidence that shows
we are reasonably
managing risks and
objectives are being
delivered)
held with areas that
highest expenditure
spending or are above
their control total.

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective)

Actions and
timescales/progress

Outcomes
of
discussion
by relevant
committee
(QAR, Audit,
Board)

separately a meeting is
being arranged with the
medical locum agencies
in London.

The latest NHSI
shows that the Trust is
ranked 3rd best in
London for achieving
control total and 5th for
overall workforce
costs.
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Executive Summary
The Trust has reviewed the Trust Constitution to ensure it remains ‘fit for purpose’ and
would like to propose the constitutional changes set out in the enclosed paper to the Board
of Directors following approval from the Council of Governors at their meeting on the 7 th
December 2016. Please note that these constitutional amendments cannot take effect
without the approval from the Council of Governors and Board of Directors.
A revised copy of the Trust Constitution will be provided to Board Members subject to the
Board’s ratification of the proposed amendments.
Recommendations
The Board is asked to:
1) Approve the removal of the Paediatric and Young Adult patient sub-constituency
and distribute the 11 members amongst the patient sub-constituencies;
2) Approve the transfer of the 122 staff members in the Clinical Support Constituency
to the Corporate and Support Services Staff Constituency;
3) Approve the insertion of an indemnity clause as per other NHS Trust Constitutions
in order to protect Governors and Directors from personal liability.
Author:

Contact Number or E-mail: Date:

Trust Secretary

x2826

13th March 2017

Trust Constitution
1.0.

Introduction

The Trust has reviewed the Trust Constitution to ensure it remains ‘fit for purpose’ and
would like to propose the following constitutional changes to the Board of Directors
following approval from the Council of Governors at their meeting on the 7th December 2016.
2.0.

Proposed Amendments

2.1.

Governor Constituencies
2.1.1.
Paediatric and Young Adults Constituency
The Council of Governors agreed at its meeting in December 2013 that former
Governor Janet Mountford would represent the Paediatric and Young Adult
Governor Constituency given her professional background and experience in this
area. However, Janet stood down from her Governor role in May 2016 and following
the May elections whereby no members put themselves forward for this constituency,
the Paediatric and Young Adult Constituency remains vacant. To ensure that this
group of members are represented, the Trust would like to propose that the 11
members within this sub-constituency are distributed across the patient subconstituencies so that all patient governors engage with and represent paediatric and
young adult members accordingly.
2.1.2.
Transfer of Clinical Support Staff Members
Since the reconfiguration of the Council of Governors in April 2013, the Clinical
Support Staff Constituency, which was a new seat introduced at that time, has
remained vacant. The Trust has made every effort to find suitable candidates and has
held four elections trying to fill the seat however, no candidates have put themselves
forward. It should be noted that the approx. cost to run an election for this
standalone seat is £2320. Furthermore, the Trust has to report to healthcare
regulators on the number of elections run and their outcomes.
In light of the above information, the Trust would like to propose that the 122 staff
members that come under the Clinical Support Staff constituency are transferred to
the Corporate and Support Services Constituency.
2.1.3.

Indemnity

The Trust would like to propose that the following indemnity clause is inserted into
the Trust Constitution which is an indemnity clause that can be found in other NHS
Trust’s Constitutions:
‘Governors and Directors who act honestly and in good faith shall not have to meet
out of their personal resources any personal civil liability which is incurred in the
execution of their functions, save where they have acted recklessly. Any costs arising
in this way shall be met by the Trust.

The Trust may purchase such insurance or make such arrangements as it considers
appropriate to meet all or any of such costs’.
3.0.

Conclusion

The Board is asked to:
1) Approve the removal of the Paediatric and Young Adult patient sub-constituency
and distribute the 11 members amongst the patient sub-constituencies;
2) Approve the transfer of the 122 staff members in the Clinical Support
Constituency to the Corporate and Support Services Staff Constituency;
3) Approve the insertion of an indemnity clause as per other NHS Trust
Constitutions in order to protect Governors and Directors from personal liability.
*A copy of the revised Trust Constitution shall be provided to the Council of Governors and
Board of Directors pending the outcome on the proposed amendments.

