Board of Directors Meeting
Board Room, Chelsea
Wednesday 28th June 2017, 10:15am – 12pm

Agenda
1.

Apologies for Absence
Nancy Hallett
Professor Paul Workman
Mark Aedy

2.

Declarations of Interest
(All)

3.

Minutes of the Meeting held on the 29th March 2017
(Chairman)

4.

Matters Arising
4.1. CQC Action Plan
(Chief Executive)

Enclosed

5.

Report from the Chief Nurse and Medical Director
5.1 Quality Account to April 2017
(Chief Nurse)

Enclosed

Verbal
Enclosed

5.2. Consultant Appointments
5.3. Medical Revalidation Report
(Medical Director)

Enclosed
Enclosed

6.

Nominations Committee Report
(Chairman)

Enclosed

7.

Developments on the Sutton Site
7.1. Press coverage of HRH Duke of Cambridge Visit
(Chief Executive)
7.2. Update on the Clinical Care and Research Centre
(Antonia Newman, Associated Director for Philanthropy)

8.

Enclosed
Enclosed

Quality and Performance
8.1. Financial Performance Report
(Chief Financial Officer)

Enclosed

8.2. Key Performance Indicators Q4
(Chief Operating Officer)

Enclosed

9.

Audit and Finance Committee Annual Report 2016/17
(Ian Farmer, Chair of the Committee)

10.

Governance
10.1. Board Assurance Framework
(NEDs Professor Dame Janet Husband)
10.2. Board Self-Certification – for approval
10.3. Trust Membership Report – for information
(Trust Secretary)

Enclosed

Enclosed
Enclosed
Enclosed

11.

Any other business
Date of next meeting:
26th July 2017, 9am – 12pm, Boardroom, Chelsea

Minutes of The Royal Marsden
Board of Directors Public Meeting
Wednesday 29th March 2017, 10am – 12pm
Board Room, Chelsea
Present
Charles Alexander
Cally Palmer
Ian Farmer
Professor Dame Janet Husband
Mark Aedy
Richard Turnor
Professor Paul Workman
Dr. Liz Bishop
Eamonn Sullivan
Dr Nick van As
Marcus Thorman

Chairman
Chief Executive
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)

Trust Secretary

The meeting was quorate.
1/17

Apologies for absence
Nancy Hallett

2/17

Declarations of Interest
No declarations of interest were made.

3/17

Minutes of the Public Board held on the 21st September 2016
The minutes were approved as an accurate record.

4/17

Report from the Chief Nurse and Medical Director
4.1. Consultant Appointments
The Medical Director presented the enclosed report summarising the new consultant
appointments for the Board’s information. The Board discussed the average number of
senior clinical appointments per year and noted that this is increasing except in Pathology
where the Chief Executive explained there is a national shortage.
4.2. Quality Accounts January – February 2017
The Chief Nurse presented the Quality Accounts for January to February 2017 and
highlighted areas of good performance for example the Trust has a trajectory of 31 lapses in
care for C.Diff cases and has only 5 cases to report for the year thus far. The results from the
Trust Friends and Family Test also continue to be positive.
Areas of note include the small increase in complaints which the Trust is monitoring via the
PALs process. There has also been an increase in low to medium harm incidents which the
Chief Nurse explained is a result of the Trust’s efforts to encourage incident reporting among
staff. The nurse vacancy rate was also noted. While the Trust is doing well in comparison
with other London Trusts for nurse recruitment and retention, there are some areas in the
Trust that need additional help and support, including Sutton Community Services. The
Trust is considering different ways of working to address this issue including nurse rotation.
The Chief Nurse commented on the important role of the RM School and informed the Board
that a paper would be presented at a future Board meeting regarding the future development

of the RM School to ensure it is sustainable long term.
The Board noted that the format and presentational of the Quality Accounts are currently
being reviewed by the Chief Nurse. The revised version will be presented to the Board SubCommittee, the Quality, Assurance and Risk Committee, before being presented to the Trust
Board. It was agreed that actual numbers would be used where possible as opposed to
percentages.
NED Mark Aedy queried why chemotherapy waiting times were longer in Chelsea. The
Medical Director explained this is a capacity issue which Professor Stephen Johnston is
currently trying to address by reviewing what can be done outside of the Chemotherapy Day
Unit and in the patient’s home. Professor Johnston is the Clinical Business Unit Lead.
The Chairman sought clarification about the meaning of ‘appointment treatment time’. The
Medical Director explained that this is time between the arrival time of the patient and their
delivery of treatment. He added that pre-prescribing 5 days in advance has significantly
improved performance in reducing waiting times for patients.
The Board discussed agency spending and noted the work plan to reduce the risk of pressure
ulcers.
The Board noted the update on the Quality Accounts for January – February
2017. It was also noted that the Quality Accounts format and content is
currently under review and therefore a revised version would be presented to
the Board at a future meeting following review at the Quality, Assurance and
Risk Committee.
5/17

Care Quality Commission Report
The Chief Executive presented the enclosed CQC Report and Ratings, noting that Board
members and Governors had already received and discussed this. For the purposes of the
public Board meeting, she highlighted that the Trust had received a rating of outstanding for
cancer services, a rating of “requires improvement” for adult community services resulting in
an aggregated rating for the Trust overall as “good”. There is one “must-do” action for Cancer
Services to implement the WHO surgical checklist in outpatients. This is fully in place for
surgery but will need to be adapted for an outpatient setting as it is not totally applicable in
this setting. There are 5 “must-do” actions for Adult Community Services relating to staffing
and documentation.
It was noted that the next stage of the process was to attend a CQC Quality Summit on the 6th
April 2017 whereby relevant CQC leads and stakeholders would attend as well as Trust
representatives, including the Chairman and Senior Independent Director. The purpose of
the Quality Summit is to review the Trust’s action plan and conclude the inspection review
process. The outcome of this will be reported back to the Board of Directors and Council of
Governors.
On behalf of the Trust Board, the Chairman congratulated the Executive Team
and staff on the credible and excellent outcome of the CQC inspection that took
place in April 2016.

6/17

RM Partners Update
Nicola Hunt, Managing Director for RM Partners, presented for this item. She highlighted
the background and history of RM Partners, which is a result of the Cancer Taskforce
recommendation to create cancer alliances to improve the patient pathways across
organisational boundaries and reduce duplication while avoiding unwanted variance of
quality of care. She summarised the structure and governance arrangements of RM
Partners, including how this aligns with and supports the work of the STPs. The key clinical
priority areas of lung, GI, and prostate cancer have been agreed by the Clinical Oversight
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Group which the Trust Medical Director chairs.
The Chief Executive explained that by achieving clinical teams working more closely together
across organisational boundaries, better patient care will be delivered and efficiencies made.
The transformation funding requested by RM Partners will help address the issues relating
to early diagnosis and will therefore improve survival outcomes for patients. She noted
however that the speed of delivering such change is a challenge. The Chief Executive
confirmed that the London Cancer Alliance has been replaced by RM Partners.
The Board discussed the transformation funding and the need to involve and engage with
GPs and primary care providers. The Chief Executive explained that the ambition is to
identify a group of health and social care providers that will collaborate and trial new ways of
working for whole health economies and populations.
The Board also discussed the lead provider model and the changes this will have on
commissioning arrangements. It was noted that this would be a significant undertaking for
the Trust as its budget would double in size. NED Richard Turnor expressed his concern
regarding the potential conflict of interest for RM Board of Directors if required to operate as
commissioners and providers of care. He also suggested that a Board Sub-Committee should
be established to support and guide the development of RM Partners. It was agreed that the
Board would need to carefully consider and review in due course the Board’s role and
responsibilities in relation to RM Partners. It was also agreed that NEDs Ian Farmer and
Mark Aedy should be involved in this outside Board meetings.
The Board noted the RM Partners update and agreed that it would consider its
role and responsibilities in relation to this at a future meeting.
7/17

Financial Plan 2017-19
The Chief Financial Officer (CFO) presented the Financial Plan to the Board for approval. He
noted that since the last Board meeting this had been reviewed by the Audit and Finance
Committee and brought the Board’s attention to the key headlines and risks. It was noted
that for 18/19 the Trust is required to give an indication of its financial trajectory and will
caveat that this is subject to change nearer the time.
The Chairman queried whether there is potential to increase savings on agency spend. The
CFO confirmed there was particularly in relation to the community and medical staffing.
The Board discussed the reporting of IT investment and equipment replacement as a risk
and queried whether this should be reported as normal budgetary planning. The CFO
explained that this is a risk due to limited resources available and also estimating the life
expectancy of equipment. Regarding IT investment, the Chief Executive explained that major
investment is needed to replace the electronic patient record system and the Trust is
considering whether working with other providers would secure additional investment from
the NHS and provide economic benefit.
The Board approved the Financial Plan 2017-19.

8/17

Performance and Quality
8.1. Key Performance Indicators for Q3
The Chief Operating Officer presented the KPIs for quarter 3 and reported that 62 day target
continues to be a challenge for the Trust because of late referrals. She explained that the
Trust hopes to improve this through collaborative working projects such as RM Partners as
discussed earlier by the Board. A new 28 day faster diagnosis standard will be introduced
from April 2018 which the Trust is preparing for. She also noted the Private Care debt issue
which the Trust is carefully monitoring. The Chief Operating Officer also noted that seasonal
changes and bank holidays affect theatre utilisation and reduced bed occupancy is influenced
by an increase in non-elective admissions. The Medical Director commented on the number
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of patients recruited to clinical trials which is currently under review to ensure this is aligned
with best practice.
NED Richard Turnor asked whether there is any loss of business with bed occupancy and
theatre utilisation to which the Chief Operating Officer confirmed was not the case for the
reasons explained.
The Board noted the KPIs for quarter 3 and the new national target of 28 days
which takes effect from April 2017.
8.2. Financial Performance Report
The CFO presented the enclosed Financial Performance Report for 11 months to February
2017. He reported a favourable variance than was reported in the financial plan and was
pleased to report that the regulator had assigned the Trust a segment position of 1 against a
plan of 2 which is a positive outcome for the Trust. The risks were highlighted as per the
enclosed report. NED Ian Farmer noted that the longer term bad debt had doubled in the
year and therefore needed careful review.
The Chairman commended the finance team for the positive results.
The Board noted the Financial Performance Report for month 11 ending
February 2017.
9/17

Board Governance
9.1. Board Assurance Framework
The Chief Executive presented the enclosed Board Assurance Framework on behalf of Nancy
Hallett. It was noted that this is discussed regularly at the Board Sub-Committees and is
reviewed by the Trust’s internal auditors. It was agreed that ownership of relevant risks
should be assigned to each Board Sub-Committee and Board for monitoring purposes. NED
Richard Turnor pointed out that key strategic priorities are not fully included such as RM
being the lead provider in RM Partners.
It was agreed that the Board Assurance Framework would be reviewed and
amended as per the Board’s discussion. The revised version will be reviewed by
the Quality, Assurance and Risk Committee.
9.2. Trust Constitution
The Trust Secretary presented the enclosed report and proposed amendments to the Trust
Constitution. She noted that these had already been approved by the Council of Governors
however in order to take effect these needed to be approved by the Board of Directors. She
summarised the reasons for the proposed amendments which will remove the Paediatric and
Young Adult Constituency as these members will be represented by all Governors as part of
their normal duties and the transfer of staff in the ‘Clinical Support Staff’ constituency to the
corporate and support staff constituency, and the reference to indemnity insurance to
protect Board members and Governors. The Chairman queried whether this included legal
costs and the CFO agreed to confirm this point.
The Board approved the proposed amendments to the Trust Constitution. The
Chairman took the opportunity to inform the Board and congratulate
Governors on the success of their Members’ Week which resulted in the
recruitment of 162 new members.

10/17

Any other business
10.1. London Cancer Hub
Professor Paul Workman was pleased to inform the Board that Sutton Council had
purchased the first parcel of land they needed to develop the London Cancer Hub. The next
stage will include appointing a professional developer to take plans forward.
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10.2. Marsden March
The Chairman congratulated and thanked staff and volunteers, including the Friends, who
helped with the Marsden March. He noted that the event was another great success with
approx. £1.8m being raised for the Charity.
Signed as a true and accurate record
Chaired by:

Date:
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BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

28th June 2017

4.1.

Title of Document:

To be presented by

CQC Action Plan

Chief Nurse

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 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”.
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.
Recommendations
The Board is asked to discuss and agree the action plan.
Author:

Contact Number or E-mail: Date:

Chief Nurse

x 2121

13th June 2017

Agenda item 4

Report on actions you plan to take
Please see the covering letter for the date by which you must send your report to us and
where to send it. Failure to send a report may lead to enforcement action.
Account number

RPY

Our reference

SPL1- 2430502431

Location ID

RPY02

Location name

The Royal Marsden - Sutton

(Note For regulations requiring actions: Require one page per regulation)
Regulated
activity(ies)
Surgical
procedures

Regulation
Regulation 12 HSCA (RA) Regulations 2014:
Safe care and treatment.
12 (1) (2) (a) (b)
How the regulation was not being met:
12 (1) (2) (a) (b)
The world health organisation (WHO) five steps to
safer surgery checklist was not being used in the
outpatients department even though a range of
procedures were being carried out for which it should
have been used.
The five steps to safer surgery checklist was not used in the
outpatients departments.

The hospital must take action to:
• Ensure the safer surgery checklist is consistently
implemented for all surgical procedures in the
outpatients department including the five steps of
team brief, sign in, time out, sign out, and debriefing.
Reg 12 (1) (2) (a) (b)

• Ensure adequate audit and monitoring systems are in
place to monitor performance and compliance of the
safer surgery checklist to guide improvement. Reg 12
(1) (2) (a) (b)
1

Agenda item 4
Please describe clearly the action you are going to take to meet the regulation and
what you intend to achieve
1) Develop a Trust policy on National Safety Standards for Invasive Procedures
(NatSSIPs), which will contain information about Local Safety Standards for Invasive
Procedures (LocSSIPs). As well as outlining the definitions and scope of LocSSIPs
this will outline the roles and responsibilities for each department in conducting regular
compliance audits and feeding back the results to the Quality Assurance Department.
2) Develop an appropriate WHO Surgical Safety Checklist (along with a Team Brief and
Debrief document) to allow the 5 Steps to Safer Surgery to be completed in the
Outpatients Department for minor surgical procedures.
3)
•
•
•
•

Develop (LocSSIPs) documents for the following procedures.
Out Patient Department (OPD) Minor Plastics
OPD Nasoendoscopes
Clinical Assessment Unit (CAU) Ascitic Drain Insertion
Chest Drain Insertion Clinic

Who is responsible for the action?

Dr Rohit Juneja, Consultant Anaesthetist

How are you going to ensure that the improvements have been made and are
sustainable? What measures are going to put in place to check this?
Policy compliance will be monitored by the established Trust ‘Clinical Product Review
Committee’, chaired by a Divisional Nurse Director.
The Trust will conduct monthly audits into the 5 Steps to Safer Surgery Checklist in
Outpatients with the data presented at the monthly Theatre Quality and Safety (TQS)
Meeting. Results to be reported every six months to the Integrated Governance and Risk
Management committee.
Results to be presented at the Surgical Audit Group each quarter and forwarded to the
Clinical Audit Committee each quarter.
Who is responsible?

Laura Dopson, Matron for Theatres, Day surgery,
Endoscopy and the pain management team

2

Agenda item 4
What resources (if any) are needed to implement the change(s) and are these
resources available?
No new resources will be required; this work will be integrated into the established Theatre
WHO checklist procedures.
Dr Rohit Juneja, Consultant Anaesthetist, is the designated Clinical Lead for the Trust’s
NatSSIPs. He is supported in this work by the Trust with the appropriate resources and
support from Matron for Theatres, Day surgery, Endoscopy and the pain management team

Date actions will be completed:

1) Policy to be written and ratified by
April 2017.
2) WHO Surgical Safety Checklist (s)
for Outpatients to be approved by
April 2017, and implemented by June
2017.
3) The four primary relevant OPD
LocSSIPs will be completed by May
2017.
4) Monthly monitoring to be
implemented by June 2017.

How will people who use the service(s) be affected by you not meeting this regulation
until this date?
No evidence that people are currently being affected.
The Trust through the risk management processes monitor incidents and near misses on a
daily basis, including any that may be submitted that may relate to this area (as of April
2017, no near misses or incidents have been reported).
Completed by:
(please print name(s) in full)

Nick Van As

Position(s):

Medical Director

Date:

28 April 2017
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Agenda item 4
Account number

RPY

Our reference

SPL1- 2430502431

Location ID

RPYX1

Location name

The Royal Marsden – Community Services

Regulated
activity(ies)
Accommodation for
persons who
require nursing or
personal care.
Diagnostic and
screening
procedures.
Nursing care.
Personal care.
Treatment of
disease, disorder or
injury.

Regulation
Regulation 11 HSCA (RA) Regulations 2014
Need for Consent
How the regulation was not being met:
The provider had failed to ensure care and treatment was provided with
the consent of the relevant person.
Staff were not clear about who could consent on the patient’s behalf
and how this information should be recorded in patient’s records.
Deprivation of Liberty Safeguards were not always understood and
mental capacity was not consistently appropriately assessed and
recorded for patients who may lack capacity.

Please describe clearly the action you are going to take to meet the regulation and
what you intend to achieve
1) To establish a new Safeguarding Operational Group.
2) Review specialist safeguarding staffing levels in the Community.
3) Conduct baseline case record audit of compliance with the Mental Capacity Act (MCA)
and Deprivation of Liberty Safeguards (DOLS) across Community Services.
4) Write Community specific adult safeguarding action plan, including a review of staff
training in MCA and DOLs.
5) Deprivation of Liberty Safeguards Master class training for community team leaders.

Who is responsible for the action?

Sarah Rushbrooke, Interim Director Community
Service and Deputy Chief Nurse.
Edwina Curtis, Associate Safeguarding Adults Lead.

4
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How are you going to ensure that the improvements have been made and are
sustainable? What measures are going to put in place to check this?
The new Safeguarding Operational Group reports to the Safeguarding Board (monthly) which
reports directly to the Board designated Quality Committee (Quality, Assurance & Risk
Committee).
The results of the Community Services Case-record audit will be reported to the Trust
Integrated Governance and Risk Management Committee (IGRM) bi-annually.
The Chief Nurse will review Adult Safeguarding (specialist) staffing levels in the Community.
Staff mandatory training compliance will be monitored via established Divisional Performance
Review Monitoring (PRM) structures.
Who is responsible?

Sarah Rushbrooke, Interim Director Community
Services and Deputy Chief Nurse,
Edwina Curtis, Associate Safeguarding Adults Lead.

What resources (if any) are needed to implement the change(s) and are these
resources available?
Deployment of a senior Adult Safeguarding specialist to Community Services, with immediate
effect.
Following the review, it is anticipated that some additional staffing resources will be required.
Date actions will be completed:

1) To establish a new Safeguarding
Operational Group. April 2017
2) Write Community specific adult
safeguarding action plan, including a
review of staff training in MCA and
DOLs. May 2017, conclude priority
actions by September 2017 (end of
Quarter 2).
3) Review specialist safeguarding
staffing levels in the Community.
April 2017.
4) Conduct baseline case record audit
of compliance with the Mental
Capacity Act (MCA) and Deprivation
of Liberty Safeguards (DOLS) across
Community Services. May-June
2017.
5
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5) Hold Master class for community
team leaders. April 2017.

How will people who use the service(s) be affected by you not meeting this regulation
until this date?
No evidence that people are currently being affected.
The Trust through the risk management processes monitor incidents and near misses on a
daily basis, including any that may be submitted that may relate to this area (as of March
2017, no near misses or incidents have been reported).
The Trust will monitor complaints that are submitted that may relate to this area.
The Trust will monitor the Friends and Family Test comments that are received each month
that may relate to this area.

Completed by:
(please print name(s) in full)
Position(s):
Date:

Eamonn Sullivan
Chief Nurse
28 April2017
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Account number

RPY

Our reference

SPL1- 2430502431

Location ID

RPYX1

Location name

The Royal Marsden – Community Services

Regulated
activity(ies)
Accommodation for
persons who
require nursing or
personal care.
Diagnostic and
screening
procedures.
Nursing care.
Personal care.
Treatment of
disease, disorder or
injury.

Regulation
Regulation 17 HSAC (RA) Regulations 2014
Good governance
How the regulation was not being met:
The provider had failed to assess, monitor and improve the quality and
safety of services provided in the carrying on of regulated activity
(including the quality of the experience of service users in receiving
those services).
The provider had failed to ensure that their audit and governance
systems were effective in relation to community services for adults.

Please describe clearly the action you are going to take to meet the regulation and
what you intend to achieve
1) Review and strengthening of Community Services leadership, including Governance
Structures across Community Services.
2) Establish new weekly team meetings, chaired by a Clinical Director. The agenda will
include key governance issues, such as reviewing of serious incidents, risk register,
complaints and safeguarding issues (adult and child).
3) Establish weekly, Director-led, Recruitment and Retention meetings, including
developing a Community Services Recruitment Plan.
4) To review and strengthen the Community Services Clinical Audit Programme,
including increasing the sample size and frequency of the case-record and risk
assessment audits.
5) The Community Services Division to report to the Trust Integrated Governance & Risk
Management Committee (IGRM) on a (minimum) quarterly basis.
Who is responsible for the action?

Sarah Rushbrooke, Interim Director Community
Services and Deputy Chief Nurse,

7
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How are you going to ensure that the improvements have been made and are
sustainable? What measures are going to put in place to check this?
Records documentation audit will be performed six monthly by community staff in addition to
the annual audit independently conducted by the Risk Management team.
Trust’s annual Consent audit to perform six monthly audit of a sample from community
services consent procedures.
Community services audit lead to review the Clinical Audit Plan to be presented at the
Clinical Audit Committee each quarter.
The Community Services Division to report to the Trust Integrated Governance & Risk
Management Committee (IGRM) on a (minimum) quarterly basis.
Who is responsible?

Sarah Rushbrooke, Interim Director Community
Services and Deputy Chief Nurse,

What resources (if any) are needed to implement the change(s) and are these
resources available?
Immediate action (completed) – appointment of an experienced interim Clinical Director.
Conduct review of leadership structure and resources required to deliver plan.
Date actions will be completed:

1) Review and strengthening of
Community Services leadership,
including Governance Structures
across Community Services. March
2017.
2) Establish new weekly team
meetings, chaired by a Clinical
Director. The agenda will include key
governance issues, such as
reviewing of serious incidents, risk
register, complaints and
safeguarding issues (adult and child).
March 2017.
3) Establish weekly, Director-led,
Recruitment and Retention meetings,
including developing a Community
Services Recruitment Plan. March
2017.
4) To review and strengthen the
8
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Community Services Clinical Audit
Programme, including increasing the
sample size and frequency of the
case-record and risk assessment
audits. June 2017
5) The Community Services Division to
report to the Trust Integrated
Governance & Risk Management
Committee (IGRM) on a (minimum)
quarterly basis. End of Quarter 4 (to
go to IGRM in May 2017)
6) Chief Nurse to chair community
services serious incident review
panels. April 2017.

How will people who use the service(s) be affected by you not meeting this regulation
until this date?
No evidence that people are currently being affected.
The Trust through the risk management processes monitor incidents and near misses on a
daily basis, including any that may be submitted that may relate to this area (as of March
2017, no near misses or incidents have been reported).
Will monitor the number of complaints that are submitted that may relate to this area.
Will monitor the Friends and Family Test comments that are submitted each month that may
relate to this area.

Completed by:
(please print name(s) in full)

Eamonn Sullivan

Position(s):

Chief Nurse

Date:

28 April 2017
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BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

28th June 2017

5.1.

Title of Document:

To be presented by

Quality Account to April 2017

Chief Nurse

Executive Summary
Central to the core strategy of The Royal Marsden NHS Foundation Trust is safe effective
care and a positive patient and family experience. This strategy is made more overt and
demonstrable from the bedside to the Board in the Quality Account presented to the
Management Executive and the Board monthly.
Recommendations
•
•
•
•
•

Patient experience remains excellent and complaints have fallen this period.
Harm from medication incidents remains exceptionally low.
Community pressure ulcers have fallen significantly this period.
Although overall low numbers, work is underway to reduce further hospital pressure
ulcers and falls with harm.
Nurse retention and recruitment remains a priority for the Trust.

Board members are asked to note the performance and actions of the Trust against the
agreed national and local quality targets for January-April 2017.
Author:

Contact Number or E-mail: Date:

Chief Nurse

x 2121

13th June 2017

1

The Royal Marsden NHS Foundation Trust
Monthly Quality Account – April 2017
June 2017 Board Meeting
A report by the Chief Nurse: Eamonn Sullivan
eamonsullivan@rmh.nhs.uk

Monthly Quality Account – Table of Contents
Infection
Falls
Medication Incidents
Hospital Pressure Ulcers
Community Pressure Ulcers
Readmissions & VTE
Chemotherapy Waits
E-Chemo
Patient Experience
Safer Staffing
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P10
P11-14
P15-17

2

Healthcare Associated Infections & Hand Hygiene
Target: <31 C Difficile infections and <1 MRSA bactereamia
Data Owner: Pat Cattini – Deputy Infection Control Director. The Trust was well under its target for Cdiff ‘lapses in care’ last year (n=5
against a target of 31). In April there have been 7 cases of Cdiff identified, with 1 lapse in care yet to be confirmed.The 2017/18 CDiff target for
2017/18 is again set at no more than 31 cases. There have been no MRSA bacteraemia’s reported for April. There were four cases of
Norovirus identified across the Trust, none linked. There were three cases of E.Coli bacteraemia identified and these are under review. Horder
and Bud Flanagan East were deep cleaned this month as a precautionary measure due to a high concentration of patients admitted with
various infections. Nil to note in Community Services in the month of April.

Table 1.0 April MRSA & Cdiff Monthly Performance
Organism

Dec 2016

Jan 2017

Feb 2017

Mar 2017

Apr 2017

YTD

Trajectory/Comments

MRSA Bacteremia

0

0

0

0

0

0

Last MRSA Bacteremia: July 2016.

(All) C.Difficile cases identified
at RMH

4

3

1

8

7

7

NA

C.Difficile Cases attributed to
RMH through a ‘lapse in care’ *

0

1

2

0

0

0

2017/18 Cdiff target = no more
than 31 ‘lapse-in-care’ cases
Cases are jointly reviewed reviewed
quarterly by the CCG and RMH staff.

Table 2.0 April 2017 Hand Hygiene Compliance by Site

Hand Hygiene Compliance 16/17
Chelsea Site
Sutton Site
Kingston MDU
Monthly Total Score

February

March

April

76%

91%

76%

77%

91%

94%

100%

100%

100%

85%

94%

85%

Reviewing Infection Control Compliance
Traditionally ‘hand-hygiene’ was used as
the key marker in assessing compliance
with infection control practices. Increasingly
Trusts are moving to composite
assessments – triangulating different
assessments & observations, for example:
patient feedback on cleanliness, actual
infection incidence, availability of alcohol
gel at entrances and cleanliness of
commodes. The Chief Nurse will be
working with the infection team to develop
a new infection dashboard to report in Q2.
3

Patient Falls including Falls with Harm in Hospital
Target: <0.7 falls with moderate or above harm
Data Owner Richard Schorstein, Falls Lead. Year-end (16/17) saw a final figure of 0.8 falls per 1000 bed days meaning the Trust narrowly
missed the falls reduction target by 0.01 falls per 1000 bed days. April 2017 saw a small increase in falls with compared with the previous
month. There were 2 moderate harm events reported this month, with one patient suffering a fracture and another falls resulting in a head
injury, both incidents occurred on Bud East Ward. At panel, both were found to be ‘unavoidable’, with no lapses in care identified, however there was rich learning pertaining to timing & location of falls. A detailed falls paper, with actions has been presented to the May IGRM.

Table 3.0 April Hospital Falls & Falls with Harm

4

Medication Incidents
Target: Increase the reporting of near misses and decrease incidents that cause harm
(low harm <2 per 1000 bed days and moderate <0.17 per 1000 bed days)
Data Owner Fleur Harvey Assoc Chief Pharmacist. Over the quarter 70% of all medication incidents resulted in no harm within the trust.
Despite an increase in overall reporting the majority of incidents continue to result in no or low harm, with moderate or above harm events
remaining extremely low (moderate incident n =5, severe & catastrophic n=0). April data trends show that reports involving Controlled drugs
(CDs) remains a current theme, and a total of 15 incidents were reported. Actions in progress include: revision of the Trust CD policy and
Controlled Drug standard operating procedures. April data also identify a small number of incidents related to medication errors on discharge.
Action: theme to be raised at next executive medicines safety group to review medicines dispensing and administration processes at discharge.

Table 4.0 April Medicine Incidents

5

Hospital Pressure Ulcers – Grade 2,3,4
Target: Zero grade 4 pressure ulcers
Data Owner Andrew Dimech DND. We have seen an increase in reporting of Grade 2 pressure ulcers in the Hospital and a reduction in Grade
3. There have been no Grade 4 pressure ulcers reported. Clusters of pressure ulcers have been identified on CCU and in complex palliative
care patients on Horder ward, these areas have been the focus for our Tissue Viability Nurse. The Chief Nurse is currently benchmarking
Hospital pressure ulcer performance, CNS provision & hospital equipment (ie electronic beds) against comparable peers & reporting back to
IGRM in June. Of note this period - the Trust successfully won highly competitive Darzi funding for an 8a specialist nurse for 12 months to
undertake a quality improvement project specifically looking at reducing pressure damage in complex cancer patients. This postholder will be in
place in September.

Table 5.0 April Hospital Acquired Pressure Ulcers

6

Community Pressure Ulcers – Grade 2,3,4
Target: Zero grade 4 pressure ulcers
Data Owner Debbie Linton-Taylor Community DND. There has been a positive reduction in the number and severity of pressure ulcers
reported in the Community. An detailed analysis of the two Grade 4 pressure ulcers this calendar year has led to a number of significant
changes in practice – including a new comprehensive Tissue Viability Care Bundle which has been developed jointly by Community Staff and
CCG colleagues and is being deployed in May and June 2017. From March 2017 The Chief Nurse will chairs all Grade 3 or Grade 4 panels in
the Community (& Hospital).

Table 6.0 April Community Acquired Pressure Ulcers
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Hospital Readmissions Performance (March Data)
Hospital VTE Screening Performance (March Data)
Table 7.0 Hospital Readmissions Summary

March 2017 Readmissions Summary:
Readmissions remain low, with no
adverse themes or trends noted this
month. In total there were 9 readmissions
this month, with n=6 patients being
readmitted for symptom control, n=1
patients for surgical complications, n=2
patients for ‘other’ reasons, for example blood transfusion.

March 2017 VTE Summary.
March data > 97% compliance with inpatient VTE assessments. April data is
currently being validated and therefore
not available for this report
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 scrutinize RCAs.
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Chemotherapy Waiting Times & Prescribing

(March data)

Table 8.0 & 9.0
Year-end 2017 Waiting Time Summary
The Trust continues to closely monitor
chemotherapy waiting times at each site.
The graphs to the left show the results over
the 1 year period (1st April 2016 – 31st
March 2017).
The results for Sutton (first graph) show that
consistently over 80% of patients wait less
than 1 hour between treatment appointment
time and treatment start time.
Variations in specialities between sites may
account for the differences in results. The
second graph shows the waiting times for
the Chelsea site.
These results show that for most months
70% of patients wait less than an hour
between treatment appointment time and
treatment start time.
In the last Quarter this has shown
improvement to an average of ± 80% of
patients waiting less than an hour.
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E-Chemo Performance April 2017
Table 10.0 & 11.0
April 2017 E-Chemo Summary:
Areas identified as having lower preprescribing rates include Haematology and
Head & Neck.
Full rollout of e-Chemo in haematology is
still underway. This is expected to take
several months as there are a high number
of proformas that need converting to the eChemo system including a number of large
trials (ALL and AML especially). This is
anticipated to significantly improve preprescribing rates in this area.
Pre-screening rates of SACT therapy
remains high with an average rate across
all areas for April at over 94%. Preprescribing rates (>5days) are at an
average of 85% across the Trust.
Of particular note this month:
The e-Chemo team have reached a
business-as-usual phase with
amendments making up more than 50% of
the workload. The rest consists of
converting older trials (if being used at high
enough rates) and putting new trials onto
e-Chemo. We are currently publishing in
excess of 100 proformas per month on eChemo. Nearly 900 proformas are
currently live on e-Chemo of a total of
nearly 2000 proformas.
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Our Patient Experience

Family & Friends Test (FFT)

Table 12.0 -16.0 National Family & Friends Data (as of May 2017 – March only data available)
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 March. 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 94% in March. The trust was above this with a score of 98%.
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 96% in March. The trust was
above this with a score of 98%.

INPATIENTS FFT

Q4 15/16

Q1 16/17

Q2 16/17

Q4 16/17

Jan 2017

Feb 2017

Mar 2017

The Royal Marsden
percentage of inpatients
who would recommend

97%

98%

98%

98%

97%

98%

97%

National average

96%

96%

96%

95%

96%

96%

96%

Response number

1691

1473

1437

1371

477

451

633

OUTPATIENTS FFT

Q4 15/16

Q1 16/17

Q2 16/17

Q3 16/17

Jan 2017

Feb 2017

Mar 2017

The Royal Marsden
percentage of
outpatients who would
recommend
National average

96%

98%

98%

98%

99%

98%

98%

93%

93%

93%

93%

93%

93%

94%

Response number

918

1157

964

933

217

364

435
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Our Patient Experience

Monthly Survey Results (score

out of 5.0)

In-Patients n=194

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan
2017

Feb

Mar

Apr 17

Were you treated with
dignity and respect?

4.98

4.87

4.85

4.95

4.89

4.95

4.90

4.92

4.96

4.91

4.83

4.94

4.94

Did you feel involved
enough in decisions
made about you?

4.84

4.75

4.75

4.86

4.84

4.90

4.75

4.83

4.80

4.86

4.73

4.86

4.82

Did you receive timely
information about your
care and treatment?

4.89

4.74

4.76

4.87

4.82

4.90

4.76

4.81

4.80

4.82

4.74

4.84

4.84

Was the location clean?

4.88

4.78

4.78

4.89

4.81

4.92

4.77

4.88

4.89

4.90

4.85

4.92

4.84

Out-Patients n=217

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan
2017

Feb

Mar

Apr 17

Were you treated with
dignity and respect?

4.92

4.96

4.91

4.96

4.95

4.98

4.93

4.88

4.96

4.97

4.94

4.93

4.96

Did you feel involved
enough in decisions
made about you?

4.85

4.85

4.81

4.87

4.85

4.86

4.81

4.80

4.88

4.92

4.85

4.85

4.86

Did you receive timely
information about your
care and treatment?

4.89

4.89

4.83

4.84

4.89

4.89

4.85

4.80

4.91

4.92

4.88

4.83

4.89

Was the location clean? 4.93

4.93

4.91

4.94

4.97

4.95

4.91

4.87

4.96

4.93

4.92

4.91

4.91

Community n=186 Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Feb

Mar

Apr 17

4.96

Jan
2017
4.94

Were you treated
with dignity and
respect?
Did you feel
involved enough in
decisions made
about you?
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

4.99

4.95

4.93

4.57

4.88

4.87

4.84

4.86

4.89

4.85

4.89

4.88

4.88

4.98

4.85

4.84

4.71

4.83

4.83

5.00

5.00

4.71

4.53

4.96

4.96

4.73

4.89

4.96

4.43
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Summary of Patient Comments (April 2017)
The patient comments below are captured via our electronic system at discharge or on a paper comment card. All patient feedback is
anonymous and taken extremely seriously. Below is an example of both positive feedback, and feedback where our service could be improved.
The feedback can be attributed to an individual ward or department. Ward Sisters and Matrons review the data at minimum monthly, and it is
also reviewed at the CBU Monthly Performance Review meetings, attended by the Divisional Director, Clinical Lead and Divisional Nurse.

“Best hospital I’ve stayed in for everything and everybody. The
food is also far superior”

“The nurse and surgeons are very caring. I would’ve scored higher
but due to a very poor experience with an agency nurse I didn’t.

“Great surgeon, anaesthetist, recovery nurse and ward nurses all
professional and comfortable.

“A bit more time between decisions before moving a patient from
one ward to another. Apart from this the care and treatment was
excellent. The food menu could do with an upgrade”

“Amazing care – in fact when my elderly mum visited – she said
what a lovely hotel this is – I can’t think of anything that can be
improved on.”
everyday at radiotherapy I was asked how did I feel, how was my
skin and everyone of the radiographers were cheerful and smiling.
They made it feel very straight forward”
“the staff were helpful and friendly and put me at ease from day
one. Gave me advise when I asked.”

“I found the floors (ESP bathroom) unclean, the shower holder is
broken and the TV control doesn’t work very well”
“Very friendly staff and well managed department. Would be good if
staff kept patients more informed of delays in treatment i.e tell them
how many patients need to be seen before them, or how many
minutes behind the unit is. Make clearer that patients need to check
in at reception before treatment.”

“Fast diagnosis – clear explanations”

“Large print department signs, notices and arrows to improve
navigation around hospital which is tricky at times”

“it means a lot for me that my emotional well-being is taken as
seriously as my physical health and all the people treating me
here are sensitive and caring that I feel well supported each time I
come here”

“I would like to receive more information in due course about the
actual effects of the radiotherapy on the cancer and why my specific
treatment regime was chosen”
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Patient Feedback – PALs Queries and Complaints
Data owner Helen Mills. PALs and Complaints summary. April 2017 PALs Summary: 219 patient contacts this month - within expected
numbers (cross site). Top three contact subjects were Advice and Information (144), Communication - verbal / written / electronic (15),
Compliments /Referral information (12). The most common themes this month are unchanged: clinical signposting, including information and
signposting.
Complaints Summary: Complaint numbers remain very low and have fallen this month. There are 11 new complaints open in month, with 26
open in total. Communication was noted as a theme across the three Divisions. No issues with complaint response waiting times has been
observed this month.

Table 17.0 Formal Complaints Trend
Complaints

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

Number per month
(aim <12)

9

9

8

8

15

8

10

17

16

11

0

0

Upheld
Ombudsman

Table 18.0 Formal Complaints – Detailed information•by Division Changes to appointment scheduling

Table 18.0 Complaints Narrative:
11 complaints, specific issues/themes
raised this month:
-

Delays in notification of cancelled
appointments.
Trust communication re. billing and
visa queries.
Changes to scheduled appointments.
Attitude of a staff member.
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Safer Staffing: Nurse Retention
Turnover/Retention
The overall (all staff) turnover rate for the Trust has
decreased in month to 14.9%. When split by the
hospital and community services it is 14.16% and
20.96% respectively.
The overall Trust turnover rate is average for
London, and the nurse specific turnover is below the
London average of 16%.

Table 19.0 Nurse Turnover Rates to April

Nurse Turnover Rates (%)
30
28
26
24
22
20
18
16
14
12

Hospital Nursing
t/over
Community Nursing
t/over

Retention & Recruitment continues to the key focus
of the new incoming Chief Nurse and HR Director,
working together they now chair weekly Retention &
Recruitment Meetings. This has significantly
increased the Retention & Recruitment Activity
across the Trust. Specifically regarding Retention,
the Trust has commissioned a large piece of work,
commencing in June ,and concluding in July, to
understand in detail, why staff stay at the Marsden
and why they leave, the outputs and intelligence
gained will assist with our Retention Strategy.

Table 20.0 Nurse Leavers ‘reasons for leaving’ April

Area

Job Title

Medical Day Unit (L)
Bud Flanagan East

Senior Staff Nurse
Staff Nurse

Critical Care Unit (L)
Theatres (L)
Outpatients (L)

Staff Nurse
Staff Nurse
Senior Staff Nurse

HV Sutton
Sutton SN

Health Visitor
School Nurse

Nursing Leavers Bands 5-6 April 2017
Leaving date LOS Band WTE
Reason for leaving
Cancer Services Division
14/04/2017 4 y 11 m 6 1.00
Voluntary Resignation - Relocation
04/04/2017 0 y 4 m 6 1.00
Voluntary Resignation - Relocation
Clinical Services Division
26/04/2017 2 y 5 m 5 1.00
Voluntary Resignation - Adult Dependants
23/04/2017 1 y 7 m 5 1.00
Voluntary Resignation - Relocation
14/04/2017 2 y 0 m 6 1.00 Voluntary Resignation - To undertake further Education or Training
Community Services
30/04/2017 2 y 9 m 6 1.00
Voluntary Resignation - Promotion
23/04/2017 5 y 2 m 5 1.00
Retirement - Age
Total WTE Leavers - 7.00 wte
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Safer Staffing: Nurse Recruitment
Nurse Recruitment. Nurse recruitment remains a Trust priority. The board has been very supportive and funded a number of new nurse recruitment
initiatives, some of which are summarised below. The Registered Nurse recruitment pipeline is healthy – with over 100 staff in the pipeline, with
nearly 50 of these having start dates. Many of the initiatives below will come to fruition at the end of Quarter 2 and 3.
Summary of April/May 2017 Nurse Recruitment Activity
• New monthly nurse recruitment events – general nurse events and specific events for CCU, Private Care, OPD and Community
• International recruitment trip to Philippines booked (24-28 June)
• Launch of the Community incentive scheme – refer a friend and golden hello
• New monthly bank recruitment events – specific events for Community and OPD
• Reviewed the community recruitment plan, including benchmarking data, for discussion with commissioners
• New nurse recruitment lead starts in HR & successful recruitment of an 8a nurse recruiter (commences in July)
• Launch of a new (internal nurse) Transfer Scheme
• Launch of a new social media – short videos to support recruitment

Table 21.0 Nurse Vacancy Rates
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Safer Staffing: Planned Vs Actual Staffing
April 2017 Safer Nurse Staffing Summary:
The planned staffing level versus the actual
staffing level for April 17 remains greater than
95% with 103% for Healthcare Assistants – this
can largely be explained through the use of
‘specials’ (one to one care).
Keeping our wards safely staffed – launch of
‘Safe Care’ module – March/April 2017. The
Trust launched a daily census and staffing sitrep
which Clinical Site Managers & Matrons use as a
decision aid to deploy and move staff safely
across our wards and departments. Data is
collected three times per day and used by the
senior team at their daily staffing and quality
huddles.

Table 22.0 April 2017 Planned vs Actual RN & HCA fill rate
Date
2016/2017

RN fill %
Chelsea

HCA fill %
Sutton

Combined

Chelsea

Sutton

combin
ed

January

97.70%

99.80%

98.60%

112.10%

97.90
% 105.00%

February

98.10%

97.40%

97.80%

104.60%

109.10
% 106.00%

March

98.20%

94.87%

96.80%

103.60%

103.00
% 103.30%

98.6%

96.1%

97.1%

109.4%

April 2017

101.6
%

103.9%

Quality Account Summary
The Board and Council Of Governors are asked to note and comment on this report.
Eamonn Sullivan
Chief Nurse
June 2017
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Consultant Appointments

Medical Director

Executive Summary
This report provides the Board with an update on consultant appointments since March
2017. The enclosed report details the background for each consultant appointment.
Recommendations
The Board is asked to note the consultant appointments.
Author:

Contact Number or E-mail:

Date:

Director of Workforce

Fareeda.johnstone@rmh.nhs.uk

13th June 2017

Consultant Appointments
Dr DIMA EL-SHARKAWI – Consultant Haematologist
Dr El-Sharkawi qualified as a doctor in 2002 from Imperial College School of
Medicine with her MBBS. She got a PhD from University College London in 2016.
She has been employed as a Locum Consultant Haematologist in the National
Amyloidosis Centre and Honorary Consultant Haematologist at UCLH since
February 2017.
Following an AAC on the 31st March 2017, Dr El-Sharkawi was appointed as
Consultant Haematologist and will take up her post in September 2017.
Dr El-Sharkawi will bring Clinical leadership in lymphomas due to her experience at
UCH. This will be her sub-speciality interest and she will replace Dr Claire Deardsen
in developing this field with Dr Iyengar and Prof Cunningham / Ian Chau. She will
have a significant role in the CMP in molecular diagnostics in Lymphoproliferative
diseases.
She has research experience in setting up phase 1 trials. First from Cambridge
University and PhD from UCH on molecular biology of AML. She is also an
experienced teacher and was voted top teacher at UCH 2010. In future years she may
become education lead for haematology here.
Dr VIN PALERI – Consultant, Head and Neck Surgeon
Dr Paleri qualified as a doctor in India in 1991 and this was followed with his MS
(Otolaryngology) in 1994 from the University of Madras. He got his FRCS in General
Surgery from the Royal College of Surgeons, Glasgow in 1997 and his FRCS in
Otolaryngology from the Royal College of Surgeons, England in 1998.
Following an AAC on the 31st March 2017, he was appointed as a Consultant - Head
and Neck Surgeon at the RMH with a start of September 2017.
Dr Vin Paleri is the top robotic head and neck surgeon in the UK and will bring this
experience to the RM. He has been a Consultant and Professor in Newcastle for about
8 years, but wants to move to the Marsden as the top centre for cancer in the UK.
He brings research experience in surgery which is quite rare, and he also is interested
in education, having authored two major textbooks on head and neck surgery
Dr FERNANDO CARCELLER – Consultant Paediatrician (Neuro-Oncology)
Dr Carceller qualified as a doctor in Madrid, Spain. This was followed by specialty
training in Paediatrics in April 2011. Following an AAC on the 12th May, he was
appointed as a Consultant Paediatrician at the RMH . This is a replacement post.
Julia Chisholm has commented that Dr Carceller is an exceptionally bright and gifted
paediatric oncologist. He has provided locum consultant cover in the neuro-oncology
post for the past 6 months. He will be leading the neuro-oncology service and has
developed the links and support within our service and nationally/internationally
which will enable him to develop into an international clinical leader in this area in
the next 5 years or so. He has a very strong background in paediatric drug
development, having trained as a fellow with us, and will contribute to our DDU
programme with a focus on neuro-oncology. He is extremely productive in terms of

publications already at this early stage of his career with a particular focus so far on
use of standard imaging and functional imaging to assess response to novel therapies.
He has shown his ability to develop and distill links with other disciplines, drawing
others around him to take forward his research agenda . I see him as a future
international clinical leader in paediatric brain tumours/ early phase trials in neurooncology and a clinical academic leader. He has just been awarded his MD in Spain
(commended as “outstanding”).
Dr PAOLA ANGELINI - Consultant in Paediatrics (Solid Tumours)
Dr Angelini trained as a doctor in Italy in 1998 with an MD qualification, followed
with Paediatric Specialist training in 2003 and a PhD in 2007. She is currently a
Locum Consultant in Paediatric Oncology at Great Ormond Street Hospital.
Following an AAC on the 12th May 2017, she was appointed as Consultant
Paediatrician at the RMH with a start date in September 2017.
Julia Chisholm has commented that Dr Angelini trained internationally in high class
institutions in Italy, Canada and London and comes with 2 years of existing
experience as a consultant in Switzerland. Her focus to date has been on solid
tumours (especially neuroblastoma) and brain tumours. She also has significant
laboratory experience (PhD) and clinical training in early phase trials in children
with an excellent publication record to date. I anticipate that she will work very well
with the team to deliver the clinical service bringing academic rigor to her clinical
work and will produce significant clinical academic output & publications (probably
with a focus on neuroblastoma).
Her interests fit very well with the drug development focus of the CYP unit. She has
also expressed an interest in service development and I expect to encourage and
develop this interest, possibly initially as our governance and audit lead. We will be
supporting her to develop national and in future international clinical leadership in
her chosen area of paediatric oncology sub-specialism.
Dr ANTONELLA SAVIO– Consultant Histopathologist
Dr Antonella Savio trained as a doctor in Italy.
Dr Savio is currently employed as a Consultant Histopathologist, Lead GI at
Poliambulanza Hospital in Italy.
She has worked for the RM previously as locum Consultant of GI and Gynaecological
in 2016 and more recently as locum Consultant Gynaecological histopathologist. She
was previously employed as a permanent consultant histopathologist at St Mark’s
Hospital, Northwick Park Hospital from 2010-2011. She is on the GMC specialist
register for Hisopathology. Following an AAC on the 9th June 2017, she was
appointed as Consultant Histopathologist, at the RMH with a start date in September
2017.
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Medical Revalidation Report

Medical Director

Executive Summary
There is a requirement for Boards to annually review the arrangements for medical
revalidation and the purpose of this report is to provide assurance that there is a system in
place that meets General Medical Council (GMC) requirements for the appraisal and
revalidation of all medical staff for whom the Trust is the Designated Body.
Medical Revalidation was launched in 2012 and each NHS provider is required to have a
Responsible Officer, who leads on appraisal and revalidation and to make recommendation
to the GMC, as appropriate. This role is undertaken by the Medical Director on behalf of the
Royal Marsden and Institute of Cancer Research. The Responsible Officer is supported in
his role by an Appraisal and Revalidation Lead, Dr Jonathan Handy.
Medical appraisal and revalidation performance data is reviewed and managed within the
Trust through Medical Workforce Committee. The data shows that there has been a

significant improvement in the appraisal completion rate from 90% in 2015-16 to 98% in
2016-17, which exceeded the in-year target of 90%.
In February 2017, the Trust hosted a visit from NHS England. The aim of the visit was to
review the arrangements for medical revalidation and ensure they comply with GMC
requirements and are in line with best practice. The report highlighted areas of good practice
including strong leadership, a focused approach to improving both compliance and quality
of appraisals, and good team working. They also highlighted areas for improvement which
are detailed in the report and will form the basis of the 2017-18 action plan.
Recommendations
The Board is asked to:
1) Note progress with implementation of appraisal and revalidation;
2) Note feedback external review in February and key areas for improvement;
3) Approve for the Chief Executive and Chair to sign off a statement of compliance by
31st August 2017 (Appendix B).
Author:
Nina Singh

Contact Number or E-mail: Date:
2140
June 2017

Medical Revalidation Report
1.

Introduction

The purpose of this report is to provide assurance that there is a system in place that meets
General Medical Council (GMC) requirements for the appraisal and revalidation of all medical
staff for whom the Trust is the Designated Body.
The Framework of Quality Assurance for Responsible Officers and Revalidation (2014) requires
organisations employing doctors (Designated Bodies) to receive an annual report at the Board
on the implementation of medical revalidation and submit an annual statement of compliance
to their higher level responsible officers, which in the case of London Trusts is NHS England
South Region. This report follows the format prescribed by NHS England.
2. Background
Medical Revalidation was launched in 2012 to strengthen the way that doctors are regulated,
with the aim of improving the quality of care provided to patients, improving patient safety and
increasing public trust and confidence in the medical system. Each NHS provider is required to
have a Responsible Officer, who leads on appraisal and revalidation and makes
recommendation to the GMC. This role is undertaken by the Medical Director on behalf of the
Royal Marsden and Institute of Cancer Research.
NHS provider organisations have a statutory duty to support their Responsible Officers in
discharging their duties under the Responsible Officer Regulations and it is expected that Trust
Boards will oversee compliance by:
a) monitoring the frequency and quality of medical appraisals in their organisations;
b) checking there are effective systems in place for monitoring the conduct and performance of
their doctors;
c) confirming that feedback from patients is sought periodically so that their views can inform
the appraisal and revalidation process for their doctors; and;
d) ensuring that appropriate pre-employment background checks (including pre-engagement
for locums) are carried out to ensure that medical practitioners have qualifications and
experience appropriate to the work performed.
3. Governance Arrangements
The Medical Director is the designated Executive Lead for medical appraisals and revalidation.
The role of Responsible Officer has become increasingly complex and a new post of Appraisal
and Revalidation Lead was established in 2016 with Dr Jonathan Handy, Consultant Intensivist,
taking up post in September 2016. The focus for this new clinical leadership role has been to
support the Trust to maintain a high level of compliance (90%+) with appraisals and more
importantly, improve the quality of appraisals.
The Medical Workforce Committee, led by the Director of Workforce, is responsible for tracking
compliance with appraisal and revalidation. Monitoring is tracked through regular reporting as
follows:
•
•

Monthly and quarterly reports to NHS England South Region
Annual Organisational Audit to NHS England South Region
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•

Monthly reporting to the Performance Review Group

4. Policy and Guidance
The Trust has a policy on medical appraisals and revalidation in line with NHS requirements.
The policy also covers doctors that are employed by the ICR and hold an honorary contract with
The Royal Marsden.
5.

Medical Appraisal

a) Appraisal and Revalidation Performance Data
As of 31 March 2017, of the 306 doctors who have a prescribed connection to the Trust, 290 had
an appraisal meeting – 10 were valid appraisal deferrals and 6 were non-valid. There has been a
significant improvement in the appraisal completion rate from 90% in 2015-16 to 98% in 201617, which exceeded the in-year target of 90%. The consultant appraisal rate was 98% for 201617. The non-valid deferral rate has been problematic in previous years and was at 28 in 2015-16,
making the Trust a negative outlier in London. This has been addressed and the non-valid
deferral rate reduced significantly to 6 in 2016-17.
The details are shown in the table 1 below.
Table 1 shows appraisal performance data 2016/17
Doctors with a prescribed
connection
Trust
Cancer Services
154
Clinical Services
74
Clinical Research
25
Corporate
2
Community
0
Private
3

Honorary
35
9
4
0
0
0

Total

48

258

Total
189
83
29
2
0
3

No
of
completed
appraisals
178
82
26
2
0
2

variance
11 (7 valid)
1
3 (all valid)
0
0
1

306

290
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Table 2 shows revalidation data for 2016-17

Number of positive recommendations to the GMC for
revalidation between 1/04/2016 - 31/03/2017
i.e. these are doctors who have met all the
16
requirements and have actually been revalidated by
the GMC
Number of deferrals between 01/04/16 - 31/03/2017
i.e. these are doctors who were due to be assessed for
5
revalidation but the assessment has been deferred by
the Trust

2

Table 3 show the reasons for revalidation deferral 2016-17

Reasons for deferrals
Long term sickness/personal reasons
Maternity leave
New starter
Relinquish license to practice
Incomplete appraisal

2

1
2

b. Appraisers
There are currently 83 trained consultant appraisers in the Trust. This figure is reviewed
annually as part of the appraisal audit process to ensure there is sufficient capacity to deliver a
high completion rate for appraisals.
c. Quality Assurance
In February 2017 the Trust hosted a visit from NHS England. The aim of the visit was to review
the arrangements for medical revalidation to ensure they comply with GMC requirements and
are in line with best practice. The final report noted that four areas of good practice including:
1) Medial revalidation is “well led by the Medical Director and Appraisal and Revalidation
Lead". They noted the Board’s oversight of the Responsible Officer’s statutory
revalidation functions.
2) “The administrative support for revalidation and appraisal is well organised and focused
on improving systems and processes for appraisals. The revalidation and HR Team are
dedicated and work hard at ensuring the revalidation and appraisal system works well.
This has resulted in an improved appraisal completion rate from 73% in 2014-15 to 92%
in 2015-16 of doctors having an annual appraisal.”
3) Good working relationships between Responsible Officer, Appraisal Lead and Director
of Workforce.
4) Very committed group of appraisers, who felt “well supported by the RO and
revalidation team”.
The report also suggested areas for development, the main ones are shown below and these will
form basis of the action plan for 2017-18:
1) Focus on reducing the unapproved or missed appraisal rate;
2) Improve communications with appraisers on appraise feedback and set up appraiser
group;
3) Agree methodology and metrics for auditing quality of appraisals;
4) Consider how to improve information channel about doctors working with The Royal
Marsden might flow to include clinical work with other healthcare organisations and
how information is sought/shared;
5) Review maximum/minimum number of appraisals undertaken by each appraisers.
Internal quality assurance systems
The Trust has a number of internal processes to assure itself that the appraisals are undertaken
and are of a high quality. These include:
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•
•
•
•
•

An audit review process in place;
Appraisal portfolios are reviewed prior to submission to the Responsible Officer to ensure
documentation is complete and up to date;
Monthly review of the appraisal completion rate is undertaken by the Medical Workforce
Committee and Performance Review Group;
A process to link complaints information to the appraisal process is being established;
A process to link significant clinical events to appraisals. There is a positive reporting
mechanism to confirm if there have been no significant events.

Concerns and performance issues are dealt with under the Maintaining High Professional
Standards Policy, (appendix a).
6. Risk and Issues
In addition to those doctors with a prescribed connection to the Trust, there are other doctors
working for the Trust through a service level agreement or contract for service, who have a
prescribed connection to another organisation. There is a need to confirm that service level
agreement(s) make adequate reference to appraisal/revalidation requirements.
7.

Responding to Concerns and Remediation

Information about the number and type of concerns raised about individual clinical
practitioners during 2016-17 (appendix a).
8. Recommendations
The Board is asked to:
1) Note progress with implementation of appraisal and revalidation;
2) Note feedback external review in February and key areas for improvement
3) Approve the Chief Executive and Chair to sign off a statement of compliance by 31
August 2017 (appendix b)
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Appendix A - Audit of concerns about a doctor’s practice
Concerns about a doctor’s practice

High
level

Medium
level

Low
level

Total

Number of doctors with concerns about their
practice in the last 12 months
Explanatory note: Enter the total number of
doctors with concerns in the last 12 months. It is
recognised that there may be several types of
concern but please record the primary concern

6

Capability concerns (as the primary category) in
the last 12 months

3

Conduct concerns (as the primary category) in
the last 12 months

3

Health concerns (as the primary category) in the
last 12 months

0

Remediation/Reskilling/Retraining/Rehabilitation
Numbers of doctors with whom the designated body has a prescribed connection
as at 31 March 2015 who have undergone formal remediation between 1 April
2016
and
31
March
2017
Formal remediation is a planned and managed programme of interventions or a
single intervention e.g. coaching, retraining which is implemented as a
consequence of a concern about a doctor’s practice
A doctor should be included here if they were undergoing remediation at any
point during the year
Consultants (permanent employed staff including honorary contract holders,
NHS and other government /public body staff)

0

Staff grade, associate specialist, specialty doctor (permanent employed staff
including hospital practitioners, clinical assistants who do not have a prescribed
connection elsewhere, NHS and other government /public body staff)

0

General practitioner (for NHS England area teams only; doctors on a medical
performers list, Armed Forces)

0

Trainee: doctor on national postgraduate training scheme (for local education
and training boards only; doctors on national training programmes)

0

Doctors with practising privileges (this is usually for independent healthcare
providers, however practising privileges may also rarely be awarded by NHS
organisations. All doctors with practising privileges who have a prescribed
connection should be included in this section, irrespective of their grade)

0

Temporary or short-term contract holders (temporary employed staff including
locums who are directly employed, trust doctors, locums for service, clinical
research fellows, trainees not on national training schemes, doctors with fixedterm employment contracts, etc) All DBs

0

5

Other (including all responsible officers, and doctors registered with a locum
agency,
members
of
faculties/professional
bodies,
some
management/leadership roles, research, civil service, other employed or
contracted doctors, doctors in wholly independent practice, etc) All DBs

0

TOTALS

6

Other Actions/Interventions

0

Local Actions:

0

Number of doctors who were suspended/excluded from practice between 1 April
and 31 March: Explanatory note: All suspensions which have been commenced
or completed between 1 April and 31 March should be included

1

Duration of suspension:
Explanatory note: All suspensions which have been commenced or completed
between 1 April and 31 March should be included
Less than 1 week
1 week to 1 month
1 – 3 months
3 - 6 months
6 - 12 months

0

Number of doctors who have had local restrictions placed on their practice in
the last 12 months?

0

GMC Actions:
Number of doctors who:

0

Were referred to the GMC between 1 April and 31 March

1

Underwent or are currently undergoing GMC Fitness to Practice
procedures between 1 April and 31 March

0

Had conditions placed on their practice by the GMC or undertakings
agreed with the GMC between 1 April and 31 March

0

Had their registration/licence suspended by the GMC between 1 April
and 31 March

0

Were erased from the GMC register between 1 April and 31 March

0

National Clinical Assessment Service actions:

0

Number of doctors about whom NCAS has been contacted between 1 April and
31 March:

3

For advice

0

For investigation

0

For assessment

0

Number of NCAS investigations performed

0

Number of NCAS assessments performed

0
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Appendix B – Designated Body Statement of Compliance
The board of The Royal Marsden NHS Foundation trust can confirm that
• an AOA has been submitted,
• the organisation is compliant with The Medical Profession (Responsible Officers)
Regulations 2010 (as amended in 2013)
• and can confirm that:
1. A licensed medical practitioner with appropriate training and suitable capacity has been
nominated or appointed as a responsible officer;
Yes. Dr. Nicholas van As, Medical Director, is the Responsible Officer.
2. An accurate record of all licensed medical practitioners with a prescribed connection to
the designated body is maintained;
This is done through Zircadian system and GMC connect. All systems are updated and
checked on a monthly basis.
3. There are sufficient numbers of trained appraisers to carry out annual medical
appraisals for all licensed medical practitioners;
The Trust has 83 trained consultant appraisers for 306 doctors.
4. Medical appraisers participate in ongoing performance review and training /
development activities, to include peer review and calibration of professional
judgements (Quality Assurance of Medical Appraisers 1 or equivalent);
There is a process to quality assure completed appraisals. A Revalidation and
Appraisal Lead was appointed in September 2016 to support the Trust to achieve
further improvements with the quality of medical appraisals.
5. All licensed medical practitioners 2 either have an annual appraisal in keeping with GMC
requirements (MAG or equivalent) or, where this does not occur, there is full
understanding of the reasons why and suitable action taken;
All doctors whose appraisals are overdue are asked to provide an explanation. Each
case is escalated to the Appraisal Lead who leads on this process. Compliance is at 98%
for all medical practitioners and 98% for consultants and there is a process for
monitoring non-compliance.
6. There are effective systems in place for monitoring the conduct and performance of all
licensed medical practitioners1 (which includes, but is not limited to, monitoring: inhouse training, clinical outcomes data, significant events, complaints, and feedback from
patients and colleagues) and ensuring that information about these matters is provided
for doctors to include at their appraisal;
The Trust has robust systems for clinical governance and a process to link this
information to the appraisal process.

1
2

http://www.england.nhs.uk/revalidation/ro/app-syst/
Doctors with a prescribed connection to the designated body on the date of reporting.
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7. There is a process established for responding to concerns about any licensed medical
practitioners1 fitness to practise;
This is covered in the revalidation and appraisal policy and wider HR policies. The
trust has a specific policy called responding to Concerns about a Doctor’s Practice.
8. There is a process for obtaining and sharing information of note about any licensed
medical practitioner’s fitness to practise between this organisation’s responsible officer
and other responsible officers (or persons with appropriate governance responsibility) in
other places where the licensed medical practitioner works; 3
Information is shared through the Responsible Officer Network
9. The appropriate pre-employment background checks (including pre-engagement for
locums) are carried out to ensure that all licenced medical practitioners 4 have
qualifications and experience appropriate to the work performed;
The Trust is compliant with NHS pre-employment checks for substantive and locum
medical staff.
10. A development plan is in place that ensures continual improvement and addresses any
identified weaknesses or gaps in compliance.
The areas for improvement are highlighted in the Board report and an action plan has
been submitted to NHSE following visit in February 2017.

Signed on behalf of the designated body
Official name of designated body: The Royal Marsden NHS Foundation Trust
Name: Cally Palmer

Signed:

Role: Chief Executive
Date: 24 May 2016

The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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Executive Summary
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Nominations Committee Report
1. Introduction
The purpose of this paper is to update the Board of Directors on the recruitment and
selection process for Non-Executive Director (NED) positions and is presented on
behalf of the Nominations Committee.
2. Recruitment and shortlisting process
Saxton Bampfylde was commissioned to work with the Trust in recruiting a high
calibre candidate to replace Dame Nancy Hallett. They are an executive search
company specialising in Board-level appointments and have worked with a number
of teaching hospitals in England. They were asked to present a diverse long list to the
Nominations Committee, which they achieved.
3. Appointments process
Prior to the interviews, the candidates were invited to meet with Executive Directors,
the Chief Executive and the Chairman. These discussions were designed primarily as
an opportunity for the shortlisted candidates to learn as much as possible about the
strategic challenges and opportunities facing the organisation and where appropriate
help inform the areas of questioning at the interview. Interviews were held on 13th
June 2017 and the interview panel comprised the Chairman, two Governors (Andrew
Pearson and Duncan Campbell) and the Chief Executive (in a non-voting capacity).
At interview, two high quality candidates emerged and the Nominations Committee
therefore decided to recommend two appointments. The first, Heather Lawrence,
will replace Dame Nancy Hallett with effect from 1 July 2017. The second, Professor
Martin Elliott, will commence 1 September and will fill the next NED vacancy (due in
December 2017).
Heather Lawrence is an accomplished former Chief Executive (CE) and her last CE
position was at Chelsea and Westminster NHS Foundation Trust (2000 to 2012). In
the last five years, she has held a number of NED positions and currently serves as
Non-Executive Chair of London Ambulance Service with the task of steering the
Trust out of special measures. She is a nurse by background and has an impressive
track record of success in both her Executive and NED roles.
Professor Martin Elliott is a Cardiothoracic Surgeon by background and was the coMedical Director (2010 to 2015) at Great Ormond Street Hospital (GOSH). He is an
established clinical leader with an international reputation and a strong
understanding of the particular challenges and opportunities facing specialist Trusts.
In addition to becoming a member of QAR, Martin will address from a Board
perspective, the future strategy of research at The Royal Marsden in the rapidly
changing environment of this crucial part of our mission.
4. Successful candidates
The Council of Governors approved the recommendation from the Nominations
Committee with Heather Lawrence replacing Nancy Hallett with effect from 1st July
2017. She will commence as the vice-chair of the Quality Assurance and Risk
Committee. Professor Elliott’s term will commence from the 1st September 2017.
The Board is asked to note the new NED appointments.
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Press coverage of HRH Duke of Cambridge Visit

Chief Executive

Executive Summary
As President of The Royal Marsden, HRH The Duke of Cambridge visits the hospital
approximately once a year, to see the work of the Trust and meet staff, patients and their
families.
To celebrate The Duke’s 10th anniversary as President of The Royal Marsden he visited The
Royal Marsden in Sutton.
The Duke visited the UK’s first Magnetic Resonance Linear Accelerator (MR Linac), a stateof-the-art radiotherapy machine which is set to make treatment more effective and reduce
side effects for patients. The first Royal Marsden patients are due to be treated with the
machine in late 2017, initially through clinical studies in hard-to-treat cancer types.
The Duke then experienced first-hand what it is like to work with patients receiving
radiotherapy. The Duke called in 44-year-old patient, Simon White, for treatment on the
Trust’s newest linear accelerator machine, helped prepare Simon for his treatment and spent
time with staff in the control room.
The Duke also visited the Oak Centre for Children and Young People, which he officially
opened with HRH The Duchess of Cambridge in 2011.
Before leaving The Royal Marsden, Chief Executive Cally Palmer, and Professor Martin
Gore, Consultant Medical Oncologist and Trustee of The Royal Marsden Cancer Charity,
presented The Duke with a photo book to celebrate his 10 years as President.
The visit was covered extensively in the national, international and local media and on social
media.
Recommendations
The Board is asked:
−

To note the coverage and feedback from the visit of HRH The Duke of Cambridge to
The Royal Marsden, Sutton on 16 May 2017

Author:

Contact Number or E-mail: Date:

Rachael Reeve

Rachael.reeve@rmh.nhs.uk

6th June 2017

Prince of hearts! William follows in his mother's footsteps as he bonds with a
six-year-old cancer patient on a visit to the Royal Marsden Hospital
•
•
•
•

William, 34, is marking 10 years as president of the cancer centre in Sutton
Helped six-year-old cancer patient Daisy attach a new wrist band
Duke did work experience in radiotherapy department before presidency
Was shown new machinery and caught up with staff and patients

Prince William today evoked memories of his late mother Diana as he bonded with a
young cancer patient on a visit to the Royal Marsden Hospital in Sutton.
The Duke of Cambridge showed his caring bedside manner when he helped take the blood
pressure of leukaemia patient Daisy Wood, six, who was happy to let the future king strap a
cuff to her arm in preparation for the reading.
In the Oak Centre for Children and Young People the Duke sat beside Daisy, with parents
Katie and Alistair Wood from Kingston upon Thames nearby, who moments before was
watching a DVD about a princess.
Her father later joked: 'She did say William was a little old for her to marry.'
The six-year-old was left a little tongue tied after her meeting with the Duke but Mr Wood,
45, added: 'It's particularly nice he's come around, it shows he's interested in the Royal
Marsden and the patients - it gives a boost to everyone.
'And being a dad with two young children you can see how he relates very well to the
children.'
Prince William today evoked memories of his late mother Diana as he bonded with a
young cancer patient on a visit to the Royal Marsden Hospital in Sutton.
The Duke of Cambridge showed his caring bedside manner when he helped take the blood
pressure of leukaemia patient Daisy Wood, six, who was happy to let the future king strap a
cuff to her arm in preparation for the reading.
In the Oak Centre for Children and Young People the Duke sat beside Daisy, with parents
Katie and Alistair Wood from Kingston upon Thames nearby, who moments before was
watching a DVD about a princess.
Her father later joked: 'She did say William was a little old for her to marry.'
The six-year-old was left a little tongue tied after her meeting with the Duke but Mr Wood,
45, added: 'It's particularly nice he's come around, it shows he's interested in the Royal
Marsden and the patients - it gives a boost to everyone.
'And being a dad with two young children you can see how he relates very well to the
children.'
At the Oak Centre for Children and Young People he joined two play specialists and patients
in the play room for arts and crafts activities.

He was reunited with radiotherapy aid Fiona Bragg, 55, who took William under her wing
when he spent a day shadowing staff at the south London hospital in 2005, two years before
he became president of the Royal Marsden.
She recalled how she spent more than an hour showing the Duke how to check patients in,
once they had arrived at reception.
She said: 'We just introduced him as William, he was really relaxed and friendly and spent a
lot of time talking to the patients, not many people spotted him - one lady said he was a
lookalike.'
William was also shown a £10 million MR Linac scanner, the first of its kind in the country,
that combines radiotherapy treatment with traditional imaging and has the potential to allow
tumours to be targeted precisely in real time.
The equipment will be trialled at the end of the year but only the MR (magnetic resonance)
imaging facility will be used, with the radiotherapy to follow.
After peering into the small slot that a patient lies in as their body is scanned, the Duke
joked: 'I wouldn't like to lie in there for too much, I'm not sure it's as roomy as they say.'
The hospital has a poignant significance for William as it was the place Princess Diana
visited on her first solo engagement in 1982.
William became President of the Royal Marsden in 2007, taking over the Presidency from
his mother who held the role from 1989 until her death in 1997.
The Royal Marsden is the largest cancer centre in Europe, treating over 50,000 NHS and
private patients every year.
It's a busy week for William who is gearing up for the much-anticipated wedding of his
sister-in-law Pippa this Saturday.
The proud father's two children George and Charlotte will have starring roles as page boy
and bridesmaid.
His brother Prince Harry is also attending and is expected to be joined by his girlfriend
Meghan Markle.
The royals will be among the guests of honour at the wedding ceremony at St Mark's Church
in Englefield, Berkshire and at the reception at the Middleton family home in Bucklebury.
A bespoke glass orangery, costing an estimated £100,000, has been shipped from Belgium
and erected in the grounds of the family home for the party.

Caring Prince William helps look after six-year-old cancer patient at Royal Marsden
THE Duke of Cambridge rolled up his sleeves and returned to a hospital closely associated
with his mother to help care for children and other patients today.
By RICHARD PALMER
PUBLISHED: 13:50, Tue, May 16, 2017 | UPDATED: 16:35, Tue, May 16, 2017
Prince William marked the 10th anniversary of becoming president of the Royal Marsden,
a position previously held by Princess Diana, by helping out in a children's unit and in
radiotherapy at the hospital in Sutton, Surrey.
William, 34, who will soon finish his part-time role as an air ambulance pilot to focus on fulltime royal duties, briefly got experience as a radiotherapy aide, helping one patient
undergoing treatment, and also assisted in preparing a little girl for a lumbar puncture.
Displaying an excellent bedside manner, he fitted a name tag and a blood pressure cuff on
six-year-old leukaemia patient Daisy Wood before she underwent a lumbar puncture, a
procedure in which a needle is inserted into the lower back to collect fluid surrounding the
brain and spinal cord.

Princess-obsessed Daisy, from Kingston, Surrey, who enjoyed being cared for by the future
King, said: "He's too old for me to marry."
She added: "It was fun."

William also provided a much-needed morale booster for young royal fan Zak Gillard, who
was diagnosed with a rare brain tumour today, two and a half weeks after waking up
suddenly unable to walk.

Zak, 11, from Esher, Surrey, has been an ardent fan since the royal wedding in 2011 and was
keen to ask about William's children, Prince George and Princess Charlotte and their pet
cocker spaniel Lupo.
Zak's mum, Stephanie Gillard, said: "He said George was noisy and charging around the
place."
But the Duke had less joy, initially at least, charming another young leukaemia patient, sixyear-old Sebastian Gamble-Banas, who was more interested in a Star Wars game on his
Nintendo DS than taking to royalty.
His mother Sara asked: "Sebastian, when people are talking to you, what do you do?"
Prince William replied: "I have exactly the same thing with George. He's engrossed."
In the play room of the hospital's children's unit - the Oak Centre for Children & Young
People, which William and Kate opened in September 2011 - the second in line to the throne
swapped tales with other parents.
Chatting to another little boy, Charlie Miller, a three-year-old leukaemia patient glueing in
stickers, William said: "Very impressive glueing.
"George likes doing his stickers. He is big into his stickers. He likes dinosaurs. Do you like
dinosaurs, Charlie?"
It was by no means the first time that William has got stuck in, helping out at the hospital.
He has previously watched operations and met patients at the site in Sutton and at its other
site in Chelsea, west London, on a number of visits.

He was reunited today with Fiona Bragg, a radiotherapy aide who supervised him back in
2005 when he spent a day doing work experience at the Sutton site during a gap year.
She disclosed that some patients failed to recognise him that day as he was employed to
welcome them to the unit and show them where to go for their treatment.
She said: "One lady thought he was a lookalikie. We just introduced him as William. It was
all very relaxed and low key."
Meeting her again today, William, laughing, said: "It's a long time ago. I really enjoyed
myself.
"I'm always available for a bank holiday weekend if you need someone to help out."
Moments later, he reprised the role of radiotherapy aide, assisting a patient undergoing
treatment, internet entrepreneur Simon White, who was taking part in a clinical trial after a
successful operation and chemotherapy to overcome lung cancer.
Mr White, 44, a father of one from Carshalton, Surrey, said: "It's definitely different to an
average radiotherapy session, that's for sure."
He is undergoing a daily dose of radiotherapy for five and a half weeks to see if it will help
prevent cancer returning.
After lying strapped into a machine with William watching him, he said: "I just think in these
situations, he is another human being and it must be a surreal situation for him as well."
Mr White underwent treatment on a conventional linear accelerator machine but earlier
William was shown the hospital's new pride and joy: a £10 million magnetic resonance linear
accelerator, the UK's first.
When patients begin treatment on the machine later this year it will allow staff to get a much
clearer picture of patients' anatomy as they are receiving radiation.
That means they can pinpoint tumours more accurately and in theory should allow a higher
radiotherapy dose with reduced side.
William said: "Brilliant."

Prince William shows his bedside manner as he helps take girl's blood
pressure on visit to cancer hospital
By Telegraph Reporters
16 MAY 2017 • 3:38PM
The Duke of Cambridge showed his caring bedside manner when he helped take the blood
pressure of a little girl with leukaemia during a tour of one of the country's leading cancer
hospitals.
Daisy Wood, six, was happy to let the future king strap a cuff to her arm in preparation for
the reading, when he visited the children's cancer unit at the Royal Marsden's Sutton
hospital.
He was reunited with radiotherapy aid Fiona Bragg, 55, who took William under her wing
when he spent a day shadowing staff at the south London hospital in 2005, two years before
he became president of the Royal Marsden.
She recalled how she spent more than an hour showing the Duke how to check patients in
once they had arrived at reception.
Ms Bragg said: "We just introduced him as William, he was really relaxed and friendly and
spent a lot of time talking to the patients, not many people spotted him - one lady said he
was a lookalike."
In the Oak Centre for Children and Young People the Duke sat beside Daisy, with parents
Katie and Alistair Wood from Kingston upon Thames nearby, who moments before was
watching a DVD about a princess.
Her father later joked: "She did say William was a little old for her to marry."
The six-year-old was left a little tongue tied after her meeting with the Duke but Mr Wood,
45, added: "It's particularly nice he's come around, it shows he's interested in the Royal
Marsden and the patients - it gives a boost to everyone.
"And being a dad with two young children you can see how he relates very well to the
children."
William was also shown a £10 million MR Linac scanner, the first of its kind in the country,
that combines radiotherapy treatment with traditional imaging and has the potential to allow
tumours to be targeted precisely in real time.
The equipment will be trialled at the end of the year but only the MR (magnetic resonance)
imaging facility will be used, with the radiotherapy to follow.
After peering into the small slot that a patient lies in as their body is scanned, the Duke
joked: "I wouldn't like to lie in there for too much, I'm not sure it's as roomy as they say."

The Duke of Cambridge attaches a name tag to patient Daisy Wood, six, during a visit to the
Royal Marsden hospital

The Duke of Cambridge is shown the workings of an MR Linac machine by Professor Uwe
Oelfke

People
Prince William evoked memories of Princess Diana as he shared a special moment with a
young cancer patient at the Royal Marsden Hospital, where he has been president for 10
years.
The royal dad, who took over the role from his late mother, chatted with 6-yearold leukaemia patient, Daisy, as he helped her put on a name tag while she sat for her
treatment. The young patient was all smiles as the prince gently fastened the I.D. band to her
wrist.
“I’m always the pilot…I’m not trusted with the special stuff,” he told her with a laugh. “How’s
that? Is that okay? Is that loose or alright?” Daisy smiled and nodded as she held her stuffed
penguin.
“He’s too old for me to marry,” the princess-obsessed little girl from Kingston, Surrey, told
reporters, adding that she enjoyed being cared for by the future King. “It was fun,” she said.
William later joined two play specialists and patients in the play room for arts and crafts
activities, providing a much-needed morale booster for young royal fan Zak Gillard, who was
diagnosed with a rare brain tumor on Tuesday, two-and-a half weeks after waking up
suddenly unable to walk.

With this year marking the 20th anniversary of Diana’s death, William and
his brother Prince Harry have been commemorating their late mother’s achievements,
especially when they dovetail with their own public work.
William, who is formally known as President of the Royal Marsden NHS Foundation Trust,
accompanied staff as he got to know more about the work at the hospital.

The hospital has an international reputation for ground-breaking research and pioneering
treatments and technologies, and the prince kicked off his visit in the radiotherapy
department, where he spoke with clinicians about the U.K..’s first MR Linac, a state-of-theart machine set to make radiotherapy more effective and reduce side effects for cancer
patients.
He then headed to the Oak Centre for Children and Young People where he was with two
staff nurses, supporting them in calling patients for chemotherapy treatment and checking
blood pressure.

The Royal Marsden is the largest and one of the best-known cancer centers in Europe,
treating over 50,000 NHS and private patients every year.
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Update on the Clinical Care and Research Centre (CCRC)

Antonia Newman, Associate
Director for Philanthropy

Executive Summary
An update on progress with the CCRC project and the CCRC fundraising appeal.
The project team has now signed off 1:100 plans for this new building which will increase
capacity for the MDU and Outpatients Department in Sutton by 40% as well as bringing
together 320 clinical researchers in a building designed to foster collaboration.
The appeal is on track at £8.2m raised of the £50m public target. An appeal board of well
networked and high profile philanthropists has come together to drive the fundraising with
an initial focus on securing lead gifts to the project.
Recommendations
The Board is asked to note and discuss the CCRC update
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The CCRC Project
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CCRC
•

£54m development funded by RMCC

•

Clinical researchers and patients brought together in a building
designed to foster collaboration

•

Outpatient & Medical Day Care
• All solid tumour and haemato-oncological patients
• Associated clinical support services e.g. phlebotomy, satellite
laboratory, chemotherapy distribution hub and outpatient
dispensary
• > 40% increase in capacity
• Aim to reduce patient on the day waiting time by half

•

Accommodation for 320 clinical researchers
• Bringing together from dispersed facilities across the site
• Designed to encourage sharing of ideas & innovations
• Good facilities attract and retain the brightest & the best

•

Café and roof terrace for staff
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CCRC Concept Images
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CCRC Project Milestones
•
•
•
•
•
•
•

1:100 plans agreed – Spring 2017
Design development – Summer 2017
Submit planning application - Spring 2018
Planning determination - Autumn 2018
Tender issued – Spring 2019
Award contract - Summer 2019
Opening of Centre - Autumn 2021
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The CCRC Appeal Strategy
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Our strategy
Raise £50m to build the Clinical Care and Research Centre
Five strategic priorities
• Create an influential and effective appeal board and volunteer
network
• Develop a robust prospect pipeline
• Ensure continual engagement and alignment of The Royal
Marsden with The Royal Marsden Cancer Charity and the
capital appeal
• Develop sector leading materials and events to engage and
thank donors
• Raise the profile of the appeal through an engaging and
targeted PR and comms plan
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Progress against target
• Public target of £50m
• £8.3m raised in cash
and pledges
• One supporter has
given almost £5m

£60,000,000

£50,000,000

£4,000,000

£40,000,000

Charity reserves
£30,000,000

£41,638,300

£10,000,000
£1,479,000
£6,882,700
£0

Income pledged
Income banked

£20,000,000

• Multiple 5 and 6
figure gifts

Fundraising gap

1
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Appeal Board and pipeline
• 16 members from a
variety of sectors,
led by Mike Slade
• First meeting held
on 29th March 2017
• 20 ‘friends’ of the
appeal
• Pipeline of over
500 potential
supporters
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Engaging and thanking supporters
• Programme of
cultivation events
introduced
• Regular tours and
meetings with board
members and
potential supporters
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PR and Comms

• Good PR coverage to
launch the Appeal
Board including in The
Times
• Continued support
from HRH The Duke of
Cambridge

The Royal Marsden Cancer Charity

21/06/2017

Current priorities
• Engaging and working closely with the appeal board and friends
• Next board meeting – July 13th
• Focus on lead gift prospects
• Finalising naming opportunities post 1:100 sign off
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Summary Financial Performance Report
for May 2017
1.

Introduction
The paper provides a summary of the financial position for the month of May 2017 in FY 2017/18. The
reporting format within this paper provides consistent reporting to all Trust Committees.
The Board is requested to note the contents of this report.

2.

Summary Financial Position
Key headlines
•

In month:
o Operating surplus of £2.5m, a favourable variance of £1.3m
o Retained surplus of £1.0m, a favourable variance of £1.3m
o Agency expenditure of £0.7m, a favourable variance against the cap of £0.1m
o Capital expenditure of £0.7m, a favourable variance of £0.6m
o Cash in bank of £13.5m, an adverse variance of £6.5m
Year to Date - May 2017
Budget

Actual

Var

£'000

£'000

£'000

NHS Clinical Income

(32,921)

(33,887)

(966)

Non NHS Clinical Income

(15,690)

(16,194)

(504)

NHS Non Clinical Income

(8,059)

(8,583)

(524)

Non NHS Non Clinical Income

(3,617)

(4,358)

(742)

(60,287)

(63,023)

(2,736)

35,587

34,835

(752)

Income

Expenditure
Pay
Non Pay

Operating Surplus
PDC, Interest, JV
Development Reserve for Inv
Donated Asset Income
Depreciation

22,692

25,024

2,331

28,863

29,085

1,579

(2,008)

(3,165)

(1,157)

669

665

(4)

(1,339)

(2,500)

(1,161)

(142)

(114)

27

2,524

2,441

(83)

1,043

(173)

(1,216)

Control total excl STF

594

(627)

(1,221)

% of NHS income/Total income

68%

67%

(1%)

Retained (Surplus)/Deficit

As shown in the table above, the Trust was ahead of plan in month and as such the full STF year-to-date
has been accrued.
Under the new Single Oversight Framework, the Trust delivered a Use of Resources rating of 1, against a
plan of 1.
From April 2017 the Trust is reporting on the percentage of income that is for the provision of goods
and services for the purpose of the health service as set out within the NHS Act 2006 and amended by
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the Health and Social Care Act 2012. This is completed annually and a statement included within the
Annual Report, which the auditors have reviewed. However, due to recent coverage of the issue it was
agreed to report on this to the Board and Council of Governors in each finance report. The income is
split into four overall categories with examples of the types of income included:
• NHS clinical income – income from NHS England and CCGs for clinical activities;
• Non-NHS clinical income – private care income for clinical activities;
• NHS non clinical income – NHS R&D; salary support for staff in training eg junior doctors;
• Non-NHS non clinical income – commercial R&D; car-parking; catering income.
The Trust is required to have more income as NHS than non-NHS and as at month 2 the position was
67% of income from NHS sources.

3.

Income and Expenditure
Income – The income position for month 2 was a favourable variance of £2.7m.
NHS Clinical Income was favourable to plan in month by £1.1m with most activity areas above plan.
The main areas of favourable variance were in blood and marrow transplants (BMTs), inpatients and
daycases as well as pass-through drugs income (offsetting lower CDF drugs income). This mirrors a
similar overspend in month on drugs costs. The performance in month is not expected to be repeated in
June as there were a particularly high number of BMT discharges in month and the “WIP” is therefore
greatly reduced.

NHS Clinical Income
£20.0
£18.0
£16.0
£14.0
£12.0
£10.0
£8.0

Apr

May

Acutal 15/16

Jun

Jul

Aug

Actual 16/17

Sep

Oct

Nov

Dec

Actual 17/18

Jan

Feb

Mar

Plan 17/18

Private Care income was £0.9m ahead of plan in month due to finalising some of the pricing increases,
but also with strong activity growth in month. Again this is not expected to continue into June as the
activity was particularly high with the middle-eastern embassies ahead of Ramadan.

2|Page

Summary Financial Performance Report
for May 2017
Private Patient Clinical Income
£10.0
£9.0
£8.0
£7.0
£6.0
£5.0
£4.0
£3.0
£2.0
£1.0
£-

Apr

May

Jun

Jul

Acutal 15/16

Aug

Sep

Actual 16/17

Oct

Nov

Dec

Jan

Actual 17/18

Feb

Mar

Plan 17/18

Pay expenditure – was a favourable variance of £0.1m in month compared to the plan. A significant
part of the increase from April relates to pay recharges from other organisations for the Vanguard,
which are offset by income. Agency costs also rose slightly in month compared to April as clinical
activity was much higher in month resulting in higher usage of temporary staffing.

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

Substantive

Bank

Agency

Pay Budget

Agency spend increased in month, particularly on junior medical staff, however overall it is still below
the NHSI spend cap by £0.1m. Bank expenditure reduced back to the average usage of previous months.
There is still a focus on converting from agencies to the bank, as with the IR35 changes and NHSI
pressure on agency rates, pay has become more comparable, however the agency premium is saved.
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Bank and Agency Spend Trend
£1.0
£0.9

Bank

Agency

Linear (Bank )

Linear (Agency)

£0.8
£0.7
£0.6
£0.5
£0.4
£0.3
£0.2
£0.1
£-

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Non-pay expenditure – was an adverse variance of £1.4m to plan in month and is now £2.3m
adverse to date. Drugs overperformance is a key part of the increase, funded through additional income.
The main variance is related to IT with an increase in billing from Sphere for project work. Some of
these are timing issues and so the variance will reduce as the year progresses. The other area of adverse
variance is related to RM Partners, where expenditure for projects has been accrued for which
additional income offsets the costs.

4.

Capital Expenditure
Capital expenditure totals £0.7m in month, £1.4m year-to-date, which is a favourable variance of
£0.6m. There is no clinical risk impact with the slippage of any schemes, with timing differences in IT
schemes being the main variance.

5.

Cash and Debt
Cash – The Trust had £13.5m in cash at the end of May, £6.5m less than planned. Working capital
movements drove this, in particular the increase in debt due to the lack of payments anticipated from
both NHSE and Embassies. Chart 2.3 in Appendix 2 shows the trend of cash balances in the last three
months and the forecast and plan for the full year. Cash will need to be monitored closely in 2017/18 as
NHS organisations are paying much slower and the private care debt continues to rise.
Debt – Invoices raised but not yet paid have increased in month by £2.1m to £61.7m at the end of May.
The main increase relates to Private Care, although there has been significant progress in clarifying the
issues with the embassies and payments have again been promised. 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 and a small number of commissioners.

6.

Conclusion and Recommendation
Month 2 performance overall was favourable to plan and the control total set by NHSI. This was
predominantly driven by a good month on activity in both NHS and Private Care both of which are not
expected to be repeated due to some non-recurrent issues.
The Board is requested to note the financial performance as at month 2.
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Appendix 1: Income and Expenditure
In Month

Prior Year to Date

Year to Date

Year - 2017/18

Average Monthly Run Rates

Budget

Actual

Var

Budget

Actual

Var

Actual

Var

Budget

1617 Q1

1617 Q2

1617 Q3

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

Actual

Actual

Actual

Actual
(18,675)

Income

1617 Q4

NHS Clinical Income

(17,254)

(18,371)

(1,117)

(32,921)

(33,887)

(966)

(31,907)

(1,981)

(208,614)

(16,240)

(16,210)

(15,919)

Non NHS Clinical Income

(7,541)

(8,469)

(928)

(15,690)

(16,194)

(504)

(14,359)

(1,835)

(97,357)

(7,410)

(7,286)

(7,772)

(8,214)

NHS Non Clinical Income

(4,054)

(4,173)

(119)

(8,059)

(8,583)

(524)

(7,669)

(914)

(48,997)

(3,758)

(3,335)

(3,940)

(4,447)

Non NHS Non Clinical Income

(1,767)

(2,257)

(491)

(3,617)

(4,358)

(742)

(3,351)

(1,007)

(21,709)

(1,862)

(2,566)

(2,333)

(1,612)

(30,615)

(33,271)

(2,655)

(60,287)

(63,023)

(2,736)

(57,286)

(5,737)

(376,677)

(29,271)

(29,397)

(29,964)

(32,947)

Expenditure
Pay

17,821

17,737

(85)

35,587

34,835

(752)

32,928

1,907

215,289

16,583

16,679

16,904

17,685

Non Pay

11,595

13,037

1,442

22,692

25,024

2,331

22,465

2,558

143,170

11,576

11,747

12,132

11,730

29,416

30,774

1,358

58,279

59,858

1,579

55,394

4,465

358,460

28,159

28,426

29,036

29,415

(1,200)

(2,497)

(1,297)

(2,008)

(3,165)

(1,157)

(1,892)

(1,272)

(18,217)

(1,112)

(971)

(928)

(3,532)

Operating Surplus
PDC, Interest, JV
Development Reserve for Inv

332

331

(1)

669

665

(4)

859

(194)

4,058

433

507

491

47

(868)

(2,166)

(1,299)

(1,339)

(2,500)

(1,161)

(1,466)

(14,159)

(679)

(464)

(437)

(3,485)

(67)

(85)

(18)

(142)

(114)

27

(1,034)
(695)

581

(6,600)

(408)

(1,298)

(31)

(237)

1,246

1,222

(24)

2,524

2,441

(83)

2,116

325

15,508

1,062

1,102

1,101

1,273

Loss Disposal Fixed Assets

-

-

-

-

-

-

-

-

-

-

-

(1)

55

Impairment

-

-

-

-

-

-

-

-

-

-

-

-

9,505

Retained Surplus

312

(1,030)

(1,341)

1,043

(173)

(1,216)

388

(561)

(5,251)

(25)

(660)

632

7,111

Control Total (excl. STF)

89

(1,137)

(1,226)

594

(627)

(1,221)

456

(1,083)

(1,585)

584

1,366

1,428

(3,451)

(4) - Variance between the Trust's planned I&E Margin and its actual I&E Margin year to date
(5) - Distance from the Trust's agency spend cap

1.3 I&E Margin 2015/16 (3)

7

0%

3

-1%

1
-1

1%

1%

5

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

-2%

1.4 Variance from plan (4)

1.5 Agency Spend Variance to cap 2016/17 (5)

2%

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

-1%

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

50%

4

30%

3

10%

2

-2%

-10%

-3%

-30%

Mar

2%

Jan

1.2 Capital Debt Cover 2015/16 (2)

(3) - I&E Margin - degree to which the Trust is operating at a surplus / deficit

Feb

Use of Resources Rating

(2) - Capital Debt Cover Ratio = revenue available for debt servicing (EBITDA plus interest receivable) divided by annual debt (PDC Dividends,
Loan repayments, Loan interest)

Dec

Agency Spend

(1) - Liquidity = Cash for liquidity purposes (net current assets excluding inventories) divided by opex expressed in days

Oct

Variance From Plan

1
1
1
1
1
1

Nov

I&E Margin

1
1
3
1
1
1

Sep

Capital Debt Cov er Ratio

1.1 Liquidity Ratio 2015/16 (1)
20
15
10
5
0
-5
-10
-15
-20

Jul

Liquidity

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.

Actual Y TD

Aug

Plan Y TD

Jun

Use of Resources Rating

0

Apr

Depreciation

May

Donated Asset Income

1
Actual

The Trust delivered a £1m surplus in May against a £0.3m deficit plan. This brought the YTD variance to £1.2m favourable to plan (exceeding the NHSI Control Total by £1.2m also). The in month position was driven by high
activity across the board leading to increased NHS, Private Care and R&D income. Costs were higher as a result of the increased activity but also due to a number of unexpected IT invoices that have been recognised for Sphere
and SECSU which are being investigated. The operating surplus however was still £1.3m favourable despite this.
Agency usage was 3.9%, higher than last month but £65k below the NHSI cap (£268k YTD). Only Medical shifts exceeded the NHSI price caps in month and the new medical agency spend cap was also exceeded in month
(£62k YTD). Only framework agencies continue to be used.
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This delivers a YTD Use of Resources Rating of 1, compared to a plan of 1.

Appendix 2: CIPs, Agency, Cash and Debt

£1 3.5

£1 3.8

£1 4.2

£1 5.7

£22.1
£1 3.9

£1 5.8
£1 4.6

£1 3.0
£1 9.1

£1 3.9

£9.3
£1 7 .6

£20.4

£1 4.3

£10.0

£-

£1 6.2

£20.0

£5.0

£1 2.5

£30.0

£1 5.6

£10.0

£1 3.9

£40.0

£1 5.3

£50.0

£15.0

£1 6.2

£60.0

£20.0

£1 9.9

2.4 Debtors - Aging over time

£70.0

£1 9.3

2.3 Cash Balance

£1 8.6

£25.0

£-

Actual

Forecast

Plan

>365

90-365

30-90

0-30

CIPs - The Trust is still developing tracking tools for a number of CIP schemes but has already targeted more than the NHSI plan to ensure it delivers the total programme. To date £0.8m
of savings versus a plan of £1.6m have been recorded. Most of the schemes amber rated have not yet been tracked so this position is expected to increase significantly.
Agency - the Trust was £65k under the £756k NHSI monthly cap in month but £51k over the new Medical Agency spend cap. Spend across the board increased slightly in month as activity
rose but areas of high spend continue in Community and Clinical Services and with Junior Doctors. Biweekly meetings rotating around areas of high spend help to control and monitor this
position, bringing spend down.
Cash - The cash balance was £13.5m at month-end, £6m behind plan. Working capital movements drove this as expected debt payments were not received from both Commissioners and
Embassies.
Debt - invoices raised to customers not yet paid has increased by £2.1m in May to £61.7m. Private Care drove this increase as additional billing occurred for year-end but remains unpaid,
particularly from the key embassies. This resulted in a small increase in the aged-debt ratios to 47% of PP debt > 90 days and 41% of non-PP debt > 90 days.
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KEY PERFORMANCE INDICATORS
QUARTER 4 2016/17
1.

PURPOSE

This paper provides the Board with an update on the Trust’s performance for quarter 4
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 4 report including actions underway to improve performance.
2.

PERFORMANCE FOR QUARTER 4

Appendix A shows the balanced scorecard report for quarter 4 for 2016/17.
A commentary is only provided for indicators where performance is ‘red’ rated. There are
seven red-rated KPIs in quarter 4, reduced from eight in quarter 3. Of these, five indicators
have been identified as longer-term issues. These include: 62 day standard, PP and non-PP
debtors, research (accrual to target) and staff turnover.
2.1 Patient Safety, Quality and Experience
The Governance Risk Rating metric has been replaced by the Single Oversight Framework
(SOF) metric in quarter 3. 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.
In quarter 4, the Trust’s segment rating was upgraded to 1. Rating 1 description means the
“providers has maximum autonomy: no potential support needs identified”.

Q4 16/17

62 day wait for first treatment – GP referral to treatment (before
reallocation)
Target: 85%
Forecast: Met target using
Actual: 77.9%
national
reallocation
methodology

The Trust did not meet the 62 day urgent GP referral standard (before reallocations) with
performance at 77.94%. However, the trust exceeded the target following reallocation with
performance at 85.31%.
During Q4 there were 38.5 accountable breaches prior to reallocation. Of those, 27.5
accountable breaches were received late in the pathway (defined as after day 38). The
remaining breaches are categorised as follows:Out of the Trust’s control (8.5 breaches)
• Patient choice (1)
• Complex diagnostic pathway (5.5)
1

•

Patient unfit (2)

Within the Trust’s control (2.5 breaches)
• Administrative (1.0)
• Capacity (1.5)
The Trust continues to receive a high number of late referrals, as shown in the graph in
Appendix B. The full breakdown of performance by tumour site prior to reallocation can be
found in the table at Appendix C.
On 30th March 2017, the Trust submitted a new trajectory for compliance in 2017/18. This
trajectory incorporates plans submitted by referring trusts within SW London to ensure
referrals are made to RM by day 38 wherever appropriate. The 2017/18 trajectory indicates
that a compliant position on reallocation from April 2017 should be achieved, dependent on
referring organisations achieving their own trajectories. The Trust Performance Group is
overseeing the development of an internal action plan to manage the service improvements
needed to meet the 2017/18 trajectory.

Q4 16/17

62 day wait for first treatment – Screening referral to treatment
(after reallocation)
Forecast: Meet the standard
Actual: 89.57% Target: 90%
in Q1 2017/18

The Trust did not meet the 62 day urgent GP referral from screening standard following
reallocation, based on the national reallocation policy in Q4. During Q4, there were 6.0
accountable breaches post reallocation. The breaches were catergorised as:
Out of the Trust’s control (5.0 breaches)
• Patient choice (2.0)
• Complex pathway (2.0)
• Patient fitness (1.0)
Within the Trust’s control (1.0 breaches)
• Administrative delay (0.5)
• Capacity (0.5)
2.2 Finance, Productivity and Efficiency
Q4 16/17

PP Debtors over 90 days (% of total PP-debtors)
Target: <25%
Forecast: Amber
Actual: 43%

Private Care Debt over 90 days has decreased to 43% but remains above target. The
significant growth in income from Embassy patients has driven the aged debt. Whilst the
mark-ups are higher than Private Medical Insurance, payment cycles are longer due to the
absence of any formal contract with this sponsor group.
Additional staffing and new approaches to billing and debt collection have been introduced
which will improve the position next year. This includes launch of the consolidated billing
project which is focused on delivering bills in an agreed format with the Embassies to
expedite payment. An Operational working group has also been created to focus efforts on
reducing debt issues due to missing Letters of Guarantee.
This indicator will be reviewed for 2017/18 to ensure it is in line with the service’s objectives.
2

Q4 16/17

Non-PP Debtors over 90 days (% of total PP-debtors)
Target: <25%
Forecast: Amber
Actual: 42%

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 is being resolved
at Finance Director level and targeted for resolution by the end of 17/18.
This indicator will be reviewed for 2017/18 to ensure it is in line with the service’s objectives.
2.3 Productivity and Asset Utilisation
Q4 16/17

Bed Occupancy - Sutton
Target: 85%
Actual: 79.40%

Forecast: Amber

Bed occupancy in Sutton remained below target during quarter 4. The lower bed occupancy
during quarter 4 was driven by the Teenage Cancer Trust Unit (TCTU) and McElwain wards.
On TCTU this is primarily due to lower numbers of elective admissions and on the McElwain
it was mainly driven by non-elective admissions. This is being investigated with several
potential causes being tested.
In addition a new Acute Oncology Service has been introduced at Sutton where non elective
patients are now reviewed by Acute Physicians in the Clinical Assessment Unit and therefore
may be discharged the same day rather than admitted to a ward. As such, this KPI will be
reviewed in 2017-18 to take the new service model into account.
2.4 Clinical and Research Strategy
Q2 16/17

Accrual to target, % of closed commercial trials meeting
contracted recruitment target (1 quarter in arrears)
Actual: 45.7%
Target: 85%
Forecast: Red

As described in previous reports, the NIHR 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 choose to close the trial earlier
than anticipated and 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 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.

3

2.5 Workforce
Q4 16/17

Staff turnover rate
Actual: 15.2%

Target: <12.0%

Forecast: Amber

The overall turnover rate for the Trust is 15.2%. This is predominantly driven by Community
Services where the turnover rate is 20.3% for quarter 4, compared to the divisions within the
hospital which are all below 15%. The overall Trust rate is average for London but remains
above the Trust target.
The Trust’s Workforce Strategy sets out the retention strategy, including a number of
initiatives designed to improve staff engagement and reduce turnover. For example these
include a refreshed induction and on-boarding programme for new staff, a new starter
incentive scheme for some staff groups in the Community and an improved portfolio of
physical and mental wellbeing events and activities. The Trust will also be launching a new
internal nurse transfer scheme to support career development and retention. In addition, the
Trust will be carrying out a retention diagnostic in Quarter One to gather information from
staff groups with the highest turnover levels to build on the current retention plans for
2017/18.
3.0 Conclusion
The Board is asked to note the Trust balanced scorecard and commentary for quarter 4
2016/17 and is invited to discuss the position.
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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

Q4
(Jan-Mar
16/17)

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

1

2

New in Q3

G

G

G

G

1
19%

0

0

3

0

2

Complaints - % upheld

24.00%

21.00%

29.00%

18.00%

25.00%

Mortality
Hospital Standardised Mortality Ratio (rolling 12 month - qtr in arrears - NHS patients only)

71.19

68.68

81.95

76.90

74.70

77.20

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)

Mortality audit (based on qtr data in arrears)

Q1
(Apr-Jun
16/17)

Q4
(Jan-Mar
15/16)

Q3
(Oct-Dec
15/16)

G

G

G

G

G

G

G

G

G

A

A

A

G

G

30 day mortality post surgery

0.66%

0.36%

0.58%

0.59%

0.59%

0.37%

30 day mortality post chemotherapy

2.09%

2.27%

1.99%

2.18%

2.22%

1.87%

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

0%

5.40%

1.90%

4.30%

0%

3.17%

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

0%

5.40%

1.90%

5.80%

0%

3.17%

100%

98%

99%

96%

90%

86%

1.7

2.5

1.6

1.6

New in Q1

72.41%

72.62%

68%

72%

73%

72%

Friends and Family Test (inpatient and day care)

97.20%

97.90%

97.60%

98.40%

97.10%

97.00%

Friends and Family Test (outpatients)

98.30%

98.20%

97.50%

97.90%

96.95%

98.00%

Waiting times for day chemotherapy (over 3 hrs)

11.56%

12.69%

12.54%

13.15%

11.87%

12.34%

Medicines Management
% Medicines reconciliation on admission
Unintended omitted critical medicines
Cancer staging
Staging data completeness sent to Thames Cancer Registry (1 qtr in arrears)
Patient satisfaction

0

0

0

0

0

0

PP access to single rooms - Chelsea %

99.90%

100.00%

99.92%

100.00%

100.00%

99.89%

PP access to single rooms - Sutton %

99.70%

100.00%

100.00%

95.03%

98.80%

99.75%

Mixed sex accommodation breaches

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

97.73%

98.70%

97.40%

93.90%

95.30%

96.90%

symptomatic breast patients

95.91%

96.70%

95.50%

93.30%

96.10%

95.40%

97.39%

98.30%

98.10%

99.30%

99.00%

98.80%

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

surgery

95.15%

94.00%

94.50%

95.20%

97.60%

96.40%

drug treatment

98.80%

99.40%

99.70%

99.80%

100.00%

100.00%

radiotherapy

96.56%

98.10%

97.10%

98.30%

98.30%

98.50%

GP referral to treatment (reallocated)

85.31%

87.00%

82.40%

85.40%

85.30%

88.40%

GP referral to treatment (pre-reallocations)

77.94%

77.90%

75.20%

77.10%

78.60%

79.30%

Screening referral (reallocated)

89.57%

93.30%

90.00%

78.30%

94.00%

93.70%

Screening referral (pre-reallocations)

90.82%

92.60%

90.50%

84.30%

95.90%

90.80%

still waiting (incomplete)

95.90%

94.70%

95.90%

94.30%

95.90%

94.80%

2

3

4

6

5

6

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

Q4
(Jan-Mar
16/17)

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

95.40%

N/A

100.00%

95.50%

96.30%

N/A

Not recommend – Care

0.70%

N/A

0.00%

0.90%

1.80%

N/A

Q4
(Jan-Mar
16/17)

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

75.0%

75.00%

75.00%

75.00%

75.00%

75.00%

referral information

75.0%

75.00%

75.00%

75.00%

75.00%

75.00%

activity information

76.2%

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

Q4
(Jan-Mar
16/17)

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
NHSi %age variance from Agency Spend Cap

N/A

N/A

4

4

3

3

Cash (£m)

1

2

New in Q3

-14%

-13%

-7%

9.30%

New in Q1

21.1

13.6

11.7

10.9

24.1

34.7

NHS activity Income Variance YTD (£000)

1610

904

826

680

-4,487

-3,257

PP activity Income Variance YTD (£000)

2,868

1,862

1,498

1,349

-537

-568

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

43%

49%

41%

47%

46%

49%

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

42%

51%

51%

52%

35%

36%

Achievement of Efficiency Programme YTD (%)

102%

99%

98%

66%

87%

89%

-4,579
Q3
(Oct-Dec
16/17)

-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

Capital Expenditure Variance YTD (£000)
Quarter in arrears

Contractual Sanctions incurred (£000)
CQUIN %age achievement

Acute NHSE (Q3/ Q4 not confirmed with commissioners)

0
100%

87.5%

100%

New in Q1

CQUIN %age achievement
CQUIN %age achievement

Acute CCG (Q4 not confirmed with commissioners)

100%

100%

100%

New in Q1

Sutton Community Services

100%

100%

100%

New in Q1

85.10%

82.47%

81.92%

83.12%

81.99%

81.15%

Bed occupancy - Sutton

79.40%

79.26%

80.16%

82.95%

83.04%

80.01%

Theatre utilisation - Chelsea

89.90%

92.35%

96.44%

96.71%

92.99%

93.16%

Theatre utilisation - Sutton

82.70%

69.81%

77.57%

76.35%

72.24%

75.15%

3

3

3

3

New in Q1

Q4
(Jan-Mar
16/17)
5150

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Q4
(Jan-Mar
15/16)

4710

4824

5146

New in Q1

Total PP referrals

1221

1033

996

1095

1026

RMH Patients recruited to 100K Genome Project

248

184

127

74

New in Q1

4.87

5.24

5.22

5.05

New in Q1

27%

25.01%

25.08%

23.72%

New in Q1

Q3
(Oct-Dec
16/17)

Q3
(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)

90.50%

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)

45.70%

42.60%

43.60%

New in Q1

1

1

0

New in Q1

Productivity & Asset Utilisation
Bed occupancy - Chelsea

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

Total NHS referrals

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

as %age of all NHS Admissions

No. of 1st European patients in previous 12 months
Patients on interventional trials

as %age of first treatments

Trials lead by RMH

as %age of all trials with RMH involvement

6.

8.1%

9%

10%

New in Q1

54.00%

54.00%

42.60%

New in Q1

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

Workforce

Q4
(Jan-Mar
16/17)

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)

Vacancy rate

8.80%

8.60%

9.30%

6.60%

6.3%

6.4%

Staff turnover rate

15.20%

15.10%

14.60%

15.10%

14.6%

14.3%

Sickness rate

3.50%

2.80%

2.60%

2.90%

3.1%

3.2%

Consultant appraisal (number with current appraisal)

96.00%

94.00%

92.00%

91.70%

90.00%

72.90%

Appraisal & PDP rate

86.90%

83.00%

80.50%

82.40%

85.40%

84.81%

Completed induction (new measure)

80.80%

72.00%

76.00%

84.50%

78.60%

73.40%

Statutory and Mandatory Staff Training

87.80%

86.40%

91.20%

90.40%

89.50%

86.77%

Workforce productivity

Quality & development
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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
Gynaecological
Haematological (excl. Acute Leukaemia)
Head & Neck
Lower GI
Lung
Other/Unknown
Sarcoma
Skin
Testicular
Upper GI
Urological

Q4 16/17
96.5%
60.9%
42.86%
27.8%
73.7%
64.0%
100%
64%
91.7%
100%
63.0%
66.7%

Q3 16/17
98.3%
66.67%
75%
67.9%
70.8%
71.4%
50%
72.2%
88%
100%
54.5%
67.7%
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Q2 16/17
89.6%
51.7%
55.6%
45.0%
83.3%
85.3%
66.7%
66.7%
83.3%
100.0%
64.3%
60.4%

Q1 16/17
96.7%
57.1%
85.7%
50.0%
75.7%
71.1%
71.4%
57.6%
71.4%
N/A
76.5%
45.8%

Q4 15/16
95.7%
66.7%
77.3%
81.3%
62.96%
58.3%
100.0%
65.7%
91.3%
N/A
72.7%
64.9%
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1.

INTRODUCTION
The purpose of the report is to review the work of the Audit & Finance Committee (AFC)
undertaken in the period 1st April 2016-31st March 2017 and to set out how the Committee has
met its terms of reference and priorities.

2.

COMMITTEE MEMBERSHIP
In attendance were the Chief Financial Officer together with the Chief Nurse, along with
representatives of Internal Audit (KPMG) and External Audit (Deloitte). The Chief Nurse
resigned from her role at the end of September 2016 and a new Chief Nurse joined in February
2017 and attended the last meeting of the year held on 22 March 2017. Meetings were organised
and supported by the Chief Financial Officer’s team.

3.

MEETINGS
Four meetings were held over the year on 26th April 2016, 25th May 2016,
7th September 2016 and 27th February 2017. Currently there are four meetings planned during
2017/18 on 26th April 2017, 24th May 2017 in Chelsea, 1st November 2017 in Sutton and 21st
February 2018 in Chelsea.

4.

ASSURANCE
The Audit and Finance Committee (AFC) shares responsibility with the Quality Assurance and
Risk Committee (QAR) in providing assurance to the Board that the Foundation Trust is
properly governed and that risk is appropriately identified and managed across the full range of
the Trust’s activities.
The Committee is responsible for all matters relating to financial risk. Both Committees work
collaboratively to ensure that all aspects of risk are covered and that the Board receives
comprehensive assurances on the Trust’s activities.
Co-ordination with Quality, Assurance and Risk Committee
The Chair of AFC and QAR have discussed priorities for the respective Committees and the use
of internal audit resources to provide assurance in key risk areas. In addition, forward Agendas
and Minutes are regularly provided to each Committee and key items from QAR are reported at
each AFC meeting.
Terms of Reference
The AFC Terms of Reference was presented at the 7th September 2016 meeting for the
Committee’s annual review. Following some minor amendments agreed with the Committee, it
was approved to be forwarded to the Board and was endorsed by the Board at 21st September
2016 Board meeting.

5.

INTERNAL CONTROL AND RISK MANAGEMENT
The Committee covered the following areas during the year:
Efficiency Programme (standing item)
The Committee undertook in depth reviews of several work streams.
Financial Performance (standing item)
The Committee reviewed the Trust’s financial performance versus plan at each meeting,
discussed trends and variances and reviewed key financial assumptions.
Losses, Compensation and Waivers (standing item)
The Committee considered and noted details of waivers in the procurement process at each
meeting and received an annual report on losses and compensations payments.
Cancer Vanguard funding (standing item)
The funding for the Cancer Vanguard and the expenditure programme are presented and
discussed at each meeting.
AFC Self-Assessment (Apr16, May16 & Mar 17)
A self-assessment of the AFC was completed and reported back to Committee members. The
Chairs of AFC and QAR have agreed to meet regularly to ensure neither duplication nor gaps in
Committee activity to enable full assurance to the Trust Board. In addition the self-assessment
will be run annually.
Reference Costs (May16)
The Committee approved the Annual Reference Cost submission to the Department of Health.
The report was audited by PriceWaterhouse Coopers who concluded that the submission was
accurate and that there were good arrangements for the production and review of the
submission. Minor recommendations were made and taken on board.
Internal Audit & Anti-Fraud Tender (May16)
The Committee agreed to extend the contract until March 2018.
Private Care Strategy Business Case (Sep16)
The Committee reviewed the draft business case ahead of discussion and approval by the Board.
Policy Review (Sep16)
Minor amendments to policies were made when required to the following policies:
• Business Conduct Policy
• Acceptance of Hospitality Policy
• Non-audit services policy
Update on Standing Financial Instructions (Sep16 & Mar17)
The SFIs were reviewed and updated before being submitted to the Board for approval.
Business Planning 2017-19 (Mar17)
The AFC reviewed the Business Plan in detail ahead of the Trust Board and recommended the
Board adopt the plan and submit to the regulators.
Accounting & Revenue recognition (Mar17)
A review of how revenue was recognised in the accounts was discussed at AFC to ensure
members understood the different income streams for the Trust.
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Update on Temporary Staffing and eRostering (Mar17)
The Committee reviewed the temporary staffing progress and noted the governance in place to
ensure the Trust minimises use of agency staff. The Committee discussed formalising the KPIs
to monitor the e-rostering and temporary staffing.
6.

INTERNAL AUDIT
The Internal Audit Strategic and Operational Plan, covering the period 1st April 2016 to 31st
March 2017 was discussed and agreed by the Committee at the 6th April meeting. The plan,
which had been developed by the Head of Internal Audit in discussion with the Chairman of the
AFC, the Chief Financial Officer and Chief Nurse, reflected the Board Assurance Framework
and a number of priority areas identified by both AFC and QAR.
Summary of Internal Audits Completed 2016/17
The following IA reports received during the year related to the 2015/16 audit plan:
Planned Audit

Review
Completed

Received by
Committee

Assurance
Status

ICR partnership

-

May 2016

Significant
assurance with
minor
improvement
potential

Recruitment

Apr 2016

Apr 2016

Significant
assurance

Temporary staff management

Apr 2016

Apr 2016

Significant
assurance with
minor
improvement
potential

The following IA reports received during the year related to the 2016/17 audit plan:
Planned Audit

Review
Completed

Received by
Committee

Assurance
Status

Patient safety data

Sep 2016

Jan 2017

Significant
assurance

Radiology

Jan 2017

Jan 2017

Significant
assurance with
minor
improvement
potential

Managing Partnerships

Jan 2017

Jan 2017

Significant
assurance with
minor
improvement
potential
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Responding to Carter

Jan 2017

Apr 2017

To be confirmed

Clinical audit

Jan 2017

Apr 2017

Significant
assurance with
minor
improvement
potential

Financial management

Jan 2017

Mar 2017

Significant
assurance

Financial controls

Jan 2017

Mar 2017

Significant
assurance

Information governance

Apr 2017

Apr 2017

Fieldwork
complete

Implementation of Internal Audit Recommendations
The Committee reviewed at each meeting the progress made on implementation of the
recommendations. A number of additional processes were agreed during the year to ensure
accountability for recommendations and their timely clearance.
Technical Updates
KPMG LLP presented a Technical update covering developments relevant to Trust sector at
each meeting which the Committee found extremely useful.
For good governance processes the Committee held a closed session (Non-Executives only) with
KPMG in April 2016.
7.

ANTI-FRAUD
Anti-Fraud Strategy 2016/17
The Committee reviewed and approved the Anti-Fraud Strategy developed by the Trust’s Local
Anti-Fraud Specialists at the 6th April 2016 meeting. The Committee noted that adopting a
clear strategy enforced the Trust’s absolute commitment to countering fraud.
Investigations
The Committee regularly reviewed the results and progress of fraud investigations conducted
during the year.

8.

EXTERNAL AUDIT
The Annual External Audit Plan was presented by the Trust’s External Auditors, Deloitte LLP
and approved at 7th September 2016 meeting.
Representatives from Deloitte were present at each meeting and the Committee considered
written and verbal reports on the progress of their audit and issues which had arisen.
The Committee held a closed session (Non-Executives only) with Deloitte in September 2016.
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The partner responsible for the Trust’s audit was rotated off in September 2016 as they had
been responsible for the audit for ten years. Jonathan Gooding has been appointed by the
Committee members to take responsibility for the audit for the duration of the contract with
Deloitte.
9.

FINANCIAL REPORTING AND FINANCIAL REVIEW
Financial performance and key financial assumptions
The Committee reviewed the financial performance of the Trust and tests key financial
assumptions at each meeting.
Financial Statements to 31st March 2016
The Committee reviewed the draft Financial Statements of the Trust for the 2015/16 financial
year at the 25th May 2016 meeting, and these were recommended for approval by the Chief
Executive on behalf of the Board. The Chief Financial Officer presented the draft financial
statements and there followed a discussion on a number of areas including:
•
•
•
•

Asset valuation processes and impairment charges
Bad debt provisions
Presentation of the results on the Trust and clarification on the way accounting
impairment adjustments were explained
Quality Accounts and local quality indicator

At this meeting, the Committee also received a report from the Trust’s External Auditors and
had the opportunity to discuss the results of the audit and the Letter of Representation to
Deloitte LLP to be signed on behalf of the Board.
The Committee received the Head of Internal Audit Opinion report from the Head of Internal
Audit, who was able to give a substantial assurance opinion for 2015/16 based on the work that
had been undertaken.
10.

FUTURE PLANS
The AFC has identified the following priorities for its work in 2017/18:
•
•
•
•
•

Private Care Business Case approval and implementation
Temporary staff usage
Benchmarking metrics
Cyber security
Capital investment

In conjunction with QAR, the AFC will also review:
•
•
•

Quality Accounts
Risk Management Arrangements and Board Assurance Framework
Liability Insurance

Ian Farmer
Chair, Audit and Finance Committee
May 2017
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The purpose of the Board Assurance Framework (BAF) is to set out the Trust’s strategic
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1.0.

Purpose

The purpose of the Board Assurance Framework (BAF) is to set out the Trust’s strategic objectives and identify risks in relation to each strategic
objective along with controls in place and assurances available on their operation.
2.0.

RM Board Assurance Framework

Appendix 1 presents the strategic objectives for the Trust, some of which 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.
3.0.

Review and Approval of the Board Assurance Framework

Relevant risks and assurances contained within the Board Assurance Framework are reviewed and monitored by the two Board Sub-Committees, the
Audit and Finance Committee (AFC), and the Quality, Assurance and Risk Committee (QAR) as well as the Board of Directors.
The Trust Board of Directors receives the Board Assurance Framework at their meetings in March, June, September and November. The Chairs of the
Committees are requested to bring any concerns and / or relevant changes to the Board’s attention. The Board is subsequently asked to endorse the
Board Assurance Framework at the relevant meeting.

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

Agenda item 8.1

EXISTING

Appendix 1: The Royal Marsden Board Assurance Framework

June 2017

Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

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

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.

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

Oversight of progress at
weekly Clinical
Research Executive
(CRE), chaired by
Director of Clinical
Research and BRC
Steering Board.

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

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

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
complete. Financial
performance of the
wider clinical research
programme will be
monitored at quarterly
Clinical Research
PRG

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

Board
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Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

1.2. Maintaining
top quartile
research
performance.

Green

Fortnightly Trial Set Up meeting in place
to plan/manage capacity for clinical
research delivery

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

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

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

Quarterly reviews of all research delivery
group financial and operational
performance, including accruals and 70
day target. No change.

Amber

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

Monthly review of
research targets at
Performance Group,
chaired by Director of
Performance
Reported on Trust
Board scorecard.
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

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

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective in
managing the risk)
New research
performance metrics
have been developed
as part of board
scorecard annual
review

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

Maintain current
oversight of
performance

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

Board

CRE and monthly
Performance Group
monitoring

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

Board
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Strategic objectives

2. New systems of
care - Clinical and
operational
sustainability

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

Amber

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

Amber

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

No risks identified.

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.

No risks identified.

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 in
managing the risk)

Oversight of progress
through the Board. -

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.

Oversight of progress
through the RM
Executive Board up to
the RM Board.
External oversight by
NCM team (and
National Cancer Team
jointly with London
regional teams from
NHSE and NHSI.
Formal schedule of

Recovery plan under
development with
STPs to demonstrate
recovery of the 62
day target by
individual
organisations,
supported by RM
Partners.
Delivery dependent
on demonstrating

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

with South London
CRN completed and
contingency funding
secured for 17-18
Legal teams
appointed for both
ICR/RM. JWA
(including IPA)
principles to be redrafted and agreed.
RM/ICR CEO/Chair
met 24 May and
agreed legal teams to
meet separately to
develop a set of
working agreements
RM Partners
Executive Group
(CEOs) and Delivery
Group (COOs)meets
monthly.
Time table and
programme in place
to deliver model of
systematic
collaboration between
partners during

Board

Board
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Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

Further bid made to National Cancer
Team for Transformation funding for
2017/18 and 2018/19 on behalf of both
NWL and SWL STPs. Bid confirmed as
successful in phase 1 of funding
allocations, to commence June 2017.

RM Partners and Cancer
Vanguards/Alliances accountable to New
Care Models and National Cancer
Programme for delivery of the cancer
plan Increasing alignment with Londojn
regional teams to support STP and pan
London actions.

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

review meetings in
place and delivery plan
approved.
. 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.

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

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective in
managing the risk)
improvement in 62
day trajectory in
order to continue to
release share of
cancer
transformation fund).

Planned actions
and
implementation
dates. Progress
against achieving
actions.

2017/18 with view to
commencing full lead
provider model in
2018. .

Vanguard
governance
discussed at Board
Away day (October
2016). Risks and
governance issues
for The Royal
Marsden discussed.
Updates presented
to Board and COG
in Q4 2016/17.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)
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Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

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.

No risks identified.

Actively monitored
monthly at PRG.
Chaired by COO

Work plan 17-18 includes:
Capacity & Efficiency
•
Work programme includes:
•
Outpatients
•
Inpatients
•
Medicines optimisation
•
7 day working
Workforce
•
Sustainable medical workforce
•
Multidisciplinary role
development
•
Quality improvement
capability

Local activity monitored
through the CBUs
managed by Clinical
Directors & DD Cancer
Services
Audits have been
undertaken in second
opinion activity and nonelective admissions.

Commercial opportunities
•
Pharmacy
•
Nuclear Medicine
•
Potential genetics tender

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

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

On-going monitoring
through PRG and
Transformation Board
Short term work plan
in place for schedules
17-18. Longer term
large scale projects
with clear financial
impact is in
development. Invest
to save bid to be
developed.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

Board
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Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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.

No risks identified.

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

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

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

RM partners
transformation bid
successful and more
funding has been
secured

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

AFC

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

Green

Surgical strategy implementation group in
place; led by Chief of Surgery.

Control of activity
challenging

Activity and financial
monitoring by Clinical
Services Division and

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

Minimum procedures
mandated by CRGs
and differences in

Ensuring RM
representatives on
the Surgical CRG.

Board
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Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

surgical strategy
to ensure long
term
sustainability.
Chief of
Surgery/COO.

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

Red

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

Key work streams:
•
Capacity planning through
optimal resource utilisation
•
Off-site Private Care
Diagnostics development
•
Portfolio management/patient
selection framework
•
Frailty programme
•
Early intervention by Palliative
care and anaesthetics in OP
setting.

Loss of private
surgery due to other
private providers due
to capacity
constraints;

through PRG

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)

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

TUPE process
completed; no
redundancies
Estate and IT issues
resolved. Staff
relocated to new sites
complete Nov 2016.

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

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective in
managing the risk)
coding and analysis
between providers
New policy for
conduct relating to
private patient
referrals in place.

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

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.
BC to be developed
to extend operating
lists to create
additional capacity
Full roll out of mobile
working and RiO in
place November 2016
following relocation of
staff into new sites.
Additional leadership
support provided by
Deputy Chief Nurse;
interviewing for
replacement June
2017

QAR

Agenda item 8.1

Strategic objectives

3. Modernising
infrastructureOperational
sustainability

Annual
objectives
2017-18 and
Lead Director/
Risk owner

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

Assurance
score

Red

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

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

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

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

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

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

Weekly staffing
level/usage
monitoring
Both sites.
Radiopharmacy
scheme due to
complete July 2017.
Maggie’s Centre
access road approved
December 2016 but
funding gap remains
Revising the
pharmacy scheme to
check affordability.
Approved £175k
ventilation and minor
works to make Bud
Flanagan JACIE
compatible. Stem
cell lab requires
JACIE assessment
CCRC 1:100 plans
signed off.
LCH Development
Framework approved
at Sept 2016 Board.

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

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

AFC
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Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

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

Assurance
score

Amber

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

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

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

Red

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

Good and improved
relationships with
current PICU partner
(SGH) and joint
governance structures
in place.
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 in
managing the risk)
Paediatric Oncology
services are within
the remit of the
national cancer
programme under the
direction of National
Cancer MD – Chris
Harrison.

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

.

3.3 Major
equipment
replacement
scheme:
including

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

Funding gaps for
replacing aging
equipment. Equipment
requiring replacement
at similar timescales

CQC inspection gave
paediatrics a rating of
“Good”.
Equipment list has been
merged into a single list
of priorities agreed by
clinical and
management team,

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

Board updated on
ESH SOC Sept 2016
Bi-monthly meetings
with clinical team
leaders.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

QAR

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, Two new
Consultants
appointed May 2017.

None

RMCC funded
schemes agreed.
National programme
of replacing Linacs

AFC
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Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

diagnostic (CT,
MRI) and
RT schemes
CFO and COO

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

(large volume of
equipment was
originally funded from
grants in 2004).

through the oversight of
the Capital Programme
Board.

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

through NHSE will
fund the replacement
of two machines for
the Trust awating
confirmation from
donor re enabling
works.
Programme Board
oversight.
No change.

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

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

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

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

Recruitment of a CIO

Board reviewed the
capital programme
priorities February
2017.
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.
Explore alternative
funding sources such
as managed service

AFC
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Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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 in
managing the risk)

Monthly tracking against capital plan at
ITPB

Planned actions
and
implementation
dates. Progress
against achieving
actions.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

or national capital
through the CSR.
Exploring joint options
with Imperial or
UCLP.
IT strategy reviewed
by Audit and Finance
Committee (AFC) and
approved by Board 1st
June 2016.
AFC will review the
draft business case.

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

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

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

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

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

Job planning
approach to be
refreshed in light of
new national
guidance and
reviewed at Medical
Workforce Committee
before it goes to
CAG.
Paediatrics roles filled
except for academic
leadership role.

QAR

Agenda item 8.1

Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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 in
managing the risk)

Planned actions
and
implementation
dates. Progress
against achieving
actions.

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 and Head of
Commercial Finance
review are in train
however risk remains
around recruitment and
retention of key staff
and reliance on other
departments to deliver
benefits of the Costings
and Automation
projects.. A new
diagnostic capacity
business case has been
approved by the Board
and lease negotiations
for a central London
property are being
finalised.

Private care capacity
from shared services
needs to be more
carefully monitored.
Business has
resulted in improved
resourcing to meet
the key needs of the
PP clinical and
administrative teams.
This includes
integration of key
posts intp key shared
services areas such
as radiotherapy and
diagnostics. Private
Care will also be
tracking all PPs to
capture patients
going elsewhere due
to capacity.

Audit
recommendations on
track for New
outpatient and
diagnostic capacity
will be provided
through the RDAC
centre (shared with
the NHS).

national and international impact.
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.
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.

A review by the newly
appointed Head of
Commercial Finance
identified further
resource requirements
within the billing and
accounts teams to
relieve immediate
service pressures
whilst the potential
benefits of automation
are investigated

Performance is
reviewed against
income/contribution
targets.

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

Theatre Build
business cases on
hold due to capital
investment required.
Capital Programmes
to increase capacity
are being reviewed at
programme board.
Private Care business
case approved and
lease being finalised.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

AFC
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Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

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%.

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

The Trust is engaging
with both NHSI and
NHS England to review
the structure of tariff.

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.

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective in
managing the risk)
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 raised with commissioners
the need to be fairly recompensed for the
activity it undertakes and continues to
raise these issues at the highest levels.

Amber

Temporary staffing control measures in

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.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

AFC

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

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

Planned actions
and
implementation
dates. Progress
against achieving
actions.

This was specifically
noted as a risk in the
financial plan for
2016/17 with partial
resolution through the
local prices review.
There is a risk of
compliance with caps

KPIs are in place that
link to Cater metrics and

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

KPI consistent with
Carter are in place.

The Trust is working
with Pan-London

AFC

Agenda item 8.1

Strategic objectives

Annual
objectives
2017-18 and
Lead Director/
Risk owner

Assurance
score

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

Risks against
achieving the
objective and any
gaps in control
(where is there
failure to put
controls into place
to manage the risks.)

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

expenditure

place.

DoW and COO

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

for medical locums,
with a new target
being set for Trusts in
2017/18. There is
acknowledgement by
NHSI that this is a
national issue
requiring a
collaborative
response, which will
be coordinated via the
STPs.

each Division has been
set a control total to
reduce agency spend.
In 2016/17 Trust
reduced agency
expenditure by £4.1m
Performance data
(spend and Carter
metrics) is reviewed by
PRG, Temporary
Staffing Project Board
and deep dives are held
with areas that highest
expenditure spending or
are above their control
total.
The latest NHSI shows
that the Trust is ranked
3rd best in London for
achieving control total
and 5th for overall
workforce costs.

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

Gaps in assurance
(where are we
failing to gain
evidence that our
controls/systems
on which we place
reliance are
effective in
managing the risk)
Monthly reports show
progress towards
targets set. .
Medical locum
breaches (on price
caps) are being
reviewed.

Planned actions
and
implementation
dates. Progress
against achieving
actions.

Bank and Agency
Group and NWL STP
to develop a
consistent response
across London to
address the issue of
medical locum
breaches. .
The Board received a
report from the
Executive on
temporary staffing
arrangements and
signed off this
submission with some
caveats. AFC
received a further
update in Q4
2016/17.

Ownership
and
outcomes
by relevant
committee
(QAR,
Audit,
Board)

Agenda item 8.1

Assurance Score of objective being delivered (1 – 6)
1-2 (Red) low assurance, 3-4 (Amber) Medium value assurance, 5-6 (Green) high value assurance
Grey- not possible to make an assessment
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Board Self Certification Report 2016/17
1. Introduction
The healthcare regulator, NHS Improvement, requires NHS Foundation Trust Boards to selfcertify against the Corporate Governance Statement, the training of Governors and the
General Condition set out below. To give the Board assurance in confirming this, the Board
sub-Committees have reviewed evidence provided against the Corporate Governance
Statement below and confirm that they are satisfied the Trust is compliant.
2. Corporate Governance Statement
Corporate Governance Statement

Response

1. The Board is satisfied that the Licensee applies those principles, systems Confirmed
and standards of good corporate governance which reasonably would be
regarded as appropriate for a supplier of health care services to the NHS.
2. The Board has regard to such guidance on good corporate governance as Confirmed
may be issued by NHS Improvement from time to time.
3. The Board is satisfied that the Trust implements:

Confirmed

a) effective Board and Committee structures;
b) clear responsibilities for its Board, for Committees reporting to the
Board and for staff reporting to the Board and those Committees; and
c) clear reporting lines and accountabilities throughout its organisation.
4. The Board is satisfied that the Licensee has established and effectively Confirmed
implements systems and/or processes:
a) to ensure compliance with the Licence holder’s duty to operate
efficiently, economically and effectively;
b) for timely and effective scrutiny and oversight by the Board of the
Licence holder’s operations;
c) to ensure compliance with health care standards binding on the
Licence holder including but not restricted to standards specified by
the Secretary of State, the Care Quality Commission, the NHS
Commissioning Board and statutory regulators of health care
professions;
d) for effective financial decision making, management and control
(including but not restricted to appropriate systems and/or processes
to ensure the Licence holder’s ability to continue as a going concern);
e) To obtain and disseminate accurate, comprehensive, timely and up to
date information for Board and Committee decision-making;
f) To identify and manage (including but not restricted to manage
through forward plans) material risks to compliance with the
Conditions of its Licence;
g) to generate and monitor delivery of business plans (including any
changes to such plans) and to receive internal and where appropriate
external assurance on such plans and their delivery; and
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h) To ensure compliance with all applicable legal requirements.
5. The Board is satisfied that the systems and/or processes referred to above Confirmed
should include but not be restricted to systems and/or processes to ensure:
a) That there is sufficient capability at Board level to provide effective
organisational leadership on the quality of care provided;
b) That the Board’s planning and decision-making processes take timely
and appropriate account of quality of care considerations;
c) The collection of accurate, comprehensive, timely and up to date
information on quality of care;
d) That the Board receives and takes into account accurate,
comprehensive, timely and up to date information on quality of care;
e) That The Royal Marsden NHS Foundation Trust including its Board
actively engages on quality of care with patients, staff and other
relevant stakeholders and takes into account as appropriate views and
information from these sources
f) That there is clear accountability for quality of care throughout The
Royal Marsden NHS Foundation Trust including but not restricted to
systems and/or processes for escalating and resolving quality issues
including escalating them to the Board where appropriate.
6. The Board is satisfied that there are systems to ensure that the Trust has in Confirmed
place personnel on the Board, reporting to the Board and within the rest of
the organisation who are sufficient in number and appropriately qualified to
ensure compliance with the conditions of its NHS provider licence.
3. Training of Governors
1. The Board is satisfied that during the financial year most recently ended
the Licensee has provided the necessary training to its Governors, as required
s151(5) of the Health and Social Care Act, to ensure they are equipped with
the skills and the knowledge they need to undertake their role.
Evidence for the Board:
• In 2016/17, all Governors were invited to attend a bespoke training session
with an external consultant that was organised by the Trust;
• Governors receive relevant Trust reports and briefings at Council of
Governor meetings;
• All Governors are invited to meet with the Trust Secretary on an annual
basis to discuss individual training and development needs;
• Governors are regularly invited to attend relevant conferences and
seminars, e.g. a recent Deloitte session for Governors on STPs and cyberrisks;
• Ad hoc Governor Seminars are also held following some Council of
Governors meetings;
• Governors undertake clinical hospital visits following a training session
with the Chief Nurse/Deputy Chief Nurse and are escorted by a Matron; and
• The Trust Secretary maintains a record of Governors’ attendance at each of
the aforementioned events.

To be
confirmed
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4. General Condition 6 (G6) – Systems
1. Following a review for the purpose of paragraph 2(b) of licence condition To be
G6, the Directors of the Licensee are satisfied that, in the Financial Year most confirmed
recently ended, the Licensee took all such precautions as necessary in order
to comply with the conditions of the licence, any requirements imposed on it
under the NHS Acts and have regard to the NHS Constitution.
5. Conclusion
The Board is asked to confirm the Board self-declarations listed above.
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Membership Report
1.

Introduction

As an NHS Foundation Trust (FT), The Royal Marsden is expected to recruit and engage with
its members i.e. patients, carers, staff and members of the public. The purpose of this Report
is to provide a summary of the Trust’s position with regard to its membership services and
future plans to develop this further.

2.

Membership

2.1.

Why does The Royal Marsden have members?

Membership schemes were introduced for NHS foundation trusts as a fundamental part of
their governance framework and to engage with, and involve, patients and public in the
Trust’s business.
The Council of Governors is an important part of this governance framework and under the
Health and Social Care Act 2012, Governors have a statutory responsibility to represent the
interests of the members of the Trust. To fulfil this legal responsibility, Governors are
expected to engage with their members which the Membership and Communications Group,
a working group of the Council of Governors, ensure is the case.

2.2.

Who can become a member of The Royal Marsden?

Anyone aged 16 years old or over and lives in England can become a member of The Royal
Marsden. The Trust has defined England as the geographical boundary for its membership
constituencies, which is split into three constituencies: Patient and Carer, Public and Staff.

3.

Current position

As of 1st June 2017 the Trust had 8,274 members, comprising the following constituencies:
•
•
•

1,708 Patient/Carer members
3,420 Public members
3,106 Staff members

During the year there has been a slight increase in the number of patient and carer members
and the number of public young members of 16 to 21 year olds has doubled.
Number of public members

Age range
16-21

2017
82

2016
37

It is important to recognise the particular challenges the Trust faces as a specialist cancer
centre with a local and national catchment area, both in recruiting members and the need to
frequently refresh the membership database to ensure it remains up-to-date and accurate.

4.

Membership Recruitment

There are several ways in which a person can become a member e.g. by completing an online
form on the Trust website, collection a form on-site or requesting this from the Corporate
Governance Office.
New recruitment activities undertaken during the year include:
• Inviting patients at different stages in the patient pathway to become members
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•
•

Membership forms being handed out to patients when collecting their prescriptions
onsite at the hospital
Holding a Members’ Week 13-19 March 2017 led by the Governors, promoting
membership and also engaging with existing members. New posters and banners
were produced and on display at both hospital sites, having merchandise of pens and
post-it notes to promote membership and promoting MyTrustBenefits. During the
week 262 members were recruited, due to the success this will now feature as an
annual event.

The Trust has also promoted membership through:
• Governors visiting local schools to promote the work of the Trust amongst young
adults while encouraging them to become members
• The Trust website : dedicated FT Membership Pages including an online application
form
• Membership application forms on display across both sites
• RM magazine - advertising membership in every edition
• Trust information screens across both sites
• Promoting Trust membership in official Trust literature and patient information
• Volunteers - The Friends of The Royal Marsden to ensure these are recruited as
members
• Member get member: encouraging existing members through communications and
events to invite anyone they know who is interested in RM to become a member.
New and additional options currently being considered to encourage membership:
• Updating the Trust website pages on membership and Governors to make the
information more visible and appealing
• Rolling out the School programme so that as many Governors as possible can be
involved
• Refresh and reprint of the membership application form.

5.

Membership Engagement

The Trust recognises that not all members can be or want to be active members. The Trust
therefore has two levels of membership to help determine each member’s level of
involvement and to allow the Trust to manage resources more effectively.
Current engagement initiatives:
• Members’ Events - Level two members are invited to attend members’ events which
are held 2/3 times a year and range from clinical presentations to behind-the scenes
tours of the hospital. During the year these included:
- Hearing about the plans for the new Clinical Care & Research Centre the Trust is
planning to build at the Sutton site.
- Having the opportunity to look round the new state-of-the-art Ralph Lauren Centre
for Breast Cancer Research and learning about the important work which is carried
out.
- Gathering members’ views on the quality improvement priorities for 2017/18,
whereby members were asked to select the priorities which matter to them.
- Discovering more about research, including tours of the drug discovery laboratories in
the CMP.
• A welcome pack - sent to all new registered members which includes; a copy of the
latest RM Magazine and letter from the Chairman.
• Membership mailings - all patient/carer and public members receive a copy of the
quarterly magazine which includes a covering letter from their governor(s), a copy of RM
magazine and details of forthcoming events e.g. Annual General Meeting, Members’
Events, and other ad hoc engagement opportunities.
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• E-bulletins - Members who have given their email addresses receive an e-copy of RM
magazine and ad hoc information e.g. Surveys as well as information about forthcoming
events and engagement opportunities for members (e.g. Co-designed build for proposed
centre for Clinical Care and Research).
• Governors conducting structured clinical visits to gain direct experience from the
perspective of patients, carers and members of staff and reporting the findings back to
the Chief Nurse and the Patient Experience and Quality Account Group.
• Elections - when a vacancy arises on the Council of Governors all members within the
constituency are written to advising them an election will be held and inviting them to
stand and/or vote.
In April 2016 elections were held in the following sub-constituency classes with respective
candidates standing as below:
Constituency
Public – Kensington & Chelsea (1 Governor)
Staff – Corporate & Support Services (1 Governor)

6.

No. of
Candidates
Standing
3
3

Conclusion

It is important for the Board of Directors as a whole to be aware of the Trust’s position with
regard to its membership in order to gain assurance that the Trust is fulfilling its
responsibility as an NHS Foundation Trust with support from the Council of Governors. The
Board is therefore asked to note the current membership position as well as the Trust’s future
membership recruitment and engagement plans.
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