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Board of Directors Public Meeting
Board Room, Chelsea
Wednesday 20th September 2017, 3:30pm – 5pm followed by AGM 5:30pm – 7pm in the
Julian Bloom Lecture Theatre

Agenda
1.

Apologies for Absence

2.

Declarations of Interest
Board members to declare relevant interests in light of meeting agenda

3.

Minutes of the Board Meetings held on the 28th June 2017
(Chair)

4.

Matters Arising
4.1. CQC Update
(Chief Executive)

Enclosed

5.

Report from the Chief Nurse and Medical Director
5.1. Quality Accounts June and July 2017
5.2. National legal and regulatory changes
(Chief Nurse)

Enclosed
Enclosed

5.3. New Medical Appointments
(Medical Director)
6.

7.

Quality and Performance
6.1. Patient Experience Survey Results
(Chief Nurse)

Enclosed

Enclosed

6.2. Key Performance Indicators Q1
(Chief Operating Officer)

Enclosed

6.3. Financial Performance Report
(Chief Financial Officer)

Enclosed

Regulatory issues
7.1. NHSI “Learning from Deaths”
(Medical Director)

Enclosed

7.2. EPRR Assessment
(Chief Operating Officer)

Enclosed

8.

Board Assurance Framework
(Janet Husband and Ian Farmer, Chairs of the Board Sub-Committees)

Enclosed

9.

Any other business
Date of next meeting:
21st March 2018, 11:15am – 1pm, Board room, Chelsea.

Minutes of The Royal Marsden
Board of Directors Public Meeting
Wednesday 28th June 2017, 10:15am – 12pm
Board Room, Chelsea
Present
Charles Alexander
Cally Palmer
Ian Farmer
Professor Dame Janet Husband
Richard Turnor
Dr. Liz Bishop
Eamonn Sullivan
Dr Nick van As
Marcus Thorman

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

In Attendance:
Syma Dawson (minutes)
Antonia Newman

Trust Secretary
Associated Director of Philanthropy – item 7.2 only

The meeting was quorate.
1/17

Apologies for absence
Nancy Hallett, Mark Aedy and Professor Paul Workman.

2/17

Declarations of Interest
No declarations of interest were made.

3/17

Minutes of the Public Board held on the 29th March 2017
The minutes were approved as an accurate record. The Chairman noted that the final
amount of money raised from the Marsden March will be announced later that day and
noted this was higher than the £1.8m reported in the minutes.

4/17

CQC Action Plan
The Chief Executive reported that following the CQC inspection report the Trust has
produced the enclosed plan which addresses the ‘must-do’ actions and this is supported by
another more detailed plan addressing all of the CQC findings in the main report so that
these can be used constructively to further improve services. She reminded the Board that
there is one must-do action for the Hospital which involves applying a ‘WHO’ surgical
checklist to outpatients; there are five must-do actions for Sutton Community Services which
relate predominantly to staffing levels and documentation issues.
Following the CQC Quality Summit on the 6th April 2017, the CQC has agreed to re-inspect
the End of Life Care Service and Sutton Outpatients given the difference of view on the End
of Life Care metrics, and the progress made in Sutton Outpatients.
The Chief Nurse informed the Board that the Integrated Governance and Risk Management
(IGRM) Committee monitor the internal action plan and confirmed that approximately 70%
of actions are complete. He added that the CQC have appointed a new Chief Inspector of
Hospitals, Ted Baker, and highlighted that the CQC are in consultation about the future of
their inspection regime. Initial proposals indicate that there will be inspections on leadership
and routine requests for information however, confirmation of the revised inspection
arrangement is expected in Summer 2o17.
The Board noted the update with regard to the CQC action plan.

5/17

Report from the Chief Nurse and Medical Director
5.1. Quality Accounts April 2017
The Chief Nurse presented the enclosed Quality Account and highlighted that the format and
layout has been refreshed with further work underway to develop an overarching dashboard.
It was noted that patient experience remains excellent with a low number of complaints as
well as the number of harm medication incidents. Following a query from Janet Husband on
the way in which the Trust monitors medication errors in the Community, the Chief Nurse
explained that the Medicines Management Executive Safety Committee monitor this and
agreed to bring this to the Quality, Assurance and Risk Committee for further discussion.
Areas of note is the work underway to reduce pressure ulcers in the Hospital and nurse
staffing levels.
The Chairman asked about staff morale. The Chief Executive explained that she has just
completed a series of town hall meetings with staff in the Community, Sutton and Chelsea
and was pleased to report that the Q&A sessions demonstrated that staff were constructively
engaged and positive about their work and RM.
The Chief Nurse added that the results from the Staff Survey as well as the results from the
Friends and Family Test are positive. He noted that Board members also take the time to
visit Hospital areas and meet staff as well as patients which helps staff morale.
5.2. Consultant Appointments
The Medical Director presented the enclosed report and briefly summarised the recent
Consultant Appointments. It was noted that the Trust is attracting a high volume of high
calibre candidates for consultant vacancies. It was agreed that the process by which NEDs
are approached to chair AAC panels would be reviewed to ensure this responsibility is shared
among NEDs.
5.3. Annual Medical Revalidation Report
The Medical Director explained that it is an annual requirement for the Board to receive the
enclosed report. He confirmed that all doctors had completed the revalidation process which
runs in a five year cycle. To help achieve and maintain this, the Trust has appointed an
appraisal lead and currently reports a 98% appraisal rate against a Trust target of 95%.
The Medical Director reported on the results from the last Deanery visit.
Janet Husband asked whether there is anything material to highlight in any of the cases
reported whereby concerns were being, or had been, investigated regarding a doctor’s
practice. The Medical Director summarised the position and outcomes of each case
anonymously in order to protect the identity of the doctors involved.
Richard Turnor queried the ‘peer review and training’ wording in the appendix B paragraph
4 and noted that the report does not reference this. The Medical Director explained the Trust
provides doctor revalidation training on an annual basis in line with best practice.
The Board noted the relevant updates under the Chief Nurse and Medical
Director Report.

6/17

Nominations Committee Report
The Chairman introduced the item by thanking the senior management team for their help
in supporting the Nominations Committee carry out their search and selection process for an
NED to replace Dame Nancy Hallett.
He noted that two excellent NED candidates were found in the process, Heather Lawrence
who will start her three year term on the 3rd July 2017 and Martin Elliott who will start his
three year term on the 1st November 2017.

Page 2 of 5

The Board discussed the time commitment of the NEDs in light of the work NEDs undertake
outside Board meetings including chairing AAC panels. The Chairman and Chief Executive
confirmed that the candidate’s availability was discussed during the selection process and
Governors felt assured this would not be an issue.
The Board noted the Nominations Committee Report.
7/17

Sutton
7.1. HRH Press Coverage
The Board noted this item which was for information only.
7.2. Clinical Care and Research Centre
Antonia Newman, Associate Director of Philanthropy, attended the meeting for this item and
delivered a presentation to the Board on fundraising progress for the Clinical Care and
Research Centre (CCRC). The five strategic priorities were highlighted as well as the progress
made thus far against the target of £50m. A discussion ensued regarding the value of naming
rights and it was noted that the naming of the whole centre had been valued at £15m.
The Chief Executive explained that this development supports plans for the modernisation of
the Sutton site which is aligned with the ambition of Sutton Council.
The Board discussed the service and research content of the new building. The Chief
Executive noted that it is expected 2 of the 4 floors will be allocated to research. It was noted
that the ICR will be fundraising for their £70m drug discovery building at the same time and
so both organisations need to align fundraising efforts to ensure clarity for potential donors.
Antonia Newman concluded her presentation by thanking Board members for
their support and interest in the CCRC.

8/17

Quality and Performance
8.1. Financial Performance Report
The Chief Financial Officer (CFO) summarised the financial position at month 2 of the
financial year. He reported a positive NHS clinical income position largely due to blood and
marrow transplants (BMTs) inpatients and day cases as well as pass-through drugs income.
It was noted that the performance in month is not expected to be repeated in June as there
were particularly high numbers of BMT discharges in month.
Private Care activity and income was noted.
Ian Farmer highlighted that the Trust used to report on the number of days taken for Private
Care to issue invoices. The CFO confirmed this stands at approximately 10 days which the
Trust has included in its KPIs to try and reduce this.
The Board noted the Financial Performance Report for month 2.
8.2. Key Performance Indicators Q4
The Chief Operating Officer presented the KPIs and highlighted that the Trust is paying close
attention to the 62 day wait target however, this continues to be a challenge due to late
referrals. In response to this, the Trust has reviewed its detailed action plan to ensure this is
up-to-date and explores all possible ways in which the Trust can improve performance in this
area.
Ian Farmer queried the wording ‘indicators are reviewed in line with service objectives’
under the debtors under 100 days KPI. The Chief Executive explained that this relates to the
Trust establishing a new set of KPIs on debt management to enhance monitoring and
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performance in this area.
The Chief Executive added that the Director of Performance and Information is looking into
the complex patient pathways as part of the work for RM Partners in order to improve speed
of access to diagnosis and treatment. She noted that the Director of Performance and
Information is also working with NHS England to update the national guidance regarding 62
day cancer standard. From April 2018, there will be improved reporting in this area as the
new national cancer waiting times database will be able to record where breaches in timed
pathways occur between each provider.
The Board noted the Key Performance Indicators for Q4.
9/17

Audit and Finance Committee Annual Report
The Chair of the Audit and Finance Committee (AFC) Ian Farmer presented the enclosed
report which highlights the schedule of business for 2016/17. He reported on the internal
audit outcomes which were all positive with no major concerns. The management response
to the auditor’s findings was commended and described as very disciplined. The Trust
internal auditor’s KPMG had reached the end of the contract, the Committee agreed to
review the KPMG contract.
Ian Farmer also reported a positive relationship with the Trust external auditor’s Deloitte
LLP and the new partner for the Trust, Jonathan Gooding. It was noted that the Trust has
received green ratings from Deloitte LLP following a thorough and robust auditing process.
Future plans of the Committee was noted and included Private Care debt management, IT
security following the recent cyber-attack and need to replace the Electronic Patient Record
in the next 12 months. The two Board Sub-Committees have also agreed to work more
closely together to align key areas of business.
The Chairman thanked Ian Farmer and NEDs of the Audit and Finance Committee for their
hard work on this Committee.
The Board noted the Audit and Finance Committee Annual Report and agreed
to review the contract with KPMG for internal audit.

10/17

Governance
10.1. Board Assurance Framework
Janet Husband presented this item as Chair of the Quality, Assurance and Risk Committee.
She highlighted that relevant areas of the Board Assurance Framework (BAF) have been
allocated to the Board Sub-Committees (which means Ian Farmer as Chair of the Audit and
Finance Committee will support in presenting this item) and it has been agreed that the BAF
will be reviewed so that it is more of a live document whereby continuous items rated green
are removed after a certain period of time.
At QAR, it was agreed that IT security and cyber-attack risk would be added to the BAF as
well as strategic issues regarding Community Services.
Ian Farmer had no issues to report from the AFC perspective but noted that the Committee
would align its annual cycle of events with the BAF so all relevant issues were reviewed.
NED Richard Turnor pointed out there needs to be a review of what is not included in the
BAF also.
The Chief Nurse confirmed that he and the CFO would work on the Board’s feedback. The
CFO added that KPMG benchmarked the Trust’s BAF against others and noted that the
Trust’s current format is a good example. However, he agreed this needed to be reviewed
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and advised this should be done in line with the review of the Trust’s strategic objectives.
The Board noted the Board Assurance Framework and agreed that this should
be reviewed to ensure this is a live document of value to the Board and
Leadership Team.
10.2. Board Self-Certification
The Trust Secretary presented the item and noted that the enclosed Board Self-Certification
is an annual regulatory requirement for the Board to sign-off. As per previous years, the two
Board Sub-Committees review the evidence against each provision in the Corporate
Governance Statement which they have completed and confirmed for this year. In addition
to this, the Board is asked to confirm the evidence provided regarding the training of
Governors as set out in the Report as well as confirm the General Condition noted.
The Board confirmed the Board Self-Certification for submission to the
healthcare regulator NHS Improvement.
10.3. Trust Membership Report
The Trust Secretary noted that the Report was for information only and highlighted the
successful work of Governors in recruiting more young adult members as well as new
members overall following the Members Week which took place in March whereby 262 new
members were recruited.
The Chief Nurse suggested Governors complete entry level Adult and Child Safeguarding
training given their clinical visits. The Trust should also consider whether DBS checks are
needed which the Director of Workforce can assist on. The Trust Secretary agreed to look
into these.
The Chairman suggested Governors invite the Friends of the Trust to become members
which the Trust Secretary noted was already underway.
The Board noted the Trust Membership Report.
11/17

Any Other Business
11.1. Trust buildings
Janet Husband asked whether the Trust was confident that its buildings were safe following
the Grenfell Tower incident. The Chief Executive assured the Board that was the case and
noted that while some of the Trust buildings are old, they are concrete and comply with fire
safety regulations which is an area that is audited.

Signed as a true and accurate record
Chaired by:

Date:
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BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

20th September 2017

4.1.

Title of Document:

To be presented by

CQC Update

Chief Nurse

Executive Summary
The CQC inspection reports highlighted five areas, covering three regulations that CQC
required the Trust to make improvements on. After the CQC summit in April a ‘must do’
action plan was agreed. Progress against this is outlined in this report.
Despite the overall good rating from CQC in order to maximise quality improvement for
patients the Trust devised an ‘internal’ action plan based upon the findings in the CQC
inspection report in February 2017. Progress against this is outlined in this report.
Recommendations
The Board is asked to note that the ‘must do’ action plan is almost complete. Evidence has
been submitted to the CQC inspector and the Chief Nurse and Medical Director will meet
with CQC in mid-September.
The Board is asked to note that work being taken by Trust staff which has enabled the
majority of actions on the ‘internal’ action plan to have been completed since February 2017.
By the end of September 2017 only three actions should remain outstanding.
Author:

Contact Number or E-mail:

Date:

Chief Nurse

x2121

31st Aug 2017

CQC Update
1.0. Background
Following the Care Quality Commission (CQC) inspection of the Trust in April 2016 The
Royal Marsden received the CQC inspection reports in January 2017.
2.0. CQC requirements –‘must do’ action plan
2.1
The CQC inspection reports highlighted five areas, covering three regulations that CQC
required the Trust to make improvements on. After the CQC summit in April an action
plan was agreed.
2.2

The ‘must do’ action plan has been monitored and progress reviewed at the Integrated
Governance and Risk Management (IGRM) committee.

2.3

First regulation that was not being met. Self care and treatment (WHO five steps
to safer surgery checklist was not being used in the outpatients department).
The following actions have been completed; Local Safety Standards for Invasive
Procedures (LocSSIPs) Policy published; WHO Surgical Safety Checklist (s) for
Outpatients approved and implemented; The four primary relevant OPD LocSSIPs
completed (Out Patient Department (OPD) Minor Plastics, OPD Nasoendoscopes,
Clinical Assessment Unit (CAU) Ascitic Drain Insertion, Chest Drain Insertion Clinic);
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 IGRM committee.

2.4

Outstanding action: monthly audit report of all areas using the WHO surgical safety
checklist in outpatients departments. Partial collated to date.

2.5

Second regulation not being met. Need for consent. The following actions have been
completed; New Safeguarding Operational Group established; Community specific adult
safeguarding action plan, including a review of staff training in MCA and DOLs; Review
of specialist safeguarding staffing levels in the Community; Conduct baseline case record
audit of compliance with the Mental Capacity Act (MCA) and Deprivation of Liberty
Safeguards (DOLS) across Community Services; Hold Master class for community team
leaders.

2.6

Outstanding action: Case record audit of compliance with the Mental Capacity Act (MCA)
and Deprivation of Liberty Safeguards (DOLS) across Community Services following
training to staff.

2.7

Third regulation not being met. Good governance. The following actions have been
completed; Reviewed and strengthened of Community Services leadership, including
Governance Structures; New weekly team meetings, chaired by a Clinical Director,
agenda includes key governance issues, such as reviewing of serious incidents, risk
register, complaints and safeguarding issues (adult and child); Established Director-led,
Recruitment and Retention meetings, including developing a Community Services
Recruitment Plan; Reviewed and strengthened the Community Services Clinical Audit
Programme, including increasing the sample size and frequency of the case-record and
risk assessment audits to monthly; The Community Services Division to report to IGRM
1

on a quarterly basis; Chief Nurse chairs community services serious incident review
panels.
2.3

Outstanding action: Monthly audits to be completed for nursing documentation. Baseline
audits completed.

2.4

Following the change in the CQCs inspection process from August 2017 the CQC
inspector meets each quarter with the Chief Nurse and Medical Director. Progress against
the ‘must do’ action plan will be included.

2.5

In addition the CQC inspector has requested and received evidence of completion of
actions e.g. minutes of meetings, policy and audit results.

3.0. Internal action plan
3.1
Despite the overall good rating from CQC in order to maximise quality improvement for
patients the Trust devised an action plan based upon the findings in the CQC inspection
report in February 2017.
3.2

This action plan has been monitored through the IGRM committee and divisional leads
have met with the Chief Nurse and updated the action plan with progress.

3.3

The action plan had 100 items across all divisions where action could be taken. There
were 21 items or Chelsea, 27 items for Sutton, 13 items for Sutton and Chelsea, 35 items
for Community Services and 4 items for the Trust overall.

3.4

All of the actions have been started and the majority completed, many of which are being
monitored by other trust committees. After the latest review on 25 August the action
plan had 24 items left to be completed by January 2018. By the end of September 2017
only three items would remain open.

3.5

Some examples of actions taken include the following; re-launch of the chemotherapy
waiting times group; an audit of non-elective admissions at the weekend showed low
numbers; stock room rotation of single use disposables; new monitoring schedule of
high/low dusting; Health Care Assistants in OPD have completed their level 1 & level 2
safeguarding training for both adults and children; the outpatient nursing team have an
established daily team meeting which is documented in a communication book; Incident
reports to be discussed at the monthly Divisional Management Team then cascaded to
local team meetings by DND's. Development of Incident action log; regular meetings
between director of care and matron in the hospice and community teams.

4.0. Conclusion
4.1
The Board is asked to note that the ‘must do’ action plan is almost complete. Evidence
has been submitted to the CQC inspector and the Chief Nurse and Medical Director will
meet with CQC in mid-September.
4.2

The Board is asked to note that work being taken by Trust staff which has enabled the
majority of actions on the ‘internal’ action plan to have been completed since February
2017. By the end of September 2017 only three actions should remain outstanding.
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BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

20 September 2017

5.1

Title of Document:

To be presented by

Quality Account June & July 2017

Chief Nurse

Executive Summary
The Board is asked to note:
1. There has been one grade 4 pressure ulcer in the hospital this period.
2. Complaints have fallen in July, following a higher than normal number in June.
Clinical complaints remain low.
3. There has been a sustained reduction in falls with harm across the Trust.
4. There are over 70 Registered Nurses in the pipeline with start dates, which will see
vacancy rates fall to a year-low in October.
Recommendations
The Board is asked to review and comment on this report.
Author:

Contact Number or E-mail:

Date:

Chief Nurse

x2121

25 August 2017

1

The Royal Marsden NHS Foundation Trust
Quality Account
June & July 2017
for September Board, QAR
& Council of Governors

A report by the Chief Nurse: Eamonn Sullivan
eamonsullivan@rmh.nhs.uk

Monthly Quality Account – Table of Contents
Summary Dashboard
Infection
Falls
Medication Incidents
Hospital Pressure Ulcers
Community Pressure Ulcers
Readmissions & VTE
Chemotherapy Waits
Patient Experience
Safer Staffing

P3
P4
P5
P6
P7
P8
P9
P10
P11-13
P14-16

2

Summary Dashboard (detail/narrative in main paper)
Indicator
Safe care
SIs: Number of SIs
Number of diagnoses of Methicillin-resistant Staphylococcus aureus (MRSA) bacteraemia
Number of diagnoses of Clostridium difficile (C.Diff) (Attributable)**
Number of C-Diff lapses of care (quarterly)**
Number of diagnoses of Methicillin-sensitive Staphylococcus aureus (MSSA) (Attributable)
% Harm free care (RMH)
% Harm free care (RMCS)
% New harm free care (RMH)
% New harm free care (RMCS)
Falls: Attributable Moderate Harm Incidents while patient under RMH care
Falls: Attributable Major Harm Incidents while patient under RMH care
Falls: Attributable Death Incidents
Number of attributable medication incidents with moderate harm and above
Number of cardiac arrests
Failure to recognise deterioration in a patient leading to death
VTE risk assessment
Effective Care
Number of patients with attributable pressure ulcers (RMH)
Number of patients
Category 2
Category 3
Category 4
Number of patients with attributable pressure ulcers (RMCS)
Number of patients
Category 2
Category 3
Category 4
Patient Experience
RMH Inpatient Friends and Family Test: % Recommended
RMH Inpatient Friends and Family Test: Number of responses
Community Friends and Family Test: % Recommended
Community Friends and Family Test: Number of responses
Chemotherapy waiting times (Chelsea): % waiting an hour or less
Chemotherapy waiting times (Sutton): % waiting an hour or less
Chemotherapy waiting times (Kingston): % waiting an hour or less
Number of PALS contacts
Complaints: Number of complaints (RMH)
Complaints: Number of complaints (RMCS)
Vacancy/Sickness Rates
Trust vacancy rate
Trust sickness rate
Nurse vacancy rate
Nurse sickness rate
Nurse turnover rate
HSMR Quarterly Figures
Indicator
Hospital Standardised Mortality Rate (rolling 12 months, NHS only)

Annual
Target

Aim

Apr

May

Jun

Jul

1
0
5

0
0
5

1
0
3

1
0
5

4
0
No target
31
8
94.3%
92.0%
96.4%
97.3%
3
0
0
5
20
0
95%

Below
Below
Above
Above
Above
Above
Below
Below
Below
Below
Below
Below
Above

0
92.5%
95.2%
94.8%
98.6%
2
0
0
0
1
0
96.2%

1
94.7%
94.9%
96.2%
98.0%
0
0
0
0
3
0
96.9%

0
92.7%
90.7%
92.7%
96.3%
0
0
0
1
2
0
94.3%

136
127
9
0
160
106
50
4

Below
Below
Below
Below
Below
Below
Below
Below

16
15
1
0
9
8
1
0

7
7
0
0
13
12
1
0

Above 97.5%
354
Above 97.8%
186
Above 76.1%
Above 89.8%
Above 81.9%
474
Below
11
Below
1

98.0%
688
95.9%
363
76.7%
88.5%
74.2%
720
12
4

Sep

Oct

Nov

Dec

Jan

Feb

Mar 2017/18 2016/17
YTD
4
1
46

0
94.6%
92.1%
96.0%
96.7%
0
0
0
0
2
0
96.7%

3
0
18
0
1
93.6%
93.1%
94.9%
97.3%
2
0
0
1
8
0
96.0%

8
94.3%
92.0%
96.4%
97.3%
3
0
0
5
20
0
96.9%

14
12
1
1
24
22
2
0

12
12
0
0
13
13
0
0

49
46
2
1
59
55
4
0

136
127
9
0
160
106
50
4

95.5%
421
96.3%
246
77.7%
86.4%
83.6%
508
11
2

97.3%
484
98.3%
177
78.8%
90.4%
80.5%
544
9
2

97.2%
1947
96.8%
972
77.3%
88.7%
80.0%
2,246
43
9

97.8%
5842
97.4%
2208
74.2%
88.6%
62.2%
5,375
107
27

Below 11.2% 11.7% 10.8%
Below 2.9% 2.5% 2.7%
Below 15.1% 14.3% 13.3%
Below 3.3% 3.5% 3.7%
Below 17.4% 17.0% 18.1%

11.7%
2.7%
14.2%
3.3%
18.4%

45.5%
10.8%
56.9%
13.8%
70.8%

9.4%
3.0%
13.8%
3.7%
17.5%

Quarterly Aim
Qtr3 Qtr4 Qtr1
Target
16/17 16/17 17/18
75 Below 71.19

Qtr2
17/18

95%
No target
95%
No target
85% (target
under
review)
No target
107
27
5%
3%
5%
3%
12%

Below
Below

Aug

-

Healthcare Associated Infections & Hand Hygiene
Target: <31 C-Difficile lapse in care and <Zero MRSA bacteraemia
Data Owner: Pat Cattini Deputy Director of Infection Prevention & Control. There have been no infection transmissions or outbreaks reported in
this period & we remain below our infection control tolerances. In this period there were are 8 CDIFF cases identified 72 hours after admission. These will
be jointly reviewed with CCG colleagues to ascertain if there were any lapses in care. There have been no MRSA or MSSA cases for June. Over this period we have
had five patients identified with Ecoli, one of which was attributable to the Trust.
There continue to be a number of complex patients admitted with high risk infections such as Carbapenemase- Producing-Enterbacteriaceae (CPE) , in this period
we have had 4 patients admitted with CPE, all four patients were isolated promptly and treated without issue.
Finally, of particular note this period is that our Deputy DIPC (Pat Cattini) has been appointed as President of the UK Infection Prevention Society, taking up the parttime position in October 2017. This is a prestigious role, which will further enhance the reputation of The Royal Marsden Infection Prevention Team.

Table 1.0 May MRSA & Cdiff Monthly Performance
Organism

Feb 2017

Mar 2017

Apr 2017

May 2017

June
2017

July
2017

YTD

Trajectory/Comments

MRSA Bacteremia

0

0

0

0

0

0

0

Last MRSA Bacteremia: July 2016.

(All) C.Difficile cases
identified at RMH

1

8

7

5

9

8

23

NA

5

5

3

5

13*

0

1*

2*

5*

8*

C.Diff cases post 3 days
C.Diff Cases attributed to
RMH through a ‘lapse in
care’ *

2

0

*These figures are provisional and
awaiting CCG sign off.
Target no more than 31 cases in year.

Table 2.0 May 2017 Hand Hygiene Compliance by Site
Reviewing Infection Control Compliance

Hand Hygiene Compliance
Chelsea Site
Sutton Site
Kingston MDU
Monthly Total Score

May

June

July

91%
96%
85%

91%
96%
90%

95%
96%
90%

91%

92%

94%

Hand hygiene audit., overall results >90% with an improvement
across all areas this period. These results, as well as other key
monthly infection control audits, such as Commode cleanliness
results are fed back for action to Sisters and Matrons.
Other audits of note: a revised community focused infection audit
tool is being piloted and will be rolled out across community areas
in September.
4

Patient Fall Incidents
Target: <0.7 falls with moderate or above harm
Data Owner: Richard Schorstein, DND. Trust Falls Lead. To date, Trust falls rates are 0.066 falls per 1000 bed days, below the Quality
Account target. The majority of falls resulted in no or low harm and there have been no moderate harm or above falls since April 2017. A newly
revised ‘Falls Prevention Committee’ has been established that group is very active in scoping the latest falls-reduction techniques and
technologies, such as integrated anti-slip embolism stockings and a electronic alerting system called ‘Wanderguard’.

Table 3.0

5

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 Associate Chief Pharmacist. The current 12 months sees the majority of all medication incidents resulting in no
or low harm within the Trust. The number of moderate or above harm events remains extremely low for a Trust of our complexity (moderate
incident n =3, severe & catastrophic n=0). The increasing number of Near Miss reports shows a good reporting culture within the Trust. July
data trends show that reports involving Controlled drugs (CDs) remains a current theme, and a total of 15 incidents were reported, these are no
harm incidents. The executive medicines safety group are working to provide context to the figures regarding CDs to understand if this is due to
the high rates of prescribing and administration of CDs as expected in a cancer specialist Trust.

Table 4.0

6

Hospital Pressure Ulcers – Category 2,3,4
Target: Zero grade 4 pressure ulcers
Data Owner: Andrew Dimech DND. We have seen a small increase in reporting of Category 2 pressure ulcers in the Hospital and a reduction in
Category 3. The Trust has seen one Grade 4 pressure ulcer reported in June 2017, this was a unique incident, and the first of kind in over 24
months. The incident which was independently reviewed and despite the patient being non-compliant, the assessment was that there were
learning issues which concluded that this should be categorised as attributable.
The Tissue viability service has been significantly enhanced in this period. The Trust has substantively funded a Band 7 TVN and we have
appointed a 8a Darzi Fellow (TVN) to undertake a quality improvement project specifically looking at reducing pressure damage in complex
cancer patients. This new post holder has been recruited from UCLH and starts in post in September 2017.
Table 5.0
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Community Pressure Ulcers – Category 2,3,4
Target: Zero grade 4 pressure ulcers
Data Owner: Debbie Linton-Taylor Community DND. There continues to be a positive reduction in the number and severity of acquired
pressure ulcers in Community services. The previous detailed analysis of the two Grade 4 pressure ulcers (acquired this calendar year) has led
to a number of significant changes in clinical practice – including the development of a new Pressure Ulcer Care Bundle to which will be deployed
in August 2017 following a two month training programme for all nursing staff. The Nursing service has also implemented a rolling monthly Audit
programme, which includes reviewing compliance with the content of the Pressure Ulcer Care Bundle. The Chief Nurse continues to chair all
Category 3 and 4 4 panels both in the Community & Hospital.
Table 6.0
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Hospital Readmissions Performance (June Data)
Hospital VTE Screening Performance (June Data)
Table 7.0 Hospital Readmissions Summary

Reported % of Emergency Readmissions

Readmissions remain below 0.3%.
There are no anomalies to report this
period with any speciality or CBU.

0.80%

VTE Data Owner: Richard Schorstein
June data 94.4% compliance with
inpatient VTE assessments.
July data 96.7%

0.60%

0.40%

0.20%

0.00%

Apr-13
May-13
Jun-13
Jul-13
Aug-13
Sep-13
Oct-13
Nov-13
Dec-13
Jan-14
Feb-14
Mar-14
Apr-14
May-14
Jun-14
Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15
Jan-16
Feb-16
Mar-16
Apr-16
May-16
Jun-16
Jul-16
Aug-16
Sep-16
Oct-16
Nov-16
Dec-16
Jan-17
Feb-17
Mar-17
Apr-17
May-17
Jun-17

% of eligible admissions resulting in an eligible re-admission

1.00%

June 2017 Readmissions Summary:

Despite one dip in June 2017, the Trust
consistently achieves >95% compliance
with VTE risk assessment (the CQUIN
target previous sat at 90%) . All patients
with confirmed VTE as reported by
radiology undergo a Root Cause Analysis
(RCA) The VTE steering board monitor
all confirmed VTE and take action as
required. The VTE steering board is
currently being refreshed and relaunched in September 2017.

Month
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Chemotherapy Waiting Times & Prescribing
Table 8.0 – Sutton Site

(July data)

Data Owner: Jat Harchowal, Chief
Pharmacist
The Trust continues to monitor
chemotherapy waiting times at
each site. This metric is unique to
RMH & not easily benchmarked.
The data is triangulated with
patient feedback (complaints,
PALs queries)

Table 9.0 – Chelsea Site

The results for Sutton (table 8)
show that consistently 10% of
patients wait over an hour
between treatment appointment
time and treatment start time, with
approx 50% waiting 30 minutes or
less. Table 9, shows the waiting
times for the Chelsea site. These
results show that over 20% of
patients wait over an hour.
Two key actions this period:
New Chief Pharmacist led Quality
Improvement project. The aim will
be to make improvements at each
stage from preparation,
manufacturing and release of the
final chemotherapy product.
The Chemotherapy waiting time
group will focus on the factors
outside of the pharmacy
department - the scheduling,
prescribing, ordering, prep of the
patient and administration.
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Our Patient Experience

Family & Friends Test (FFT)

Table 10.0 -13.0 National Family & Friends Data (as of 10 August 2017 – June National 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 June. The Trust is below this with a score of 95%.
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 June. 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 June. The trust was the
same with a score of 96%.
INPATIENTS FFT

Q4 15/16

Q1 16/17

Q2 16/17

Q3 16/17

Q4 16/17

April 2017

May 2017

June 2017

The Royal Marsden
inpatients who
would recommend
National average
Response number

97%

98%

98%

98%

97%

97%

98%

95%

96%
1691

96%
1473

96%
1437

95%
1371

96%
1561

96%
354

96%
688

96%
421

OUTPATIENTS FFT

Q4 15/16

Q1 16/17

Q2 16/17

Q3 16/17

Q4 16/17

April 2017

May 2017

June 2017

The Royal Marsden
outpatients who
would recommend
National average
Response number

96%

98%

98%

98%

98%

99%

97%

98%

93%
918

93%
1157

93%
964

93%
933

93%
1016

94%
246

94%
537

94%
409

COMMUNITY
SERVICES FFT
The Royal Marsden
community
services clients
who would
recommend
National average

Q4 15/16

Q1 16/17

Q2 16/17

Q3 16/17

Q4 16/17

Apr 2017

May 2017

June 2017

98%

98%

100%

97%

97%

98%

96%

96%

95%

95%

95%

95%

96%

96%

96%

96%

Response number

733

264

322

841

781

186

363

246
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Our Patient Experience

Monthly Survey Results (score out of 5.0)

In-Patients

Jan
2017

Feb

Mar

April

May

June

July

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

4.91

4.83

4.94

4.94

4.95

4.94

5.00

4.86

4.73

4.86

4.82

4.86

4.84

4.92

4.82

4.74

4.84

4.84

4.83

4.83

4.67

4.90

4.85

4.92

4.84

4.86

4.90

4.92

Out-Patients

Jan
2017

Feb

Mar

April

May

June

July

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

4.97

4.94

4.93

4.96

4.98

4.96

4.98

4.92

4.85

4.85

4.86

4.89

4.86

4.87

4.92

4.88

4.83

4.89

4.91

4.84

4.79

4.93

4.92

4.91

4.91

4.95

4.91

4.98

Jan
2017
4.94

Feb

Mar

April

May

June

July

4.99

4.95

4.93

4.91

4.92

--

4.88

4.98

4.85

4.84

4.83

4.87

--

4.73

4.89

4.96

4.43

4.44

4.96

--

Community
services (nursing)
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?

Table 14-18: The patient comments below are captured
via our paper comments cards. Ward Sisters and Matrons
review the data at minimum monthly, and it is also
reviewed at the CBU Performance Review meetings.
I found the radiotherapy department very caring and
professional in every way, and always made you feel at ease in the
treatment room, plus away so accommodating if you needed to change a
future appointment.
I have been attending the Royal Marsden for many years. I could not
fault it in any way. Great care and warm and friendly staff I could
not rate this hospital highly enough. I am very grateful for all the
good care I get. I would never want to go anywhere else.
Excellent staff and so caring. Could not ask for better care.
Every aspect of the stay was 100% Perfect. Wouldn't change a thing.

(CCU) The spirit of the staff is superb, they are enthusiastic about their
work and very respectful and helpful to their colleagues, which is quite
uplifting for patients. The noise at night is a real nuisance,
particularly the chattering by patients on late as 3 am, which
time someone switched on the lights.
(General) Care and attention is superb. Thoroughness is admirable.
Excellent Staff are professional. Setting up clinic appointments
could be easier. Getting a bed feels like a lottery, but I appreciate
the stress of too much demand.
(Pharmacy) Waiting for medication to take home 2 hours? - not
very happy stress I could do with out at moment.
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Patient Feedback – PALs Queries and Complaints
Data Owner: Helen Mills, Head of Assurance. PALs and Complaints summary. July 2017 PALS Summary: 222 patient contacts this month
- within expected numbers (cross site). Top three contact subjects were Advice and Information (147) & Communication - verbal / written /
electronic (14).
Complaints Summary: After rising to a year high level of 19 in June, complaint levels fell slightly in July. 13 new complaints were opened in
July, with 14 open in total at the end of July. Delays, communication and eligibility has been noted as a theme across all of the Divisions. We
received no reports from the PHSO this month. Queries related to clinical care have fallen to two complaints this period.

Table 19.0 Formal Complaints Trend
Complaints

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

Jun

Jul

Number per month
(aim <12)

8

15

8

10

17

16

11

15

19

13

0

0

1

0

PHSO - Upheld
PHSO – Not upheld

Table 20.0 Formal Complaints – Detailed information by• Division

2

1

1

Changes to appointment scheduling

Table 18.0 Complaints Narrative:
Of the 13 complaints, specific
issues/themes raised this month were:
-

Transferring from private status to
NHS status
Staff communication when booking
appointments
Time taken to schedule appointments
Delays in receiving test results
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Safer Staffing: Nurse Retention
Turnover/Retention
The overall (all staff) turnover rate for the Trust has increase in month to 15.62%. When split by the hospital and community services it is 14.81%
and 22.22% respectively. Nursing specific turnover currently sits at 18.38% however the overall Trust turnover rate is average for London, and the
nurse specific turnover is below the London average of 16%.
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. The Trust has engaged
a firm called April who identified five key priorities from the feedback gathered. An action plan has put together to implement both locally and
corporately. As of August 2017 - there have been no adult community nurse leavers for over two months.

Table 21.0 Nurse ‘Joiners and Leavers’ cumulative position

Nursing Joiners & Leavers - Band 5-6
Month
Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
Starters (wte)
14.5
29.5
33.5
11
7.4
24.54
11.1
9.77
14
12
13.5
8.6
Leavers (wte) 13.55
12.06
12.06
10.79
10.71
10.79
5.31
13.8
7
2.80
9.67
8.69
Variance
0.95
19.4
21.2
0.21
-3.3
14.8
5.79
-4
7.00
9.20
3.83
-0.1

Total
189.41
117.23
72.18

Table 22.0 Nurse Leavers ‘reasons for leaving’ June 2017
Area
Medical Day Unit (S)
Critical Care Unit (L)
Theatres (L)
Outpatients (L)
Horder Ward
GH Ward
GH Ward
Robert Tiffany Unit (S)
HV Sutton
HV Sutton

Nursing Leavers Bands 5-6 July 2017
Job Title
Leaving date
LOS
Band
Cancer Services Division
6
Staff Nurse
28/07/2017 22 y 3 m
Clinical Services Division
Staff Nurse
03/07/2017
0y5m
5
Staff Nurse
11/07/2017
7y0m
6
Senior Staff Nurse
21/07/2017
4y1m
6
Staff Nurse
04/07/2017
1y 9m
6
Private Care Division
Staff Nurse
09/07/2017
1y1m
6
Staff Nurse
31/07/2017
0 y 10 m
5
Staff Nurse

13/07/2017
2y3m
Community Services
Health Visitor
07/07/2017
5y 9m
Health Visitor
09/07/2017
0y 8m
Total Leavers - 8.69 FTE

FTE

Reason for leaving

0.57

Retirement - Age

1.00
1.00
1.00
1.00

Voluntary
Voluntary
Voluntary
Voluntary

1.00
1.00

Voluntary Resignation - Relocation
Voluntary Resignation - Relocation
Voluntary Resignation Work Life
Balance - Cost of Living (Travel

6

0.92

6
6

0.60
0.60

Resignation
Resignation
Resignation
Resignation

-

Promotion
Relocation
Promotion
Relocation

Retirement - Age
Voluntary Resignation - Relocation
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Safer Staffing: Nurse Recruitment
Nurse Recruitment. Nurse recruitment remains a Trust priority. The nurse recruitment and retention group continue to meet weekly. The Nursing
vacancy rate is 14.16 % which is an increase in month. The Hospital nursing vacancy rate has increased to 12.50% and the Community nursing
vacancy rate has decreased to 24.72%. We have an unprecedented There are 110 wte registered nurses in the recruitment pipeline of which 70.8
wte have start date confirmed, predictions are that vacancies will fall to a year-low in October when the new starters commence,
Summary of July/August 2017 Nurse Recruitment Activity:
• The annual recruitment activity plan for nurses remains on track, with monthly substantive and bank events, Sutton and Chelsea Open days
planned in September.
• Based on Sisters feedback - launched new fast track vacancy control process for nurses band 5 & 6.
• International recruitment – 7 nurses (out of 30 recruited) on track to be deployed in November.
• Dublin job fair in October promoting education opportunities and targeting senior/experienced oncology nurses.
• Newly qualified nurse on boarding review - Regular liaison before start date and encourage to start pending NMC pin
• Increase notice periods for band 5 nurses to 8 weeks after discussion TCC in September
• Programme to Identify nurses already at the Trust working as HCA’s and support them to undertake OSCE and obtain NMC Pin

Table 23.0 Nurse Vacancy Rates
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Safer Staffing: Planned Vs Actual Staffing
July 2017 Safer Nurse Staffing Summary: The
planned staffing level versus the actual staffing
level for June 17 remains greater than 95% for
RN this is higher from previous months due to a
need for Registered Mental Health Nurses
specials in Chelsea. A greater 100% for
Healthcare Assistants – this can largely be
explained through the use of ‘specials’ (one to
one care) and high acuity.
Keeping our wards safely staffed – launch of
‘Safe Care’ module – March/April 2017. The
Trust launched a daily census and staffing siterep
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 24.0 July 2017 Planned vs Actual RN & HCA fill rate

Date
2017/2018

RN fill %
Chelsea

HCA fill %
Sutton

Combined

Chelsea

Sutton

combined

April 2017

98.60%

96.10%

97.10%

109.40%

101.60%

103.90%

May

98.50%

97.30%

98.00%

101.75%

102.30%

101.90%

June

98.80% 98.20%

98.50%

103.80%

115.90%

109.00%

July

99.90% 97.80%

99.10%

118.14%

103.70%

112.60%

Quality Account Summary
The Board is asked to note and comment on this report.
Eamonn Sullivan
Chief Nurse
September 2017
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Changes resulting from NHS Litigation Authority now being NHS Resolution
1.0

2.0

3.0

Background
1.1

In April 2017, the NHS Litigation Authority (NHSLA) changed its name to
NHS Resolution (NHSR). The core principles of the NHSR is to deliver fair
resolution and learning from harm to improve safety.

1.2

NHSR is based on a new strategic direction plan over the next five years, with
the prime focus of changing their combined strengths to transform the way in
which the NHS’s valuable resources benefit patients, resolve concerns and
help to improve safety.

NHS Resolution
2.1

The functions of the NHS LA and National Clinical Assessment Services and
Family Health Services Appeal Unit are now combined together under the
umbrella of NHSR.

2.2

NHSR state that their primary focus for the future is to resolve concerns
fairly. They also have a duty to use what they know, to help to prevent the
same thing happening again.

2.3

NHSR state they are not a patient safety body and cannot succeed in isolation,
however they have a unique contribution to make to the patient safety system.
In order to achieve this NHSR will focus on four priorities; Resolution;
Intelligence; Intervention; Fit for purpose.

2.4

In addition, NHSR’s strategy is to focus more than ever on prevention,
learning and early intervention to address the rising costs of harm in the
NHS. This means an earlier involvement, when something goes wrong and
identifying opportunities for prevention.

2.5

A new website is being developed which will merge both the NHS LA and
NCAS websites into a single user-orientated website. This will go live on
resolution.nhs.uk in early 2018. In the interim www.resolution.nhs.uk is in
use.

NHSR Five year strategy
3.1

NHSR strategy signals a move to an organisation which is more focused than
before on prevention, learning and early intervention to address the rising
costs of harm in the NHS.

3.2

The focus is on learning throughout the process from when an incident is first
raised in clinical practice.
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3.3
•

3.4
•

4.0

A new leaflet ‘Saying Sorry’ is available that explains.
“Saying sorry is: always the right thing to do not an admission of liability
acknowledges that something could have gone better the first step to learning
from what happened and preventing it recurring.”
The trust will be able to use this leaflet and have it available in the PALS Help
Centres for patients and staff to use. It dispels some myths about apologies.
“We have never, and will never, refuse cover on a claim because an apology
has been given.” Helen Vernon, Chief Executive, NHS Resolution

Possible changes for trusts
4.1

The NHSR hope their strategy will see more patients receiving their
compensation entitlement without court proceedings. They wish to move
away from formal legal proceedings wherever possible. Healthcare staff will
spend more time in delivering care, including the care inherent in managing
the immediate aftermath of an incident, and less time in protracted and
uncertain court proceedings.

4.2

NHSR state they will support healthcare staff by developing a Peer Support
and Advice service, and help them to manage incidents locally and without
fear, preserving the relationship with the patient and their family. Learning
will be evidenced and shared, ultimately helping to improve safety for all
patients.

4.3

The early notification process of reporting all maternity incidents after 1 April
2017 will not affect the trust.

4.4

Claims data of NHS members will be published to share best practice.

4.5

An in-depth annual report will be published of all claims, drawing on national
data to inform on trends and the potential for improvement, for example,
learning from inquests, mental health claims, orthopaedics and emergency
care.

4.6

NHSR shall produce guidelines for NHS members of what constitutes an
effective response to an incident (candour, investigation and learning) in
conjunction with others such as Parliamentary Health Service Ombudsman
and the Healthcare Safety Investigation Branch and how this contributes to
claims costs and how effectively this should be managed.

4.7

Assistance from panel law firms to deliver legal decisions promptly including
trends, regulatory changes to front line staff.

4.8

NHSR to review themes common in requests for advice and to identify areas
of interventions and product development for earlier identification of issues
both at an individual and member level.
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5.0

4.9

To ensure that indemnity costs, including the rising cost of period payment
orders liabilities, are integral to the financial planning cycle of the NHS
working in partnership with the Department of Health (DH), NHS
Improvement and NHS England to inform this at a national level, whilst
increasing the information NHS trusts at an earlier stage.

4.10

For NHSR to review international practice on the pricing of risk in indemnity
schemes to further improve the Clinical Negligence Scheme for Trusts (CNST)
pricing methodology and build a ‘forward view’ for all specialties.

Recommendations
5.1

The Executive Board is asked to note the changes and to note the use of the
new leaflet ‘Saying Sorry’ that will be introduced as part of on-going training
from the Clinical Legal Services team.

3

Changes to the Care Quality Commission and NHS Improvement inspection
process August 2017
1. CQC new inspection process
1.1 The Care Quality Commission (CQC) announced at the end of July 2017 changes
to the inspection process. Their programme of comprehensive inspections of all
NHS acute and specialist trusts has now been completed. CQC announced a move
towards targeted inspections focused on individual services offered by providers,
as well as their leadership.
1.2 The inspections will usually be unannounced. In a few instances, where there are
very good reasons, CQC may let a service know they are coming. For example,
they may contact a trust to make sure senior management are present to answer
questions. Introduction of the revised framework will be introduced for NHS
Acute trusts and NHS Community trusts from June 2017.
1.3 New Provider Information Requests (PIRs) will be sent from June 2017, the first
regulatory planning meetings will take place from August, the first next phase
inspections will take place between September and November 2017, and the first
next phase ratings and inspection reports will be published in early 2018.
1.4 The minimum inspection activity for an individual provider organisation will be
one core service and assessment of the well-led key question (at provider
level).
1.5 Preliminary plans are to send PIRs to around a third of NHS trusts by the end of
December 2017 and ensure that all NHS trusts receive a new PIR by autumn
2018.
1.6 The level of inspection activity will be proportionate to the level of risk identified
at each organisation and will reflect a trust’s own view of areas of concern or
improvement.
1.7 CQC plan to retain flexibility to carry out a focused, responsive inspection if
concerns arise during the year, where appropriate. CQC will inspect trusts
approximately once a year, this will not be at the same time each year and will
depend on the information that CQC holds and the level of risk based on the
available evidence.
2. CQC and NHSI joint consultation
2.1 On 9 August 2017 CQC announced results of a consultation with NHS
Improvement (NHSI) on joint plans to assess how NHS hospital (non-specialist
acute) trusts use their resources.
2.2 Following feedback and testing in seven non-specialist acute trusts, NHS
Improvement has published ‘CQC and NHSI: Use of resources framework
August 2017’, alongside a summary of responses to the consultation.

3. CQC and NHSI joint ‘Use of resources’ framework
3.1 The framework sets out the key lines of enquiry, prompts and rating
characteristics that both CQC and NHS Improvement will use to review how
effectively trusts are using their resources to provide high quality, efficient and

1

sustainable care. As well as finance, it will include a review of workforce, estates
and facilities. See appendices 1 and 2.
3.2 The 'use of resources' assessments will be introduced from the autumn and will be
carried out by NHS Improvement alongside scheduled inspections looking at the
quality and safety of care, led by CQC. Following the assessment, NHS
Improvement will produce a report with recommendations for improvement, if
required and it will propose a 'use of resources' rating of outstanding, good,
requires improvement or inadequate to CQC.
3.3 Once agreed by CQC, the rating and report will be presented alongside the quality
ratings that NHSI already award to hospitals following our inspection on whether
their services are safe, caring, effective, responsive to people's needs and well-led.
3.4 The Use of Resources assessment will also help NHSI to identify providers’
support needs under the Single Oversight Framework (SOF), and deliver targeted
support accordingly. NHSI are now updating the SOF to reflect these and other
changes and will publish an updated version in October following feedback.
4. When will the ‘Use of resources’ assessments start?
4.1 Assessments will start from September 2017. Due to the availability and quality of
productivity
data,
NHSI
will
initially only
undertake Use
of
Resources assessments in the acute non-specialist sector. We will include
specialist acute, ambulance, mental health and community services in the
Use of Resources framework after April 2019, once appropriate metrics
have been developed.
5. Next steps
5.1 Initially, the CQC will publish the Use of Resources Rating and report separately
to its overall quality rating. However, from early 2018 it is anticipated there will
be combined ratings for Use of Resources and Quality. A joint consultation will be
launched with CQC and NHSI in the autumn to seek stakeholders’ views on how a
combined rating could be developed and applied.
5.2 The new framework forms the basis of both CQC’s assessment of providers
against the well-led question during their inspections, and the developmental
reviews that NHS Improvement is strongly encouraging trusts to undertake every
3-5 years, with support from external review teams.
5.3 While these reviews will usually be led by an external firm, following feedback
from providers who have commissioned reviews in the past, the use of peer input
to enable more learning and mutual support within the NHS is being encouraged
amongst trusts themselves.
6. Recommendations
The Executive Board is asked to note the changes, in particular that it is expected that
these changes will affect specialist acute trusts and community services from April
2019.
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Appendix 1: ‘Use of resources’ Key Lines of Enquiry themes and initial metrics
Use of resources area

Initial metrics

Clinical services

Pre-procedure non-elective bed days
Pre-procedure elective bed days
Emergency readmissions (30 days)
Did not attend (DNA) rate
Staff retention rate
Sickness absence rate
Pay cost per weighted activity unit (WAU)
Doctors cost per WAU
Nurses cost per WAU
Allied health professionals cost per WAU (community adjusted)
Top 10 medicines – percentage delivery of savings target
Overall cost per test
Non-pay cost per WAU
Finance cost per £100 million turnover
Human resources cost per £100 million turnover
Procurement Process Efficiency and Price Performance Score
Estates cost per square metre
Capital service capacity
Liquidity (days)
Income and expenditure margin
Distance from financial plan
Agency spend

People

Clinical support services
Corporate
services,
procurement, estates and
facilities
Finance

Appendix 2: Evidence for ‘use of resource’ assessments
Initial metrics
Additional evidence

Local intelligence

Qualitative assessment

How is the trust performing on each initial metric?
Is the trust an outlier on any of the initial metrics?
Is the trust an outlier on any of the wider set of metrics (e.g. Model
Hospital, Getting It Right First Time (GIRFT), data supplied by the
trust)?
Is there any data or information, shared with us by the trust, which is
used internally to assess productivity?
Are there any areas of finance and productivity not covered by the
metrics where the trust’s performance is notable? Are there any areas
of unrealised efficiencies?
What do we know about the trust’s performance more generally, e.g.
cost improvement programmes, private finance initiatives, local health
and care economy context?
Please see key lines of enquiry and prompts
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Consultant Appointments
Dr Shane Zaidi – Consultant Clinical Oncologist – Sarcoma
Dr Ziadi qualified as a doctor in 1998 from St Georges Medical School London. He
received a PhD from London in Novel Radiosensitisers and Biological Sciences in
2011. His thesis was entitled’ Investigating the in vitro and in vivo radiosensitisation
effects of HSP90 inhibition.’ He received his CCT in clinical oncology in 2011.
Following an AAC panel on the 4th of July 2017 Dr Zaidi was appointed as Consultant
in Sarcoma and will take up his post in September 2017. He has previously worked as
a locum consultant within the skin and sarcoma and neuro-oncology units within the
Royal Marsden since January 2015.
He was employed at the Department of Molecular Medicine at the Mayo Clinic in
Minnesota, USA, between 2013 and 2014 where his research aim was to combine
radiotherapy with immunotherapy in animal cancer models.
His current research includes two unmet needs in patients with soft tissue sarcoma
including combining radiation with systemic therapy in metastatic STS and improving
the delivery of pre or post-operative radiotherapy by shortening overall treatment
schedules without compromising efficacy and toxicity.
Dr Theodore Nanidis – Consultant Plastic and Reconstructive Surgeon.
Dr Nanidis qualified as a doctor in 2003 at UCH, London. This was followed by MRCS
from the Royal College of Surgeons in 2006. In 2013 he gained an MPhil in Bioscience
Enterprise from Queen’s College, Cambridge and FRCS (Plast) from the Royal College
of Surgeons in 2015. In 2016 he completed his CCT in Plastic Surgery and acquired
full GMC registration.
Following an AAC panel on the 7th of August Dr Nanidis was appointed to the role of
Consultant Plastic and Reconstructive Surgeon.
He has been working as a locum plastic surgeon at the Royal Marsden specialising in
post cancer reconstruction in breast, perineal and post sarcoma defects. He is
competent in DIEP ANS tug flaps for limb reconstruction. For the last two years he
has been training in microsurgery through his fellowship at the Royal Marsden and
Queen Victoria Hospitals.
He has a strong background in meta- analytical research which he undertook under
the supervision of Professor Darzi. He has a diverse background in surgery,
acadeamia and management which he is keen to utilise to develop further at the Royal
Marsden for the benefit of patients. In 2013 he was awarded the Entrepreneur of the
Year Award from the University of Cambridge.
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Executive Summary:
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National Adult Inpatient Survey, Children & Young People’s Inpatient
& Day Case Survey 2016, and the National Cancer Patient Experience
Survey 2016.
1.0. Introduction to the National surveys
The Royal Marsden (the Trust) has taken part in national surveys for many years. Some
surveys, like the adult inpatient and cancer patient experience are mandatory and others
the trust participates in. For the Children’s and Young Peoples survey as the numbers
participating are low they are not able to be benchmarked against national figures as the
responses may be identifiable to participants. It provides an excellent forum to collate
patient experience feedback and there are worthwhile learning opportunities.
2.0. National Adult Inpatient Survey 2016
2.1
This is the fourteenth survey of adult inpatients. The survey included all adult patients
(aged 16 and over) who had spent at least one night in hospital in July 2016. The results
were published 31 May 2017. The trust achieved a response rate of 58% (n=686) which
was higher than the national response rate of 44%.
2.2

Patient responses placed the trust in the best performing trusts for the ten relevant
sections (waiting list and planned admissions, waiting to get a bed on a ward, hospital
and ward, doctors, nurses, care and treatment, operations and procedures, leaving
hospital, overall views of care and services, overall experience).

2.3

The responses showed that for ‘overall experience’ the trust was rated very highly by
patients with a score of 9.0/10, just below the highest trust score of 9.2/10

2.4

Patient responses also placed the trust scores in the best performing trusts for 53 out of
63 questions. For example,
‘were you involved as much as you wanted to be in decisions about your care and
treatment’ 8.8/10 (highest national score 8.8)
‘did you get answers from doctors that you could understand’ 9.3/10 (highest national
score 9.3)
‘someone to talk to about your worries and fears’ 8.0 (highest trust score 8.0)

•
•
•

3.0. National Cancer Patient Experience Survey 2016
3.1
3125 adult patients who had a confirmed diagnosis of cancer and had received care as an
inpatient or a day case between April 2016 – June 2016 were sent a survey. The results
were published on 21 July 2017. The trust achieved a response rate of 63%, slightly lower
than the national response rate of 67%.
3.2

3.3

The types of cancer that patients had included significant numbers with rarer cancers as
well as those patients from the common cancer groups – i.e. breast, prostate, lung, and
colorectal cancer. Patients from thirteen tumour groups returned questionnaires. The
responses are available for each tumour group also to allow for benchmarking internally
across the tumour groups.
Some overall responses show the following.
•

Overall the Royal Marsden cancer patient experience was rated very highly above
the national average at 8.9/10 for Q59 ‘Patients average rating of care scored from
very poor to very good’. (National average 8.7)
1

•
•
•

93% of patients started they had been given the name of the CNS who would
support them through their treatment. (National average 90%)
93% of patients started they were always treated with respect and dignity by staff.
(National average 88%)
73% of patients stated they were given understandable information about whether
chemotherapy was working. (National average 67%)

4.0
4.1

Children’s & Young People’s Inpatient & Day Case survey 2016
258 eligible patients, aged 0-16 years, from the Royal Marsden NHS Foundation Trust
were sent a survey with 84 questionnaires returned. This represents a response rate of
33% once deceased patients and questionnaires returned undelivered had been
accounted for. The average response rate nationally was 26%.

4.2

60% of returned questionnaires were the parent/carer version (0-7 years), 20% were the
children’s survey (8-11 years), and 20% were the young person’s questionnaire (12-15
years).

•
•
•
•
•
•

Overall: 96% of parents rated care 7 or more out of 10.
Hospital staff: 85% of parents always had confidence and trust in the members of staff
treating their child (0-15 years).
Overall: 94% of parents stated they were always treated with dignity and respect by the
people looking after their child (0-7 years).
Overall: 97% of children (0-15 years) said they were looked after very well or quite well in
hospital?
46% of parents said that their child had stayed in a hospital ward more than four times
in the past six months (nationally 6% of parents reported this)
25% of parents said their child had stayed two or three times (nationally 21% of parents)

5.0
5.1

Inclusive Action Plan
An action plan is being developed which will incorporate learning from all three national
surveys and this will be monitored through the Patient Experience Steering Committee
and the Integrated Governance and Risk Management committee.

5.2

The results of the surveys have been disseminated to staff through relevant committees
and are all available on the intranet.

6.0. Conclusion
The national surveys that the trust participates in provides a wealth of information about
patient experience with which the trust is able to scrutinise and make improvements to
the patient experience. The Royal Marsden has demonstrated that it can improve in this
year’s survey but now needs to plan for improvement next year. The Trust is very grateful
to all of its patients who took the time to complete the survey. Committee members are
invited to note the findings in this paper.
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KEY PERFORMANCE INDICATORS
QUARTER 1 2017/18
1.

PURPOSE

This paper provides the Board with an update on the Trust’s performance for quarter 1
2017/18. 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 1 report including actions underway to improve performance.
2. NEW MEASURES AND CHANGES TO DEFINTIONS
As part of the annual review for the board dashboard the following changes have been made
to existing KPIs:
Serious incidents
Complaints
Total NHS referrals
Total PP referrals
Research Trials led by RMH
MDU patients per Chair

updated thresholds in line with 2016/17 outturn
refined definition to commercial trials only – to
commence from Q1 reporting
updated threshold based on new data

In consultation with clinical and operational colleagues, the following were introduced:
+
+
+
+
+
+
+
3.

Number of patients with attributable pressure ulcers relating to RMCS
Community staff vacancy rate
Friends and family test relating to RMCS
Care Hours per Patient Day total ratio in line with Carter recommendations
No of 1st UK patients in a clinical trial (rolling 12 months)
Quality account indicators have been split into its composite parts
PP Aged Debt at >6months has replaced the previous PP debt indicator
PERFORMANCE FOR QUARTER 1

71.3% of metrics were green in Q1, with 12.5% (10) metrics being red.

1

Of these, five indicators have been identified as longer-term issues. These include: 62 day
standard, Community Nurse vacancy rate, non-PP debtors, research (accrual to target) and
staff turnover.
Appendix A shows the balanced scorecard report for quarter 1 for 2017/18.
2.1 Patient Safety, Quality and Experience

Q1 17/18

62 day wait for first treatment – GP referral to treatment (before
reallocation)
Actual: 76.2%
Target: 85%
Forecast: Met target using
national
reallocation
methodology

The Trust did not meet the 62 day urgent GP referral standard (before reallocations) with
performance at 76.2%. However, the trust exceeded the target following reallocation with
performance at 85.6%.
During Q1 there were 44 accountable breaches prior to reallocation. Of those, 31
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 (4.0 breaches)
• Complex diagnostic pathway (2.5)
• Patient unfit (1.5)
Within the Trust’s control (9.0 breaches)
• Administrative (5.0)
• Capacity (2.0)
• Delay in work up/poor pathway management (2.o)
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 trajectory to NHSI for compliance with the 62day standard 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.
In May and June the Trust achieved 100% of internal pathways being treated in 62 days and
this lead to the Trust achieving its trajectory based on the reallocated position despite
referring trusts failing to meet theirs.
The Trust Performance Group has developed of an internal action plan to manage the service
improvements needed to meet the 2017/18 trajectory.
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Q1 17/18

62 day wait for first treatment – Screening referral to treatment
(prior to reallocation)
Actual: 89.6%
Target: 90%
Forecast: Meet the standard
in Q2 2017/18

The Trust did not meet the 62 day urgent GP referral from screening standard prior to
reallocation, based on the national reallocation policy in Q1. However, it did meet the
standard following reallocations. During Q1, there were 3.5 accountable breaches before
reallocation. Of these breaches, 2 accountable breaches were received late in the pathway.
The remaining 1.5 breaches all were categorised as out of the Trust’s control due to patient
choice (1.0 breach) and complex diagnostic pathway (0.5 breach).
2.2 Community measures
Q1 17/18

Community Nurse vacancy rate
Actual: 26.8%
Target: <5%

Forecast: Red

There is a significant programme of work in place to reduce the community nurse vacancy
rate including incentive schemes for ‘refer a friend’ and ‘golden hello’, continuous
recruitment campaigns and open days as well as increased social media presence. This is
having a positive impact the recruitment pipeline of staff waiting to start and will have a
significant impact on the nursing vacancy rates.
2.3 Finance, Productivity and Efficiency
Q1 17/18

PP Aged Debt at >6months
Actual: 29%
Target: <27%

Forecast: Amber

The PP Aged Debt at >6 months is a new metric to the scorecard in Q1 17-18. The total PP
debt over 6 months at the end of Q1 17-18 was above target at 29% of the total debt.
Challenges of recovering income from Embassy sponsors is driving the aged debt. The
finance team are continuing to work on customising the Trust’s billing to the Embassies and
re-invoicing old debt which will help facilitate easier payments of the old debts. The target by
the end of Q4 is set at 19% (25% end of Q2, and 23% end of Q3).
Q1 17/18

Non-PP Debtors over 90 days (% of total PP-debtors)
Actual: 57%
Target: <25%
Forecast: Amber

Non-PP debtors over 90 days increased in Q1. This was due to the total quantum of debt
decreasing more than the quantum of aged debt decreasing. Cash settlements in the NHS
have slowed in the last year which is driving this metric deterioration, with specific accounts
being escalated to NHSI to assist with settlement. A long term recovery plan is being targeted
for Q4.
Q1 17/18

Capital Expenditure Variance YTD (£000)
Actual: -3,261
Target: <25%

Forecast:
Q3

Green

in

Capital expenditure is behind plan primarily due to the delayed arrival of some large medical
equipment items, which were planned to arrive in June but are now scheduled to arrive in
September. There is no clinical risk impact with the slippage of any capital schemes. The
forecast is expected to return to green by Q3.
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2.4 Clinical and Research Strategy
70 day target (for externally sponsored trials, NIHR
Q4 16/17
(1 quarter in adjusted figure)
arrears)
Actual: 63.6%
Target: 85%
Forecast: Red
NIHR issued new guidance on 21st March 2017. The new guidance was retrospectively
applied on quarter 4 data by NIHR, which meant 5 studies which previously would have
been removed from the denominator were not excluded. This lead to a performance figure
significantly lower than expected. RMH has now applied the NIHR guidance to its data
validation process and as such expect performance to recover by Q1 2017-18.
Accrual to target, % of closed commercial trials meeting
Q4 16/17
(1 quarter in contracted recruitment target (national definition)
arrears)
Actual: 47.8%
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.
50 studies closed to recruitment in the last 12 months (for comparison, 49 were uploaded for
Q3). 4 studies had no target recruitment date and were therefore removed from the
analysis. Of the 24 studies that did not meet their target recruitment, 13 studies were
withdrawn by the sponsor and no adjustment is made by the NIHR. To consider the
adjusted denominator excluding the 13 studies (46 to 33 studies) the performance achieved
is 63.6%
In order to improve performance against the NIHR metric, 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.
2.5 Workforce
Q1 17/18

Vacancy rate
Actual: 11.30%

Target: <5%

Forecast: Amber

The Trust vacancy rate has increased during Quarter One. The Community Services vacancy
rate remains high 17.8% but the recruitment pipeline is healthy and a significant reduction in
the vacancy rate is predicted in September and October. The vacancy rate across the hospital
has seen an increase and this largely because of a significant number of new posts being
created as a result of approved business cases including private care growth and other
service developments. The establishment is being reviewed and cleansed during Quarter Two
to ensure there is active recruitment for all vacant positions. The overall nurse vacancy rate
4

for the Trust at the end of Quarter 1 was 13.3%. The Trust has a targeted campaign to recruit
225 new nurses during 2017/18. This will involve local, national and international activity
and is in track to meet the target.

Q1 17/18

Staff turnover rate
Actual: 15.10%

Target: <12.0%

Forecast: Amber

The overall turnover for the Trust is 15.1% which is relatively stable in comparison to Quarter
Four. The overall Trust rate is average for London but remains above the Trust target. The
workforce data indicates there is a peak in turnover at one and three years’ service. In
response to this the Trust has reviewed the pre-appointment, induction and on-boarding
processes to ensure they are robust and support the retention of an engaged new workforce.
Analysis of the information from the new joiners’ and leavers’ surveys on a quarterly basis
has helped to inform this work as well as engagement with all levels of staff across the Trust.
There are a number of educational programmes to support improved retention including
Nurses New to Community and an Apprenticeship Scheme. In addition, there are wider NHS
workforce development initiatives, including Capital Nurse, Pharmacy Rotation and Nurse
Associate programmes, which the Trust is actively involved in.
3.0 Conclusion
The Board is asked to note the Trust balanced scorecard and commentary for quarter 1
2017/18 and is invited to discuss the position.
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APPENDIX A

The Royal Marsden NHS Foundation Trust
Balanced Scorecard 2017/18
NHSi denotes NHS Improvement standard
1.

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

Patient Safety, Quality & Experience

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

MRSA positive cultures (cumulative)

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

1

1

2

New in Q3

0

1

1

1

0

1

1

0

3

95.8%

97.3%

96.7%

96.6%

96.9%

G

G

G

G

G

2
16.22%

1
19.00%

0

0

3

24.00%

21.00%

29.00%

69.47

70.73

72.51

88.00

85.04

C Diff lapses of care (1 quarter in arrears)
VTE risk assessment

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

Q1
(Apr-Jun
16/17)

G

G

A

A

A

30 day mortality post surgery

0.29%

0.66%

0.36%

0.58%

0.59%

30 day mortality post chemotherapy

1.62%

2.09%

2.27%

1.99%

2.18%

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

4%

0.00%

5.40%

1.90%

4.30%

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

6%

0.00%

5.40%

1.90%

5.80%

95%

100%

98%

99%

96%

0.7

1.7

2.5

1.6

1.6

70.90%

72.41%

72.62%

68%

72%

Friends and Family Test (inpatient and day care)

97.13%

97.20%

97.90%

97.60%

98.40%

Friends and Family Test (outpatients)

97.99%

98.30%

98.20%

97.50%

97.90%

Waiting times for day chemotherapy (over 3 hrs)

12.10%

11.56%

12.69%

12.54%

13.15%

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

PP access to single rooms - Chelsea %

100.00%

99.90%

100.00%

99.92%

100.00%

PP access to single rooms - Sutton %

100.00%

99.70%

100.00%

100.00%

95.03%

Mixed sex accommodation breaches

National waiting times targets

NHSi 2 wk wait from referral to date first seen:
NHSi

all cancers

97.40%

97.73%

98.70%

97.40%

93.90%

symptomatic breast patients

93.60%

95.91%

96.70%

95.50%

93.30%

98.10%

97.39%

98.30%

98.10%

99.30%

NHSi 31 day wait from diagnosis to first treatment
surgery
NHSi 31 day wait for subsequent treatment:
drug treatment
NHSi
radiotherapy
NHSi
62
day
wait
for
first
treatment:
GP referral to treatment (reallocated)
NHSi
GP referral to treatment (pre-reallocations)
NHSi
Screening referral (reallocated)
NHSi
Screening referral (pre-reallocations)
NHSi
still waiting (incomplete)
NHSi 18 wks from Referral to Treatment
NHSi 18 wks pathways - patients waiting > 52 wks. (distinct patients across the quarter)

97.00%

95.15%

94.00%

94.50%

95.20%

99.00%

98.80%

99.40%

99.70%

99.80%

94.60%

96.56%

98.10%

97.10%

98.30%

85.60%

85.31%

87.00%

82.40%

85.40%

76.20%

77.94%

77.90%

75.20%

77.10%

91.30%

89.57%

93.30%

90.00%

78.30%

89.60%

90.82%

92.60%

90.50%

84.30%

95.70%

95.90%

94.70%

95.90%

94.30%

4

2

3

4

6

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

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Recommend – Care

95.90%

95.40%

N/A

100.00%

95.50%

Not recommend – Care

0.60%

0.70%

N/A

0.00%

0.90%

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

referral to treatment information

75.00%

75.00%

75.00%

75.00%

75.00%

referral information

75.00%

75.00%

75.00%

75.00%

75.00%

activity information

76.20%

76.20%

76.20%

76.20%

76.20%

96.7%

97.0%

96.9%

99.9%

98.1%

44

New in Q1

0

New in Q1

26.75%

24.14%

24.69%

20.17%

17.49%

3. Community Measures
NHSi Community Measures

NHSi Community care data completeness
NHSi
NHSi
Patient satisfaction
Friends and Family Test

Effective care
Number of patients with attributable pressure ulcers Total
(RMCS)
Category 4
Community staff vacancy rate
Nurse vacancy rate
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APPENDIX A

The Royal Marsden NHS Foundation Trust
Balanced Scorecard 2017/18
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

NHSi NHSi Use of Resources risk rating
NHSi %age variance from Agency Spend Cap

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

1

1

2

New in Q3

Q1
(Apr-Jun
16/17)

-18%

-14%

-13%

-7%

9.30%

Cash (£m)

20.0

21.1

13.6

11.7

10.9

NHS activity Income Variance YTD (£000)

714

1610

904

826

680

1,862

1,498

1,349

PP activity Income Variance YTD (£000)

1,100

2,868

PP Aged debt at >6months

29%

New in Q1

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

57%

42%

51%

51%

52%

Achievement of Efficiency Programme YTD (%)

81%

102%

99%

98%

66%

-3,261

-4,579

-5,072

-2,494

-1,781

83.01%

85.10%

82.47%

81.92%

83.12%

81.05%

79.40%

79.26%

80.16%

82.95%

11.50

11.30

11.40

11.30

11.20

Theatre utilisation - Chelsea

87.20%

89.90%

92.35%

96.44%

96.71%

Theatre utilisation - Sutton

81.20%

82.70%

69.81%

77.57%

76.35%

1.55

1.58

1.57

1.58

1.60

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)

Capital Expenditure Variance YTD (£000)
Productivity & Asset Utilisation
Bed occupancy - Chelsea
Bed occupancy - Sutton
Care Hours per Patient Day total ratio

MDU Patients per Chair (Adjusted method and chair numbers)
Quarter in arrears

0

0

0

77.95

New in Q1

CQUIN %age achievement

Acute NHSE

100%

100%

100%

100%

New in Q1

CQUIN %age achievement
CQUIN %age achievement

Acute CCG
Sutton Community Services

100%

100%

100%

100%

New in Q1

100%

100%

100%

100%

New in Q1

Q1
(Apr-Jun
17/18)
4967

Q4
(Jan-Mar
16/17)
5150

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

4710

4824

5146

Total PP referrals

1093

1221

1033

996

1095

RMH Patients recruited to 100K Genome Project

340

248

184

127

74

5.26

4.87

5.24

5.22

5.05

29.85%

26.97%

25.01%

25.08%

23.72%

Q4
(Jan-Mar
16/17)

Q3
(Oct-Dec
16/17)

Q3
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

Q4
(Jan-Mar
15/16)

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

63.6%

90.5%

94.3%

97.9%

96.4%

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

47.8%

45.7%

42.6%

43.6%

New in Q1

1

New in Q4

Contractual Sanctions incurred (£000)

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

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 UK patients in previous 12 months
No. of 1st European patients in previous 12 months

1

1

1

0

New in Q1

Patients on interventional trials

as %age of first treatments

8.6%

8.1%

9.3%

9.7%

New in Q1

Trials lead by RMH

as %age of interventional trials with RMH
involvement

57.0%

54.0%

54.0%

42.6%

New in Q1

Q3
(Oct-Dec
16/17)

Q2
(Jul-Sep
16/17)

Q1
(Apr-Jun
16/17)

6.

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

Workforce

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

11.30%

8.80%

8.60%

9.30%

6.60%

14.60%

15.10%

Workforce productivity
Vacancy rate
Staff turnover rate

15.10%

15.20%

15.10%

Sickness rate

2.70%

3.50%

2.80%

2.60%

2.90%

98.00%

96.00%

94.00%

92.00%

91.70%

80.50%

82.40%

Quality & development
Consultant appraisal (number with current appraisal)
Appraisal & PDP rate

85.70%

86.90%

83.00%

Completed induction (new measure)

84.20%

80.80%

72.00%

76.00%

84.50%

Statutory and Mandatory Staff Training

89.00%

87.80%

86.40%

91.20%

90.40%
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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).
Please note that the RAG ratings below are designed to be used at Trust level rather than tumour level and are only shown below as a guide.
Tumour site
Breast
Gynaecological
Haematological (excl. Acute Leukaemia)
Head & Neck
Lower GI
Lung
Other/Unknown
Sarcoma
Skin
Testicular
Upper GI
Urological

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%

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%

7

Q3 16/17
98.3%
66.7%
75.0%
67.9%
70.8%
71.4%
50%
72.2%
88.0%
100%
54.5%
67.7%

Q4 16/17
96.5%
60.9%
42.9%
27.8%
73.7%
64.0%
100%
64.0%
91.7%
100%
63.0%
66.7%

Q1 17/18
96.7%
70.0%
53.3%
33.3%
85.2%
75.0%
72.7%
66.0%
80.0%
100%
67.7%
51.9%
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1.

Introduction
The paper provides a summary of the financial position for the month of August 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
For the month of August the key headlines are as follows:
• Operating surplus in month of £1.9m, a favourable variance of £0.3m
• Retained surplus in month of £0.6m, a favourable variance of £0.4m
• Agency expenditure of £0.6m, a favourable variance against the cap of £0.2m
• Capital expenditure of £0.5m, a favourable variance of £0.3m
• Cash in bank of £27.6m, a favourable variance of £10.5m
The Trust was notified of additional STF funding of £417k for 2016/17 and this has all been included
within the position in year as required by NHSI. The retained surplus was broadly on plan in month
and year-to-date with higher operating surpluses offset by lower donated asset income. The plan
expected the new medical equipment would be delivered in June whereas it is now expected to be
delivered later in the year. The forecast takes this into account, targeting a £3m favourable position by
year-end (£2.5m against the control total).
The year-to-date position at month 5 is in the table below:
Year to Date - August 2017
Budget

Actual

Var

£'000

£'000

£'000

NHS Clinical Income

(86,412)

(84,351)

2,061

Non NHS Clinical Income

(39,960)

(41,572)

(1,611)

NHS Non Clinical Income

(20,174)

(23,137)

(2,962)

Income

Non NHS Non Clinical Income

(8,966)

(8,927)

39

(155,512)

(157,986)

(2,474)

Pay

89,303

87,464

(1,839)

Non Pay

59,008

61,499

2,491

148,311

148,963

652

(7,201)

(9,023)

(1,822)

1,675

1,667

(8)

(5,526)

(7,356)

(1,830)

(2,904)

(757)

2,147

6,323

6,144

(179)

(2,107)

(1,969)

139

(640)

(2,145)

(1,505)

69%

68%

(1%)

Expenditure

Operating Surplus
PDC, Interest, JV
Development Reserve for Inv
Donated Asset Income
Depreciation
Retained (Surplus)/Deficit
Control total excl STF
% of NHS income/Total income
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Summary Financial Performance Report
for August 2017
As shown in the table above, the Trust was ahead of plan in month on a control total basis and as such
the full STF year-to-date has been accrued. The operating surplus at month 5 of £9.0m is £4.3m better
than the same period last year. This is predominantly driven by additional income, including the
additional STF.
Under the new Single Oversight Framework, the Trust delivered a Use of Resources rating of 1, against a
plan of 1.
The Trust reports the percentage of income 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 the Health and Social Care Act
2012. This is completed annually and a statement included within the Annual Report, which the
auditors review. However, it is also reported 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.
As a ratio the Trust is required to have more income as NHS than non-NHS and as at month 5 the
position was 68% of income from NHS sources.

3.

Income and Expenditure
Income – The income position in month 5 was an adverse variance of £0.7m.
NHS Clinical Income was adverse to plan in month by £1.4m. Although most activity areas were broadly
on plan in month, there were two particular areas that had significant adverse variances. The first was
BMTs due to the planned closure of the Bud Flanagan ward for refurbishment works required for JACIE
accreditation, and the second was in critical care due to the revised pricing agreement with the CCGs
which was implemented this month but included backdating to the beginning of the financial year.

NHS Clinical Income
£25.0
£20.0
£15.0
£10.0
£5.0
£-

Apr

May

Acutal 15/16

Jun

Jul

Actual 16/17

Aug

Sep

Oct

Actual 17/18

Nov

Dec
Plan 17/18

Jan

Feb

Mar

Forecast 17/18

Private Care income was £0.5m ahead of plan in month due to continued strong underlying activity,
although slightly offset by the growth areas not delivering as well as planned. A review of the business
cases is planned to ensure these areas deliver as per the original case.
Income overall is now 14.3% higher when comparing the same period with the previous year.
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Private Patient Clinical Income
£10.0
£9.0
£8.0
£7.0
£6.0
£5.0
£4.0
£3.0
£2.0
£1.0
£-
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May

Acutal 15/16
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Jul
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Actual 16/17
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Actual 17/18

Dec

Jan

Plan 17/18

Feb

Mar

Forecast 17/18

Pay expenditure – was a favourable variance of £0.6m in month compared to the plan and is now
£1.8m favourable variance year-to-date. Due to a reduction in activity in some key areas like critical
care the agency costs were lower in month compared to July. There has been a 5% increase in pay
compared to the same period last year. Some of this will be the pay award and incremental increases,
however there has also been investment in additional posts in growth areas.

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

Substantive

Bank

Agency

Pay Budget

Agency expenditure decreased in month and for the first time the Trust underspent against the medical
staffing cap set by NHSI. Overall the Trust is below the NHSI spend cap by £0.2m in month and is now
£0.7m under the cap year-to-date. 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
£1.2

Bank

Agency

Linear (Bank )

Linear (Agency)

£1.0
£0.8
£0.6
£0.4
£0.2
£-

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Non-pay expenditure – was a favourable variance of £0.4m to plan in month and has reduced the
adverse variance year-to-date to £2.4m. The key variance was drugs which underspent in month due to
the low activity on the Cancer Drug Fund; the drug position is now £1.1m underspent despite significant
increases in private activity. Unspent reserves contributed to this favourable position in month and
helped to offset higher RM Partners costs (which are funded through additional income). Higher costs
are also being seen in clinical supplies on pathology reagents, molecular tests, Hospira charges and
theatre consumables. These are being analysed to understand whether the increases are volume or price
driven or linked to an increase in stock which will then unwind over time.

4.

Capital Expenditure
Capital expenditure totals £0.5m in month, £3.1m year-to-date, which is a favourable variance of
£3.9m. The key difference is the timing of donated equipment, a variance of £2.2m, which in the
original plan was due to be received in June and now will not be delivered until later in the year. The
other key timing difference is in IT schemes driving the favourable variance.

5.

Cash and Debt
Cash – The Trust had £27.6m in cash at the end of August, £10.5m more than planned. Working
capital movements drove this, in particular NHSE cleared some of the previous year’s invoices and a
number of historic debt issues with other NHS organisations were cleared in month. 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. In July the Trust received the cash from the
remaining STF funds from 2016/17, a total of £4.8m and in September NHSE has paid the remaining
overperformance from 2016/17, a total of £3.9m.
Debt – Invoices raised but not yet paid have decreased in month by £3.6m to £57.6m at the end of
August. NHS debt reduced by £3.2m and non-NHS debt fell by £1.8m. Despite this improvement it
continues to be offset by the Embassies where the position has increased in month once again, although
Kuwait Military paid off over 50% of their debt in month, most of which was very aged. 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
The performance in month 5 was broadly as expected due to sustained growth in private care income
yet continued controls on pay expenditure. This meant the Trust has again delivered the control total
set by NHSI in month.
The Board is requested to note the continued financial performance as at month 5.
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Appendix 1: Income and Expenditure
Year to Date

In Month

Prior Year to Date

Year - 2017/18

Average Monthly Run Rates

Budget

Actual

Var

Budget

Actual

Var

Actual

Var

Budget

Forecast Var

1617 Q3

1617 Q4

1718 Q1

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

Actual

Actual

Actual

Actual
(16,577)

Income

1718 Q2

NHS Clinical Income

(18,125)

(16,727)

1,397

(86,412)

(84,351)

2,061

(80,513)

(3,838)

(208,554)

1,191

(15,919)

(18,675)

(17,084)

Non NHS Clinical Income

(7,870)

(8,316)

(445)

(39,960)

(41,572)

(1,611)

(36,358)

(5,214)

(97,587)

410

(7,772)

(8,214)

(8,386)

(8,207)

NHS Non Clinical Income

(4,059)

(4,815)

(757)

(20,174)

(23,137)

(2,962)

(17,875)

(5,262)

(48,911)

(4,609)

(3,940)

(4,447)

(4,464)

(4,842)

Non NHS Non Clinical Income

(1,785)

(1,244)

542

(8,966)

(8,927)

39

(10,442)

1,515

(21,523)

274

(2,333)

(1,612)

(2,088)

-

(31,839)

(31,102)

737

(155,512)

(157,986)

(2,474)

(145,187)

(12,799)

(376,575)

(2,733)

(29,964)

(32,947)

(32,021)

(29,627)

Pay

17,981

17,431

(550)

89,303

87,464

(1,839)

82,802

4,662

215,235

(604)

16,904

17,685

17,437

17,627

Non Pay

12,219

11,786

(433)

59,008

61,499

2,491

57,695

3,804

143,122

386

12,132

11,730

12,550

11,924

30,200

29,217

(983)

148,311

148,963

652

140,497

8,465

358,358

(218)

29,036

29,415

29,987

29,551

(1,640)

(1,886)

(246)

(7,201)

(9,023)

(1,822)

(4,690)

(4,333)

(18,217)

(2,952)

(928)

(3,532)

(2,034)

(76)

335

334

(1)

1,675

1,667

(8)

2,332

(665)

4,058

(36)

491

47

333

334

(1,305)

(1,552)

(247)

(5,526)

(7,356)

(1,830)

(4,998)

(14,159)

(2,988)

(437)

(3,485)

(1,701)

258

Expenditure

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

(140)

(264)

(125)

(2,904)

(757)

2,147

(2,358)
(4,333)

3,576

(6,600)

-

(31)

(237)

(66)

(279)

Depreciation

1,278

1,244

(34)

6,323

6,144

(179)

5,364

780

15,508

-

1,101

1,273

1,222

1,239

Loss Disposal Fixed Assets

-

-

-

-

-

-

-

-

-

-

(1)

55

-

-

Impairment

-

-

-

-

-

-

-

-

-

-

-

9,505

-

-

Retained Surplus

(166)

(572)

(406)

(2,107)

(1,969)

139

(1,327)

(641)

(5,251)

(2,988)

632

7,111

(546)

1,218

Control Total (excl. STF)

(305)

(558)

(253)

(640)

(2,145)

(1,505)

1,826

(3,971)

(1,585)

(2,571)

476

(1,150)

(625)

(136)

Use of Resources Rating

Plan Y TD

Liquidity
Capital Debt Cov er Ratio
I&E Margin
Variance From Plan
Agency Spend
Use of Resources Rating

1
1
2
1
1
1

1
1
1
1
1
1

1.2 Capital Debt Cover 2015/16 (2)
7
5

(1) - Liquidity = Cash for liquidity purposes (net current assets excluding inventories) divided by opex expressed in days
(2) - Capital Debt Cover Ratio = revenue available for debt servicing (EBITDA plus interest receivable) divided by annual debt (PDC
Dividends, Loan repayments, Loan interest)
(3) - I&E Margin - degree to which the Trust is operating at a surplus / deficit
(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)
2%

2%

1%

1%

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

1.4 Variance from plan (4)

3%

0%

3

-1

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

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

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

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

1.5 Agency Spend Variance to cap 2016/17 (5)
50%

4

30%

3

10%

2

-2%

-2%

-10%

-3%

-3%

-30%

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

1
Actual
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Appendix 2: CIPs, Agency, Cash and Debt

Actual

Forecast

Plan

>365

90-365

30-90

£1 7 .7

£1 2.3
£22.8

£21 .0

£1 3.9

£-

£1 4.6

£10.0

£-

£1 9.3

£20.0

£5.0

£20.4

£30.0

£10.0

£22.0

£1 3.8
£1 5.7

£1 3.2

£1 3.5
£1 4.2

£22.1

£1 3.0
£1 9.1

£1 3.9

£9.3

£40.0

£15.0

£1 7 .6

£50.0

£20.0

£1 4.3

£60.0

£25.0

£1 5.8

2.4 Debtors - Aging over time

£70.0

£1 9.9

2.3 Cash Balance

£1 6.2

£30.0

0-30

CIPs - The Trust has delivered £3.2m of savings at July 17, £1.2m behind the total list of schemes identified but only £0.7m behind the YTD NHSI plan. The forecast is £0.5m behind plan
so is being reviewed so the gap can be closed.
Agency - the Trust was £199k under the £756k NHSI monthly cap in month and £92k under the new Medical Agency spend cap. Spend across the board remained stable in month (areas
of high spend continue in Community and Clinical Services) but fell with Junior Doctors as the new summer rotas have been filled. Biweekly meetings rotating around areas of high spend
help to control and monitor this position, bringing spend down.
Cash - Cash was £27.6m at month-end, £10.5m ahead of plan. Strong performance, working capital and a favourable opening position drove this variance.
Debt - invoices raised to customers not yet paid has decreased by £3.6m in August to £57.6m. NHS debt decreased by £3.2m, as aged CDF invoices were paid as well as some contract SLA
invoices. Non-NHS debt also dropped in month as numerous debts were paid. Embassy debt however continues to rise, primarily due to a lack of payments from Kuwait Health Office.
Although the total quantum of debt has increased, the debt ratios have improved slightly in PP as Kuwait Military settled some very aged debt in month: 50% of PP debt > 90 days and 61%
of non-PP debt > 90 days.
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Medical Director

Executive Summary
In June 2017 NHS Improvement also wrote to trusts outlining the following requirements;
trusts must collect new data on patient deaths from April 2017; publish an up to date policy
by September 2017; publish information on deaths quarterly via an agenda item and paper
to the trust public board by the end of September 2017; publish an annual summary of the
data in their annual quality accounts.
Recommendations
The Board is asked to note that the policy will be presented to the Clinical Guideline and
Policy and the Integrated Governance Committees in September for approval.
For Quarter 1, 2017-2018:
• There were 56 inpatient deaths reported at The Royal Marsden.
• All 56 deaths were reviewed by the Palliative Care and Anaesthetics Consultants with
discussion of findings and recommendations, as stated above in this report, in order
to improve patient care.
• There were no deaths that required to be investigated as Serious Incidents.
• There were no problems in care identified.
• There were no themes and trends identified during the review. As expected in a
hospital that treats patients with cancer, 43 (77%) of the inpatient deaths occurred in
patients with metastatic disease.
• Actions that the Trust is taking are summarised above in section 4.0.
Author:
Medical Director

Contact Number or E-mail:
x8127

Date:
6th September 2017

NHSI Learning From Deaths: Quarterly Hospital Mortality Review Audit
at The Royal Marsden
1 April 2017 to 30 June 2017
1.0. Background
1.1 The Trust has been reviewing all inpatient deaths each quarter since 2015. Prior to this
time annual audits had been conducted. The aim of this audit is to review all patient deaths
occurring in The Royal Marsden in this three month period to determine the reasons for
these deaths occurring in the hospital and the patient’s preferred place of death.
1.2 The audit evaluates if the patient’s death was reasonably to be expected given their
clinical condition and whether the referral to the Palliative Care team was timely. In
February 2017 the standards were refreshed and updated as below in 4.0.
1.3 The audit results have been presented in a quarterly report to the Integrated Governance
and Risk Management and Quality, Assurance and Risk committees each quarter by the
Medical Director.
2.0 National Guidance on Learning from Deaths
2.1 In June 2017 NHS Improvement also wrote to trusts outlining the following
requirements; trusts must collect new data on patient deaths from April 2017; publish an up
to date policy by September 2017; publish information on deaths quarterly via an agenda
item and paper to the trust public board by the end of September 2017; publish an annual
summary of the data in their annual quality accounts.
2.2 Dr Halley in conjunction with Dr Gruber and other specialists at the Trust (learning
disabilities, child deaths, mental health and bereavement services) have developed a policy
regarding how The Royal Marsden responds to and learns from patient deaths further to the
document by the National Quality Board: ‘National Guidance on Learning from
Deaths’ issued in March 2017. This included gathering information about other mortality
audits currently being done in the trust (Chemotherapy, Surgery, Haematology, Paediatrics
and Acute Oncology Services).
2.3 The draft policy will be seen by the Integrated Governance and Risk Management
committee and the Trust’s Executive Board committee in September 2017.
2.4 The review of deaths report is on the agenda for the trust’s public board in September
2017.
2.5 The National Mortality Case Record Review Programme from the Royal College of
Physicians (RCP) outlines use of the ‘Structured Judgement Review’ to conduct in depth
‘case record review’ of certain deaths. Training is available for clinical staff to attend about
how to conduct a ‘Structured Judgement Review’.
3.0
Audit methodology
3.1 Patient lists of deaths for the quarter were obtained by the Quality Improvement Auditor
and the Clinical Auditor. The relevant electronic patient records were then reviewed and data
summarised against the standards for care in 4.0 below.
3.2 The data was reviewed at a meeting on 13 July 2017 with Dr Gruber, Dr Halley, Ms Mills,
Ms Curtis and Mr Ahad to agree the findings as outlined in this report. Dr Halley and Dr
Gruber submitted comments via email prior to the meeting that were included in the
discussion.
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4.0 Conclusions and recommendations
Standard 1: 100% of in-hospital deaths should either be expected given the
patient’s overall clinical condition, or should have a clear identifiable
irreversible reason for death that could not have been prevented by clinical
intervention
Conclusion: 56 of the 56 inpatient deaths from April 2017 to June 2017 were reasonably
expected. 100% - standard met.
Recommendations: This aspect will continue to be audited and reviewed by Dr Halley and
Dr Gruber at the quarterly meeting. Additionally, in case of any unexpected deaths, the
surgeon/consultant involved with the patient’s care during their last admission will be asked
for comments.
Standard 2: 100% of patients who died in hospital with a documented preferred
place of death that was not “hospital” should have a clear, identifiable reason
outside the control of RM as to why their preferred place of death was not
achievable
Conclusion: Of the 56 deaths, 6 patients had indicated a preferred place of death other than
“hospital” but were too unwell to be transferred. Therefore 6 out of 6 patients met the
standard. 100% - standard met.
Recommendations: This aspect will continue to be audited and reviewed by Dr Halley and
Dr Gruber at the quarterly meeting.
Standard 3: A discussion with the Symptom Control and Palliative Care team
takes place in 80% of the admissions which resulted in patient death in hospital,
where the death was reasonably expected as per standard 1
Conclusion: 91% of patients were referred to the Palliative Care team before their death. 91%
- standard met.
The percentage of referrals in Q1 2017-18 has decreased since the last quarter.
Recommendations: The Palliative Care consultant, or their registrar, continues to attend the
multi-disciplinary team meetings for both the Critical Care Unit and Haemato-oncology so is
aware of patients whose condition is deteriorating. The acute oncology service has started
and they will be reminded to make timely referrals to the Palliative Care team.
5.0. The Learning Disabilities Mortality Review (LeDeR)
5.1 The Learning Disabilities Mortality Review (LeDeR) Programme (2016) has been
commissioned by NHS England and managed by the Healthcare Quality Improvement
Partnership (HQIP) and was developed in response to the recommendations of the
‘Confidential Enquiry Into the Premature Deaths of People with Learning Disabilities’
(CIPOLD) 2013. It was set up to contribute to the improvements in the quality of health and
social care for people with learning disabilities in England.
5.2 The Trust has committed to the LeDeR programme and the Trust’s Head of Adult
Safeguarding is the nominated Learning Disability Mortality Lead for the Trust. All reported
deaths occurring within the hospital are now reviewed to consider if the patient had a
learning disability using existing flagging systems to ensure that referrals are therefore made
to the LeDeR programme where a decision is made about conducting a LeDeR review.
Deaths of patients with learning disabilities are monitored within the Trust’s mortality
review audit group and Safeguarding adults and children’s board.
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5.3 Of the 56 inpatient deaths in Q1 2017-18, there were no patients with learning disabilities
according to information recorded in the EPR.
6.0 Serious incidents
There were no deaths in the quarter that were investigated as Serious Incidents (SIs).
7.0 Case record review (Structured Judgement Review)
There were no deaths in the quarter that had a ‘Structured Judgement Review’ conducted.
This new process will be introduced from 1 July 2017 and any deaths that meet the criteria
set out in the trust’s new ‘Learning from deaths’ policy will have a ‘Structured Judgement
Review’ conducted.
8.0 Numbers of deaths caused by a failure in care
There were no deaths identified in the quarter that had been caused by a failure in care.
9.0 Themes and trends
There were no themes and trends identified during the review. The review found that of the
56 deaths, 43 (77%) of the inpatient deaths occurred in patients with metastatic disease
according to the death certificate and information recorded in the electronic patient records.
The other 13 patients died from a range of cancers, three from sepsis and two from
pneumonia.
10.0 Summary
The Trust Board committee is asked to note that overall from the review of the data the trust
is RAG-rated green for the period between April and June 2017.
Note: RAG rating
• if standard 1 is red then overall is red.
• if standard 1 is green and at least one of standards 2 & 3 is green, then green.
• all else, amber.
Following on from the letter dated 21 June 2017 from the Regional Medical Director at NHS
Improvement highlighting the key requirements from the ‘National Quality Board’s Learning
From Deaths policy’ for how Trusts should be reviewing and learning from the deaths of
patients under their care, it was noted that
For Quarter 1, 2017-2018:
• There were 56 inpatient deaths reported at The Royal Marsden.
• All 56 deaths were reviewed by the Palliative Care and Anaesthetics Consultants with
discussion of findings and recommendations, as stated above in this report, in order
to improve patient care.
• There were no deaths that required to be investigated as Serious Incidents (SIs).
• There were no problems in care identified.
• There were no themes and trends identified during the review. As expected in a
hospital that treats patients with cancer, 43 (77%) of the inpatient deaths occurred in
patients with metastatic disease.
• Actions that the trust is taking are summarised above in section 4.0.
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Executive Summary
Presentation to the board of the results of the Trust’s 2016/17 annual Emergency
Preparedness, Resilience and Response (EPRR) assurance review by NHS England. This
paper is being submitted to satisfy the requirements of the EPRR Assurance process which
state that these results be presented to the board on an annual basis.
Recommendations
•

That the Board note the results of the 2016/17 Emergency Preparedness Resilience
and Response Assurance process

•

That the Board support the 2017/18 annual EPRR Work Programme

•

That the Board supports the ongoing work to maintain and improve the Trust’s
resilience capabilities.
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The Royal Marsden’s 2016/7 Emergency Preparedness, Resilience and
Response Assessment
1. Introduction
The purpose of the annual Emergency Preparedness, Resilience and Response (EPRR)
Assurance Process is to provide evidence to NHS England that the Trust maintains
comprehensive, robust arrangements to respond in the event of an incident or emergency. As
a Specialist Trust NHS England expects The Royal Marsden to plan for and respond to
emergencies and incidents in a manner which is relevant, necessary and proportionate to the
scale and services provided, and in line with the duties places on Category One responders
under the Civil Contingencies Act 2004.
2. Process
Providers of NHS funded care are assessed against the NHS England EPRR Core Standards,
which set out the minimum standards of preparedness that organisations must adhere to.
The main body of the Core Standards covers a broad range of issues and seeks to ensure that
providers have sufficient plans and arrangements in place. Organisations must therefore
demonstrate that they are resilient in their ability to provide a continuous, safe standard of
patient care. In addition, there is a specific section of the assessment which relates to
Hazardous Materials/Chemical, Biological, Radiological and Nuclear incident. Finally a
different detailed review topic is posed and investigated each year. The focus of the 2016/17
deep dive was Business Continuity.
The initial stage of the process is a RAG rated self-assessment of preparedness
arrangements, which is submitted to NHS England (London), alongside evidence in the form
of the organisation’s Major Incident Plan, Business Continuity Plan, Concept of Operations
for Resilience, and Pandemic Influenza Plan. These documents are assessed and further
evidence of assurance is obtained at a review meeting attended by representatives from NHS
England (London), the organisation’s Accountable Emergency Officer, and the Emergency
Planning Liaison Officer.
3. Results of the 2016/17 EPRR Assurance process
The Royal Marsden has completed the annual EPRR assurance process for 2016/17 and is
pleased to report that the organisation’s overall compliance rating was deemed to be fully
compliant with the NHS England Core Standards. A copy of the full self-assessment is
available if required. It was noted that the Trust had made significant progress since their
2015 review in the following areas:
•
•
•
•

Creating one overarching resilience strategy document
Reconfiguring the Major Incident Plan to create a more workable document
Completion of the Business Impact Analyses and associated planning for Level 1
Critical Services
The ongoing work develop Business Continuity Plans for Level 2 and 3 services

The panel identified a number of areas requiring attention. However, it was emphasised that
these were minor issues which would have no adverse impact on the overall outcome of the
assurance rating. A summary of these issues is as follows:
•
•
•

•
•

Ensure that the wording of policies reflects the current organisational structure of the
NHS
Ensure that current guidance and best practice is referenced and reflected in all
policies
Where not already demonstrated, NHS England (London) recommended that plans
should be reviewed when there are changes to guidance, legislation, or as a result of
learning from an incident or exercise
Ensure that document version control is accurate
Consider carrying out an exercise to validate the Trust’s Pandemic Influenza response
plan prior to the next assurance review

These recommendations have been incorporated into an action plan and will be taken
forward and implemented ahead of the 2017/18 EPRR Assurance process.
4. Summary
In the light of recent challenging events in the United Kingdom, it is asked that the Board
note the results of the 2016/17 Emergency Preparedness Resilience and Response Assurance
process, and support the ongoing work of the Trust to maintain and improve its resilience
capabilities.
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NEDs Professor Dame Janet
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Executive Summary
The Board Assurance Framework (BAF) sets out the Trust’s strategic objectives and
identifies risks in relation to each strategic objective along with controls in place and
assurances available on their operation.
The following amendments have been made to the BAF following Board feedback:
• Columns have been amended (previous version had key controls, risks against
objective, assurances, gaps in assurance, planned actions and ownership). The
revised version has been simplified to capture key controls, risks, assurances and
progress.
•

Any decisions and actions arising from the Committee’s review of the areas its owns
are to be noted in the ‘Board level decisions and actions’ column and used as a
reporting mechanism to the Board of Directors;

•

Those consistently rated green for a period of twelve months from the effective date
will be removed from the BAF. This is to ensure risks are relevant and not kept on the
BAF for longer than necessary.

Recommendations
The Board is asked to:
•

Note and discuss the amendments to the Board Assurance Framework following
Board feedback;

•

Review the designated items for Board and note relevant updates from the Board
Sub-Committees (where applicable);

•

Consider any other objectives and risks not already identified.

Author:

Contact Number or E-mail: Date:

Executive Directors / Trust x2826
Secretary

1st September 2017

Board Assurance Framework
August 2017
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 highlight any concerns and / or relevant changes to the Board’s attention.
Any decisions and actions arising from the Committee’s review of their assigned objectives / risks are to be noted in the ‘Board level decisions and
actions’ column.
Those consistently rated green for a period of twelve months from the effective date will be removed from the BAF. Please note that the effective date
will reset if the risk against the objective is rated higher than green to restart the twelve month monitoring period.

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

EXISTING
Appendix 1: The Royal Marsden Board Assurance Framework
Strategic objectives

1. Innovation and
precision medicineClinical
sustainability/Value
for Money

Objectives
2017-18 and
Lead Director/
Risk owner
1.1. Delivery of
Biomedical
Research
Centres
research
strategy with
reduced funding
award.
Director of
Clinical
Research/COO

Effective
date

Assurance
score

28/06/2017

Amber

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

Relevant Assurances

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

Progress against
achieving actions.
All themes were
allocated a reduced
budget in 2017-18.
Each theme lead has
been instructed to
prioritise research and
seek alternative
sources of funding
where possible. Out to
advert for a grants
manager to facilitate
RM grant
submissions.
R&D business
planning for 18-19
underway. Financial
performance of the
wider clinical research
programme will be
monitored at quarterly
Clinical Research
PRG

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

Board

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner
1.2. Maintaining
top quartile
research
performance.

Effective
date

Assurance
score

28/06/2017

Green

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

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
Fortnightly Trial Set Up meeting in
place to plan/manage capacity for
clinical research delivery

Risks against achieving the
objective

Relevant Assurances

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

Maintain current
oversight of
performance

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

CRE and monthly
Performance Group
monitoring

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

Progress against
achieving actions.

Ownership

Board

Research performance
metrics are included as
part of the board
scorecard review.
Annual Review of R&D
Performance and targets
to be scheduled at future
Board.

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

28/06/2017

Amber

Assistant Dir. of Clinical Research
attend at CRN Partnership Board
and Finance Group.
Professor Stan Kaye continues as
Director of Research in the RM
Partners Cancer Vanguard

Decreasing CRN financial
allocation; control by South
London CRN

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
Flexible workforce model

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

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

Board

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner

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

2. New systems of
care - Clinical and
operational
sustainability

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

Effective
date

28/06/2017

28/06/2017

Assurance
score

Red

Amber

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

Risks against achieving the
objective

The Joint Working Agreement
aims to cover the following areas:
•
Governance
•
Workforce
•
Intellectual property &
revenue sharing
•
Finance and
estates/fundraising
•
Marketing/communicatio
ns
•
Information

This work is now long overdue
but business as usual research
activity continues. RM
continues to make research
appointments.

Oversight of progress
through the Board.

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

None.

Oversight of progress
through the RM Executive
Board up to the RM Board.
External oversight by NCM
team (and National Cancer
Team should
transformation fund bid be
successful)–
formal schedule of
quarterly review meetings
in place.
KPMG appointed August
2016 to lead the design,
modelling and
implementation of the new

Further bid made to National

Relevant Assurances

Progress against
achieving actions.

enforced by NIHR/south
London CRN. Assistant
Director R&D managing
CRN staff

allocation and
strategy. Negotiation
with South London
CRN completed and
contingency funding
secured for 17-18.

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. Both of
these have been paused
until formal agreements in
place.
Joint estates working
group established.

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

Legal teams
appointed for both
ICR/RM. JWA
(including IPA)
principles to be redrafted and agreed.
RM/ICR CEO/Chair
meeting took place 25
May. RM has written
to ICR CEO/Chair
describing RM
requirements/proposal

RM Partners
Executive Board
meets monthly.
Timetable and
programme in place to
deliver shadow lead
provider model during
2017/18 with view to
commencing full
model in April 2018.
Vanguard governance
discussed at Board
Away day (October
2016). Risks and

Ownership

Board

Board

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner

Effective
date

Assurance
score

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
Cancer Team for Transformation
funding for 2017/18 and 2018/19
on behalf of both NWL and SWL
STPs. Formal outcome of bid to be
confirmed in March 2017.
RM Partners and Cancer
Vanguards/Alliances accountable
to New Care Models and National
Cancer Programme for delivery of
the cancer plan and to align with
STP and pan London plans

Risks against achieving the
objective

Relevant Assurances

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.
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
improvement in 62 day
trajectory in order to
continue to release share
of cancer transformation
fund.

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

Progress against
achieving actions.
governance issues, to
be discussed at Away
day Oct ’17.
Updates presented to
Board to COG in Q4
2016/17.

Ownership

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner
2.2. Pathway
redesign:
creating efficient
clinical pathways
to improve
quality and value
and manage
capacity.
COO

Effective
date

Assurance
score

28/06/2017

Amber

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
Transformation is being managed
through the Transformation Board
chaired by Director of
Transformation.

Risks against achieving the
objective

Actively monitored monthly
at PRG. Chaired by COO
Local activity monitored
through the CBUs
managed by Clinical
Directors & DD Cancer
Services

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

Audits have been
undertaken in second
opinion activity and nonelective admissions.
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

Commercial opportunities
•
Pharmacy
•
Nuclear Medicine
•
Potential genetics
tender

2.3 Impact of
South West
London STP
plans and
Specialised

To be
reviewed at
the meeting
on the

Red

The London Specialised
Commissioning Board is well
established and the aim is to
consolidate specialised services to
improve quality & outcomes and

Relevant Assurances

Progress against
achieving actions.
On-going monitoring
through PRG and
Transformation Board

Ownership

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.
Desktop exercise
being undertaken
looking at key cost
drivers to identify
potential opportunities
to increase
productivity and
efficiency.

Non elective admission
criteria has been refined.
GMC (2017) indicate
significantly improved
feedback.

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

Clinical Advisory Group
established by MD July
2016
Renal and Cardiac spec
comms workstreams being
prioritised before cancer
and paediatrics.

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

RM partners
transformation bid was
successful as above.

Board

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner
Commissioning
planning

Effective
date

Assurance
score

1/11/17

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

Risks against achieving the
objective

SWL and SEL specialised
commissioning board established
to review specialised services
across SW and SE London
including cardiac, renal, paed,
neuro workstreams.

2.5.
Development of
integrated
models of care
across acute,
community and

28/06/2017

Green

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

19/06/17

Red

Sutton Community Services fully
mobilised with refreshed KPIs.
Continues challenges with
recruitment and managing small
teams. Multiple changes to smaller

Progress against
achieving actions.

Ownership

It has been agreed the
cancer workstreams are
being led by Vanguard/RM
Partners
SWL STP have refreshed
the governance
arrangements under the
leadership of the new SRO
Sarah Blow.

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

Relevant Assurances

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

Activity and financial
monitoring by Clinical
Services Division and
through PRG
Minimum procedures
mandated by CRGs and
differences in coding and
analysis between
providers
New policy for conduct
relating to private patient
referrals in place.

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

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

Private Care Business
Case in development
to provide additional
surgical capacity
through Saturday
operating.

Board

Consultant leave
arrangements are
being reviewed to see
if we can better
utilises speciality lists
within the teams and
improve cover
arrangements.
Full roll out of mobile
working and RiO in
place November 2016
following relocation of
staff into new sites.

QAR

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner
home care
provision.
COO and CN.

Effective
date

Assurance
score

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
contracts being driven by
commissioners.
Some integration has taken place
(safeguarding, home
chemotherapy).

Risks against achieving the
objective

Relevant Assurances

New KPI’s developed.

2016 (with the exception of
Wallington library).

Nurse recruitment and
retention has to been approved
and monitored by Director of
Workforce.

Progress against
achieving actions.

Ownership

Interim leadership
support in place and
new Business
Manager appointed to
facilitate performance
and delivery and
management of
contract.
Weekly staffing
level/usage
monitoring. At month
4, community
vacancies decreased
in month.
Weekly senior
management team
meetings in place
attended by COO/CN
where possible to
ensure performance is
maintained.
Further integration is
being proposed
through the Sutton
Health and Care
business case.

3. Modernising
infrastructureOperational
sustainability

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

To be
reviewed at
the meeting
on the
1/11/17

Red

RM planning contribution to Sutton
Hospital campus schemes (London
Cancer Hub; new acute hospitalESH scheme) continues in parallel
until Sutton Hospital site plans are
defined and agreed and alongside
STP planning. ESH propose land
sale by Dec 2017.

Risk of future schemes being
affordable, including Bud
Flanagan and stem cell
laboratory.

Seek alternative sources
of funding where possible;
bid for RMCC is being
developed.

There may be a need to
increase surgical capacity in
the future following completion
of Harcourt House.

LCH Development
Framework and
implications for future
planning of the Sutton site.

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

New radiopharmacy at
Sutton complete.
Accreditation
processes underway,
due to be complete
Dec 2017.
Pharmacy rebuild
approved at Chelsea.

AFC

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner

Effective
date

Assurance
score

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
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 Centre for Research at Sutton

Risks against achieving the
objective

Relevant Assurances

RM re-engaging with LCH
and ESH plans.

Progress against
achieving actions.

Ownership

Bud Flanagan
refurbishment near
completion in
preparation for JACIE
inspection Nov 2017.
Maggie’s Centre
access road approved
December 2016;
funding gap is closed.
CCRC 1:100 plans
signed off.

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

19/06/2017

Amber

Detailed submission to the
Specialist Tertiary review 2014 of
RM paediatric clinical and research
data / quality metrics benchmarked
nationally / internationally.
Currently national reviews
underway in Paediatric Specialised
surgery and PICU, due 2017.
Paediatric Oncology being led by
the national programme.

.

Current gap in senior academic
leadership; international search
panel being led by Johann de
Bono. Possible recruit from
UCLP has decided to remain at
GOSH.
Paediatric Oncology services
are within the remit of the
national cancer programme
under the direction of National
Cancer MD – Chris Harrison.

Good and improved
relationships with current
PICU partner (SGH) and
joint governance
structures in place.
Regular Executive Director
led meetings with multiprofessional paediatric
clinical team leads.
Successful RM leadership
across the PTC with
demonstrable
improvement in
communication and clinical
standards.
CQC inspection gave

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

LCH Development
Framework approved
at Sept 2016 Board.
Board updated on
ESH SOC Sept 2016
Bi-monthly meetings
with clinical team
leaders.
QAR briefed in Jan
2016 re the leaked
Steven’s report.
CQC draft report
received; responded
to factual inaccuracies
Nov 2016.
Consultant workload
has been reviewed
and new posts
prioritised, Two new
Consultants
appointed.

QAR

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner

3.3 Major
equipment
replacement
scheme:
including
diagnostic (CT,
MRI) and
RT schemes
CFO and COO

Effective
date

Assurance
score

Red
To be
reviewed at
the meeting
on the
1/11/17

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

Risks against achieving the
objective

Major equipment schemes
prioritised

Funding gaps for replacing
aging equipment. Equipment
requiring replacement at similar
timescales (large volume of
equipment was originally
funded from grants in 2004)

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

Relevant Assurances

Progress against
achieving actions.

Ownership

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

RMCC bid for major
equipment and
enabling works has
been prepared for
RMCC Board of
Trustees 19 Sep.

AFC

National programme
of replacing Linacs
through NHSE will
fund the replacement
of two machines for
the Trust.
Programme Board
oversight
Board reviewed the
capital programme
priorities February
2017

3.4 Development
of a clear IT
strategy and
programme of
delivery
CFO and CCIO

To be
reviewed at
the meeting
on the
1/11/17-

Amber

The IT strategy has been finalised
and agreed by the Board.

The strategy is limited by the
funding available

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).

Recruitment of a CIO
Cyber risk added to Risk
Register and monitored.

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

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

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

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner

Effective
date

Assurance
score

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

Risks against achieving the
objective

Relevant Assurances

Progress against
achieving actions.

Ownership

or national capital
through the CSR.

Monthly tracking against capital
plan at ITPB

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

19/06/2017-

Amber

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

Job planning exercise is
resource intensive.
Job planning is part of Medical
Workforce Committee agenda
Gaps in Academic Paediatrics,
Academic Haematology and
Pathology. Recruitment
challenges in pathology,
radiology continue.

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

Job planning
approach agreed,
monitoring to refresh
in light of new national
guidance and
reviewed at Medical
Workforce Committee
before it goes to CAG.
All junior doctor rotas
have been reviewed
and changes
implemented in line
with new contract
requirements.
GMC survey results
(2017) show
significant
improvement with
green outliers
increasing from 16 to
25 and red outliers
decreasing from 14 to

QAR

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner

Effective
date

Assurance
score

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

Risks against achieving the
objective

Relevant Assurances

Progress against
achieving actions.

Ownership

5.
The roles (advance
practice and specialist
roles) that support
junior doctors are
being reviewed
through
Transformation Board.
Job planning policy is
being reviewed at
Medical Workforce
Committee in light of
new national
guidance.

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.

To be
reviewed at
the meeting
on the
1/11/17

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

Private Care audits from KPMG
and Monmouth Partners
identified need for further
training and process
improvement in billing, debt
collection and LOG
performance.
Private care capacity from
shared services needs to be
more carefully monitored.
Business planning to ensure
PP shared service needs are

Actions taken from the
audits and Head of
Commercial Finance are in
train however risk remains
around recruitment and
retention of Of key staff
and reliance on other
departments to deliver
benefits of the Costing and
Automation projects. A
new diagnostic capacity
business case has been
approved by the Board
and lease negotiations for

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

Haematology
academic leadership
gap; search
committee being led
by Raj Chopra.
Individual identified
but elected to remain
at Barts.
Audit
recommendations on
track for delivery New
capacity sought
through Diagnostic
case. Theatre Build
business cases on
hold due to capital
investment required.
New outpatient and
diagnostic capacity
will be provided

AFC

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner

Effective
date

Assurance
score

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
action plans developed where
under performance is identified.
Major business cases supported,
signed off and post implementation
evaluated by FSG.

Risks against achieving the
objective

Relevant Assurances

fully resourced.

a central London property
are being finalised.

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.

Progress against
achieving actions.

Ownership

through the RDAC
centre (shared with
the NHS).
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
September 2016
Board. Lease
negotiations being
finalised following
HOT agreement.
4.2. Ensuring fair
prices for activity
covered by the
NHS tariff. CFO

To be
reviewed at
the meeting
on the
1/11/17

Amber

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

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

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

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

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.

AFC

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner

Effective
date

Assurance
score

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

Risks against achieving the
objective

Relevant Assurances

forward.

DoW and COO

To be
reviewed at
the meeting
on the
1/11/17

Amber

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

Ownership

A key risk that is
discussed regularly at
the Board and
highlighted as a
financial risk at both
the AFC and Board.
This was specifically
noted as a risk in the
financial plan for
2016/17 with partial
resolution through the
local prices review.

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

Progress against
achieving actions.

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

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

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

At month 4 agency
expenditure was
below the NHSI spend
cap.
Medical locum
breaches remain a
concern. NHSI have
recognised that a
London approach is
required to reduce
locum expenditure
and new London
agency rates have
been proposed. Which
the Trust supports
provided all London
Trusts adopt the same
approach and there
are levers in system to
enable compliance.
The Trust is part of 90
day rapid

AFC

Board Level
decisions and
actions

Strategic objectives

Objectives
2017-18 and
Lead Director/
Risk owner

Effective
date

Assurance
score

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

Risks against achieving the
objective

Relevant Assurances

The latest NHSI shows
that the Trust is ranked 3rd
best in London for
achieving control total and
5th for overall workforce
costs.
KPI consistent with Carter
are in place. Monthly
reports show progress
towards targets set. .
Medical locum breaches
(on price caps) are being
reviewed

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

Progress against
achieving actions.
improvement event,
which supports
implementation of
benefits realisation.
NWL STP has bid for
funding for further
events to be
delivered, which if
approved, will benefit
the Trust.
The Trust is working
with Pan-London
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.

Ownership

Board Level
decisions and
actions

