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Board Room, Chelsea 

25th March 2019, 3:15pm – 5pm, Board Room, Chelsea.  

Agenda         
                                 

 
             

 

 

 

1. Apologies for Absence and Declarations of Interest 
Mark Aedy 
 

   

2.  Minutes of the Board Meeting held on the 26th September 2018 
 Chairman 
 

 Enclosed 

3. Matters Arising 
3.1. The Royal Brompton 
(Chief Operating Officer) 

  
Verbal 

 
 

4. Report from the Chief Nurse and Medical Director 
4.1. Trust Annual Quality Account Priorities – 2019/20 
4.2. Update on infection prevention and control 2019/20 
Eamonn Sullivan, Chief Nurse 
 
4.3. Quarterly Mortality Review  
4.4. Senior Medical Appointments Report 
Dr Nick van As, Medical Director 
 

  
Enclosed 

Verbal 
 
 

Enclosed 
Enclosed 

5. Financial Plan 2019/20  
Marcus Thorman, Chief Financial Officer 
 

 Enclosed 

6. NHS Update 
6.1. NHSE / NHSI Reorganisation  
6.2. Review of National Clinical Standards 
Cally Palmer, Chief Executive 
 

  
Verbal 

Enclosed 

7. Workforce Report 
7.1. Staff Survey Results  
Nina Singh, Director of Workforce 
 

  
Enclosed 

 

8. Quality & Performance  
8.1. Monthly Quality Account - January 2019  
Eamonn Sullivan, Chief Nurse 
 
8.2. Key Performance Indicators Q3   
8.3. RM Partners Cancer Scorecard – February 2019  
Karl Munslow Ong, Chief Operating Officer 
 
8.4. Financial Performance Report  
Marcus Thorman, Chief Financial Officer 
 

 
 
 
 
 
 

 
Enclosed 

 
 

Enclosed 
Enclosed 

 
 
 

Enclosed 
 

9. Board Self-Certification  
Syma Dawson, Trust Secretary 
 

 Enclosed 

10. Any other business   

 
Date of next meeting: 29th May 2019, Board room Chelsea. 





 
 
 

 
 
 
 

       Minutes of The Royal Marsden 
       Board of Directors Public Meeting 
               26th September 2018, Board Room, Chelsea 
  

Present 
Charles Alexander   Chairman 
Mark Aedy    Non-Executive Director 
Ian Farmer                                          Non-Executive Director 
Heather Lawrence   Non-Executive Director 
Professor Martin Elliott  Non-Executive Director 
Chris Clark    Non-Executive Director 
William Jackson   Non-Executive Director 
Cally Palmer    Chief Executive 
Dr. Liz Bishop    Chief Operating Officer 
Eamonn Sullivan   Chief Nurse   
Dr Nick van As    Medical Director 
Marcus Thorman   Chief Financial Officer  
 
In Attendance: 
Syma Dawson (minutes)                   Trust Secretary     
 

1/18 Apologies for absence & Declarations of Interest 
Professor Paul Workman  Non-Executive Director 
 
The Chief Executive’s (CE) position as the National Cancer Director for NHS England was 
taken as read.  
 

2/18 Welcome to Chris Clark and William Jackson 
The Chairman welcomed the new Non-Executive Directors to their first public Board 
meeting.  
 

3/18 Minutes of the Public Board held on the 27 June 2018 
The minutes of the public Board meeting held on the 27 June 2018 were approved as an 
accurate record.  
 

4/18 Matters Arising 
There were no matters arising.  
 

5/18 CQC Inspection Results 
The Chief Executive (CE) was delighted to report that the Trust had received an overall 
‘Outstanding’ rating from the CQC following a series of inspections, including the ‘Well-Led’ 
inspection. Both the Chelsea and Sutton Hospitals received an ‘Outstanding’ rating, with 
Sutton Community Services rating improving from ‘Requires Improvement’ which was 
issued in 2016 to ‘Good’.  
 
The CE noted that she was particularly pleased with the Sutton Community Services rating 
as it means the Service is performing at a high standard prior to being handed over to the 
new provider in April 2019 which is important for the benefit of staff and patients.  
 
The Medical Director commented on how the CQC inspectors made an effort to understand 
the Trust’s business during their inspection which he believes is reflected in the report. The 
Chief Nurse concurred and added that the results are great for patient confidence however, it 
is important the Trust maintains the rating ahead of next year’s Well Led inspection. He 
added that the Executive Directors will also have quarterly reviews with the CQC, with core 
inspections not expected for another 3-5 years however the CQC reserves the right to inspect 
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services at any time.  
 
Chris Clark commented on how important it is for service users to be made aware of the 
‘Outstanding’ rating and offered to lend support with this given his background and expertise 
in marketing. The CE thanked Chris Clark for the offer and also took the opportunity to 
thank Board colleagues for their help and support during the CQC inspections and 
particularly those who were interviewed as part of the Well-Led inspection. 
 
The Board congratulated the Trust on the ‘Outstanding’ rating issued by the 
CQC and noted the CQC inspection regime going forward which includes an 
annual ‘Well-Led’ inspection.  
 

6/18 Report from the Chief Nurse and Medical Director  
 
6.1. Quality Accounts  
 
The Chief Nurse presented the Quality Accounts and highlighted the following points: 
 

• The positive 2018 PLACE (patient led assessments of the care environment) results, 
and notably the improvement in dementia scores which has resulted in the Trust 
moving from the lower quartile to the top quartile in terms of scoring, also with 
thanks to the Royal Marsden Cancer Charity for supporting work in this area. 

 
• The Trust has experienced a stable infection performance and the appointment of an 

Ecoli Darzi Clinician and work across RMH, Christie & Clatterbridge in this area.  
 

• There has been an increase in Chemotherapy waiting times especially in Chelsea, 
however transformation work is underway to address this issue with the aim of 
standardising best practice across both sites. It was noted that Board members had 
recently visited MDU in Chelsea in response to the issues that had been raised.  

 
• There has been a drop in (Hospital) Friends and Family Test figures in June, and for 

two consecutive months in the community. The Chief Nurse explained that the Trust 
started using an electronic provider in June which may explain the change in results 
however he will continue to closely monitor this. Complaints and PALs data he was 
pleased to report remains stable. 

  
• Nurse vacancy rates remain stable between 9%-11% due to bespoke recruitment 

campaigns which are on-going in pinch-point areas (Community, MDU Sutton, 
Paediatrics, Critical Care and Kennaway). The Chief Nurse added that recruiting band 
6 nurses is proving particularly difficult. He further noted the potential impact of 
Brexit given that c.12% of staff are from the EU however he was pleased to report that 
as it stands these numbers have not changed. The Trust is also looking to recruit 
nurses from Australia as part of their recruitment campaign.  

 
Chris Clark suggested that the Chief Nurse review the way he presents the sample sizes and 
include results for a rolling 3 months which will address statistical anomalies. The Chief 
Nurse agreed to look into this.  
 
Ian Farmer pointed out the responses relating to ‘attitude to staff’ which he noted does not 
seem fitting with the culture of the organisation and queried what could be causing the 
respondents to state this. The Chief Nurse said he would look into this further.  
 
Heather Lawrence pointed out the CQC’s suggestion for the Board to receive divisional / 
ward level data in terms of performance. The Chief Nurse said he would provide this as an 
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exception report to the Quality, Assurance and Risk Committee and added that the safer 
staffing report which the Board receives includes this level of detail.  
 
The Board noted the Quality Accounts.  
 
6.2. Medical Workforce Report 
 
The Medical Director reported on revalidation performance at the Trust which the Chief 
Executive is asked to sign the ‘Designated Body Statement of Compliance’ (appendix B) 
prior to submitting to NHS England (NHSE).  
 
It was noted that the Trust has exceeded the 90% appraisal target as current performance 
stands at 98.5%. However factors such as long term sickness prevent the Trust from 
achieving 100% compliance. The Trust’s appraisals lead, Jonathan Handy, has made 
significant progress in this area which the Medical Director gave thanks for.  
 
Appendix A of the Report sets out the audit of concerns about a doctor’s practice. The 
Medical Director highlighted that the figures should state 5 doctors raised concerns as 
opposed to 6, and added that there had been no referrals to the GMC.  
 
Mark Aedy asked if these numbers were small in comparison which the Medical Director 
confirmed they were when compared to other organisations. The Chairman asked if there 
was any risk of under-reporting in this area. The Medical Director responded that he felt 
confident in the Trust’s reporting culture and added that it is in the doctor’s interests to 
report concerns which provides a degree of assurance.  
 
The Medical Director also reported on the Guardian of Safe Working activity report which is 
included in the Medical Workforce Report. The Board was reminded of the history behind 
the national requirement to appoint a Guardian of Safe Working which is Dr. Kate Newbold, 
Consultant Clinical Oncologist, for the Trust. In her Guardian capacity, Kate has specific 
responsibilities to investigate and sanction the Trust with a fine in order to protect the 
safeguards outlined in the 2016 terms and conditions of service for junior doctors. To date 
no financial penalties have been levied against the Trust. 
 
The exception report activity for 2017/18 was highlighted as set out in the Report and the 
consultant body that is engaged in resolving any issues. The Trust is currently waiting on the 
release of benchmarking data before undertaking further analysis in this area and to better 
understand the levels of reporting.   
 
The Board noted the Medical Workforce Report and endorsed the Chief 
Executive to sign the ‘Designated Body Statement of Compliance’ in Appendix 
B.  
 
6.3. Quarterly Hospital Mortality Report 
 
The Medical Director presented the enclosed Hospital Mortality Report and reported that 
standards had been met in accordance with national requirements. He added that the 
Quality, Assurance and Risk Committee is due to meet the following day to review this area 
in further detail. 
 
The Board noted the Hospital Mortality Report.  
 

7/18 RM’s response to the Gosport Report 
 
The Chief Nurse reported that 2018 report of the Gosport Independent Panel found that the 
lives of over 450 people were shortened as a direct result of the pattern of prescribing and 
administering opioids that had become the norm at the Gosport War Memorial Hospital 
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during the period between 1989 and 2000, and that probably at least another 200 patients 
were similarly affected. In response to this, the Trust formed its own panel to review the 
Report’s findings against its own practice, and noted that national guidance on this area is 
expected to be published towards the end of the year.  

The Medical Director noted that this issue was raised at a previous Board meeting and 
specifically the question as to whether the Trust has ever had a case similar to the 
unfortunate cases at Gosport.  

The Medical Director assured the Board that while he cannot offer absolute certainty in 
terms of the Trust’s history with prescribing opium drugs, he is confident that the Trust 
adheres to current guidelines and has robust governance processes and systems in place to 
prevent such incidents from occurring which also include the involvement of the Chief 
Pharmacist. Furthermore, given the specialist cancer nature of the Trust, prescribing opium 
drugs is expected for patients given the level of pain some patients are in however it’s 
important that this is carefully administered according to the patients’ needs and pain 
threshold. The Board was asked to note that there is no standard dosage and approach when 
it comes to prescribing opiate drugs and that The Royal Marsden may have higher 
prescribing levels compared to other hospitals given its specialist cancer nature which is 
therefore to be expected.  

Professor Elliott suggested the Trust contact Professor Harold Thimbleby at Swansea 
University who is known for his work in computer science and patient safety as he may be 
able to advise on effective quality controls for prescribing systems.  

Heather Lawrence emphasised the importance of the organisation’s culture in such cases 
and asked whether the Trust had appointed a new Freedom to Speak Up Guardian as per the 
CQC’s recommendation. The CE responded that the new appointment will be confirmed in 
due course. The COO reminded the Board of the Trust’s results in the staff survey whereby it 
was ranked first in the country for its reporting culture.  

The Board noted the Trust’s response to the Gosport report which provided 
relevant assurances in terms of the systems, processes and culture of the 
organisation relating to the prescribing and administering of opioids.  

 
8/18 Quality and Performance 

8.1. Key Performance Indicators Q1 
The COO presented the quarterly scorecard and raised the following points: 

• The complaints metric has been amended to show the number of complaints per 
1000 patients 

• Chemotherapy waiting times metric has been amended to provide the percentage of 
patients starting treatment within 1 hour of the appointment time and 3 hours of 
their first appointment of the day 

• Following a KPMG recommendation, the Trust has amended its methodology to 
measure utilisation of theatres against available hours rather than by session.  

• The Trust received an amber for the Friends and Family Test results in Q1 which is 
being looked into and monitored.  

 
The COO also commented on 62 days performance and explained that the Trust continues 
to struggle to meet this target particularly due to the unexpected rise in referrals in some 
areas such as Breast, Sarcoma and Urology. The Trust suspects this may be related to the 
new e-referral system implemented for GPs thereby making it easier for them to make 
referrals.  
 
The Trust continues to make every effort to achieve this cancer standard and is closely 
monitoring breaches which are within its control and caused by administrative errors for 
example. The COO explained that there are multiple reasons affecting performance in this 
area. More recently she has been working with MDT leads to try and coordinate processes 
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and actions more effectively.  
 
The Board discussed Royal Marsden Partners performance and how this is the best 
performing alliance in the country against the 62 days standard however they are also 
experiencing difficulties due to the rise in referrals in the system which is a national trend.  
 
The COO explained to the Board that capacity is also a key issue and therefore the Trust has 
approved a business case to alleviate some constraints in pressure areas such as Breast and 
Sarcoma. Another business case is being developed regarding surgical capacity.  
 
Mark Aedy queried the theatre utilisation performance which he noted has dropped below 
the target at Sutton. The COO explained that some activity has been moved to Sutton 
however the Trust is limited in the nature of work as it does not have a Critical Care Unit on 
site. Other reasons were also noted such as the portfolio of workforce and bed capacity. The 
CE added that the Trust is sub-scaling Theatres at Sutton as the current model is not 
sustainable until a medium term solution can be found.  
 
Ian Farmer pointed out that debt collection is increasing and noted the billing period is 
lagging to 18 days. The Chief Financial Officer (CFO) explained that Private Care had some 
specific issues over the Summer which are being addressed and the aim is to reduce billing 
to 10 days.  
 
The Board noted the Key Performance Indicators for Q1.  

 
8.2. Financial Performance Report 
The CFO presented the enclosed Financial Performance Report and noted the Trust was 
financially in a £2.1m favourable income position as of month 5. He highlighted the key 
variances in NHS income due to the Department of Health pay award and also noted the 
over-performance of PP activity. The Trust maintained its cost control against the agency cap 
which was reduced by £3.5m for this financial year. To help manage this the COO conducts 
weekly reviews of agency requests and ensure tight controls are applied.  
 
The CFO also reported that Sphere, the joint venture between the Trust and Chelsea and 
Westminster NHS Foundation Trust for the provision of certain IT services, was delivering 
more of the capital programme than planned which impacts on revenue rather than capital.  
 
In terms of the Trust’s cash position, the Trust had £60.3m in cash, £0.5m favourable to 
plan. This is an improvement on July’s cash position of £54.2m primarily due to the Trust’s 
in-month surplus position and a significant amount of outstanding CCG debt being paid to 
the Trust. In addition the ICR has paid its element of the SLA to the Trust as well as a few 
smaller debt issues being resolved.  
 
Ian Farmer asked about progress being made against Cost Improvement Programmes 
(CIPs). The CFO noted that these are being delivered ahead of plan.  
 
The CFO brought the Board’s attention to the offer being made available to NHS 
organisations by NHS Improvement (NHSI) regarding the control total. Due to the Trust’s 
continued good position, NHSI have requested the Trust review its control total with any 
increase being matched by additional STF on a two for one basis.  Having reviewed the 
Trust’s position and forecast, the CFO advised the Trust that he believes the control total can 
be extended by £7m thus giving the Trust £14m additional STF funding should it achieve its 
control total. However the caveat to the position is that if the Trust does not meet its control 
total then all STF funding is at risk. The CFO noted that this additional funding will close the 
current gap in the capital programme and make it affordable.  
 
The Chief Nurse asked what impact this will have on the divisions. The CFO explained that 
his estimations are based on the current run-rate and therefore business needs to continue 
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as usual. He added that to date the Trust is already £4m above its retained surplus position.  
 
Heather Lawrence asked whether the CFO’s assumptions take into account the £1.5m cancer 
waits business case which the CFO confirmed they did. It was noted that the business case 
for surgery is still being developed.    
 
The Board agreed to extend the control total by £7m in order to receive further 
Sustainability and Transformation Funding from NHS Improvement. This 
agreement was made on the basis that the relevant assumptions took into 
account the business case costs for improving compliance against the cancer 
waiting times standards.  
 

9/18 Consultant Appointments April – September 2018 
 
The Medical Director noted that he was delighted with the consultant appointments that had 
been made in recent months and as set out in the report and highlighted that two of these 
consultants were from the EU. Furthermore, one of the appointments, Dr Emma Kipps, is 
the first joint appointment between RM and RM Partners.  
 
The Medical Director gave thanks to the Non-Executive Directors for their time and help in 
chairing the AAC panel meetings and noted how valuable and important this is for the 
consultant appointments process. Professor Elliott commented that it is a high tribute to the 
Trust the high calibre of candidates he has interviewed.  
 
The Board noted the Consultant Appointments for April to September 2018. 
 

10/18 Any other business 
The Chairman noted that entries for next year’s Marsden March are now open.  
 
The Chief Nurse informed the Board that the Trust’s flu campaign had officially launched 
which NHSE monitor.  
 

 
 
Signed as a true and accurate record 
 
Chaired by:          Date:     



 

 

 
BOARD PAPER SUMMARY SHEET 

 
Date of Meeting: 
 
25th March 2019 
 

Agenda item 
 
4.1. 

Title of Document: 
 
Annual Quality Account Priorities – 2019/2020 

To be presented by 
 
Chief Nurse 
 

Executive Summary 
 
The Annual Quality Account (AQA) is now in its ninth year nationally. The Quality Account 
summarises our performance against the quality priorities and objectives we set ourselves 
for 2018/19 as well as setting out our quality priorities and objectives for 2019/20. The 
structure, content and narrative is prescriptive and follows national guidance published in 
quarter 4 each year. 
 
This paper presents the process for selection of the priorities, and the priorities set out in 
three categories – safe care, effective care and patient experience. 
 
Recommendations 
 
The Board is asked to note the process and approve the quality priorities for 2019/2020  
 

 
 

 
 





 

Trust Annual Quality Account priorities – 2019/20 
 
1.0 Introduction  
The Annual Quality Account (AQA) is now in its ninth year nationally. The Quality Account 
summarises our performance against the quality priorities and objectives we set ourselves 
for 2018/19 as well as setting out our quality priorities and objectives for 2019/20. The 
structure, content and narrative is prescriptive and follows national guidance published in 
quarter 4 each year. 
 
Specifically, the chosen quality priorities are set out into three categories: safe care, effective 
care and patient experience.  
 
2.0 Consultation  
One of the most important principles in the authorship of the AQA is the consultation and 
engagement with the public, patients, Council of Governors, frontline staff and external 
bodies. To ensure that the Trust is able to meet the timelines imposed by NHSE - the Chief 
Nurse and Quality Assurance Team have regularly consulted with several engagement 
groups since June 2018, specifically:  
 

• Patient Experience and Quality Account group – Jointly chaired by the Deputy Chief 
Nurse and Governor Member. Represented by Patients, Carers, Governors, 
Healthwatch, Health and Wellbeing Board members and Matrons. 

 
• Dedicated AQA Members’ Event in November- Attended by Patients, Carers, 

Governors, Healthwatch and staff members. 
 

• Patient and Carers Advisory Group (PCAG). 

 
• RMH Staff – via professional groups/committees such as NRRAC (nurses, therapists 

and pharmacists) and via speciality medical leads.  

 
• Council of Governors: are charged with selecting at least one priority for the account, 

and this year, the Trust accepted all three recommendations made by the Council of 
Governors. 

 
Where a metric is not yet established ie it is a new innovation or part of a 2019/2020 CQUIN 
as yet not published - a ‘SMART’ metric/objectives will be worked up in Q1. 
 
Safe care objectives for 2019/2020 

• Minimum 10% reduction in key healthcare associated infections: Ecoli and C. 
Difficile. 

• To maintain or increase the number of reported patient-safety incidents and near 
misses, while reducing the rate of incidents resulting in severe harm or death.  

• Achieve the 2019/2020 Sepsis CQUIN objectives (Council of Governors selected 
objective – actual CQUIN yet to be announced). 

 
 
 
 



Effective care objectives for 2019/2020 
• Implement year one of the RMP ‘earlier and faster diagnosis of cancer’ objectives via 

Royal Marsden Partners (Council of Governors chosen objective – specifics to be 
confirmed in Q1). 

• To develop a new and innovative mortality/palliative care report metric to the Board 
for assurance (by the end of Q1).  

• To maintain the percentage of admitted patients’ risk‑assessed for venous 
thromboembolism. This priority is carried over from the previous year (rolled over 
from previous year). 

 
Patient experience 

• As patient experience is inextricably linked with staff experience, to develop a new 
and innovative suite of staff experience metrics to report to the Board for assurance 
by the end of Q1 (for example - including freedom to speak up data). 

• Reduction in phlebotomy waiting times and improvement in patient experience in 
that area. (set benchmark and objectives in Q1). 

• Maintain/enhancing our staff and patient FFT (Council of Governors chosen 
objective). 

 
Following Board approval, these priorities will be taken forward in the 2019/20 Quality 
Account, and performance measured and reported on a quarterly basis. 
 
The Trust Board is asked to note and agree the AQA Quality process and 
priorities for the coming year. 
 



 

 

 
BOARD PAPER SUMMARY SHEET 

 
Date of Meeting: 
 

25th March 2019 
 

Agenda item 
 
4.2.  

Title of Document: 
 
Update on infection prevention and control 2019/20 

To be presented by 
 
Chief Nurse 

 
 

Recommendations 
 

• The Trust’s overall infection control and prevention remains good and performance 
stable.  

• The Chief Nurse will update the Board on two aspects of infection: Gram-Negative 
Bloodstream Infections (specifically Ecoli) and Clostridium Difficile Infection (CDI). 
Both are key national and local priorities for 2019/2020.  

• The Board is asked to note actions to further improve Ecoli and CDI infection and 
progress on benchmarking work with other specialist cancer centres.  

 
 

 





 

 

 
BOARD PAPER SUMMARY SHEET 

 
Date of Meeting: 
 

25 March 2019 
 

Agenda item 
 
4.3. 

Title of Document: 
 
Quarterly Mortality Review 

To be presented by 
 

Medical Director 

Executive Summary 
 
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.  
 
The audit evaluates if the patient’s death was reasonably to be expected given their clinical 
condition, whether the referral to the Palliative Care team was timely and whether there 
were any problems in care identified following the full Structured Judgement Review in 
accordance with guidelines from the Royal College of Physicians. In August 2017 the 
standards were refreshed and updated as below in 3.0. 
 
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.   
 
 
Recommendations 
 
The Board is asked to note and discuss the Quarterly Mortality Review Report.  
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Quarterly Hospital Mortality Review Audit at The Royal Marsden   
 1 October 2018 to 31 December 2018 

 
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, whether the referral to the Palliative Care team was timely and whether 
there were any problems in care identified following the full Structured Judgement Review 
in accordance with guidelines from the Royal College of Physicians. In August 2017 the 
standards were refreshed and updated as below in 3.0. 
 
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 The Royal Marsden’s Learning from Deaths policy was first published in September 2017 
and further changes made in December 2017. The policy describes 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. The 
Royal Marsden is also compliant with the requirements issued by NHS Improvement in June 
2017. 
 
2.2 The definition of a reasonably expected death was also provided in the policy as follows: 
A death that is reasonably expected is one which given the overall clinical condition, the 
patient is unexpected to survive. All attempts at treating reversible conditions will have been 
attempted and the death is due to irreversible progressive disease.  
 
2.3 Death due to a problem in care: A death that has been clinically assessed using a 
recognised methodology of case record/note review and determined more likely than not to 
have resulted from problems in healthcare and therefore to have been potentially avoidable. 
 
2.4 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. Dr Halley has attended training on 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 four standards for care in 4.0 below and a RAG rating will be used. 
 
3.2 The RAG rating to be used for each of the four standards of care will be as follows 

• 100% for Standards 1, 2 and 4 or >80% for Standard 3 = GREEN 
• 80-99% for Standards 1, 2 and 4 or 65-79% for Standard 3 = AMBER 
• <79% for Standards 1, 2 and 4 and <64% for Standard 3 = RED 

 
3.3 Using the above standards, a RAG rating will be recorded overall for each quarter as 
below 

• 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. 
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3.4 The data was reviewed at a meeting on 22nd January 2019 with Dr Halley, Dr Tatham, Dr 
Benson, Mrs Sanderson, Ms Halsted and Mr Rehberger-Bagley to agree the findings as 
outlined in this report. Dr Halley submitted comments via email prior to the meeting that 
were included in the discussion.  
 
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 
 
There were 52 inpatient deaths between 1 October 2018 and 31 December 2018.  
 
All deaths will be included for the analysis and all 52 deaths will be considered for this 
standard. 
 
Conclusion: 52 inpatient deaths were reasonably expected therefore 52 out of 52 patients 
met the standard. 100% - standard achieved. 
 
Recommendations: This aspect will continue to be audited and reviewed by Dr Halley and 
Dr Tatham 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 52 deaths, 5 patients had indicated a preferred place of death other than 
“hospital” but were too unwell to be transferred. Therefore 5 out of 5 patients met the 
standard. 100% - standard achieved.   
 
Recommendations: This aspect will continue to be audited and reviewed by Dr Halley and 
Dr Tatham 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: Of the 52 deaths, 47 patients were discussed with the Symptom Control and 
Palliative Care team before their death. 90% - standard achieved.  
 
The percentage of referrals in Q3 2018-19 has remained the same since the last quarter 
(which was also 90%).  
 
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. All the Critical Care consultants have 
end-of-life training. Of the 5 patients who were not discussed with the Symptom Control and 
Palliative Care team, 4 were CCU patients. Dr Halley and Dr Tatham will consider how best 
to ensure referral and discussion of CCU patients with the Symptom Control and Palliative 
Care team. Dr Halley and Dr Tatham will also look at cases each month where the Symptom 
Control and Palliative Care team were not involved, and assess whether the death was 
unforeseen and potentially would not count towards the standard. 
 
Standard 4: 100% of patients for whom the Structured Judgement Review 
(SJR) is undertaken have no problems in care identified 
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There were 8 patients from this quarter for whom the SJR was undertaken.  
 
Conclusion: 8 patients this quarter for whom the SJR was undertaken had no problems in 
care identified. Therefore all 8 patients met the standard. 100% - standard achieved for Q3.   
 
Recommendations: The Medical Director has been asked to identify some additional medical 
staff members who will assist in completing the SJRs. In this quarter, Dr Kate Tatham, Dr 
Charlotte Benson (Consultant Medical Oncologist) and Dr Emma Nicholson (Consultant 
Haematologist) assisted with SJRs with training being provided by Dr Halley. Dr Halley, Dr 
Tatham, Dr Benson and Dr Boyd will continue to complete the SJRs in each quarter for 
patient deaths identified via the policy. For each SJR, Datix incidents pertaining to that 
patient admission episode will also be examined. 
 
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. 
 
5.3 Of the 52 inpatient deaths in Q3 2018-19, there were no patients with learning 
disabilities according to information recorded in the electronic patient records (EPR). 
 
6.0 Serious incidents 
 
One death in this quarter is currently being investigated by the Risk Management Team as a 
Serious Incident (SI’s) and is due to be reviewed by panel. Any learning or actions identified 
will be taken forward by the Risk Management Team. 
 
7.0 Case record review (Structured Judgement Review) 
There were 8 deaths in this quarter that had a ‘Structured Judgement Review’ (SJR) 
conducted. 
 
The 8 deaths from this quarter were selected for the SJR for the following reasons: 

• Post-surgical deaths: 3 deaths 
• Paediatric death: 0 death 
• Complaint raised by family: 1 deaths 
• E-coli Bacteraemia: 1 death 
• Unexpected death: 3 deaths 

 
 
For the 8 patients for whom the SJRs were completed, it was assessed that there were no 
problems with the care of the patient.  
 
For the 5 of the 8 patients, it was assessed that their death was ‘definitely not avoidable’.  
For first of the 3 patient, it was assessed that their death was ‘Slight evidence of avoidability’  
 
Where deficiencies/lapses in care are found, these will be highlighted as learning points for 
dissemination to clinical staff through a Trust-wide bulletin.  
 
Learning points for this quarter are highlighted below in themes and trends. 
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8.0 Numbers of deaths caused by problems in care 
There were no deaths identified in this quarter that had been caused by problems in care. 
 
9.0 Themes and trends 
The review found that of the 52 inpatient deaths, 37 (71%) of the deaths occurred in patients 
with metastatic disease according to the death certificate and information recorded in the 
EPR. The other 15 patients died from a range of cancers.  
 
In this quarter, reviews of care in the SJRs provided the following learning points: 
 

• Consent forms for all procedures should be scanned onto EPR contemporaneously 
under the consent tab 

• Timely discussions regarding treatment escalations plans should occur particularly 
regarding resuscitation Status 

• Patients who attend for investigations from other hospitals need to arrive with 
documentation regarding resuscitation status if this has been discussed previously. 

• Referral to palliative care should be considered for in-patients with malignant bowel 
obstruction.  

 
Points of good care that were noted: 

• Care after death documentation and discussions with family were well recorded in 
this quarter. 

 
10.0 Summary 
The Integrated Governance and Risk Management committee is asked to note that overall 
from the review of the data the Trust is RAG-rated green for the period between October and 
December 2018.  
 
The table below shows the RAG ratings from previous quarters: 
 

Quarter RAG rating 
Q4 2017-18 Green 
Q1 2018-19 Green 
Q2 2018-19 Green 
Q3 2018-19 Green 

 
 
In accordance with the key requirements for quarterly reporting from NHS Improvement 
and the National Quality Board, it is noted that for Q3 2018-19:  
 

• There were 52 inpatient deaths reported at The Royal Marsden Hospital NHS 
Foundation Trust.  

• All 52 deaths were reviewed by a Palliative Care and Anaesthetic Consultant with 
discussion of findings and recommendations, as stated above in this report, in order 
to improve patient care. 

• There was 1 complaint received regarding the 52 patient deaths. 
• There were no deaths this quarter that were investigated as Serious Incidents (SIs). 
• There were no patients with learning disabilities according to information recorded 

in the EPR. 
• There was no paediatric death. 
• 8 Deaths were selected for SJRs 
• For all 8 deaths there were no Problems in care provided, from this 5 deaths were 

‘definitely not avoidable’ and 3 deaths had ‘Slight evidence of avoidability’ 
• As expected in a hospital that treats patients with cancer, 37 (71%) 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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 Senior Medical Appointments since January 2019 

Dr Michelle O’Mahony: Consultant in Anaesthesia with an interest in 
Pre-operative Assessment and Perioperative Medicine.  

Dr Michelle O’Mahony was appointed as Consultant in Anaesthesia with interest in 
Pre-operative Assessment and Perioperative Medicine on the 18th January 2019. She 
will take up her new post on 1st April 2019.  

Dr O’Mahony completed her primary medical degree in 2009 from the National 
University of Ireland in Dublin. She joined the Trust as Perioperative and Major 
Surgery Fellow in August 2017 whereby she gained considerable experience in 
Anaesthesia for major oncological surgery. She has been involved in a number of 
projects to help in the transformation strategy for Sutton APU, working closely with 
the nursing and transformation leads. She holds a certificate of completion of 
specialist training in 2018 in Anaesthetics, Intensive Care Medicine and Pain under 
the auspices of the College of Anaesthetists of Ireland. Dr O’Mahony is currently in 
the process of converting this to the Specialist Register with the GMC and this is due 
to be completed at the end of March 2019.  

Dr O’Mahony has also won the National Professional Prize awarded by the College of 
Anaesthetists Professionalism in Practice –Republic of Ireland in 2016.  

Dr Sophie Uren: Consultant in Anaesthesia with an interest in Major 
Surgery 

Dr Sophie Uren was appointed to the post of Consultant in Anaesthesia with interest 
in Major Surgery on 18th January 2019. She is due to start her new role on 6th May 
2019.  

Dr Uren attained her primary medical qualification from the University of London in 
2001 followed by Fellowship of the Royal College of Anaesthetists (FRCA) in 2012. 
She has previously worked at several hospitals in the UK including The Royal 
Brompton and Hammersmith Hospital where she has gained considerable 
experience in managing patients with poor cardiorespiratory reserve going through 
surgery. During her time at the Royal Marsden Hospital, both as a trainee and locum 
consultant, she achieved the requisite clinical expertise in delivering perioperative 
care across a full spectrum of surgical and diagnostic procedure carried out at the 
Trust.  

Dr Uren has been involved in a number of research projects throughout her career. 
She is also a member of the Royal Marsden Anaesthesia and Critical Care Research 
Group and currently looking at the impact of high flow jet ventilation in 
Interventional Radiology procedures. Dr Uren joined the GMC specialist register in 
Anaesthetics on 27 January 2019. 
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Dr Sophie McGrath: Consultant Medical Oncologist –Acute Oncology and 
GI 

Dr Sophie McGrath was appointed to the post of Consultant Medical Oncologist –
Acute Oncology and GI on 12th February 2019. She will start her new post on the 1st 
April 2019. 

Dr McGrath completed her primary medical degree in 2004 from the University of 
London. Her training within London-based acute hospitals has consolidated her 
experience in management of common rare cancers, prescribing chemotherapy, 
targeted agents and immunotherapy. In 2015, she was awarded a PhD in ovarian 
cancer research at the University of Surrey. 

Since February 2017 Dr McGrath has worked as a locum consultant in Acute 
Oncology and Breast across the Royal Marsden Hospital in Sutton and Kingston 
Hospitals. In her new role, she will oversee the proposed transition of ambulatory 
acute oncology services to the Oak Cancer Centre in 2021, work to advance the Breast 
Research clinic which she has developed and drive collaborative clinical research.  

Dr Charlotte Fribbens: Consultant Medical Oncologist –Acute Oncology 
and GI 

Dr Charlotte Fribbens was appointed as consultant Medical Oncologist –Acute 
Oncology and GI on the 12th February 2019 and is aiming to start her new role on the 
20th May 2019. 

Dr Fribbens obtained her primary medical degree from the University of London in 
2004. She has a broad experience in the use of chemotherapy and immunotherapy 
achieved through her training both at Oxford and the Royal Marsden Hospital. She is 
a committed trainer of junior doctors and a Royal College Associate Tutor who has 
overseen and supported the Core Medical Trainees at the Trust. 

Dr Fribbens has also worked on a number of research projects with several 
publications under her name. She was awarded a Clinical Fellowship to complete her 
thesis for her MD. This was funded by Le Cure Charity and undertaken at the 
Institute of Cancer Research. She is keen to explore the impact of on-going digital 
strategy in research and clinical transformation on both acute oncology and 
Gastrointestinal Units when she starts her new post.  

Dr Fribbens is currently awaiting her certificate of completion of specialist training 
in medical oncology. She is due to obtain this in May 2019.  
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Executive Summary 
 
This paper provides an update to the Board on the progress of Business Planning for 
2019/20, and the proposed budget for 2019/20. A paper was presented at Audit and Finance 
Committee (AFC) on 13 February 2019 and this paper sets out changes to the plan since that 
time. 

The Trust was required to submit a one year draft plan on 12th February 2019 to NHS 
Improvement (NHSI) and a final more detailed plan on 4th April 2019.  

The draft plan submitted in February delivered £500k over the Control Total issued by 
NHSI (a breakeven position excluding PSF). This is also the proposed final plan to be 
submitted in April. However, the Trust will be internally setting a stretch target of £6m over 
the Control Total which is presented below. 
 
Recommendations 
 
The Trust Board is requested to: 

• Approve the submission of a breakeven plan to NHSI to deliver the Control Total;  
• Approve the stretch target surplus in the Financial Plan for 2019/20 presented here 

for internal financial performance management; 
• Approve the capital plan for 2019/20; 
• Note the risks identified and the ongoing plans to mitigate these risks. 

 
 

 
 

 
 





Financial Plan 2019/20 
1. Introduction 

This paper provides an update to the Board on the progress of Business Planning 
for 2019/20, and the proposed budget for 2019/20. A paper was presented at 
Audit and Finance Committee (AFC) on 13 February 2019 and this paper sets out 
changes to the plan since that time. 

The Trust was required to submit a one year draft plan on 12th February 2019 to 
NHS Improvement (NHSI) and a final more detailed plan on 4th April 2019.  

The draft plan submitted in February delivered £500k over the Control Total 
issued by NHSI (a breakeven position excluding PSF). This is also the proposed 
final plan to be submitted in April. However, the Trust will be internally setting a 
stretch target of £6m over the Control Total which is presented below. 
 

2. Planning Context 

In 2018, the Government announced a five-year revenue budget settlement for the 
NHS from 2019/20 to 2023/24. To secure the best outcomes from this 
investment, NHSI/E are overhauling the policy framework for the service. As part 
of this they are developing a new financial architecture and a more effective 
approach to workforce and physical capacity planning. The focus on Sustainability 
and Transformation Partnerships (STPs) and Integrated Care Systems (ICSs) will 
continue, alongside a move away from controls totals, although a transition 
control total has been issued for 2019/20. Tariffs, incentives and sanctions will 
also be thoroughly reviewed. The financial year, 2019/20, will therefore be a year 
of transition to this new framework.  

The Trust has been issued a transitional control total for 2019/20 of a breakeven 
plan. The reconciliation below provided by NHSI, shows how they have set the 
breakeven target using the 2018/19 initial control total as a starting point. If a 
breakeven plan or better is delivered, the Trust will receive PSF of £1.291m. 

 £ million  
Rebased baseline position excluding PSF  0.624 Surplus  
£1bn PSF transferred into urgent and emergency care prices  0.458  
CNST net change in tariff income and contribution1  -0.634  
Other changes -0.823  
Subtotal before efficiency  -0.375 Deficit  
Additional efficiency requirement up to 0.5%   0.375  
2019/20 control total (excluding PSF funding)   0.0 Breakeven  
Non recurring PSF allocation   1.291  
2019/20 control total (including PSF funding)   1.291 Surplus  

 
However, given the forecast financial over-performance for 2018/19 and the needs 
of the capital programme, a minimum surplus of £6m excl. PSF was targeted in 
the Business Planning process as detailed in Section 3 below.  
 



3. Business Planning Process  

Using the £6m min target, as in previous years, the planning process has been 
approached in two ways. A “top-down” high level plan based on Q2 and Q3 
forecasts drove the draft plan submitted to NHSI in February. Alongside this, a 
detailed “bottom-up” process using the quarterly Business Planning rounds 
developed detailed plans and informs the final plan for the Board.   

Internally, the quarterly Performance Review Group (PRG) meetings have been 
continuing throughout the year. At these meetings, each division’s financial 
position is reviewed in more detail and shared with the Executive Team.  These 
meetings form the basis of a rolling business planning cycle. 

The Quarterly Performance Review Panel also act as the Business Planning Panel, 
leading the process and reviewing plans developed by Directors for approval by 
the Board in March. This Panel includes the COO, CFO, Director of Workforce and 
consults with the Medical Director and Chief Nurse on all efficiency schemes and 
proposed changes to service.  

Divisions have been encouraged to work collaboratively on efficiency and 
development schemes as well as with Procurement on supply savings. The 
workforce team have also been supporting on staffing levels and restructures. 

Capital planning has been driven through the Capital Programme Board, with 
regular reviews of projects in flight as well as prioritisation of future projects. 

4. Income & Expenditure 

4.1 Plan presented to AFC on 13th February 

 

 

 



Activity and Income 

 NHS Clinical Income 

2018/19 NHS Acute and Community Income are broadly on plan in year. The 
over-performance in NHS Clinical Income is driven by £3m of income from the 
Department of Health and Social Care (DHSC) for the AFC pay award announced 
in the summer of 2018. This sum was unbudgeted and drives the favourable 
2018/19 forecast but is matched by higher pay costs. No equivalent income for 
2019/20 is planned for from the DHSC as the pay award will be funded through 
tariff. 

In 2019/20, the following changes were estimated to impact NHS Clinical income: 

 
£m 

18/19 NHS Clinical Income Forecast Outturn 216.3 
Loss of Community Contracts -21.3 
Net tariff inflation of 2.7% 3.9 
PSF moved to tariff 0.5 
MFF reduction -1.2 
NHS Supply Chain 0.36% top slice -0.5 
Impact of Genomics and PET CT tender 11.8 
17/18 Income (non-recurrent) -0.8 
Other  -0.7 
19/20 NHS Clinical Income Budget 208.1 
  

 Private Care Income 

Private Patient activity and income is targeted to increase year on year as per the 
Trust’s strategy. The 2018/19 forecast income is £120m which is a 15% increase on 
2017/18 and £6.2m ahead of the 2018/19 plan. The activity increase planned for 
2019/20 was conservative at this stage (£2m) as capacity constraints are being 
reviewed but 1.5% of price increases were also included (£1.8m). 

 R&D and Grant Income  

R&D income is higher than plan in 2018/19 due to strong commercial clinical trial 
activity and additional CRN monies being awarded. This has driven a lower 
reliance on grant funds in year. 

In 2019/20, the R&D grant position recovers and additional RMCC grants in the 
hospital drive a £1.2m increase. 

 Education Income 

Education income has been falling each year as overall HEE funding reduces. A 
similar reduction is expected but not confirmed yet for 2019/20. 

 PSF Income 



PSF Income is not recurrent. In 2018/19, core PSF of £2.6m has been 
supplemented with incentive PSF of £26.8m. The 2019/20 core PSF has been 
confirmed at £1.3m. 

 Other Income 

RM Partners Income is forecast to be lower than plan in 2018/19 as the national 
income allocation was made after the plan was set last year. The plan for 2019/20 
mirrored the 2018/19 forecast, as the funding had again not been announced 
before February’s AFC. However, expenditure is set to income levels so there is no 
net impact on the Trust.   

A number of staff have been TUPED to RMCC in year, reducing the income 
charged to RMCC for them and the pay costs. The full year-effect of this will 
impact 2019/20 (estimated at £2.1m).  

The remaining income is mostly provider-to-provider income and staff recharges. 
These have been updated and include the removal of Community activity (£0.5m). 

    

Expenditure  

 Employee expenses 

Employee expenses are forecast to be £0.8m above plan but were expected to be 
£3.3m above plan due to the pay award referenced above. High levels of vacancies 
earlier in the year and a slower recruitment to new Business Case posts have 
driven this lower cost in year. Substantive run rates have however been increasing 
in 2018/19 as vacancies have been filled. 

In 2019/20, the following changes were estimated to impact Employee Expenses: 

 
£m 

18/19 Employee Expenses Forecast Outturn 225.2 
Loss of Community Staff -17.7 
TUPE of RMCC staff -2.1 
CIPs -1.0 
Inflation 6.5 
Genomics and PET posts 2.8 
Private Care growth 2.1 
IT Strategy posts 1.1 
Other Business Cases 2.4 
FYE of investments 1.7 
Other 1.1 
19/20 Employee Expenses Budget 222.1 
  

 

 



The agency cap for 2019/20 remains at £6.9m (forecast spend in 2018/19 is 
£5.6m). There will be a continued key focus on the pay expenditure to maintain 
and continue the reduction in temporary staffing by ensuring rostering of staff is 
maximised; junior doctor rotas are appropriately reviewed; tight contracts for 
agencies are in place; and, the turnover rate of staff is reduced.  

 Non-Pay expenses  

Drug costs are above plan in 2018/19 and are anticipated to rise further due to 
both price inflation but also increased NHS and Private Patient activity. The 
anticipated approval of a number of immunotherapy drugs by NICE will increase 
costs but also NHS income. Other non-pay expenses are broadly on plan with 
reserves not being fully utilised, hence the net underspend against plan. 

In 2019/20, the following changes were estimated to impact Non-Pay Expenses: 

 
£m 

18/19 Non Pay Expenses Forecast Outturn 159.0 
Loss of Community -4.1 
CIPs -1.0 
Inflation 1.9 
Genomics and PET costs 5.9 
IT Strategy posts 1.0 
Private Care growth 0.9 
Other Business Cases 2.6 
Other -0.1 
19/20 Non Pay Expenses Budget 166.3 

  

 Donated Asset Income 

Donated Asset Income was updated to align with the Capital Plan, with the main 
increase being the development of the Oak Cancer Centre.  

 

Control Total (excl. PSF) 

The Control Total (excl. PSF) is calculated as the Total Surplus less the impact of 
Donated Asset Income and Depreciation and PSF. This initial plan showed a 
reduction in this in 2019/20 reflecting the cost pressures identified above and the 
significant investments included in the current plan (e.g. IT Strategy, Cavendish 
Square). 



4.2 Final Stretch Plan 

 

Activity and Income 

 NHS Clinical Income - £0.5m increase 

Changes since the AFC plan include the following: 

The first year of the Genomics contract will continue to be on a provider to 
provider basis so this income has been moved to Other Income (£4m). 

Growth in drugs (£2m) and activity (£2m) have been added to the plan following a 
bottom up review of both areas with all clinical units. Drugs expenditure increases 
by a similar amount as most cancer drugs are pass-through to commissioners so 
has a net nil effect. Key areas for activity increases largely follow historic trends 
and are as follows: 

• Elective Inpatient admissions 7% 
• Outpatient attendances 5% 
• Chemotherapy attendances 5% 
• Radiotherapy attendances 3% 
• Theatre Operations 2% 

 
Specific CIP schemes and Business Cases have also been added to the plan (coding 
changes, length of stay reductions, extending hours in theatres, MRI and planning 
CT). 

18/19 18/19 19/20 AFC presented Movements 19/20 Final Stretch
Budget Forecast Outturn Budget to Final Budget Budget

£m £m £m £m £m

NHS Clinical Income 213.6 216.3 208.1 0.5 208.6
Private Care Income 113.9 120.1 124.0 7.6 131.5
R&D Income (inc Commercial) 25.6 27.8 27.6 0.5 28.2
Grant Income 12.2 11.8 13.0 2.0 15.0
Education Income 5.5 5.0 4.8 0.5 5.3
PSF 16.6 29.4 1.3 0.0 1.3
Other Income 35.9 34.9 32.4 -0.4 32.0
Total Operating Income 423.4 445.4 411.1 10.7 421.8

Employee Expenses 224.4 225.2 222.1 6.4 228.4
Non-Pay Expenses 159.8 159.0 166.3 4.8 171.1
Total Operating Costs 384.2 384.2 388.3 11.2 399.5

Operating Surplus 39.2 61.2 22.8 -0.5 22.3

Donated Asset Income 9.3 5.7 17.7 2.8 20.5
Non-Operating Costs 21.5 20.7 20.9 -0.4 20.5

Retained Surplus 27.0 46.1 19.7 2.7 22.4

Control Total (excl PSF) 7.6 17.4 6.0 -0.1 5.9



 Private Care Income - £7.6m increase 

As presented to AFC in February, the initial Private Care income figures were very 
prudent as work was still being carried out on their plans. Since then, detailed 
plans have been developed which target a £2.7m increase in drugs income and a 
4.5% increase in activity of c£5m. There are still concerns around the capacity of 
resources to deliver this growth, particularly in the use of significant assets such as 
MRIs and PET CTs and these are detailed in the risks section below, with 
mitigating actions identified. 

 R&D and Grant Income - £2.5m increase 

Clinical Research have revised their detailed plans to include the full year effect of 
trial income growth in 2018/19 and the split between grant, NIHR and 
commercial income. They have also targeted increased revenues to fund 
inflationary costs in trials.  

Additionally, RMCC income of £0.8m has been added to fund the anticipated 
revenue costs of the new Sutton Oak Cancer Centre. 

 Education Income - £0.5m increase 

Education income has increased to account for the impact of pay inflation costs. 

 Other Income - £0.4m decrease 

RM Partners income has been reduced by £0.6m as funding has been confirmed 
by the NHSE Cancer Transformation Fund (employee and non-pay expenses have 
been reduced accordingly, further detail below). Other changes here are minimal. 

 

Expenditure  

 Employee expenses - £6.4m increase 

With NHS Clinical, Private Care and R&D income all increasing, so has the budget 
for resources to deliver this growth.  

In Clinical Research, £2.5m of posts have been added, funded by additional NIHR, 
grant and commercial trial monies.  

Where underlying activity growth has been targeted in the NHS and Private Care, 
£3m of growth posts have been added to support this. This will be held as a central 
reserve and awarded in year as and when detailed plans are drawn up to support 
new appointments alongside evidence of income growth. This way a permanent 
increase in the establishment can be controlled to ensure efficiencies are driven 
before posts are added. 

Additionally, where specific Business Cases have been worked up since AFC, 
targeted posts have also been added to the budget.  

These changes alongside inflationary and incremental drift updates drive the large 
increase. 



- Non-pay expenses - £4.8m increase 

With NHS Clinical, Private Care and R&D income all increasing, so has the budget 
for resources to deliver this growth. 

Drugs costs have increased by £3m, in line with the NHS and Private Care drugs 
income growth, worked up with the specialist pharmacists in each clinical unit 
looking at trends and protocol changes. 

In Clinical Research, £0.5m of additional non-pay costs have been added to 
support the extra activity planned, funded through NIHR, grant and commercial 
trial revenues. 

RM Partners expenditure has been reduced by £0.8m as funding has been 
confirmed by the NHSE Cancer Transformation Fund.   

An additional £0.8m of revenue costs for the Sutton Oak Cancer Centre have been 
added, funded by RMCC grant income. 

The remaining increased costs support the increase in NHS Clinical and Private 
Care growth. £1.5m of this will be held centrally along with the employee expenses 
growth reserve to be allocated in year as and when detailed plans are drawn up for 
its use. 

 Donated Asset Income and Non-Operating Costs 

These costs have been updated to reflect the latest capital plan and its impact on 
depreciation. 

 

Control Total (excl. PSF) 

The Control Total (excl. PSF) is calculated as the Total Surplus less the impact of 
Donated Asset Income and Depreciation, and PSF. The plan has reduced for the 
reasons included by £0.1m to £5.9m. 

 

4.3 Royal Marsden Partners  

RM Partners has received confirmation of £10.3m funding for 19/20 from NHS 
England’s Cancer Transformation Fund. RM Partners were not required to bid for 
the money; this year, a population-based allocation was granted to all alliances, 
with a top up for high performing alliances to ensure that no alliance received less 
funding than the previous year. Going forwards, it is anticipated that alliances will 
receive a population share only of transformation money, which will be 
administered through regional teams. The funding is entirely revenue; no capital 
allocation is available at the current time, although this will be reviewed as part of 
the overall NHS Spending Review.  



In anticipation of a NHSE funding bidding process, RM Partners requested a call 
for bids in December from all partner trusts for key priority areas set out in the 
planning guidance. These bids were then grouped together to develop a work plan 
for the coming year. This work plan has since been approved by all RM Partners 
Governance groups (Clinical Oversight Group, Delivery Group and Executive 
Group).  

The majority of the approved work plan can be aligned to the new NHSE planning 
requirements. Where bids do not align with the required deliverables set out by 
NHSE, RM Partners will seek to identify additional sources of funding for these. 
Negotiations around this will continue with regional and national teams during 
March and April, and a full work plan will be presented to the RMH Board in May. 

The budget for RM Partners for 19/20 is therefore set as below: 

 
 

4.4 Cost Improvement Plans 

CIP schemes were presented to the Business Planning Panel during Business 
Planning. Schemes approved to progress have had Quality Impact Assessments 
performed on them, which have been reviewed by the Chief Nurse and Medical 
Director for approval.  

Much of the transformation currently being planned in the Trust is for longer term 
schemes, so is unlikely to significantly impact this year but a proportion of the 
schemes have been assumed to be delivered. This includes targeting length of stay 
reductions, maximising the efficiency of our equipment and theatres space, 
reviewing rostering and extending working days. Additionally the usual 
housekeeping on cost efficiencies targets Procurement, Estates, Facilities and 
Corporate costs as well as reviewing pay skill mix and vacant posts. Net income 
generating schemes also contribute to plan, with provider-to-provider, Private 
Care and additional commissioner income all contributing. 

 

 

 

 

 

£'000
2018/19 
Budget

2018/19 
FO

2019/20 
Budget

Income 11,588-       10,946-     10,312-    
Pay 3,018          2,573        2,568      
Non-Pay 8,570          8,373        7,744      
Total Budget -              -            -           



CIP Schemes £m 
Growth efficiency initiatives (such as length of stay reductions) 1.9 
Procurement 0.6 
Pay - skill mix and vacant post removal 0.6 
Estates and Facilities 0.5 
Other non-pay savings 0.3 
Income generating Business Cases 3.5 

 
7.4 

 

5. Capital Plan 

In line with the refresh of the Trust’s five year strategy a review of capital 
priorities and equipment replacement requirements for the next five years has 
been undertaken alongside an assessment of affordability.  
The Trust’s source of funds for capital over the next five years are internally 
generated depreciation and any surplus in excess of plan; PSF funding; loans; 
PDC; any prior year underspends; and charitable donations.  
  

 
 
This initial assessment of funding, results in the Trust being able to deliver 
£141m investment over the five years to 2022/23 as well as £99m for RMCC 
already awarded grants.  
 
A list of capital requirements has been identified over the five year period and 
this shows a funding balance of £10m to roll forward to future years. This has 
then been ordered to reflect known commitments (currently approved 
schemes), priority schemes where a business case is currently in development 
(e.g. IT strategy) or schemes that have been identified as a priority and where 
approximate costings are known. This leaves a balance of £8m for schemes 
that have not yet been costed e.g. a Sutton admin block, Dovehouse Street 
redevelopment and Chelsea extension on the back car park. 
    

£'000 18/19 19/20 20/21 21/22 22/23 5 year 
total

Depreciation (net of loan repayments) 8,336 8,336 7,336 6,336 6,336 36,680
Surplus (exc. Donated Asset Income, PSF) 17,402 5,940 5,940 5,940 5,940 41,162
18/19 STF/PSF 29,400 0 0 0 0 29,400
Prior Year STF/PSF 17,097 0 0 0 0 17,097
PDC 2,531 0 0 0 0 2,531
Loan drawdown 3,000 9,700 1,800 0 0 14,500
Total non charitable 77,767 23,976 15,076 12,276 12,276 141,371

RMCC funding 5,637 20,489 28,114 30,756 14,075 99,071
Total funding 83,403 44,465 43,190 43,032 26,351 240,442



 
 
The majority of the capital schemes are Estates related, with the largest being 
the RMCC funded Oak Cancer Centre and the Private Care Cavendish Square 
build. The IT Strategy costs peak in 20/21 and 21/22, as 19/20 will be used to 
develop the full OBC and begin Procurement. Medical Equipment is a rolling 
prioritisation and replacement programme, with RMCC funding a new 
Cyberknife and MRI in 19/20.  
 

 
 

 
 
 

  

£'000 18/19 19/20 20/21 21/22 22/23 5 year 
total

Approved schemes 13,167 17,878 5,604 1,250 1,250 39,149
Prioritised @ business case stage 691 3,522 18,550 14,114 1,585 38,461
Prioritised pre-business case stage 0 10,925 15,453 9,950 9,800 46,128
RMCC funded schemes 5,637 20,489 28,114 30,756 14,075 99,071
Contingency 1,000 1,500 2,000 3,133 7,633
Total Capex 19,494 53,814 69,220 58,070 29,843 230,442

Balance/(Gap) vs funding 63,909 (9,349) (26,031) (15,038) (3,492) 10,000

5 year (18/19 - 22/23) 
Capital Programme

18/19 19/20 20/21 21/22 22/23 5 year total 
£'000

Estates 8,116 26,013 35,435 37,139 17,810 124,513
Private Care 335 7,651 3,676 0 0 11,662
Medical Equipment 6,084 14,186 8,160 8,200 8,000 44,630
IT Strategy 691 2,059 18,550 9,531 0 30,830
IT schemes 4,269 2,905 1,900 1,200 900 11,173
Contingency 0 1,000 1,500 2,000 3,133 7,633
Total Costs 19,494 53,814 69,220 58,070 29,843 230,442



6. Balance Sheet 

The forecast March 2019 and plan March 2020 balance sheet is shown below.  

 
 

Capital is expected to increase significantly in line with the Capital 
Programme discussed in Section 5 above. Working capital adjustments have 
been made for anticipated events such as the payment of 2018/19 PSF in 
2019/20, settlement of ICR SLA debts and payables on contract signing and 
an increase in Private Care debtors in line with their revenue growth. 
Borrowings will increase as the next instalment of the ITFF loan will be drawn 
down in 2019/20 in line with the drawdown profile in the loan application. All 
other balances are planned to remain largely similar to the March 2019 
forecast.  

The cash position is expected to remain strong throughout the year supported 
by a good opening position and payment of the PSF incentive for 2018/19 
expected in July 2019, resulting in a peak cash position of £91m in that 
month.  The PSF and revenue surpluses are planned for use over the next few 

STATEMENT OF FINANCIAL POSITION Forecast Out-turn Plan

31/03/2019 31/03/2020

£'000 £'000
Non-current assets

Intangible assets 1,988 3,104
Property, plant and equipment: other 181,894 217,602
Investments in associates and joint ventures 2,428 2,428
Total non-current assets 186,310 223,134

Current assets
Inventories 4,694 4,694
Receivables: due from NHS and DHSC group bodies 33,919 33,919
Receivables: due from non-NHS/DHSC Group bodies 80,976 83,859
Cash and cash equivalents: GBS/NLF 72,563 87,947
Cash and cash equivalents: commercial / in hand / other 1,259 1,259
Total current assets 193,411 211,679

Current liabilities
Trade and other payables: capital (3,796) (7,526)
Trade and other payables: non-capital (70,210) (62,777)
Borrowings (2,477) (3,431)
Provisions (71) (71)
Other liabilities: deferred income including contract liabilities (20,518) (20,518)
Total current liabilities (97,072) (94,323)
Total assets less current liabilities 282,650 340,490

Non-current liabilities
Borrowings (12,176) (18,521)
Total non-current liabilities (12,176) (18,521)
Total net assets employed 270,474 321,969

Financed by
Public dividend capital 107,133 107,133
Revaluation reserve 8,023 8,023
Income and expenditure reserve 155,318 206,814
Total taxpayers' and others' equity 270,474 321,969



years to support the Capital Programme. Capital spend peaks in 2020/21 so 
the cash position should remain reasonably high throughout 2019/20 into 
2020/21.  

7. Risks 

 
Short Term Risks   £ Risk 

Rating 
Mitigation  

Private Care Strategy  
Risk that capacity 
constrains growth and 
impacts on current activity 
delivered as well as growth 
plans.  
Risk to cash flow as growth 
expected through shift from 
UK sponsored to embassy 
activity  

<£5m 15 

Strategic plan developed 
and marketing plan 
agreed.  
Capacity modelling to be 
completed for the 
hospital. 
International Patient 
Manager in place to 
develop relationships 
with Embassies to 
improve payment. 
 

Genetics Tender 
Income in relation to 
genetics tender is close to 
finalisation but not 
complete.  

<£2.0m 12 
NHSE contracts to be 
signed and prices agreed 
as soon as possible. 

PET tender 
Income in relation to PET 
tender is uncertain.  

<£0.5m 12 
NHSE contracts to be 
signed and prices agreed 
as soon as possible. 

Junior Doctor position 
Impact of the reduction in 
the core medical trainees 
due to changes in the 
national focus of training 
for junior doctors. 

<£0.5m 9 

Junior Medical 
Workforce Plan in 
development with a 
contingency set aside to 
fund this.  
 

Temporary Staffing 
Costs  
Whilst agency and bank 
usage remains stable and 
below the cap, with an 
increasing establishment 
and reducing supply in the 
market, there is a risk of 
growing costs.  

<£0.5m 9 

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



maintain the wider 
position.  

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

<£2.0m 6 

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

 
There are some key medium term financial risks which the Board needs to be 
aware of too in connection with signing the financial plan for 2019/20. 

Medium Term Risks   Mitigation  

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

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

IT strategy 
Risk that the procured solutions cost 
more than the amount budgeted; 
and/or that the supplier executes 
unexpected changes that drive up the 
cost. 
Significant revenue amounts will be 
required as well as capital. 

Requirements have been specified in 
detail; and dialogue will ensure that 
they are well-understood – limiting 
scope for post-contract change.  
Dedicated team will need to be in 
place to deliver a transformation 
work stream and clear assessment of 
affordability in advance of the Full 
Business Case being agreed. 

 

8. Recommendations 

The Trust Board is requested to: 
• Approve the submission of a breakeven plan to NHSI to deliver the 

Control Total;  
• Approve the stretch target surplus in the Financial Plan for 2019/20 

presented here for internal financial performance management; 
• Approve the capital plan for 2019/20; 
• Note the risks identified and the ongoing plans to mitigate these risks. 
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6. 

Title of Document: 
 
NHS Update: 
 
6.1. NHSE / NHSI Reorganisation 
 
6.2. Review of National Clinical Standards 
 
 

To be presented by 
 

 
Chief Executive 

Executive Summary 
 
The Chief Executive will report on the NHS England (NHSE) and NHS Improvement (NHSI) 
reorganisation plans as well as the recent update issued by the NHS Medical Director, 
Professor Powis, regarding his review of the National Clinical Standards.  
 
 
Recommendations 
 
The Board is asked to note and discuss the relevant NHS updates.  
 

 
 

 
 





 

Review of National Clinical Standards 

At the Prime Minister’s request in June 2018, Professor Stephen Powis, NHS National 
Medical Director, commenced a Clinical Standards Review mapped against the NHS Long 
Term Plan and in relation to Mental Health, Cancer, Urgent and Emergency Care, and 
Elective Care.  

Professor Powis issued an interim report in March 2019, ‘Clinically-led Review of NHS 
Access Standards’. The Report explains that as the Long Term Plan seeks to go further in 
tackling cancer through earlier diagnosis, it is important that the system of standards which 
have been used in the NHS during the last 20 years is also reviewed to support these 
ambitions.  

The Report also notes that while survival rates for cancer in England are higher than they 
have ever been, there is more to do to ensure our outcomes are among the best in Europe 
across all cancers. Earlier diagnosis is recognised as a key means to improving survival rates 
and achieving the new ambition that by 2028, the proportion of cancers diagnosed at stages 
one and two will rise from around half to three-quarters of cancer patients.  

The proposed cancer standards are summarised in table 1 below and aim to measure what is 
important clinically as well as what is important to patients, also ensuring the standards are 
clear and straightforward to understand.  

Table 1: Proposed Cancer Standards 

Measure Clinical Rationale Implications for patient 
care 

 
Faster Diagnosis Standard: 
Maximum 28day wait to 
communication of definitive 
cancer / not cancer diagnosis 
for patients referred urgently 
(including those with breast 
symptoms) and from NHS 
cancer screening.  
 

 
Urgent cases include: 
 
• those referred by their GP with 

urgent cancer symptoms;  
 
• those referred by their GP with 

breast symptoms;  
 
• those referred by cancer 

screening services.  
 

It is important that people are 
diagnosed quickly after referral so they 
can start treatment as soon as 
possible.  
 
Patients will need to have their first 
appointment with a consultant well 
before the 28day point to ensure 
communication of diagnosis within 
that timeframe  
 

 
More explicit focus on 
measuring and incentivising 
early diagnosis, which is 
linked to improved survival 
rates.  
 
Improves on current two-
week waiting time, as 
measures time to receive 
diagnosis, rather than time 
to be first seen by a 
consultant.  
 
Brings together existing 
urgent referral routes into 
one simple standard.  
 



 
Maximum two-month (62-
day) wait to first treatment 
from urgent GP referral 
(including for breast 
symptoms) and NHS cancer 
screening  
 

 
Includes urgent cases as above.  
 
Having a single headline measure, and 
ensuring the clinical guidance 
governing inclusion within it reflects 
modern clinical practice, adds clarity 
and greater focus on what really 
matters.  
 

 
Brings together three 
existing urgent referral 
routes into one simplified 
standard.  
 

 
Maximum one-month (31-
day) wait from decision to 
treat to any cancer treatment 
for all cancer patients.  
 

 
All cancer patients need to begin 
treatment quickly after the decision to 
treat is taken.  
 

 
Maintains guarantee of 
swift start to treatment for 
all cancer patients.  
 
Brings together four 
existing treatment 
standards into one 
simplified standard.  
 

*A full copy of the report is available online or can be requested from the Trust Secretary.  

 

The Report notes that the approach for testing these proposals is still in development and 
based on the findings of testing, the new standards are expected to take effect from April 
2020.  

 

The Board is asked to note the update regarding the review of National 
Clinical Standards.  



 

 

BOARD PAPER SUMMARY SHEET 
 

Date of Meeting: 
 

25th March 2019 

Agenda item 
 
7.1.  
 

Title of Document: 
 
Staff Survey Results 2018 

To be presented by 
 

Director of Workforce 

Executive Summary 
 
This report provides the Executive Board with a summary of the 2018 national staff survey 
results and details the priorities for actions for 2019-20. The Trust carried out the survey 
during October to November 2018 and achieved a response rate of 53%.  The format of the 
staff survey results has changed with the introduction of 10 themes and a new scoring 
system. The Trust’s performance against each of these themes is as follows: 
 

• Best score for acute specialist hospital for 2 themes across immediate managers and 
staff engagement; 

•  Above average for 6 themes across quality of appraisals, staff morale, quality of care, 
safety environment (bullying and harassment), safety environment (violence) and 
safety culture; 

• Average for the Health and Wellbeing theme; and 

• Below average for the Equality, Diversity and Inclusion theme. 

The three Trust-wide priorities for action are: health and wellbeing, equality and diversity 
and team working. The results have been shared with the Divisional leads to support the 
development of local action plans using the workforce strategy as the framework. The local 
plans are designed to work alongside the corporate initiatives to improve the staff 
experience. The Divisional and corporate plans will be monitored regularly through the 
Workforce and Education Committee. 
 
Recommendations 
 
The Trust Board is asked to note the results of the National Staff Survey and proposed 
actions to respond to staff views.  
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Staff Survey Results 2018 
 
1. Introduction 
This report provides the Trust Board with a summary of the results from the 2018 Annual Staff 
Survey and details the recommendations of actions for 2019/20 in line with the Trust’s Workforce 
Strategy. The 2018 National NHS Staff Survey took place between September and November 2018. 
The Trust carried out a full online census and 1912 staff responded (53%).  
 
2. Context  
The National Survey Coordination Centre changed the approach for the reporting of the 2018 survey 
and the scoring system. Previously, 32 key findings were reported on; these have now been 
converted to 10 key themes, which are shown below: 
 

• Equality, Diversity & Inclusion 
• Health & Wellbeing 
• Immediate Managers 
• Morale 
• Quality of Appraisals 
• Quality of Care 
• Safe Environment – Bullying & Harassment 
• Safe Environment – Violence 
• Safety Culture 
• Staff Engagement  

 
Each of these themes is then applied to the Trust as a whole, to the various staff groups and on a 
divisional level. 
 
3. Summary results 
The overall response rate for Acute Specialist Trusts in 2018 was 52% and The Royal Marsden once 
again achieved a higher response rate than this with 53%. 
 
The Royal Marsden achieved an overall staff engagement score of 7.73 (out of a total of 10) which is 
the highest score across all Acute Specialist Trusts. This is an improvement on 2017 when the overall 
engagement score was 7.67. This is reflective of the successful year The Royal Marsden had last year 
with achieving CQC Outstanding rating. 
 
Graph 1 – Overall Engagement Score across the Sector 

 
The Trust achieved the best national scores compared to other Acute Specialist Trusts for two 
themes; ‘Immediate Managers’ and ‘Staff Engagement’.  The Trust is also above the national average 
for six themes: ‘Morale’, ‘Quality of Appraisal’, ‘Quality of Care’, ‘Safe Environment – Bullying and 
Harassment’, ‘Safe Environment – Violence’, and ‘Safety Culture’.  This demonstrates that whilst the 
Trust had a very busy year, staff remain engaged and positive about working at The Royal Marsden. 
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The national survey showed an increasing percentage of staff would recommend the organisation as 
a place to work (78%) as shown in Graph 2. 
 
Graph 2 – Staff recommending organisation as a place to work 
 
*Friends and Family Test (FFT)

 
 
4. Staff results in more detail  
The breakdown of themes against Acute Specialist Trusts shows that 80% of the findings are above 
average, with two themes being the best national scores in the country in comparison. It should be 
noted that due to the change in recording this year the comparator from last year has changed and 
the change from 32 indicators to 10 themes. Table 1 shows the year on year comparison from 2016.  
 
Table 1 – Year-on-year comparison 

 
 

National Staff Survey 
2018 

National Staff Survey 
2017 

National Staff Survey 
2016 

Findings that are above 
average 

80%   
(8/10 above themes) 

81% 
(26/32 indicators) 

56% 
(18/32 indicators) 

Findings that are average 10% 
(1 / 10 themes) 

16% 
(5/32 indicators) 

38%  
(12/32 indicators) 

Findings that are below 
average 

10% 
(1 / 10 themes) 

3% 
(1/32 indicators) 

6%  
(2/32 indicators) 

 
4.1  Comparing our results to 2018   
The Trust has continued to perform well in the national staff survey results and there are no 
significant changes except for Equality, Diversity and Inclusion, and Health and Wellbeing, which 
have both seen a statistical significant negative change. One theme (Staff Morale) is new and there is 
comparative data from 2018. It is worth noting that whilst there have been significant changes 
within two scores (Equality, Diversity and Inclusion, and Health and Wellbeing) we continue to 
score on par, if not higher in comparison to other trusts as demonstrated in Table 3 below. 
 
In relation to the change in the score for Equality, Diversity and Inclusion, further analysis of the 
questions indicate that the shift is in large part attributable to staff interactions with patients/ 
service users in Private Care. There is already work on-going to address this with customer service 
training as well as culture awareness training so staff feel supported and further actions are 
described in section six.  
 
With regard to the health and wellbeing results, further analysis indicates that there are two 
question areas where there has been a change i.e. staff feeling unwell due to work-related stress and 
staff opinion on whether the Trust takes positive action on health and wellbeing. The a new  Charity 
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workforce grant was approved in December 2018 and includes on-going funding of the staff 
counsellors and additional funding for a new specialist nurse within Occupational Health who will 
focus on mental wellbeing issues.  
 
4.2  Benchmarking data  
In reviewing comparisons across Acute Specialist Trusts and London based teaching Hospitals, 
Table 3 shows that The Royal Marsden scores positively on all factors with a number of factors being 
the highest score across all comparators with Safety Culture and Staff Engagement being the best 
scores and Immediate Managers on par with The Christie and Quality of Care (on par with 
Moorfields). 
 
Table 3 – Comparison with similar trusts 
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Acute specialist hospitals 

The Royal 
Marsden 9.2 6.3 7.3 6.5 5.9 8.0 8.4 9.8 7.4 7.7 

The Christie 9.4 6.5 7.3 6.6 5.6 7.9 8.7 9.9 7.3 7.6 

The Clatterbridge 9.4 6.0 7.1 6.2 5.5 7.8 8.6 9.9 7.1 7.3 

The Royal Brompton 8.9 6.0 6.9 6.1 5.8 7.9 8.0 9.7 7.3 7.4 

Moorfields Eye 
Hospital 8.6 6.3 7.0 6.2 6.1 8.0 8.0 9.8 7.1 7.5 

Great Ormond 
Street Hospital 8.9 5.7 6.7 5.9 5.6 7.5 7.9 9.7 6.7 7.2 

Teaching Hospitals 

Imperial 8.4 5.6 6.6 5.7 5.8 7.7 7.3 9.3 6.6 7.0 

Chelsea & 
Westminster 8.7 5.8 6.9 6.1 6.0 7.7 7.7 9.3 6.9 7.0 

Guys & St Thomas’ 8.7 5.9 6.9 6.2 6.2 7.8 7.8 9.6 7.1 7.4 

University College 
London Hospital 
(UCLH) 

8.3 5.6 6.7 5.9 5.9 7.5 7.3 9.5 6.7 7.2 

St Georges Hospital 8.4 5.6 6.4 5.6 5.6 7.4 7.6 9.4 6.4 6.8 

 
 
5. Results by staff group 

 The results for staff engagement are available by staff group and summarised in Table 5. The most 
engaged staff are our clinical staff, including our medical, nursing, allied health professionals and 
additional clinical services. As per last year, the least engaged continue to be healthcare scientists.  
 
Table 5- Results by Staff Group 

Staff Group Engagement 
Score 2018 

Engagement 
Score 2017 

Engagement 
Score 2016 

Medical 7.9 4.17 4.19 
Registered Nursing 7.9 4.11 4.10 
Allied Health Professionals 7.9 4.07 3.98 
Additional Clinical Services 7.9 4.08 4.00 
Additional Professional, 
Scientific and Technical 7.7 4.04 4.12 
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Staff Group Engagement 
Score 2018 

Engagement 
Score 2017 

Engagement 
Score 2016 

Overall Trust Score 7.7 4.07 4.02 
Estates and Ancillary 7.6 4.18 3.98 
Administrative and Clerical 7.6 4.01 3.94 
Healthcare Scientists 7.2 3.90 3.92 

 
 
6. Priorities from the 2018 Staff Survey  
 
Three priority areas have been identified for Trust-wide action:  
 

• Health and Wellbeing: to improve the impact of our initiatives in 2019, the focus for Health 
and Wellbeing will include initiatives such as the roll-out of a multi-professional HALT 
campaign include the BMA fatigue charter, the introduction of a new model to support 
mental wellbeing at work (known as Mental Health First Aid scheme), increased promotion 
of Health and Wellbeing across the Trust and a review of the working environment and staff 
rest areas.    
 

• Equality, Diversity and Inclusion: As the shift in results is in large part linked to the results 
within Private Care, the Trust will continue to roll out the Cultural Awareness training and 
discuss with the management team on how this can be further developed to improve the 
experience for staff. In addition, the aim in 2019 will include improved transparency in 
recruitment processes, a focus on ‘leading inclusively’ through the leadership and 
development programme, and working more collaboratively with the staff networks (LGBT, 
BAME and Disability) to gain further insight of staff survey results and agree action plans.  

 
This will build on the work that is happening across London in line with WRES (Workforce 
Race Equality Scheme) and the upcoming WDES (Workforce Disability Equality Scheme).  

 
• Team Working: The Trust wants to build on the high scores it has received in a number of 

themes by continuing to support managers with team working. In particular, this will allow 
the Trust to build on staff engagement events held to develop Trust values and support 
these being  incorporated into employment practices, encourage team objective setting to 
support cohesive working practices, provide a set of standards for 1-2-1 meetings across all 
professions and address negative behaviours within teams at an earlier stage through 
revised workforce resolution framework.   
 

 
The Trust Board is asked to note the National Staff Survey results and proposed 
actions to respond to staff views.  
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The Board is asked to note the following in relation to the Monthly Quality Account: 
 

• There was one externally reported ‘Serious Incident’ in this period – this was related 
to a medicine error in the operating theatre. The incident is in the final stages of 
investigation. 

• The number of Ecoli blood stream infections has fallen to a three month low. Ecoli is 
a significant improvement objective for the coming year.  

• Chemotherapy waiting times remain under target. A Trust-wide transformation 
program is now established, it is anticipated that improvements will be seen by the 
end of Quarter 1 and beginning of Quarter 2.  

• Nurse recruitment remains good. Retention is now the main focus, including the 
development of new ‘years 1 to 4’ career pathways for nurses across the Trust.   

• There has been a small spike in complaints, there are no clusters observed this 
period.  

• We have seen sustained improvement in L3 Adult Safeguarding Training this month. 

• Fall related fractures and head injuries remain exceptionally low following a 
successful improvement campaign.   

• Note the new ‘Divisional Level Scorecards’ this month. Work is underway to reformat 
the Monthly Quality Account for May 2019 (the first month of the new financial 
year). 

Recommendations 
 
The Board is asked to note this month’s Quality Account. 
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Cancer Services Divisional Dashboard 2018-19 
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Clinical Services Divisional Dashboard 2018-19 
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Private Patients’ Divisional Dashboard 2018-19 
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Community Services Dashboard 2018-19 



Healthcare Associated Infections & Hand Hygiene 
 
 

Data Owner – Pat Cattini – Deputy Director of 
Infection Prevention and Control. 

 
There have been no MRSA to date for 2018-19. 
No hospital acquired CPE or Norovirus.  
 
Review of all cases of reportable infections is in 
place to identify learning and opportunities for 
improvement with enhanced data collection for 
E.coli as part of the E.coli Cancer Collaborative.  
 
There have been 30 cases of Flu in patients, 
mainly flu A.  This is significantly lower than last 
year. The Trust is on trajectory to achieve its Flu 
CQUIN again this year, with the highest number of 
frontline staff vaccinated in four years (2100 staff). 
 
CDI (clostridium difficile infection) lapses in care 
remain very low (n=6 this year). overall numbers 
of Clostridium Difficile detected in the Trust is 
higher than average for England. We have invited 
CDI expert colleagues from Leeds University 
Hospital to peer review our policies and practices. 
This review is scheduled for the end of March. 
 
In February 2019 all commodes in the Trust were 
replaced with easy to clean units. weekly audits 
are in place. In addition we are in year 2 of 
replacing all bed-pan washers with modern 
disposable-waste macerators.  
 



Patient Fall Incidents 
 
Target:  <0.7 falls with moderate or above harm 

Data Owner: Ann Duncan, Matron. Reporting of  Trust wide total fall related incidents has decreased by 15% compared to the same period last year. Importantly 
- moderate and above falls (where the patient suffers a fracture or significant head injury) have decreased in the current 12 months from 2 incidents compared to 5 
incidents in the previous 12 months. The number of  falls on the inpatient wards (as opposed to ambulatory/public areas) has decreased by  26% when comparing 
the previous 12 month period. This decrease in falls on in patient wards has been sustained since September 2018.  
 
Key actions: Alongside the Placemats with ‘Call don’t fall’ and the Falls prevention patient information leaflet we have also reintroduced a  “red sticker”  initiatives 
where the ward pharmacists highlight any risk due to medication  on the patient’s drug chart and inform nursing staff. There is a trial on the non inpatient areas  in 
Sutton to assess the benefits of a modified Falls Risk Assessment Screening tool and this will be introduced in Chelsea and further evaluated. Matron review of all 
Falls  using a RCA tool and dissemination of learning remains an important  element of the Falls campaign work. 
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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: Suraya Quadir, Medicines Safety Officer.  
In January 2019, there were 127 medication incidents of which the majority were no or low harm incidents. There was 1 severe harm incident reported as a SI 
where a patient inadvertently received metaraminol (a drug which increases blood pressure in Theatre or Critical Care) - this is currently under investigation. In 
terms of the no & low harm incidents, the main category was due to adverse reactions and extravasation/infiltration from chemotherapy administration: 27% (n=34) 
19% (n=15) of incidents were due to delayed or omitted medicines; 5% (n=6) were due to incorrect counts of CD and incorrect record keeping. 
 
Medicines Safety and Human Factors: The Trust is working with an aviation human factors specialist to look at novel ays to improve medicines safety in MDUs. 
This work is being undertaken in preparation for the move into the Oak Cancer Centre.  
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Table 4.0 



Hospital Pressure Ulcers (PU)* – All Categories  
 Target: Zero grade 4 pressure ulcers 

Data Owner: Andrew Dimech DND.   
Incidents: In January  there is an increase in category 2 pressure ulcers (PU) whilst the number of category 1 PU have reduced. 
There was a total of seven category 2 PU reported this period. There were five category 2 PU’s reported across a variety of wards in both Chelsea and Sutton with 
no clusters of ward incidents. There were two category 2 and one category 3 reported in CCU.  The  category 3 PU was caused by a life-sustaining airway medical 
device within the CCU.  
Training: There has been ongoing training and education of staff regarding PU prevention and management on all wards. A Tissue Viability Champions Study Day 
was delivered on the 4th February involving  attendees from different departments and disciplines, raising awareness for PU prevention amongst Nursing Staff and 
AHP’s.  A further in-house training session was delivered to Kennaway Ward where in December  the ward had 3 PU’s resulting in a reduction in January.  
Medical Devices: The Equipment Selection Guide was also distributed by the TVN team across both sites, giving Nursing Staff, AHP and porters overall 
information.   
Patient Information: The patient’s leaflets have been approved for printing and are will be available in March for  patients at risk to facilitate patients education, 
encourage engagement with the management plan and reduce non-concordance issues.  
Documentation: A new care bundle will be fully launched across the Trust by the 1st  of April in collaboration with the Practice Education team. 
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Table 5.0 



Community Pressure Ulcers (PU)* – All Categories  
 Target: Zero grade 4 pressure ulcers 

Data owner: Jenny Giles Interim community Divisional Director of Nursing 
There were no category 4 PU reported within community services in January 19. There were 7 category 2 and 1 category 3, a slight increase from December where 
the numbers were rather lower than expected for the time of year.  PU panels are set up monthly to provide senior support and oversight of any RCA’s. The teams 
are encouraged to present their findings and any learning, which is then shared directly with the wider team. Root cause analysis is always considered by the 
community team to improve the level of understanding around these categories of injury and to assist improvement work. 
 
The pressure ulcer care bundles continue to support improved practice in relation to risk assessments and prevention. The rolling monthly audits on the 5 harms 
assist in retaining the profile of this important area of patient safety and provide real time feedback and oversight  for staff on compliance around key elements of 
care. Where required root cause analysis reports are being completed, and presented at pressure ulcer panel. Pressure Ulcer reduction remains a high priority for 
the team. 
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Table 6.0  



Hospital VTE Screening/readmission Performance  
 

Readmissions Summary 
 
There are no anomalies reported in relation to 
emergency readmissions this period. 
Readmissions remain very low. 
 
It is acknowledged that there is no national 
readmission rate/target for a specialist cancer 
Trust. Cancer ICD codes are excluded from 
national readmission figures due to an 
accepted clinical rationale that cancer patients 
will re-attend on multiple occasions. The Chief 
Nurse is in consultation with colleagues in the 
Christie and Clatterbridge re. readmission 
monitoring in a specialist cancer centres. The 
figures in the graph therefore represent a very 
small number of patients who may not yet 
have a defined cancer diagnosis. 
 
 
VTE Data Owner:  Justine Hofland DND 
January 2019 Data 
 
Patients with Cancer are at a greater risk of 
developing a VTE therefore this continues to 
be a safety priority for us. The VTE steering 
board is well established and continues to 
improve the process for the recording of VTE 
assessments which are crucial to reduce the 
risk of harm for patients. In January 2019 we 
achieved  the target of 95% success in 
ensuring  all  in patients were appropriately 
assessed for the risk of developing VTE. 
Posters and information leaflets are available 
for all patients and our aim is to increase 
patient awareness and  reduce risk. 
 

Table 7.0 Hospital Readmissions Summary 
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Data Owner: Jatinder Harchowal, Chief Pharmacist 
& Lorraine Hyde, Matron, MDU Sutton. 

 
Chelsea MDU in has seen a increase in activity and 
associated waiting times. In line with increases in 
activity, the Trust approved an uplift in nursing and 
administration staff for MDU Chelsea which has 
maintained chair capacity.  
 
Following a successful MDU nurse recruitment 
campaign there are currently no RN vacancies, work 
is well established to safely expedite new starters 
chemotherapy skills sign off. 
 
The introduction of the quality improvement (QI) 
project has had a positive impact particularly for 
those patients waiting for more than 1 hour for 
administration of their chemotherapy from their 
scheduled time.  The QI project is continuing to look 
at ways to improve the waiting times across the 
whole pathway from prescribing to approval on the 
day of chemotherapy and from manufacturing to 
administration. Sustained and significant 
improvements can be seen in Sutton for April – to 
December 18. 
 
Phlebotomy remains a significant pinch point, and 
work is also underway to modernise this process on 
the Sutton site, this includes the procurement of an 
electronic patient labelling system which will be 
deployed and ‘go-live’ the third week in January 
2019. This is envisaged to be a significant step 
forward for OPA and MDU phlebotomy.  
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Chemotherapy Waiting Times  



Our Patient Experience Friends & Family Test (FFT) 
National Friends & Family Test Data (RM data as of 11 March 2019 – Against January 2019 National data) 

Inpatient data was collected for 177 Acute NHS trusts and independent sector providers. Nationally, the overall average percentage for those who would 
recommend the service to friends and family was 96% in January 2019. The trust is below this with a score 94%. 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 January 2019. The trust is above this with a score of 96%. Community Services data was collected from 150 NHS organisations 
and independent sector providers. Nationally the overall average percentage for those who would recommend community services to friends and family 
was 96% in January. The trust is above this with a score of 100%. 
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INPATIENTS FFT Q2 
17/18 

Q3 17/18 Q4 17/18 Q1 18/19 Q2 18/19 Q3 18/19 Sept 
2018 

Oct 
2018 

Nov 
2018 

Dec 
2018 

Jan 
2019 

The Royal Marsden 
inpatients who would 
recommend  

98% 96% 98% 95% 97% 96% 98% 96% 96% 97% 94% 

National average 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 

Response number 1414 1158 1008 1051 978 1213 307 402 477 334 309 

OUTPATIENTS FFT Q2 
17/18 

Q3 17/18 Q4 17/18 Q1 18/19 Q2 18/19 Q3 18/19 Sep 
2018 

Oct 
2018 

Nov 
2018 

Dec 
2018 

Jan 
2019 

The Royal Marsden 
outpatients who 
would recommend  

96% 95% 95% 95% 96% 94% 95% 91% 96% 95% 96% 

National average 94% 94% 94% 94% 94% 94% 93% 94% 94% 94% 94% 

Response number 1520 1119 1511 1490 1459 1814 422 535 668 611 626 

COMMUNITY 
SERVICES  FFT 

Q2 
17/18 

Q3 17/18 Q4 17/18 Q1 18/19 Q2   
18/19 

Q3 18/19 Sep 
2018 

Oct 
2018 

Nov 
2018 

Dec 
2018 

Jan 
2019 

The Royal Marsden 
community services 
clients who would 
recommend  

98% 96% 99% 97% 94% 98% 95% 98% 99% 99% 100% 

National average 96% 96% 96% 96% 95% 96% 95% 96% 96% 96% 96% 

Response number 454 454 487 509 492 512 190 207 162 143 178 



Our Patient Experience Monthly Survey Results 
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Example of Positive Comments this period 
 
Everything was excellent from reception to radiology to Smithers ward. Could 
not be faulted! (Radiotherapy-Sutton) 
 
The standard of care, compassion and overall professionalism is second to 
none. (Robert Tiffany-Ward Sutton) 
 
The procedure available has been life changing and all the staff have been 
wonderful (PP-Surgical-unit Chelsea) 
 
Very kind and understanding. Attentive and empathetic at all times. Very 
happy about the privacy which is important to me. (Critical-care Unit Chelsea) 
 
This enabled me to come out and join in a group session with others alike and 
has helped me with my physical mobility of being a little more flexible in my 
joints. Also it has encouraged me to do more exercise that I can do at home in 
my daily schedule.(neuro therapy, SCS Community) 
 
I have taken my daughter to see two speech therapists and they have both 
been amazing.  My daughter is at ease when she is with them and enjoys the 
sessions.(speech-therapy SCS Community) 

 
Comments where care can be improved this period 
 
The turnaround times for Pharmacy to make medications has now taken over 4 
hours. Too long! (Kennaway –Day –unit Sutton) 
 
The care on the unit was very good, nursing staff and other unit staff excellent. The 
communication between the clinician, pharmacy, unit and patient could be 
improved as there were two prescription charts and different recommendation for 
the oral drugs pre and post chemo. (Medical- Day -unit – Sutton) 
 
My care has been exceptional the ward. I could not fault any of the treatment and 
dedication of the staff involved. The only problem I have encountered is the length 
of time to produce the medication (sometimes taking up to four hours). (Oak-Day-
Unit Sutton) 
 
When I arrived at the given time, I still waited nearly 2 hours for a blood test!  I 
wish I had just come in earlier. Then after waiting another 2 hours for the blood 
test result. I was then asked for a urine test, why didn't they just ask for that earlier 
when I saw the doctor?! A very drawn out day just to do a blood list to see if I can 
take meds with me !!! (Medical-Day-Unit-chelsea) 
 
I had come prepared with ear plugs but I had the misfortune to be next to a patient 
who needed the commode ever 1/2 hour and also had one or more machines that 
beeped very loudly. So I had very disturbed sleep (Burdett-Coutts Chelsea) 
 

Table 14-18: The patient comments below are captured via our paper FFT comments cards. Information is fed back directly to ward teams. Ward 
Sisters and Matrons review the data as it arrives and action appropriately. The information is also reviewed at the CBU Performance Review 
meetings. 
 
January 2019 Update – the Trust is reviewing its electronic patient experience survey provider and is currently out to national tender for a partner in 
this area. The outcome of the tender is expected to report in April 2019. 



 Patient Feedback – PALS Queries and Complaints 
Data Owner: Kayleigh Sanderson, Head of Assurance. PALS and Complaints summary. January 2019 PALS Summary: 556 patient contacts this 
month – within expected numbers (cross site).  Top three contact subjects were Advice and Information (118), Communication-
verbal/written/electronic (29) and Referral information (27). 
Complaints Summary: 16 new complaints were opened in January 2019, with 25 remaining open in total at the end of January.  
Concerns surrounding treatment has continued to be the most common subject of the complaints received.  

Table 19.0 Formal  Complaints Trend – Closed Complaints 

Table  20.0 Formal Complaints – Detailed information by Division – Received Complaints 

Table 18.0  Complaints Narrative:  
 
Out of the 16 complaints received, the 
following subjects were raised this month 
were:  
 
-Attitude of staff 
-Clinical care 
-Communication breakdown 
-Delays in care 
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 Safer Staffing: Nurse Recruitment  
Nurse Recruitment 
 
Nurse recruitment and retention remain a Trust priority and the nursing recruitment and retention group continues to meet fortnightly to ensure 
sustained focus on our objectives. The Trust Nursing vacancy rate increased to 8.0%, and remains below the Trust target of 10%.  The Hospital nurse 
vacancy rate increased slightly to 6.9% and the  Community nurse vacancy rate also increased by 3.2% to 15.4%. We have recruited 215.3 fte nurses 
towards our 250 target .  There are 84.15 fte nurses in the recruitment pipeline of which  31.76 fte have a start date booked. 
 
Summary March/April 2019 Nurse Recruitment Activity: 
 
• 158 nursing leads received from online Facebook and ad words campaigns 
• Rolling monthly nurse recruitment days  
• International Nurse video and recruitment page appears on the Trust Website 
• We are booked to attend Brighton, Southampton and University of East Anglia later in the year  
• There are currently 9 international nurses in the pipeline to be deployed 
 

Table 23.0 Nurse Vacancy Rates 

sdf 
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 Safer Staffing: Nurse Retention 
Turnover/Retention 
The overall  (all staff) voluntary turnover rate remain the same at 12.8% and remains average for London.  The Trust Nursing voluntary turnover 
increased marginally by 13.9%.  The Hospital nursing turnover rate increased by 0.7% to 14.2% and the community turnover rate decreased to 
12.2%. There were  15.9 fte voluntary leavers in January (Hospital (13.9 fte/Community 2 fte).  The reasons for leaving are show below an and the 
top 3 reported were relocation (5.9fte), Promotion (4.0 fte) and work life balance (3.0 fte). 
 
Retention & Recruitment continues to  the key focus of the Chief Nurse and HR Director, working together they now chair fortnightly Retention & 
Recruitment Meetings.  Work continues on reducing voluntary turnover through a range of initiatives including the launch of the HALT campaign. 
 
Most notably in January 2018 the  (all-party) Commons Health Committee released its ‘Nursing Workforce’ paper which details, for the first time, the 
unique pressure on the profession nationally. RMH is not currently an outlier in  staff experience or recruitment, however it is important to note the 
reports findings, a summary and of which can be found on the next page.  

Table 21.0 Nurse ‘Joiners and Leavers’ cumulative position  

Table 22.0 Reasons for leaving 
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Safer Staffing: Planned Vs Actual Staffing  
January 19 Safer Nurse Staffing Summary:                 
The planned staffing level versus the actual staffing level 
for January 18 remains greater than 95% for RN.A 
greater 100% for Healthcare Assistants – this can 
largely be explained through the use of ‘specials’ (one to 
one care) Specials usage higher this month across the 
Trust.  
 
Reviewing Safer Staffing – Daily (Jan 2019) 
The Electronic Safer Nursing Care tool is now deployed 
across all wards in the Trust. Data is inputted twice daily 
and reviewed ‘live’ each morning at the 0900 
Operational Bed and Staffing meeting to support clinical 
and professional discussions  and decisions  to ensure 
wards are appropriately staffed according to the latest 
data & professional judgement. This is an innovative and 
dynamic use of this data in real time and has greatly 
improved compliance with collecting the data.  
 
Care Hours Per Patient Day (CHPPD) 
CHPPD is the preferred metric recommended by the 
Lord Carter review. It is calculated by dividing the 
Nursing hrs. (both RN + HCA) by the number of 
patients.  The Trust benchmarks well against our 
speciallist peers (NHS data with Oak Research unit 
removed). 

 Date  
2018/2019 RN fill %        HCA fill %     

  Chelsea  Sutton  Combined    Chelsea  Sutton  Combined  

October  98.48% 98.36% 98.40% 104.28% 99.30% 102.30% 

November  99.98% 99.16% 99.66% 103.60% 106.10% 104.60% 

December  100.52% 100.73% 100.60% 103.19% 110.7% 106.34% 

January  99.22% 99.45% 99.31% 104.16% 107.06% 105.33% 

Table 22.0 January  19 Planned vs. Actual RN & HCA fill rate 

Quality Account Summary 
The Board members are asked to note and comment on this report. 
Eamonn Sullivan Chief Nurse  
March 2019 
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25th March 2019 
 

Agenda item 
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Title of Document: 
 
Quarter 3 2018/19 Board Scorecard  

To be presented by 
 

Chief Operating Officer 

Executive Summary 
 
This paper provides the Board with an update on the Trust’s performance for quarter 3 
2018/19. The scorecard and narrative is also submitted to the Council of Governors. 
 
The report includes the balanced scorecard for the Trust and a commentary on the red-rated 
indicators in the quarter 3 report including actions underway to improve performance. 
 
Recommendations 
 
The Board is asked to note the Trust balanced scorecard and commentary for quarter 3 
2018/19 and is invited to discuss the position.  
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KEY PERFORMANCE INDICATORS 

 
QUARTER 3 2018/19  

 
 
1. Purpose 
 
This paper provides the Board with an update on the Trust’s performance for quarter 3 
2018/19. The scorecard and narrative is also submitted to the Council of Governors. 
 
The report includes the balanced scorecard for the Trust and a commentary on the red-rated 
indicators in the quarter 3 report including actions underway to improve performance. 
 
2. Amendments to Scorecard 
 
One amendment has been made to the scorecard for quarter 3 reporting. In addition, there 
are two updates from the quarter 2 report: 
 
Amendment: 
 

• Staging data completeness sent to Thames Cancer Registry  
(1 Quarter in arrears) 

 
The staging data completeness information for the previous 4 quarters has been amended in 
the Q3 Board scorecard following identification of a retrospective shift in performance 
following previous submission. This data shift is due to a data migration exercise which was 
completed in Q1 to enable transition to a new cancer data system. The previously reported 
data was calculated whilst the data was in the process of being migrated and, as such, was 
not reflective of the entire dataset. The data for this metric has now been reported from the 
new system – Cancer Waits System - and the information contained within the Q3 scorecard 
is an accurate reflection of the Trust’s current position against this measure.  
 
Updates: 
 

•  CDIFF Lapses of Care  
 
The number of CDIFF lapses of care had not been signed off with the NHS England team in 
time for Quarter 2 reporting. The 2018 data was agreed and signed off with the NHS England 
team in early December and the quarter 2 position has since been updated and is included 
within the Quarter 3 scorecard. 
 

• Mortality Audit 
 
In the Q2 scorecard the mortality audit had been provisionally reported as ‘Green-rated’ in 
line with QAR & IGRM. This was pending three post-surgical death reviews which required 
validation from a surgical perspective. The pending surgical reviews have now been 
completed and no additional concerns were raised. As such, the Quarter 2 mortality audit 
can now be confirmed to be ‘Green-rated’ as initially reported and the scorecard has been 
updated to reflect this. 
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3. Performance for Quarter 3 18/19 
 
44 of the RAG-rated metrics were green in Quarter 3 with 18 metrics rated red.  
 

 
 
 
3.1 Patient Safety, Quality and Experience  
 

Q3 18/19 
Total number of E-COLI bacterium 
Actual: 27 (65 
total) 

Target: ≤56 per annum Forecast: Red 

 
27 incidences of E-COLI were detected in quarter 3 which brought the total number of cases 
to 65 for the 18/19 reporting period. This measure records all cases of E-COLI seen at RMH, 
regardless of whether RMH are attributable for the infection. The raised incidence rate has 
been investigated by the Chief Nurse in collaboration with the Trust’s infection prevention 
and control lead. Of the 27 cases seen in Q3, 14 cases were not considered attributable to 
RMH. Of the remaining cases, analysis suggests that incidences of infection are not isolated 
to any particular ward and that patients with UTIs or GI/Hepatobiliary sepsis are most at 
risk.  
 
RMH complete a root cause analysis for each E-COLI case and any patients known to have 
died with E-COLI are independently reviewed at panel. RMH are currently engaged in a 
robust programme of work to better understand and protect oncology patients from risk 
factors for E-COLI. A national collaborative project is being led jointly by RMH and The 
Christie with support from the NHS Improvement team. The national cancer E-COLI 
collaborative is aimed at understanding and reducing the number of E-COLI blood stream 
infections in Oncology patients. As part of this initiative a Darzi fellow has been appointed at 
RMH to pull together a risk assessment and a bundle of care to reduce risk. The key areas of 
focus are around patient hydration, oral care, hand hygiene and patient mobilisation and 
there are process improvement projects in place to improve patient outcomes. RMH will 
present an update on findings and proposed initiatives in March as part of the NHSI/RMH/ 
Christie - hosted national E-COLI meeting. 
 
 

 
Q3 18/19 

Staging data completeness sent to Thames Cancer Registry  
(1 quarter in arrears) 

 Actual: 68.05%  Target: 70%  Forecast: Green 
 
Although not red rated, the staging data completeness measure has declined in Q2 & Q3, 
falling to 68.05% in Q3 from 73.70% in Q1. Q2 performance against this measure had been 
previously reported as Green rated in the Q2 scorecard but has changed retrospectively and 
is now amber rated.  
 
The decline in performance is related to a change in the data collection system that was 
implemented in June.  The new system will reduce duplication and increase accuracy in the 

Five themes have been identified as longer-
term issues. These are: Chemotherapy waiting 
times, 62 day performance, Non-PP debtors, 
Research (accrual to target) and PP aged debt.  
Appendix A shows the full balanced scorecard 
report for quarter 3 for 2018/19.   
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long term but, in the initial phase, has led to a change in process which has impacted on the 
proportion of records having the staging data included.   This is a data abstraction issue and 
not a clinical issue and the staging completeness will be ‘caught up’ in the coming months. 
 
 

Q3 18/19  

Percentage of chemotherapy patients starting treatment within 
3 hours of first appointment of the day 
Actual: 76.3%  Target: 85% Forecast: Amber 
Percentage of chemotherapy patients starting treatment within 
1 hour of appointment time 
Actual: 77.9% Target: 85% Forecast: Amber 

  
Quarter 3 performance against chemotherapy targets represents a stable picture compared 
to quarter 2 2018/19. A full pathway audit has been undertaken which identified that the key 
causes of extended waits are: 

•        Lack of capacity and modern equipment and processes in aseptics, phlebotomy 
services and pathology. These factors have led to unintentional ‘batching’ of results 
and confirmations and directly impact all other services 

•        Paper-based scheduling across all units 
•        Variation in processes between units 
•        Physical space constraints in all clinical areas 
•        Effective communication pathways between units/staff/patients 

  
A day care improvement project has been initiated to overcome these issues and key project 
updates from quarter 3 are: 
  

•        Plans for increased phlebotomy space in outpatients Sutton have been drawn up 
and a business case will be presented at FSG in March.  

•        A batched chemo pilot is in progress within Sutton MDU with an accompanying 
audit to assess the impact of the process change. Following evaluation of the NHS 
MDU pilots the plan is then to extend the scope of the project and roll out to other 
units including Haematology wards and PP. 

•        A scheduling and demand model has been designed, with assistance from IT, and 
demonstrations have been undertaken with all clinical areas and pharmacy aseptic 
teams across all sites. The system has been very positively received and a decision 
from IT regarding the practicalities of implementing the system is due in early 2019 

  
The day care improvement project is addressing a number of the issues and the scope of 
work is significant. Significant improvement is expected by December 2019 as the changes 
detailed above become embedded. 
 
3.2 National Waiting Time Targets: 
 

 
Q3 18/19  

62 day wait for first treatment – GP referral to treatment (before 
reallocation)  

 Actual: 79.2% Target: 85% Forecast: Red 
 
The Trust did not meet the standard for quarter 3 2018/19 with performance at 79.2% 
against a target of 85%. The Trust did meet the standard following reallocation with 
reallocated performance measured at 85.2%. Whilst late referrals, patient fitness and 
complexity of pathways continue to impact performance at the Trust, increasing demand has 
also put pressure on capacity at RMH. This includes capacity constraints in outpatients, 
radiology, histopathology, inpatients, surgical and medical services.  
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The Trust has invested in extra capacity within the breast service and theatres and is 
considering further plans within Interventional Radiology and sarcoma. All these measures 
are designed to increase the Trust’s diagnostic and therapeutic capacity. 
 
For quarter 3, there were 41.0 accountable breaches prior to reallocation. Of those 
accountable breaches, 27.0 were received late in the pathway (defined as after day 38). Of 
those remaining, the breaches occurred for the following reasons: 

• Administrative delays (0.5) 
• Capacity (2.5) 
• Delay in workup / pathway management (5.5) 
• Patient choice (1.0) 
• Patient fitness (0.5) 
• Patient compliance (0.5) 
• Inappropriate early referral (1.5) 
• Complex diagnostic pathway (1.5) 
• Other medical condition prioritised (0.5) 

 
Within the framework of national reallocation guidance, referring trusts are working towards 
ensuring that referrals are made to the Royal Marsden by day 38 wherever appropriate.  
Performance has remained low against this measure in Q3. In terms of internal performance 
against the 62 day standard, the trust achieved the 85% threshold in Q3 with performance at 
92.9%, based on referrals received directly from GPs.  
 
 

 

Q3 18/19  

62 day wait for first treatment – Screening referral to treatment 
(before reallocation)  

 Actual: 85.5%  Target: 90% Forecast: Green 
 62 day wait for first treatment – Screening referral to treatment 

(post reallocation)  
 Actual: 86.2% Target: 90% Forecast: Green 
 
RMH did not meet the 62 day screening target in quarter 3 (before reallocation or post 
reallocation), with performance at 85.5% and 86.2% respectively, against a target of 90%. 
This was the result of 4.5 accountable breaching pathways across the quarter. Of those 
accountable breaches 3.0 were received late in the pathway (defined as after day 38). Of 
those remaining, the breaches occurred for the following reasons: 
 

• Booked out of time (0.5) 
• Patient compliance (0.5) 
• Trial workup (0.5) 

 
 

Q3 18/19  

2 week wait from referral to date first seen: All Cancers 
 Actual: 75.9%  Target: 93% Forecast: Red 
 2 week wait from referral to date first seen: Breast Symptomatic 
 Actual: 77.9% Target: 93% Forecast: Red 
 
RMH did not meet the 2 week target from GP referral to first outpatient appointment in 
quarter 3, with performance at 75.9% across all cancer sites and at 77.9% for Breast 
Symptomatic patients against a 93% threshold.  This is the result of an increase in referrals 
and a significant increase in demand across breast, sarcoma and skin services. Additional ad 
hoc breast clinics were put in place during Quarter 3 to manage the backlog and this waiting 
list initiative had a short-term negative impact on performance. The Trust has approved a 
business case and action plan for breast, including recruitment and capital spend. Additional 
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long-term clinical capacity has been put in place for the management of breast referrals, and 
the breast 2 week wait position is expected to recover by Quarter 4.   The Trust is further 
developing a business case for Sarcoma including short-term and long-term actions for 
consideration. 
 
3.3 Community Measures 
 

Q3 18/19 
Number of patients with attributable Category 4 pressure ulcers 
(RMCS) 
Actual: 1  Target: 0  Forecast: Green 

 
A category 4 pressure ulcer was reported within the Community health services division in 
November. This related to a patient who was initially reviewed and found to have a grade 3 
pressure ulcer at panel but this deteriorated to a grade 4 and subsequently required a further 
panel review. Relevant actions are now in place, which included the recommendation that all 
patients with complex needs should be discussed at a multidisciplinary team meeting to 
ensure that there is coordination of care when multiple services are involved.  The 
importance of early involvement of Tissue viability nurses in cases where patients are at 
an increased risk of developing pressure ulcers, or experiencing deterioration of existing 
pressure ulcers, will be highlighted to the adult nursing teams.  The incident was reviewed at 
IGRM in January 2019 and all actions agreed. 
 
 
3.4 Finance, Productivity and Efficiency  
 

 Q3 18/19 PP Aged Debt at >6months 
 Actual: 25%  Target: 23%  Forecast: Red 
 
The total PP debt over 6 months old has again reduced in Q3 to 25% from 27% in Q2. 
Although improvement has been achieved in quarter, performance is still above the 
threshold target of 23%.  The significant challenge continues to be presented by Embassy 
debt and this remains an area of focus for the Private care team. The Trust’s Embassy credit 
control team are continuing to work closely with the international team in an effort to 
improve the payment profiles and ageing within embassies.  Further improvement is 
anticipated over the remainder of the year although it is unlikely that RMH will meet the 
quarter 4 target of 19%. 
 

 Q3 18/19 Non-PP Debtors over 90 days (% of total PP-debtors) 
 Actual: 48% Target: <25% Forecast: Red 
 
The percentage of non-PP debtors over 90 days improved marginally in quarter 3 from the 
quarter 2 position.  Non-PP Debtors continue to be a challenge to collect in under 90 days. 
Progress has been made in year and is ongoing. Debtors with significant balances continue to 
be reviewed on a case by case basis for targeted collection, which is a strategy that has proved 
successful over previous quarters. 
 

 
Q3 18/19 

Capital Expenditure Variance YTD 
 Actual: -6712  Target: Between 85% 

and 115% of Plan 
Forecast: Red 

 
Capital Expenditure is under plan YTD and is forecast to be underspent by £10m at year end. 
c£1.5m of IT schemes are being delivered by Sphere which is revenue funded. This budget 
will remain unspent in capital and the funds used instead for revenue expenditure. 
Additionally some of the larger capital projects such as the IT Strategy and the Oak Centre 
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have had costs re-profiled into next year instead of this year (c£5m). The remaining 
underspends are mostly savings on schemes. There is no clinical risk from the re-profiling of 
any of these projects.  
 
3.5 Productivity & Asset Utilisation 
 

Q3 18/19 Theatre Utilisation – Sutton 
Actual: 53.0% Target: ≥60% Forecast: Amber 

 
Theatre utilisation in Sutton was measured at 53% in quarter 3 which was a small 
improvement in utilisation when compared to the Q2 position (49.9%). Despite this, 
utilisation remains below the targeted level of 60%. The primary reasons for lowered 
utilisation rates in Q3 were due to Consultant leave throughout the period and an audit day 
in November which resulted in 2 theatres closing for the day. The specificity of the surgery 
available at Sutton limits the cases that can be performed there and this makes Consultant 
leave a particular issue with returned lists often left unutilised. It is important to note that 
Sutton theatre utilisation is consistently lower than in Chelsea and the key reasons for this 
are: 
 

• Compared to Chelsea there is currently little demand for PP surgery 
• Sutton theatres accommodate a number of essential clinical support services 

including paediatrics, endoscopy and line placements but the utilisation of these 
sessions is dependent on both demand and the availability of the consultants. There 
is little cross cover/back-fill unlike in Chelsea. 

• Sutton does not have a critical care unit which limits the patient cohort that can be 
operated on at the Sutton site.  

• Theatres are not staffed to operate for 9 hours a day every day  
 

The team has been offering empty lists in Sutton to other consultants and processes to 
improve utilisation are being reviewed, including early release of vacant sessions where 
consultants are on leave. Some timetabling changes have also been implemented which are 
aimed at improving session uptake and theatre activity. A weekly scheduling meeting has 
been implemented at the Sutton site in order to identify vacant sessions as early as possible 
and optimise the possibility of another team utilising returned lists. The expectation for 
Sutton theatres is a stable picture however, rather than significant improvement. 
   
3.6 Clinical and Research Strategy  
 

Q3 
18/19 

Total NHS Referrals (Quarterly) 
Actual: 5643 Target: 4,920-5,224 

 
Forecast: Amber 

 
There has been a significant increase in referrals identified in quarter 3 which is above the 
threshold target and in excess of the 1% NHSI plan. This is the 3rd consecutive quarter for 
which referrals have exceeded the levels anticipated and the impact on access to services, 
particularly two week rule clinics, has been significant. The Trust has seen an increase in 
referrals to the Breast, Sarcoma and Urology services with a straight line forecast 
anticipating an increase on 2017/18 referrals of 9% in the Breast service, 10.7% in the 
Sarcoma service and 23.8% in the Urology service. These services constitute the majority of 
the Trust’s 62 day activity and the increased demand and consequent strain on access to 
clinics and diagnostics has impacted on cancer waiting time performance in quarter and 
across the year. A programme of work is underway to react to the trend for increasing 
activity with business cases submitted as part of the 62 day action plan which aim to improve 
clinic capacity and diagnostic resource. Additionally, revised models of care are being scoped 
to increase collaborative working and sharing of resources across the network.  
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Referrals continue to be closely monitored and the administrative and clerical teams are 
reviewing whether the implementation of the E-referral system is affecting referrer behavior 
inside the network. The Trust continues to monitor referrals closely to understand and react 
to any impact on performance delivery and standards of care. 
 

Q3 18/19 
RMH patients recruited to 100K Genome project 
Actual: 31 Target: 39 per Quarter 

 
Forecast: N/A 

 
This metric records the cumulative number of patients recruited to the 100K Genome project 
in total and measures whether that total has increased by 39 patients when compared to the 
previous quarter. The 100K Genome project stopped recruiting in December following the 
achievement of national recruitment targets. The imminent closure of the project no doubt 
impacted on recruitment in Q3 and is the most likely explanation for the slight decrease in 
recruitment for the quarter. Despite this dip, RMH exceeded the recruitment trajectory 
specified by NHS England at the inception of the project and recruited 599 patients in total. 
As the genomic initiative moves into its second phase, RMH have been commissioned to 
continue their involvement with the project as an integral member of the North West 
London Genomic hub in partnership with Imperial, GOSH and Chelsea & Westminster 
among others.  
 
This metric will not be reported against in the quarter 4 scorecard as the recruitment period 
for the Genome project has now closed.  
 

 Q2 18/19 
(1 quarter in 
arrears) 

Accrual to target, % of closed commercial trials meeting 
contracted recruitment target (national definition) 

 Actual: 65.2% Target: 85% Forecast: Red 
 
Performance against this measure improved slightly in Q2, rising to 65.2% from 61.5% in Q1.  
Recruitment to target can be affected by many factors.  Recruitment may be more 
challenging than anticipated; the recruitment window may be extended in agreement with 
the Sponsor but with no amendment to the date in the trial Contract (and hence the metric 
does not reflect the agreed extension); the Sponsor may choose to close the trial earlier than 
anticipated or withdraw the trial completely.  Of the 8 trials that did not meet the 
recruitment target in quarter 2, 6 trials (75%) were closed early by the sponsor preventing 
full opportunity to recruit to the agreed target.  
 
In order to improve performance against the NIHR metric, researchers continue to negotiate 
recruitment ranges, rather than a single definitive number of patients, and will continue to 
request amendments to contracts where recruitment is not happening at the anticipated 
rate.  Recruitment data is reviewed regularly at Clinical Research Team meetings and also 
reported at quarterly performance meetings held with the relevant teams. Additionally the 
division’s performance manager routinely monitors study timelines and proactively contacts 
teams that are below the agreed target recruitment threshold within 6 months of recruitment 
deadline so that negotiations on recruitment targets can take place with sponsors at the 
earliest opportunity.  
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Q3 18/19 
NHS average (mean) elective length of stay 
Actual: 5.70 Target: ≤5 

 
Forecast: Amber 

 
The NHS average length of stay increased marginally in Quarter 3 to 5.7 days from 5.6 days 
in Quarter 2.   
 
Most units saw no change or an improvement in average length of stay when compared to 
Q2. A review of the units with increases did not uncover any specific concerns.  The unit with 
greatest impact was Paediatrics, but in this case there had been a reduction in the number of 
short stay (c2 day) inpatients for chemotherapy, and was the main driver of the increase.  A 
shift towards ambulatory care for some regimens for children and an increase in a patient 
cohort that required more intensive chemotherapy with less frequency has contributed to 
this reduction in short stay inpatients.  
 
This metric is designed to demonstrate changes in inpatient flow, but with many factors 
influencing this (such as casemix complexity) data needs to be fully reviewed to determine 
causes for any change.  Length of stay continues to be monitored closely so that any 
concerning trends can be identified and addressed. 
 
3.7 Workforce 
 

Q3 18/19 Completed induction 
Actual: 72.2% Target: ≥85% Forecast: Amber 

 
Performance against this measure has declined in Quarter 3 from 81.8% in quarter 2. The 
primary reason for this decline is considered to be the result of the introduction of a new 
induction framework which included a revised induction checklist. Delays embedding the 
new practice with relevant managers impacted negatively upon performance against this 
measure. In response to this the Workforce team has introduced a compliance report which 
is shared monthly with managers, highlighting areas of non-compliance and reinforcing the 
process to be undertaken to successfully complete a new starter’s induction. Initial signs of 
the impact of this change are promising with the most recent compliance report noting that 
the induction completion rate had risen by 4.4%. 
 
 
4.0 Conclusion 
 
The Board are asked to note the Trust balanced scorecard and commentary for quarter 3 
2018/19 and are invited to discuss the position.  
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The Royal Marsden NHS Foundation Trust
Balanced Scorecard  2018/19

NHSi denotes NHS Improvement standard

Patient Safety, Quality & Experience Target in 2018/19
Q3            

(Oct-Dec 
18/19)

Q2            
(Jul-Sep 
18/19)

Q1         
(Apr-Jun 
18/19)

Q4
 (Jan-Mar 

17/18)

Q3
(Oct-Dec 

17/18)

NHSi 1 1 1 1 1 1

MRSA positive cultures (cumulative) 0 0 0 0 0 0
Total number of E-Coli Bacterium ≤56 per annum 27 20 18
C Diff lapses of care ≤30 per annum 2 3 1 4 0
VTE risk assessment ≥95% 95.5% 95.8% 95.3% 96.6% 96.5%

NHSi G G G G G G

Serious incidents (excl pressure sores) ≤6 /year 2 2 1 1 2
Complaints - complaints per 1000 patients seen ≤1.4 1.6 1.2 1.0 1.3 1.4

Mortality
Hospital Standardised Mortality Ratio (rolling 12 month - qtr in arrears - NHS & Private patients) ≤80 81.91 78.73 74.46 77.45 78.96
Mortality audit (based on qtr data in arrears) G G G G G G
30 day mortality post surgery < 0.8% 0.79% 0.42% 0.35% 0.91% 0.28%
30 day mortality post chemotherapy < 2.2% 1.63% 1.53% 1.73% 1.52% 1.57%
100 day HSCT mortality in previous 6 months (Deaths related to SCT) <5% 2.90% 1.56% 1.80% 1.60% 2.10%
100 day HSCT mortality in previous 6 months (All deaths) <5% 4.30% 3.13% 1.80% 1.60% 2.10%

Medicines Management
% Medicines reconciliation on admission ≥ 90% 90% 99% 98% 93% 88%
Unintended omitted critical medicines 0 2.7 1.3 0  0.6 0.5

Cancer staging
Staging data completeness sent to Thames Cancer Registry (1 qtr in arrears) >70% 68.05% 68.07% 73.70% 73.70% 75.80%

Patient satisfaction                                               
Friends and Family Test (inpatient and day care) ≥95% 96.50% 97.03% 95.48% 97.42% 96.11%
Friends and Family Test (outpatients) ≥95% 94.4% 95.48% 94.46% 95.17% 95.08%

>85% 76.3% 76.0% 76.4% 77.0% 80.2%
>85% 77.9% 75.8% 75.6% 74.8% 78.0%

Mixed sex accommodation breaches 0 0 0 0 0 0
PP access to single rooms - Chelsea % ≥95% 99.91% 99.97% 100.00% 99.97% 100.00%
PP access to single rooms - Sutton % ≥95% 97.50% 97.62% 97.76% 98.73% 100.00%

National waiting times targets
NHSi 2 wk wait from referral to date first seen: all cancers ≥93% 75.9% 88.1% 84.0% 93.0% 96.8%
NHSi symptomatic breast patients ≥93% 77.9% 90.5% 85.9% 93.5% 96.1%

NHSi 31 day wait from diagnosis to first treatment ≥96% 96.6% 97.0% 97.8% 97.3% 97.0%
NHSi 31 day wait for subsequent treatment: surgery ≥94% 95.0% 95.3% 96.6% 94.7% 95.6%
NHSi drug treatment ≥98% 98.9% 98.4% 98.4% 98.6% 98.8%
NHSi                                                                                           radiotherapy ≥94% 97.3% 94.1% 96.1% 95.5% 95.8%
NHSi 62 day wait for first treatment:  GP referral to treatment (reallocated) ≥85% 85.2% 80.7% 84.7% 87.9% 82.6%
NHSi GP referral to treatment (pre-reallocations) ≥85% 79.2% 75.1% 77.9% 75.7% 71.7%
NHSi Screening referral (reallocated) ≥90% 86.2% 88.4% 84.4% 80.7% 87.8%
NHSi Screening referral (pre-reallocations) ≥90% 85.5% 86.2% 81.7% 81.2% 88.0%
NHSi 18 wks from Referral to Treatment Incomplete Pathways under 18 weeks ≥92% 97.8% 97.4% 98.4% 97.1% 96.9%
NHSi 18 wks pathways - patients waiting > 52 wks. (distinct patients across the quarter) ≤ 6 a quarter 0 3 3 1 1

Staff Friends and Family Test
Target in 2018/19

Q3            
(Oct-Dec 

18/19)

Q2            
(Jul-Sep 
18/19)

Q1         
(Apr-Jun 
18/19)

Q4
 (Jan-Mar 

17/18)

Q3
(Oct-Dec 

17/18)
Recommend – Care ≥96% N/A 95% 95%  96% N/A

Not recommend – Care ≤1% N/A  2%  3%  2% N/A

NHSi Community Measures
Target in 2018/19

Q3            
(Oct-Dec 

18/19)

Q2            
(Jul-Sep 
18/19)

Q1         
(Apr-Jun 
18/19)

Q4
 (Jan-Mar 

17/18)

Q3
(Oct-Dec 

17/18)
Patient satisfaction 
Friends and Family Test ≥95% 98.40% 92.68% 96.60% 99.59% 92.90%

Effective care
1 0 0 0 0

Community staff vacancy rate
Nurse vacancy rate ≤20% 12.7% 20.9% 23.7% 22.7% 20.4%

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

Single Oversight Framework: level of support segment  

Quality Account indicators
New Metric 18/19

Certification against compliance : access to health care for people with a learning disability

% chemotherapy patients starting treatment within 3 hrs of first appointment of day 
% chemo patients starting treatment within 1 hr of appointment time 

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

3.   Community Measures

Number of patients with attributable Category 4 pressure ulcers (RMCS) 0
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The Royal Marsden NHS Foundation Trust
Balanced Scorecard  2018/19

NHSi denotes NHS Improvement standard

Finance, Productivity & Efficiency
Target in 2018/19

Q3            
(Oct-Dec 

18/19)

Q2            
(Jul-Sep 
18/19)

Q1         
(Apr-Jun 
18/19)

Q4
 (Jan-Mar 

17/18)

Q3
(Oct-Dec 

17/18)
NHSi NHSi Use of Resources risk rating 1 1 1 1 1 1
NHSi %age variance from Agency Spend Cap On/Below Cap -14% -10% -1% -29% -26%

Cash (£m) Over plan 76.9 57.6 42.4 47.3 36.1

NHS activity Income Variance YTD (£000)
Breakeven or 
ahead of plan

1197 -257 -66 3105 1418

PP activity Income Variance YTD (£000)
Breakeven or 
ahead of plan 3,025 2,481 596 6,861 4,774

PP Aged debt at >6months ≤23% - Q3 25% 27% 33% 26% 29%
Non-PP Debtors over 90 days (% of total non PP-debtors) Less than 25% 48% 49% 52% 42% 46%

Achievement of Efficiency Programme YTD (%)
Greater than 100% 

of the plan
137% 139% 118% 88% 98%

Capital Expenditure Variance YTD (£000)
Between 85% and 

115% of Plan -6,712 -4,125 -2,198 -286 -3,028

Productivity & Asset Utilisation
Bed occupancy - Chelsea ≥85% ≤90% 86.4% 85.6% 81.31% 84.08% 81%
Bed occupancy - Sutton ≥85% ≤ 90% 82.1% 82.1% 83.98% 85.23% 83%
Care Hours per Patient Day total ratio ≥11.5 12.07 11.61 11.79 11.67 11.70
Theatre utilisation - Chelsea ≥80% 81.6% 82.6% 83.9% 81.3% 78.5%
Theatre utilisation - Sutton ≥60% 53.0% 49.9% 58.5% 56.6% 55.5%
MDU Patients per Chair (Adjusted method and chair numbers) ≥1.5 1.46 1.41 1.46 1.46 1.53

Q2            
(Jul-Sep 
18/19)

Q1            
(Apr-Jun 
18/19)

Q4
(Jan-Mar 

17/18)

Q3
(Oct-Dec 

17/18)

Q2
(Jul-Sep 
17/18)

Contractual Sanctions incurred (£000) 0 0 0 0 0 0
CQUIN %age achievement Acute NHSE ≥95% 100% 100%
CQUIN %age achievement Acute CCG ≥95% 100% 100% 100% 100% 100%
CQUIN %age achievement Sutton Community Services ≥95% 100% 100% 100% 100% 100%

Clinical and Research Strategy
Target in 2018/19

Q3            
(Oct-Dec 

18/19)

Q2            
(Jul-Sep 
18/19)

Q1
(Apr-Jun 
18/19)

Q4
(Jan-Mar 

17/18)

Q3
(Oct-Dec 

17/18)
Total NHS referrals (quarterly) 4,920-5,224 5643 5311 5535 5216 4991
Total PP referrals ≥1050 per quarter 1351 1261 1193 1186 1150

39 per Quarter 599 568 529 491 450

Efficient clinical models
NHS Average (mean) Elective LoS ≤5 5.70 5.60 5.55 5.30 5.39
NHS Non-Elective Admissions as %age of all NHS Admissions ≤26% 26.43% 25.76% 26.45% 28.13% 28.58%

Research (1 QUARTER IN ARREARS) Q2            
(Jul-Sep 
18/19)

Q1            
(Apr-Jun 
18/19)

Q4
(Dec - Mar 

17/18)

Q3            
(Oct-Dec 

17/18)

Q2
(Jul-Sep 
17/18)

Date site selected to first participant recruited
Mean number of days between Date Site Selected and 
date of First Participant Recruited

≤90 days 88.7 89.4

Accrual to target (1Q arrears) - National definition % of closed commercial interventional trials meeting 
contracted recruitment target (excluding trials that had no 
set target) 

≥85% 65.2% 61.5% 61.1% 53.5% 54.50%

No. of 1st UK patients 1 4 6 7 6 12
No. of 1st European patients 1 1 2 1 1 1
No. of 1st Global patients 1 2 3 4 7 5

Trials led by RMH as %age of commerical interventional trials with RMH 
involvement which opened in the last 12 months ≥20% 56.5% 60.0% 54.7% 50.0% 41.0%

Workforce
Target in 2018/19

Q3            
(Oct-Dec 

18/19)

Q2            
(Jul-Sep 
18/19)

Q1                        
(Apr-Jun 
18/19)

Q4           
(Jan - Mar 

17/18)

Q3
(Oct-Dec 

17/18)
Workforce productivity
Vacancy rate ≤7% 8.4% 10.3% 9.9% 9.0% 8.8%
Voluntary Staff turnover rate ≤12% 12.9% 12.8% 13.4% 15.2% 15.0%
Sickness rate ≤3% 3.9% 3.4% 2.9% 3.6% 3.2%

Quality & development
Consultant appraisal (number with current appraisal) ≥95% 96.0% 96.5% 96.2% 97.16% 97.30%
Appraisal & PDP rate ≥90% 84.9% 86.7% 88.6% 85.2% 82.6%
Completed induction (new measure) ≥85% 72.2% 81.8% 89.1% 88.0% 84.0%
Statutory and Mandatory Staff Training ≥90% 88.7% 89.2% 91.1% 90.1% 89.2%

RMH Patients recruited to 100K Genome Project

New Metric introduced for 18/19 
reporting

No. of 1st patients recruited in previous 12 months

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

4.  To improve the productivity and efficiency of the Trust in a financially sustainable manner, within an effective governance framework

Contract performance (QUARTER IN ARREARS)

97.66%

5.  To deliver the Trust's clinical and research strategy; to better meet the needs of patients and commissioners
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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  
 
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.  
The pre-allocated data position is submitted via the National Cancer Waiting Times database, hosted by the national database Open Exeter 
(OE) and is displayed in the table, along with the post reallocated position as a comparison.  
 
Tumour site Q3 18/19 
85% target  OE position Reallocated position 

Breast 94.70% 95.45% 
Gynaecological 89.66% 82.35% 
Haematological  
(excluding Acute Leukaemia) 

81.25% 83.33% 

Head & Neck 58.62% 80.00% 
Lower GI 73.91% 84.62% 
Lung 57.58% 73.53% 
Other/Unknown 71.43% 87.50% 
Sarcoma 64.71% 70.97% 
Skin 90.91% 84.62% 
Upper GI 78.57% 87.88% 
Urological 68.09% 81.13% 
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Executive Summary 
 

• RM Partners (RMP) produces a range of metrics against five domains including best 
practice care; positive experience; best clinical outcomes; quality of life and data 
quality.  

• The metrics are published monthly and shared within the RM Partners governance 
structure and shared and used with NHS stakeholders within West London. 

• A national team CADEAS (Cancer Alliance Data, Evidence and Analysis Service) has 
been established by NHS England based on the model developed in RM Partners. 
 

Recommendations 
 

• Note and review the metrics produced at RMP and the work RMP is doing with the 
CADEAS 

• RMP metrics to be shared with the Trust’s monthly performance Group for review 
and to add context to the Trust’s KPIs 

• The RMP Cancer Scorecard to be included within the quarterly KPI reporting to the 
Board and Council of Governors, including a narrative to provide system context. 
 

 
 





 

RM PARTNERS CANCER SCORECARD – FEBRUARY 2019  

1.0 Purpose  

This paper sets out the monthly metrics produced by RM Partners and presented to the 
groups in its governance structure. It also includes an update on the national Cancer Alliance 
Data, Evidence and Analysis Service (CADEAS), which has been established by NHS England 
based on the RM Partners model. The paper includes key recommendations for the Board.  

2.0  RM Partners Cancer Scorecard metrics  

The monthly scorecard has 18 metrics split into 5 domains – Best Practice Care; Positive 
Experience; Best Clinical Outcomes; Quality of Life and Data quality. The monthly scorecard 
pack includes an overarching scorecard split between North West London STP, South West 
London STP and RM Partners overall. Where possible, the scorecard provides an England 
average and a ranking against other alliances.  Please note that from a commissioning 
perspective, RMH sits within the SWL STP.  

The RMP Cancer Scorecard differs from Trust scorecards as it provides information across 
whole pathways, focusing on tumour sites rather than individual organisations. It links 
operational performance to outcomes, and brings in data from multiple clinical and 
operational sources, including Public Health England’s Cancer Registry, the National Cancer 
Patient Experience Survey, the national cancer waits database, and individual Trust systems. 

For each metric there is an individual scorecard included within the pack that includes a 
greater level of data including a split by Trust (where applicable) and CCG areas. Please see 
appendix 1 for the overarching scorecard. 

RMP also produces a range of scorecards at tumour level and pathway level, available on 
RMP’s informatics cloud and discussed at the relevant pathway groups at RMP. These 
scorecards are used by Trusts and individual clinicians across RM Partners to monitor and 
assure their services. 

3.0 Governance structure and processes 

The monthly scorecard is shared through RM Partners’ governance structure at the following 
forums: 

• RMP Executive Group, chaired by Cally Palmer and attended by provider Chief 
Executives  

• Clinical Oversight Group, chaired by Dr Nick Van As and attended by clinical experts 
across the providers and primary care 

• RMP Delivery Group, chaired Liz Rippon and attended by provider Chief Operating 
Officers  

• More detailed tumour-level scorecards are also discussed at the relevant pathway 
groups  

• RMP has recommended that all Trusts share the scorecard with their Board or 
relevant subcommittee.  



The scorecards are also stored on RM Partner’s informatics cloud and shared with NHS 
stakeholders including providers and commissioners.  This year, as with the previous two 
rounds of funding, the scorecard and other data produced by RMP has been instrumental in 
the prioritisation and bidding process for transformation monies for 2019/20.  

4.0 CADEAS  

CADEAS (Cancer Alliance Data Evidence and Analysis Service) is a new service based on the 
model developed in RM Partners. It has been established by NHS England to support 
Alliances nationally.  This has included developing comparable metrics by Alliance on a 
national basis. The RM Partners informatics services draws information from these national 
outputs and includes in the relevant scorecards.  

RM Partners continues to provide advice to CADEAS, with representation on the National 
Cancer Data Analytical Advisory Group (CDAAG).  

5.0 Recommendations  

This paper recommends that the Board: 

• Note and review the metrics produced at RMP and the work RMP is doing with 
CADEAS 

• RMP metrics to be shared with the Trust’s monthly performance Group for review 
and to add context to the Trust’s KPIs 

• The RMP Cancer Scorecard to be included within the quarterly KPI reporting to the 
Board and Council of Governors, including a narrative to provide system context. 

 
APPENDIX 1 – RMP CANCER SCORECARD – FEBRUARY 2019  
 
 



Cancer Scorecard – February  2019 
Domain Measure Benchmark Period  North 

West 
London 

STP 

South 
West 

London 
STP 

RM 
Partners 
overall 

Change 
since last 

period  

Providers/
sites 

meeting 
standard 

CCGs 
meeting 
standard  

England 
average  

Ranking 
against  
other 

Alliances  

Best Practice 
Care  

1. 2 week wait: Urgent suspected cancer GP 
referral to 1st seen  (Population)  93% Q3 2018/19 93.6% 96.7% 94.8% +0.9% 8/10 12/14 

2. 2 week wait Breast symptomatic referral to 
1st seen (Population)  93% Q3 2018/19 92.3% 95.6% 93.7% +1.1% 7/8 10/14 

3. 62 day: Urgent suspected cancer GP referral 
to 1st treatment (Population)  85% Q3 2018/19 85.9% 88.7% 87.2% +3.6% 7/10 11/14 

4. 62 day: Screening referral to 1st treatment 
(Population) 90% Q3 2018/19 85.1% 89.0% 87.0% +1.4% 5/8 6/14 

5. Bowel screening coverage            
     (60-74 year olds)   60% June 2018 47.7% 54.4% 50.5% +0.3% 0/14 59.8% 18/19 

6. Breast screening coverage                         
     (50-70 year olds) 70% June 2018 64.8% 69.0% 66.6% _1.4% 5/14 71.9% 18/19 

7. Cervical screening coverage (25-64 year olds)  80% June 2018 60.8% 68.5% 64.0% -0.5% 0/14 71.5% 19/19 

Positive 
experience  

8. NCPES -  Q2 – How do you feel about the time 
you had to wait for your 1st appointment? 

England average 
NCPES 2017 -

Admissions Q1 
2017/18  

80.1% 82.0% 81.4% +1.8% 4/10 84.2% 

9. NCPES – Q9 – How do you feel about the way 
you were told you had cancer. 82.8% 82.7% 82.7% +0.6% 6/10 84.7% 

10. NCPES – Q59 – Overall, how would you rate 
your care?   8.54 8.81 8.73 +0.07 2/10 8.80 

Best Clinical 
Outcomes  

11. Proportion of cancers  stage 1 or 2                      
(Taskforce definition)  England average  2016 52.1% 55.1% 53.5% -0.4% 6/14 53.7% 12/19 

12. Proportion of cancers  stage 1 or 2                                
(CCG IAF definition)  England average  2016 48.6% 53.6% 50.9% +1.6% 4/14 52.9% 15/19 

13. Proportion of patients diagnosed via an 
emergency (population based) England average July 2017 to 

June 2018 19.5% 15.5% 17.7% -1.8% 8/14 18.8% 

14. 1 year cancer survival  index  England average 
(95% CI)  2015 74.6% 74.6% 74.6% +0.8/0.9

% 72.3% 1/19 

Quality of life  

15.  Proportion of patients receiving a Holistic 
Needs Assessment around diagnosis  70% Q2 2018/19 65.4% 60.2% 62.7% -0.3% 3/10 

16. Proportion of patients receiving an End of 
Treatment Summary at end of treatment 70% Q2 2018/19 16.0% 22.7% 19.5% +0.1% 0/10 

Data quality 

17. % completeness of stage at diagnosis – 
COSD level 2  70% 2017 54.7% 66.3% 60.1% -1.1% 3/10 57.4% 

17. % completeness of performance status – 
COSD level 2 70% 2017 48.7% 58.4% 53.1% -12.6% 4/10 48.3% 

Appendix 1 
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1. Introduction 

The paper provides a summary of the financial position for February 2019.   

2. Summary Financial Position  

Key headlines 

For the month of February the key headlines are as follows: 

 Operating surplus in month of £4.4m, £1.5m favourable to plan; 

 Retained surplus in month of £3.2m, £1.3m favourable to plan; 

 Retained surplus YTD of £37.9m, £12.5m favourable to plan; 

 Agency expenditure of £0.5m, a favourable variance against the cap of £49k. The Trust is £974k 

under cap YTD; 

 Cash in bank of £72.5m, a favourable variance of £2.6m. 

There has been another strong performance on activity and income in month.  Pay continues to overspend 

partly due to the pay award not being in the original budget and is funded separately by NHSI, but this 

month a much higher usage of agency than in previous months.  The cash position continues to be strong 

and will increase further once the PSF has been paid in Q1 of 2019/20. Under the Single Oversight 

Framework, the Trust delivered a Use of Resources rating of 1, against a plan of 1.  

The Trust forecast has now been updated based on the Q3 performance. 

February 2019   February 2019 YTD 2018/19 

Budget Actual Var   Budget Actual Var 
Annual 
Budget 

Forecast 
Var 

£'000 £'000 £'000   £'000 £'000 £'000 £’000 £’000 

   Income 
   

  

(17,014) (17,865) (851) NHS Clinical Income (195,906) (199,014) (3,107) (213,649) (2,325) 

(9,227) (9,418) (191) 
Non NHS Clinical 
Income 

(104,100) (109,924) (5,824) (113,935) (6,614) 

(6,615) (7,950) (1,335) NHS Non Clinical 
Income 

(65,253) (71,136) (5,883) (71,975) (13,349) 

(1,892) (2,386) (495) Non NHS Non Clinical 
Income 

(21,878) (23,373) (1,494) (23,830) (1,848) 

(34,747) (37,618) (2,871) 
 

(387,137) (403,446) (16,309) (423,388) (24,136) 

   Expenditure      

18,690  19,170  481 Pay 205,699  206,434  736 224,377  1,679 

13,145  14,002  857 Non Pay 146,094  147,288  1,194 159,800  2,532 

31,835  33,173  1,338 
 

351,793  353,722  1,929 384,178  4,211 

   
 

     

(2,913) (4,446) (1,533) Operating Surplus (35,344) (49,724) (14,380) (39,211) (19,925) 

   
 

     

299  281  (18) PDC, Interest, JV 3,231  3,205  (26) 3,539 2 

(2,614) (4,165) (1,551) Development 
Reserve for Inv 

(32,113) (46,519) (14,406) (35,671) (19,922) 

   
 

     

(651) (303) 347 Donated Asset Income (8,580) (5,207) 3,372 (9,333) 3,636 

1,437  1,304  (133) Depreciation 15,267  13,824  (1,443) 16,713  (936) 

- - - Impairment and loss 
on disposal 

- - - 1,250 - 

(1,827) (3,164) (1,337) Retained 
(Surplus)/Deficit 

(25,426) (37,903) (12,477) (27,041) (17,223) 

         

68% 69% 1% 
% of NHS 
income/Total income 

67% 67% 0% 67% 1% 
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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 e.g. 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 for the cumulative month 

11 position 67% of income was from NHS sources. 

 

3. Income and Expenditure  

Income – February has a lower number of working days, however due to high throughput of activity per 

working day showed income growth on the previous years.  The key activity increases in month were 

outpatients, chemotherapy and radiotherapy with the main activity underperformance being drugs in the 

NHS.  The overall position broadly follows the pattern of the year and the Trust is expected to continue its 

year-to-date favourable variance through to the end of the financial year. 

NHS Clinical Income was £0.9m favourable to plan in month and is now £3.1m favourable variance.  

 

 

Private Care income was £0.2m favourable to plan in month and is now £5.8m favourable YTD.  Year on 

year growth in income is 16% higher and continues the performance of the latter half of the year. The 

reforecast at Q3 reflects the improved position and is now expected to outperform the budget by £6.6m. 
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Pay expenditure – the pay costs are broadly similar when compared to the previous month apart from 

agency costs, which increased significantly in month.  The run rate on nursing and junior doctor 

expenditure is concerning with significant additional costs compared to earlier in the year and nursing is 

now significantly overspent. 

As shown in the graph below, the April 2018 budget increased reflecting both business cases approved and 

an accrual for 2% pay inflation in line with planning guidance. In July the new pay award was made to staff 

on Agenda for Change with arrears for the first three months of the year paid in August.  In October medical 

staff received their pay award for the year.  As with most Trusts there has been a cost pressure associated 

with the unfunded pay award that the DH has partially covered. This differential has been discussed with 

NHSI but there is no more resource available and the Trust will be required to cover the overall gap.  
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Bank spend was £0.9m in month which broadly follows the position of the last few months. It was expected 

this will start to reduce as the supernumerary staff finish in their positions, however this has not been the 

case and more work by the temporary staffing team is required to fully understand why this is the case. 

Agency expenditure increased in month compared to January, a great deal of which is junior medical staff 

in the Cancer Division. Cumulatively, however, the Trust is below the cap set by NHSI and YTD the overall 

expenditure is £974k under the cap. Deep dive meetings with high spend areas are focusing on actions to fill 

vacancies, manage existing rotas and staff more efficiently, seek alternative more cost efficient solutions 

and ultimately reduce agency usage. Chart 2.2 (Appendix 2) shows agency spend by division compared to 

the NHSI cap.  

 

   

 

Non-pay expenditure – there was an adverse performance in month of £0.9m.  The key variances in 

month related to RMP expenditure, although this is a phasing issue and offset by NHS non-clinical income, 

and IT expenditure relating to the IT strategy and Sphere, which was originally in the plan as capital.  Year 

on year the main increase has been on drugs expenditure of which the NHS is mainly pass-through and for 

Private Care there is also associated income. 

4. Capital Expenditure 

Capital expenditure was £1.4m in month, with YTD expenditure at £13.5m, £10.5m favourable to plan. The 

main underspend all year has been in IT which is partly due to phasing of the IT Strategy but also that 

expenditure on infrastructure through Sphere is revenue and hence the underspend on capital.  The other 

key variance is on the Oak Cancer Centre, which is a phasing issue against the original plan. 

5. Cash and Debt  

Cash – At the end of February the Trust had £72.5m in cash, £2.6m favourable to plan. The cash position 

has increased during the year due to the improved I&E position, stable working capital and delays in the 

capital programme.  The position will further improve into next year with the incentive PSF for 2018/19 

being paid in quarter 1. Chart 2.3 (Appendix 2) shows the cash plan/forecast for 2018/19. Cash is 

continually monitored and despite other NHS organisations generally paying much slower than in previous 

years and the difficulties with Private Care Embassy debt the cash position has still improved during the 

year.  
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Debt – NHS debt has decreased in month by £2.0m, due to clearing of a number of aged debts from the 

beginning of the financial year, particularly with CCGs.  Non-NHS debt has artificially increased in 

February due to £4.5m of invoices to RMCC for capital grants; this will be cleared in March.  Private Care 

debt has increased significantly in month as the main Kuwaiti Embassies have not paid the Trust in month.  

There has been an issue that Kuwait has not released the money to the UK and therefore the monthly 

agreed payments have abruptly halted; this is the same position for both NHS and non-NHS hospitals 

across London.  The team are in discussions and at the moment it is expected this will change towards the 

end of the month or early in April.  However, this is concerning and we will keep the Board updated of any 

developments on payments. 

 

6. Conclusion and Recommendation 

The Trust has continued its good financial performance and this bodes well for the year end position in 

generating additional PSF payments, which will assist delivering the resources required for the capital 

programme in future years.  In month there was a retained surplus of £3.2m, totalling £37.9m YTD which 

has been delivered through continued strong performance on income and controls remaining in place on 

expenditure.  The Board is requested to note the good financial position for month 11 and the NHSI ‘Use of 

Resources’ rating of 1.  
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Budget Actual Var Budget Actual Var Actual Var Budget Forecast F/C Var 1819 Q1 1819 Q2 1819 Q3 1819 Q4

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Income Actual Actual Actual Actual

NHS Clinical Income (17,014) (17,865) (851) (195,906) (199,014) (3,107) (190,043) (8,971) (213,649) (215,975) (2,325) (17,501) (18,080) (18,487) (18,405)

Non NHS Clinical Income (9,227) (9,418) (191) (104,100) (109,924) (5,824) (95,047) (14,877) (113,935) (120,548) (6,614) (9,411) (9,627) (10,749) (10,281)

NHS Non Clinical Income (6,615) (7,950) (1,335) (65,253) (71,136) (5,883) (56,606) (14,530) (71,975) (85,323) (13,349) (4,395) (6,745) (7,185) (8,087)

Non NHS Non Clinical Income (1,892) (2,386) (495) (21,878) (23,373) (1,494) (21,474) (1,899) (23,830) (25,678) (1,848) (1,997) (2,136) (2,309) (2,023)

(34,747) (37,618) (2,871) (387,137) (403,446) (16,309) (363,169) (40,278) (423,388) (447,524) (24,136) (33,305) (36,588) (38,730) (38,795)

Expenditure

Pay 18,690 19,170 481 205,699 206,434 736 195,211 11,224 224,377 226,057 1,679 18,500 18,573 19,053 19,020

Non Pay 13,145 14,002 857 146,094 147,288 1,194 141,363 5,925 159,800 162,333 2,532 13,142 13,146 13,154 14,480

31,835 33,173 1,338 351,793 353,722 1,929 336,573 17,149 384,178 388,389 4,211 31,642 31,719 32,208 33,501

Operating Surplus (2,913) (4,446) (1,533) (35,344) (49,724) (14,380) (26,595) (23,129) (39,211) (59,135) (19,925) (1,663) (4,869) (6,522) (5,295)

PDC, Interest, JV 299 281 (18) 3,231 3,205 (26) 3,665 (461) 3,539 3,541 2 291 267 236 411

Development Reserve for Inv (2,614) (4,165) (1,551) (32,113) (46,519) (14,406) (22,930) (23,589) (35,671) (55,594) (19,922) (1,371) (4,602) (6,286) (4,884)
  -  

Donated Asset Income (651) (303) 347 (8,580) (5,207) 3,372 (7,199) 1,991 (9,333) (5,697) 3,636 (489) (178) (385) (1,025)

Depreciation 1,437 1,304 (133) 15,267 13,824 (1,443) 13,849 (25) 16,713 15,777 (936) 1,223 1,224 1,294 1,300

Loss Disposal Fixed Assets   -    -    -    -    -    -  (62) 62   -    -    -    -    -    -    -  

Impairment   -    -    -    -    -    -  857 (857) 1,250 1,250   -    -    -    -    -  

Retained Surplus (1,827) (3,164) (1,337) (25,426) (37,903) (12,477) (15,485) (22,417) (27,041) (44,264) (17,223) (637) (3,556) (5,377) (4,609)

Control Total (excl. STF) 1,200 (651) (1,851) (5,888) (17,326) (11,439) (7,624) (16,434) (8,810)

Use of Resources Rating Plan Y TD Actual Y TD

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

Capital Debt Cover Ratio 1 1

I&E Margin 1 1

Variance From  CT  Margin 1 1 (3) - I&E Margin - degree to which the Trust is operating at a surplus / deficit

Agency  Spend 1 1 (4) - Variance between the Trust's planned I&E Margin and its actual I&E Margin year to date

Use of Resources Rating 1 1 (5) - Distance from the Trust's agency spend cap

Appendix 1:  Income and Expenditure

In Month Year to Date 2018/19 Average Monthly Run RatesPrior Year to Date

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.

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

Dividends, Loan repayments, Loan interest)
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Appendix 2: CIPs, Agency, Cash and Debt
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Title of Document: 
 
Board Self Certification 

To be presented by 
 

Trust Secretary 

Executive Summary 
 
The healthcare regulator, NHS Improvement, requires NHS Foundation Trust Boards to 
self-certify against the Corporate Governance Statement, the training of Governors and the 
General Condition set out below. To give the Board assurance in confirming this, the Board 
sub-Committees have reviewed evidence provided against the Corporate Governance 
Statement below and have confirmed that they are satisfied the Trust is compliant with the 
exception of the ‘Training of Governors’ requirement which is a matter reserved for Board 
approval.  

 
Recommendations 
 

    The Board is asked to confirm the Board self-declarations set out in the Report. 
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Board Self Certification Report 2018/19 

1. Introduction 
The healthcare regulator, NHS Improvement, requires NHS Foundation Trust Boards to self-
certify against the Corporate Governance Statement, the training of Governors and the 
General Condition set out below. To give the Board assurance in confirming this, the Board 
sub-Committees have reviewed evidence provided against the Corporate Governance 
Statement below and have confirmed that they are satisfied the Trust is compliant with the 
exception of the ‘Training of Governors’ requirement which is a matter reserved for Board 
approval.  
 
2. Corporate Governance Statement              

Corporate Governance Statement Response 

1. The Board is satisfied that the Licensee applies those principles, systems 
and standards of good corporate governance which reasonably would be 
regarded as appropriate for a supplier of health care services to the NHS. 
 

Confirmed  

2. The Board has regard to such guidance on good corporate governance as 
may be issued by NHS Improvement from time to time. 
 

Confirmed 

3. The Board is satisfied that the Trust implements: 
 

a) effective Board and Committee structures; 
b) clear responsibilities for its Board, for Committees reporting to the 

Board and for staff reporting to the Board and those Committees; and 
c) clear reporting lines and accountabilities throughout its organisation. 

 

Confirmed  

4. The Board is satisfied that the Licensee has established and effectively 
implements systems and/or processes: 
 

a) to ensure compliance with the Licence holder’s duty to operate 
efficiently, economically and effectively; 

b) for timely and effective scrutiny and oversight by the Board of the 
Licence holder’s operations; 

c) to ensure compliance with health care standards binding on the 
Licence holder including but not restricted to standards specified by 
the Secretary of State, the Care Quality Commission, the NHS 
Commissioning Board and statutory regulators of health care 
professions; 

d) for effective financial decision making, management and control 
(including but not restricted to appropriate systems and/or processes 
to ensure the Licence holder’s ability to continue as a going concern); 

e) To obtain and disseminate accurate, comprehensive, timely and up to 
date information for Board and Committee decision-making; 

f) To identify and manage (including but not restricted to manage 
through forward plans) material risks to compliance with the 
Conditions of its Licence; 

g) to generate and monitor delivery of business plans (including any 

Confirmed 
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3. Training of Governors  

 
4. General Condition 6 (G6) – Systems  

changes to such plans) and to receive internal and where appropriate 
external assurance on such plans and their delivery; and 

h) To ensure compliance with all applicable legal requirements. 
 

5. The Board is satisfied that the systems and/or processes referred to above 
should include but not be restricted to systems and/or processes to ensure: 
 

a) That there is sufficient capability at Board level to provide effective 
organisational leadership on the quality of care provided; 

b) That the Board’s planning and decision-making processes take timely 
and appropriate account of quality of care considerations; 

c) The collection of accurate, comprehensive, timely and up to date 
information on quality of care; 

d) That the Board receives and takes into account accurate, 
comprehensive, timely and up to date information on quality of care; 

e) That The Royal Marsden NHS Foundation Trust including its Board 
actively engages on quality of care with patients, staff and other 
relevant stakeholders and takes into account as appropriate views and 
information from these sources 

f) That there is clear accountability for quality of care throughout The 
Royal Marsden NHS Foundation Trust including but not restricted to 
systems and/or processes for escalating and resolving quality issues 
including escalating them to the Board where appropriate. 
 

Confirmed 

6.  The Board is satisfied that there are systems to ensure that the Trust has in 
place personnel on the Board, reporting to the Board and within the rest of 
the organisation who are sufficient in number and appropriately qualified to 
ensure compliance with the conditions of its NHS provider licence. 
 

Confirmed  

1. The Board is satisfied that during the financial year most recently ended 
the Licensee has provided the necessary training to its Governors, as required 
s151(5) of the Health and Social Care Act, to ensure they are equipped with 
the skills and the knowledge they need to undertake their role.  
 

To be 
confirmed 

Evidence for the Board: 
• Governors receive relevant Trust reports and briefings at Council of 

Governor meetings. 
• Governors are invited to meet with the Trust Secretary to discuss 

individual training and development needs. 
• Governors are invited to relevant conferences and seminars, e.g. a recent 

Deloitte session for Governors on healthcare and life science predications 
for 2022. 

• In-house Governor training day is due to take place June 2019.  
 

 

1. Following a review for the purpose of paragraph 2(b) of licence condition 
G6, the Directors of the Licensee are satisfied that, in the Financial Year most 
recently ended, the Licensee took all such precautions as necessary in order 

Confirmed   
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5. Conclusion  

The Board is asked to confirm the Board self-declarations listed above. 

 

 

 

    

             

 
 

 

 

to comply with the conditions of the licence, any requirements imposed on it 
under the NHS Acts and have regard to the NHS Constitution.   
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