
 

 

  

  Board of Directors Public Meeting 
Board Room, Chelsea 
18th September 2019, 3.15pm – 5pm, Board Room, Chelsea 
Agenda   

    

  
                               

 
             

 

 

 
1. Apologies for Absence and Declarations of Interest 

 
   

2.  Minutes of the Board Meeting held on the 29th May 2019 
 Chairman 
 

 Enclosed 

3. Matters Arising 
 

 Verbal 
 

4. Report from the Chief Executive  Enclosed 

5. Report from the Medical Director  
5.1. CAR-T cell therapy - JACIE accreditation  
5.2. Quarterly Hospital Mortality Review Audit – Q1 
5.3. Medical Workforce Report 
 

 
 
 
 

 
Enclosed 
Enclosed 
Enclosed 

 
6. Patient Experience  

An innovative and novel approach to obtaining cancer patients 
experience  
Chief Nurse  
 

 Enclosed 

7. Regulatory  
7.1. CQC Inspection Update 
7.2. Freedom to Speak Up Report 
Chief Nurse 
 
7.3. Board Self-Assessment Report 
7.4. Board Leadership and Development Framework 
Chairman 
 

 
 
 
 
 
 
 
 

 
Verbal 

Enclosed 
 
 

Enclosed 
Enclosed 

8. Quality & Performance  
8.1. Monthly Quality Account – July 2019  
8.2. National Inpatient Survey and National Cancer Patient 
Experience Survey 2018  
Chief Nurse 
 
8.3. Key Performance Indicators  Q1 
Chief Operating Officer 
 
8.4. Financial Performance Report  
Chief Financial Officer 
 

 
 
 
 
 
 
 
 
 

 
Enclosed 
Enclosed 

 
 
 

Enclosed 
 
 

Enclosed 

9. Board Assurance Framework 
Trust Secretary 
 

 Enclosed 

10. For information 
10.1. RM Communications Briefing  
10.2. Emergency Preparedness, Resilience and Response Report 
 

  
Enclosed 
Enclosed 

 
11. Any other business   

 





 
 
 

 
 
 
 

       Minutes of The Royal Marsden 
       Board of Directors Public Meeting 
               29th May 2019, Board Room, Chelsea 
  

Present 
Charles Alexander   Chairman 
Ian Farmer                                          Non-Executive Director 
Heather Lawrence   Non-Executive Director 
Professor Martin Elliott  Non-Executive Director 
Chris Clark    Non-Executive Director 
Professor Paul Workman  Non-Executive Director 
Mark Aedy    Non-Executive Director 
William Jackson   Non-Executive Director 
Cally Palmer    Chief Executive 
Eamonn Sullivan   Chief Nurse   
Dr Nick van As    Medical Director 
Marcus Thorman   Chief Financial Officer  
 
In Attendance: 
Syma Dawson (minutes)                   Trust Secretary  
Lisa Emery    Chief Information Officer- item 6 only 
 

1/18 Apologies for absence & Declarations of Interest 
Karl Munslow Ong   Chief Operating Officer 
 
The Chief Executive’s (CE) position as the National Cancer Director for NHS England was 
taken as read.  
 

2/18 Minutes of the public Board meeting held on the 25th March 2019 
The minutes were approved as an accurate record subject to an amendment to item 4.2. 
made by the Chief Nurse on the Trust’s Ecoli and C.Diff position. 
 

3/18 Matters Arising 
There were no matters arising.  
 

4/18 Report from the Chief Nurse and Medical Director 
4.1. Car-T cell therapy / JACIE accreditation  
The Medical Director reported that the Trust has been selected as a Car-T Centre in the 
second wave nationally. He explained that this is incredibly important for future oncology as 
it helps the immune system identify the disease and therefore fight it. It was noted that RM 
is well placed to develop this for solid cancers, commencing at the Chelsea site, and added 
that two patients have already received the treatment via clinical trials. The next step for the 
Trust is to go through the JACIE accreditation process for Car T cell provision. The CE 
commented on the importance of the consultant investment schedule to support the delivery 
of the Trust’s strategy. Professor Workman noted that the ICR is recruiting an immunologist 
who is a non-clinical scientist and has experience in Car-T. The Chief Nurse noted that a 
Senior Nurse Lecturer has also been appointed with expertise in this area.  
 
The Board noted the Trust’s newly appointed status as a Car-T Centre.  
 
4.2. CQC Well Led Inspection 2019 
The Chief Nurse reported that the Trust has received its Provider Information Request (PIR) 
two weeks ago from the CQC which involves submitting over 150 documents by the 10th 
June. Once the CQC have received the information, it was noted that they will set a date for 
the annual Well Led Inspection which is likely to be 6-8 weeks away. Once the inspection 
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date has been set, the Trust will be on notice for an unannounced inspection.  
 
The Board noted the update regarding the CQC Well Led Inspection.  
 
4.3. The Gosport & Patterson Enquiries Update 
The Chief Nurse updated the Board regarding the Patterson Enquiry which is now 
considering the involvement of other staff such as nurses and pharmacists and possible 
referrals to the CPS for criminal investigation. Heather Lawrence commented that there are 
important lessons to be learned from this particularly with regard to accountability and 
Freedom to Speak Up.  
 
The Board discussed the implications this has on the interaction with private healthcare 
providers. For RM, it was noted that the Trust has a unique integrated model which the 
Medical Director explained that all patients are discussed through the MDT which provides a 
degree of openness and assurance.  
 
The Board noted the Gosport and Patterson Enquiries Update.  
 

5/18 RM Priorities for 2019/20 
The CE noted that the enclosed RM Priorities sets out the agenda for 2019/20 and is in line 
with the Trust’s Five Year Strategy which was launched last year.  
 
Mark Aedy suggested changing the aspiration to be ‘leading’ as opposed to being in the top 3 
centres in the world. The CE commented that the top 3 aspiration is based on a particular 
metric and generally the Trust uses the term ‘leading’. 
 
The Chairman highlighted the preparation for the BRC submission and requested an update 
for the Board as the submission will be in 2020 and interviews taking place in 2021. The CE 
noted that the Trust has discussed the need to review and amend the current themes and 
will update the Board in due course on progress.  
 
The Board noted the RM Priorities for 2019/20.  

 
6/18 RM Digital Strategy 

The Chief Financial Officer (CFO) introduced the item and invited Lisa Emery, Chief 
Information Officer (CIO), to present the RM Digital Strategy in the national context.  
 
The CIO highlighted the national ambitions in digital which she noted are aligned with RM’s 
ambitions. She explained that the Trust is working with the South West (SW) London 
Sustainability and Transformation Partnerships (STPs) as well as participating in the One 
London Local Health Care Record which aims to create a single healthcare record and one 
platform with multiple systems reporting into it. Following a query from Professor Elliott 
regarding the challenge of a population flux with the One London Plan, the CIO agreed this 
is a real challenge however the aim is to create a platform which establishes interoperability 
and follows the patient pathway. Other challenges to RM were highlighted such as those 
relating to technical infrastructure, and data issues posed by the current EPR and 
information systems.  
 
The RM Digital Transformation Programme was summarised which has an overall aim to 
create a digital workplace for staff as well as a digital experience and patient record for 
patients.  
 
The CIO noted that the current EPR timeline is based on a standard OJEU process however 
this is currently under review in order to explore whether the timeline can be brought 
forward by a year through changing the procurement process. On the new timeline basis, 
the Trust would look to commit to a provider in 2019/20 however she explained that this 
would give rise to some risk and challenges which were summarised. The CFO pointed out 
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the commercial risk and potential contractual restrictions that may apply if the Trust 
collaborates with another organisation, and also the issue of whether the system would be 
suitable and flexible enough to meet RM needs. Other challenges highlighted relate to the 
operational risks, infrastructure and reporting which the CIO noted will require clinical 
leadership and involvement.  
 
Chris Clark requested that the governance and terms of reference for the digital assurance 
structures is provided to the Board for assurance which the CIO agreed to share.  
 
Heather Lawrence asked if document management is part of the Digital Strategy which the 
CIO confirmed it is.   
 
Professor Elliott commented that the long term management of research data and 
integrating finance data is key as well as the need to monitor long term contracts for 
equipment in order to manage long term costs.  
 
The Board noted RM’s Digital Strategy and particularly the Trust’s plan to try 
and accelerate the EPR timeline.  
 

7/18 Quality and Performance 
7.1. Monthly Quality Account – April 2019 
The Chief Nurse reported that the Quality Account Report has been refreshed and now 
includes the monthly safer staffing data. It was noted that for April 2019, the Trust had four 
consecutive months with a reduction in Ecoli which is being led by the Trust’s Darzi fellow 
and is positive progress. There are new national levels set for C.Difficile cases; for the Trust 
this level has been set at 67 cases for 2019/20.   
 
It was also noted that there has been one MRSA bacteraemia reported which is the first 
incident of this kind since 2016 for the Trust and is currently under investigation.  
 
The Chief Nurse also reported that the Trust is likely to have a grade 4 pressure ulcer which 
is currently being looked at and will be reported on in further detail at the Quality, Assurance 
and Risk Committee.  
 
The Trust continues to focus on nurse recruitment and retention particularly in light of 
Brexit. Heather Lawrence requested information on the age profile of leavers.  

 
The Board noted the Quality Accounts for April 2019.  
 
7.2. Key Performance Indicators (KPIs) Q4 
The Chief Nurse presented the KPIs and highlighted the national waiting times performance 
as set out in table 3.2. He noted that there has been an increase in activity which is reflected 
in the 62 day wait position for first treatments. Three key themes have been identified as a 
contributory factor to this position; reduced surgical capacity around holiday periods, 
inefficient administrative processes and reduced clinic capacity around holiday periods.  
 
Chris Clark asked whether the forecast for the 62 day wait is realistic. The CE responded that 
RM Partners is the only alliance in the country meeting this target despite increasing 
demand. As an organisation RM is improving however the late referral issue continues to 
pose a challenge. The Trust’s is working towards the expected forecast. The Medical Director 
added that the Trust has a focused plan to target key areas such as breast and sarcoma which 
are experiencing a significant increase in activity.  
 
The Chief Executive summarised the proposed changes in the cancer standards from April 
2020.  
 
The Board noted the KPIs for Q4.  



 Page 4 of 4 

7.3. Financial Performance Report for April 2019 
 
The CFO noted the positive position for 2017/18 and explained that for 2019/20 activity had 
not been fully coded which will have an impact on Q1 however this issue will be rectified 
during the year.  
 
The Board noted the Financial Performance Report for April 2019.  
 

8/18 Any other business 
 
No other business was raised.  
 

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



 

 

 
BOARD PAPER SUMMARY SHEET 

 
Date of Meeting: 
 
18th September 2019 
 

Agenda item: 
 
4.  
 

Title of Document: 
 
Report from the Chief Executive 

To be presented by: 
 

Chief Executive 

1. Status:        For Noting 

2. Purpose:     

       Relates to:  

Strategic Objective(s)  

Operational Performance  

Legal / regulatory / audit  

Accreditation / inspection  

NHS policy / consultation 
 

 

Governance  

Other CEO Report 

3. Summary 
  
The Chief Executive will report to the Board on patient and staff engagement, RM Partners 
Annual Review, Service Developments and recent Trust Accreditations and Service 
Standards.    
 
4. Recommendations / Actions 
 
The Board is asked to note the Chief Executive’s report.  
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Chief Executive’s Report 

1.0. Patient and Staff engagement 
 

1.1. Patient Safety Walkabouts  

A key element of an outstanding ‘well-led’ organisation is a highly visible and approachable 
leadership team, who are engaged and informed by their knowledge and experiences of the 
‘point of care’ e.g. the ward, department, laboratory, estates or administrative offices.  

Our staff tell us through the Staff Survey that they feel well supported by their immediate 
line managers. Staff also consistently report to the CQC (via our quarterly reviews) that 
senior leaders are visible throughout the organisation however there is always room for 
improvement in this area. As such, the ‘Executive Board Patient Safety WalkRounds’ have 
commenced and will cover all clinical areas in the first instance (and include non-clinical 
areas in phase 2). Actions from the Walkrounds will be fed back to the ward and Divisional 
Team with data themes collated and reported to the Integrated Governance and Risk 
Management Committee, and the Quality, Assurance and Risk Committee.  

This new approach involves all Leadership Team members and forms part of the Trust’s 
wider ‘Board to Ward’ framework; supporting tours and visits undertaken by Non-Executive 
Directors as well as staff presentations at the Quality, Assurance and Risk Committee.  

 

1.2. Staff Open Meetings 

The Trust holds staff open meetings twice a year across Chelsea and Sutton to update staff on 
key developments at the Trust, as well as note our progress against the Five Year Strategic 
Plan. All staff are encouraged to attend the meetings as well as raise any questions or 
concerns during the session.  

The most recent staff open meetings were held in early September and highlighted the recent 
changes in Trust leadership arrangements, preparations for the upcoming CQC inspection 
and a 12 month progress update on the Five Year Strategy.  

The staff open meetings provide an opportunity to respond to staff concerns which are raised 
through relevant channels e.g. staff surveys. Board members may recall from the ‘Top Risks 
and Concerns’ paper presented at the July Board meeting that frontline clinical and 
administrative staff at all levels were asked at that time to state their top 5 concerns. A 
common theme identified by staff was IT infrastructure and an update on progress in the 
digital transformation of the Trust’s services was a key topic at the September Open 
Meetings.   

 
 
 
 
 
 



RM Public Board Meeting                                      18 September 2019                          2 

 

2.0. RM Partners Annual Review 

RM Partners, the West London Cancer Alliance hosted by The Royal Marsden NHS 
Foundation Trust, covers a population of over 4 million people. It is leading on the delivery 
of the recommendations in NHS England’s National Cancer Strategy to transform cancer 
services and improve outcomes and experience for patients across its geography. 

2.1. Performance 2018/19 – 19/20 

RM Partners has delivered an excellent and strong performance in 2018/19 – 2019/20. 
Some key headlines include: 

 It has the highest one year cancer survival rate nationally;  
 The only Cancer Alliance meeting the 62 day standard in 2018/19; and  
 Has one of the lowest rates of emergency cancer presentations in England.  

RM Partners successes have been achieved from a number of initiatives being rolled out 
across west London. Some examples include:  

• Cervical Screening uptake 

RM Partners piloted extended hours cervical screening clinics at convenient locations in 
three west London CCGs. The project provided almost 1,000 extended hours appointments 
for women who found it difficult to book at a convenient time and place. Over 2,500 women 
took up their screening invitation as a result. The pilot in Hammersmith & Fulham CCG was 
a finalist for the HSJ Value Award in 2019.  

• Low Dose Lung CT project  

RMP’s low dose lung CT project, to help with earlier diagnosis of people with lung cancer, is 
the first in London to utilise a mobile screening unit to offer lung health checks in the 
community. It is also the first to utilise a novel wireless technology which allows scans to be 
transmitted for remote diagnosis within minutes, rather than being couriered on CDs.  
Almost 2,000 people in Hammersmith & Fulham and Hillingdon CCGs accepted the 
invitation for a lung health check. Over half of these were eligible for a low dose CT scan.  

• NICE FIT bowel cancer study 

Over 11,000 patients across more than 55 hospital sites in England took part in the NICE FIT 
bowel cancer study investigating the use of FIT as a triage tool for symptomatic patients to 
help avoid unnecessary colonoscopies. The findings will be used to inform NICE guidance for 
use of FIT in high risk patients. Emerging findings indicate that between 30-50% of 
colonoscopies can be avoided through the use of FIT.  

• C the Signs 

RMP funded the pilot of “C the Signs”, a cancer decision support tool to help GPs better 
identify patients with possible cancer signs and symptoms, across Merton, Sutton and 
Wandsworth. It has been used almost 6,000 times by GPs in these three boroughs alone. It 
has recently rolled out to Croydon and Kingston, with further implementation in 2019/20 in 
Richmond and four boroughs in NW London.  This pilot has been used around 5,000 times 
by GPs in these three boroughs alone. 

• RAPID Diagnostic Prostate Pathway 

RM Partners’ RAPID (Rapid Access to Prostate Imaging and Diagnosis) project, piloted at 
Epsom and St Helier, Imperial and St George’s, is being rolled out to acute Trusts across 
west London in 2019/20 including The Royal Marsden. The project won the HSJ Award for 
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Acute Sector Innovation 2018. The judges commented that they selected RAPID due to the 
broad reaching and collaborative nature of this project while keeping the patient at the 
forefront of the innovation. RAPID has seen around 3,700 men with an average of 59% 
avoiding unnecessary biopsy. Life threatening sepsis rates have been reduced to almost zero.  

RM Partners plan for the year ahead 

In summer 2019 RM Partners will work with its STP partners to develop a local cancer 
delivery plan for the next five years based on the cancer milestones identified in the NHS 
Long Term Plan. This includes a range of initiatives in earlier detection and diagnosis of 
cancer and better pathway of care for patients. The first RM Partners Rapid Diagnostic 
Centre will be implemented in 2019/20 focussing on head and neck cancers and sarcoma.  

3.0. Service Developments 

Internal 

3.1. Oak Cancer Centre  

The Trust submitted the planning application for the Oak Cancer Centre (OCC) in May 2019 
with a decision expected in October 2019. The OCC detailed floor layouts have been agreed 
and the 1:200 plans have been signed off by the Trust.  

The Trust has considered the optimum procurement route for the build and agreed to a 
“design build” form of contract.  This form of contract has the benefit of reducing the Trust’s 
risk by transferring responsibility for the detailed technical design and performance of the 
building to the contractor.   The tender will be split into two stages; this approach has been 
endorsed by Chris Strickland, the independent specialist advisor, a member of the OCC 
Assurance Group. 

The procurement process has commenced and is being out under the OJEU rules as required 
of a public body.  It is anticipated that the contractor will be selected by January 2020 with 
the contract being secured and construction commencing in June 2020 with completion in 
autumn 2022.  

3.2. Cavendish Square 

The Cavendish Square development is due to open in October 2020 with site visits available 
to Board members from early 2020. Service pathways between RM and Cavendish Square 
have been completed for core tumour groups. Workforce planning is progressing and 
includes consultant job planning and recruitment of nurses. A Clinical Lead is yet to be 
appointed.  

External 

3.3. The Royal Brompton 

The launch of a public consultation on the future of the Royal Brompton services is yet to be 
confirmed as NHSE continue to facilitate discussions amongst all interested parties. It has 
been made clear by regulator colleagues that the only set assumption is that paediatric 
congenital heart disease services must co-locate as per the NHSE Board ruling in 2017. A 
further set of meetings are due to take place over the next month or two to determine 
whether a single proposal can be agreed to take forward to consultation.  
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As we have previously reported, RM continues to work with RBH colleagues to define a 
future strategy and vision for our Joint Thoracic Oncology Services and the creation of a 
formal partnership. This work is critical to ensure patients can continue to access, into the 
long term, the highly regarded integrated Thoracic Oncology Service in Chelsea provided by 
the two organisations. The next phase of the programme will define the future operating 
model including workforce, IT and estate requirements, and the preferred contractual form 
that the partnership should take. This work is close to completion with a CEO meeting 
planned later in September to review the draft proposal before it goes forward to respective 
Boards in the autumn.  

3.4. Epsom and St. Helier Trust  

The Improving Healthcare Together (IHT) 2020-2030 programme is led by GPs from Surrey 
Downs, Sutton and Merton CCGs who are responsible for planning care for patients and 
communities in their localities. They have come together to help to assess and evaluate the 
different options to address the long-standing healthcare challenges facing Epsom and St 
Helier hospitals.   

They are currently in the assurance and pre-consultation planning phase and hope to make a 
decision to proceed to consultation in the autumn. The first phase of evaluation has scored 
the Sutton site as the preferred option.  

The IHT team has submitted the updated draft pre-consultation business case to NHS 
England so they can assess all of the information and agree if there would be funding in 
principle for a new facility. The Trust has provided a letter of support setting out the 
potential synergies that can be realised through co-location on the Sutton site.  

3.5. London North Genomics Laboratory Hub 

The London North Genomics Laboratory Hub (GLH) is a collaboration of laboratories that 
currently provide genomic testing for rare and inherited diseases and somatic genomic 
testing for cancer across the London North geography, which includes parts of Essex and 
Hertfordshire. The collaboration is led by Great Ormond Street Hospital (GOSH) for 
inherited diseases and by RM for Cancer.  

Consolidation of rare and inherited disease testing will be on the GOSH site, and somatic 
cancer testing will, over time, be consolidated at RM. Whole Genome Sequencing will be part 
of the new genomic medicine service but we will not be offering this clinically until sometime 
in autumn 2019. Initially it will be available for 21 rare disease indications and four cancers 
(Acute Lymphoblastic Leukaemia (ALL), Acute Myeloid Leukemia (AML), paediatric cancer 
and sarcoma). 

4.0. Accreditations and Service Standards 
 

• JACIE CAR-T inspection 

Cellular therapies, for example chimeric antigen receptor T cells (CAR-T), involves a process 
where a patient’s cells are removed and adapted in a laboratory and then given back to the 
patient to attack the cancer. The Trust was delighted to be selected as an NHS commissioned 
CAR-T Therapy Centre, one of only 12 specialist centres to deliver the recent NICE approvals 
for CAR-T in relapsed/refractory adult diffuse B cell lymphoma and acute lymphoblastic 
leukaemia (ALL) in patients up to 25 years.  
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However to be accredited as a CAR-T provider for NHS patients for treatment with CD19 
CAR-T cells, the RM Haematology Team underwent a recent JACIE inspection on the 22nd 
August 2019.  The feedback at the closing meeting was very positive and there were no 
partial or non-compliances.  Inspectors commented that they were very impressed with the 
service areas they inspected.  
 
The Medical Director will report further on this under agenda item 5.1. 
 

• GMC Survey results 2019 
 
The national training surveys are a core part of the work the GMC carries out to monitor and 
report on the quality of postgraduate medical education and training in the UK. Every year 
all doctors in training and trainers are surveyed for their views. There are two distinct 
reporting groups:  

- The experience of trainees, and  
- The experience of trainers.  
 

Trainee survey results: The response rate for trainees was 100%. The survey examined 18 
domains and in comparison to other acute care providers (excluding mental health 
providers) the Trust scored top in North West London in 9 (50%) out of the 18 domains: 
overall satisfaction, clinical supervision, clinical supervision out of hours, teamwork, 
handover, supportive environment, adequate experience, educational governance and 
educational supervision.  
 
Trainer survey results: The Trust was rated 2nd in London for overall satisfaction.  The survey 
examined 11 domains and in comparison to other acute care providers (excluding mental 
health providers), the Trust scored top in London for handover, supportive environment and 
educational governance.  
 
The Medical Director will report further on this under agenda item 5.3. 
 

• National Inpatient Survey and National Cancer Patient Experience Survey 2018 

National Inpatient Survey (2018): The Trust was ranked third in England for the third 
consecutive year. The RM response rate was 60%, above the national average of 45%.  

 
The National Cancer Experience Survey (2018):  results released on the 4th of September 
2019. The Trust improved its position on the 2017 Survey (ranked 8th) to the 2018 Survey 
(ranked 7th).   
 
The Chief Nurse will report further on this under agenda item 8.2.   

 
• National Staff Survey 2018 

For 2018 the Trust achieved the best national staff survey results in London and was second 
amongst the teaching hospitals group nationally, which is  reflective of the successful year 
The Royal Marsden had last year with achieving a CQC Outstanding rating. The Trust 
achieved the best national scores compared to other Acute Specialist Trusts for two themes: 
support provided by immediate managers and staff engagement. The Trust attained 
the highest score nationally for staff feeling they are treated fairly when they report an 
incident or near miss, which is critical in supporting a strong patient safety culture.  

The Board is asked to note this report. 





 

 

 
BOARD PAPER SUMMARY SHEET 

 
Date of Meeting: 
 
18th September 2019 
 

Agenda item: 
 
5.1.  
 

Title of Document: 
 
CAR-T cell therapy – JACIE accreditation 

To be presented by: 
 

Medical Director 

1. Status:         For Noting 

2. Purpose:     

       Relates to:  

Strategic Objective(s)  

Operational Performance  

Legal / regulatory / audit  

Accreditation / inspection JACIE Accreditation 

NHS policy / consultation 
 

 

Governance  

Other  

3. Summary 
  
Cellular therapies, for example CAR-T cells, involves an innovative new process where a 
patient’s cells are removed and adapted in a laboratory and then reintroduced in the patient 
to attack their cancer. 
 
In order to provide CAR-T therapy, the Trust must achieve JACIE accreditation which will 
be the first time RM is inspected as a CAR-T service provider.  
 
4. Recommendations / Actions 
 
The Board is asked to note the update regarding the Trust’s JACIE inspection in relation to 
CAR-T cell therapy. Confirmation of the accreditation and the outcome of the drug company 
audits will be reported to the Quality, Audit and Risk Committee in due course.  
 

 





 

CAR-T cell therapy – JACIE accreditation 

1. Background and Context  

Cellular therapies, for example chimeric antigen receptor T cells (CAR-T), involves a process 
where a patient’s cells are removed and adapted in a laboratory and then given back to the 
patient to attack the cancer. 

JACIE (The Joint Accreditation Committee ISCT-Europe & EBMT) is the official 
accreditation committee for haematopoietic stem cell transplantation and cellular therapy. It 
promotes high quality patient care and laboratory practice. RMH had a successful JACIE 
inspection in 2018 covering our bone marrow transplant service.   

2. CAR-T Providers 

NHS patients began accessing CAR T cell therapy in November 2018 for acute lymphoblastic 
leukaemia (ALL) and in December 2018 for lymphoma. There are nine wave one centres with 
two centres only providing CAR T for paediatric ALL.  
 
NHS England will be taking a phased approach to commissioning wave two centres. The first 
phase will enable NHS England to commission more centres to address the immediate 
capacity and access issues across the country for the adult lymphoma population.  
 
Five considerations were applied to determine the first wave of providers: capacity, 
readiness, geographical access, the wider advanced therapy medicinal product landscape, 
and the impact on the 2019/20 national tariff.  
 
Based on the criteria, The Royal Marsden along with Cambridge University Hospital NHS 
Trust and Yorkshire and Humber Blood and Marrow Transplantation service (Leeds) were 
commissioned as wave 2 centres subject to the development of transition and onboarding 
plans in conjunction with the drug companies and JACIE.  
 
The second phase will largely begin next year once the patient demand for CAR-T cell 
therapy is better understood. The number of eligible patients per month for lymphoma has 
been increasing rapidly. NHS England have stated that they need to better understand the 
nature of this demand before making a further decision on the CAR-T provider landscape.  

3. Inspection – August 2019  

The RMH Haematology Team underwent an additional JACIE inspection on 22.8.19 to be 
accredited against the JACIE standards for delivery of Immune Effector cells.  This 
accreditation is a requirement as part of the selection process in order to become a CAR-T 
provider for NHS patients for treatment with CD19 CAR-T cells.  In addition we must also 
meet the individual requirements of the drug companies KITE (Yescarta) and Novartis 
(Kymiriah) and both companies are undertaking an audit of our processes in the next 1-2 
months.  We are aiming to be accredited for both products but are undergoing the KITE 
audit first in mid-September.   
 
The JACIE inspection reviewed the pathways for delivery of CAR-T cells at RMH and the 
quality management system in place for use of these products.  The inspection focused on 
infusion of product, inpatient stay of the patient and management of complications of CAR-T 
cells.  The facilities of Wiltshaw Ward and Critical Care Unit were inspected, a detailed 
document review took place and there were targeted interviews of members of medical, 
nursing, pharmacy and quality management team.  The feedback at the closing meeting was 



very positive and there were no partial or non-compliances.  Inspectors commented that they 
were very impressed with the service areas they inspected.  
 
From the feedback that was given we expect to receive formal notification that we have 
passed this additional JACIE accreditation once the report has been submitted and signed 
off. 
 
4. Board Recommendation  

The Board is asked to note the update regarding the Trust’s JACIE inspection in relation to 
CAR-T cell therapy. Confirmation of the accreditation and the outcome of the drug company 
audits will be reported to the Quality, Audit and Risk Committee in due course.  
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Title of Document: 
 
Quarterly Hospital Mortality Review Audit 

To be presented by: 
 

Medical Director 

1. Status:       For Noting       
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       Relates to:  

Strategic Objective(s)  

Operational Performance  

Legal / regulatory / audit The Department of Health and Social Care NHS Amendment 
Regulations 2017 

Accreditation / inspection  

NHS policy / consultation 
 

 

Governance  

Other  

3. Summary 
  
The Trust is compliant with the requirements by NHS Improvement to;  

• Have a policy in place on Learning from deaths (available on the Trust’s website); 
• Publish information on deaths quarterly via an agenda item and paper to the Trust 

public board; and  
• To publish an annual summary of the data in their Annual Quality Accounts was 

completed at the end of March 2019.  
 
4. Recommendations / Actions 
 
The Trust Board is asked to note that overall from the review of the data the Trust is RAG-
rated green for the period between April and June 2019. 
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Quarterly Hospital Mortality Review Audit,  

1 April 2019 to 30 June 2019 
 

1.0.  Background  
1.1 The Trust has been reviewing all inpatient deaths each quarter since 2015. 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 4.0. 

 
1.3  The audit results have been presented in a quarterly report to the Integrated Governance and 

Risk Management and Quality, Assurance and Risk committees each quarter by the Medical 
Director.   

 
2.0.  National Guidance on Learning from Deaths 
2.1 The Trust is compliant with the requirements by NHS Improvement to; have a policy in place on 

Learning from deaths (available on the Trust’s website); publish information on deaths quarterly 
via an agenda item and paper to the Trust public board. The last requirement to publish an 
annual summary of the data in their Annual Quality Accounts was completed at the end of March 
2019.  

 
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. The consultants undertaking the reviews have attended training on how to 
conduct a ‘Structured Judgement Review’. 

      
3.0. Audit methodology 

The data was reviewed at a meeting on 13th August 2019 with Dr Halley, Dr Tatham, Dr Benson 
and Ms Curtis, Ms Finn, Ms Mills and Dr VanAs to agree the findings as outlined in this report.  
 

4.0.  Conclusions 
4.1 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 46 inpatient deaths between 1st April 2019 to 30th June 2019. 
  
Conclusion: 46 inpatient deaths were reasonably expected therefore 46 out of 46 patients met the 
standard. 100% - standard achieved. 
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4.2 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 46 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.   
 

4.3 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 46 deaths, 39 patients were discussed with the Symptom Control and 
Palliative Care team before their death. 85% - standard achieved.  
 

4.4 Standard 4: 100% of patients for whom the Structured Judgement Review (SJR) is 
undertaken have no problems in care identified 

 
A total of 11 inpatient deaths had a ‘Structured Judgement Review’ (SJR).  
 
11 patients this quarter for whom the SJR was undertaken had no problems in care identified. 
Therefore all 11 patients met the standard. 100% - standard achieved for Q4. 
 

5.0. The Learning Disabilities Mortality Review (LeDeR) 
Of the 46 inpatient deaths in Q1 2019-20, there were no patients with learning disabilities 
according to information recorded in the electronic patient records (EPR). 
 

6.0. Children’s cases  
Of the 46 deaths in this quarter, there were no paediatric deaths.  
 

7.0. Serious Incidents 
There were no deaths in this quarter that were investigated as Serious Incidents (SIs). 
 

8.0. Complaints 
There were 11 deaths in this quarter that had a ‘Structured Judgement Review’ (SJR) conducted. 
The 11 deaths were selected for the SJR for the following reasons: 

• Concerns raised by the family or carer with (i) PALS or (ii) the consultant: 7 deaths 
• Unexpected deterioration: 2 deaths 
• Concerns raised from staff after death: 1 Death  
• E-Coli bacteraemia: 1 death 

 
9.0. Numbers of deaths caused by problems in care 

For all 11 patients, it was assessed that there were no problems in care for the patient. 
 

10.0. Themes, trends and learning points 
10.1 The review found that of the 46 inpatient deaths, 16 (35%) of the deaths occurred in patients with 

metastatic disease according to the death certificate and information recorded in the EPR. The 
other 30 patients died from a range of cancers. 

 
10.2 In this quarter, reviews of care in the SJRs provided the following learning points: 
 

• Consultant review required within 14 hours of admission required for all NHS in-patients 
• Important discussions which occur with patients and families regarding prognosis and possible 

future clinical deterioration should be documented in clinic letters and ward consultations 
• High patient acuity which impacts on ability to provide optimal end of life care for in-

patients  should be raised through the appropriate mechanisms  
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10.3 Points of good care that were noted: 
 

• Excellent documentation on critical care unit regarding consent for intubation and ventilation 
• Appropriate escalation of the unwell patient to CCU outreach 

 
11.0. Summary 
11.1 The Trust Board is asked to note that overall from the review of the data the Trust is RAG-rated 

green for the period between April and June 2019. The table below shows the RAG ratings from 
previous quarters: 
 

Quarter RAG rating 
Q2 2018-19 Green 
Q3 2018-19 Green 
Q4 2018-19 Green 
Q1 2019-20 Green 

 
In accordance with the key requirements for quarterly reporting from NHS Improvement and the 
National Quality Board, it is noted that for Q1 2019-20: This information has been added to the 
Annual Quality Account 2019-20 as required by NHS Improvement and NHS England.  
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3. Summary 
  
• Medical revalidation –the Report aims to provide assurance that there is a system in 

place that meets General Medical Council (GMC) requirements for the appraisal and 
revalidation of all medical staff.  

• Guardian of Safe Working report –a summary of exception reports (ER) activity in 2018-
19 from the Guardian of Safe Working, Dr Andrew McLeod is provided.  

• GMC survey results 2019 –significant improvement has been made in GMC survey 
results over the last four years as noted in the report.  

• Pension tax allowances update – the annual and lifetime pension tax allowances are 
impacting high earners in the NHS i.e. those on £110k plus and particularly the 
consultant workforce. In July 2019 the government launched a consultation on proposed 
changes to the scheme for senior clinicians. The government announced it would shortly 
launch a new consultation with wide ranging national flexibilities for senior clinicians 
from the next financial year. 

 
4. Recommendations / Actions 
The Board is asked to: 

a) Note progress with medical appraisal and revalidation and approve the Chief 
Executive and Chair to sign off a statement of compliance by 27 September 2019  

b) Note report from Guardian of Safe Working for 2018-19  
c) Note improvements in GMC survey results.  
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Medical Workforce Report 

1. Introduction  

This report provides the Board with an update on three medical workforce regulatory matters:  
medical revalidation, a summary report from the Guardian of Safe Working (GSW) and 
summary of GMC survey results. The report aims to:  
 
a) Provide assurance that there is a system in place that meets General Medical Council 

(GMC) requirements for the appraisal and revalidation of all medical staff. The type of 
information required to provide assurance and the format of the report is prescribed by 
NHS England.  

b) Provide summary activity information from the Guardian of Safe Working in relation to 
junior doctors in training.   

c) Provide summary information on GMC survey results 2019. This survey relates to the 
educational experience of junior doctors in training and is mandatory for all doctors in a 
designated training role. 

 
The report also provides an update for the Board on how the pension tax allowance issues 
impact high earners, particularly the consultant workforce.   

 
The reference period for this report is 1 April 2018 to 31 March 2019.  
 
2. Medical Revalidation  

2.1. The Framework of Quality Assurance for Responsible Officers and Revalidation (2014) 
requires organisations employing doctors (Designated Bodies) to present an annual report 
to the Board on the implementation of medical revalidation and submit an annual 
statement of compliance to their higher level responsible officers, which in the case of 
London Trusts is NHS England South Region.  

 
2.2. Medical Revalidation was launched in 2012 to strengthen the way that doctors are 

regulated, with the aim of improving the quality of care provided to patients, improving 
patient safety, and increasing public trust and confidence in the medical system. Each 
NHS provider is required to have a Responsible Officer, who leads on appraisal and 
revalidation and makes recommendation to the GMC. This role is undertaken by the 
Medical Director on behalf of The Royal Marsden and the Institute of Cancer Research.    

 
2.3. NHS provider organisations have a statutory duty to support their Responsible Officers in 

discharging their duties under the Responsible Officer Regulations and it is expected that 
Trust Boards will oversee compliance by: 

 

a) monitoring the frequency and quality of medical appraisals in their organisations; 

b) checking there are effective systems in place for monitoring the conduct and 
performance of their doctors; 

c) confirming that feedback from patients is sought periodically so that their views can 
inform the appraisal and revalidation process for their doctors; and 

d) ensuring that appropriate pre-employment background checks (including pre-
engagement for locums) are carried out to ensure that medical practitioners have 
qualifications and experience appropriate to the work performed. 

 
Governance Arrangements  

2.4 The Medical Director is the designated Executive Lead for medical appraisals and 
revalidation and is supported in this role by the Appraisal and Revalidation Lead, Dr 
Jonathan Handy, Consultant Intensivist. The focus for this clinical leadership role is to 
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support the Trust to maintain a high level of compliance (90%+) with appraisals and more 
importantly, improve the quality of appraisals. 

 
2.5 The Medical Workforce Committee, led by the Medical Director, is responsible for 

tracking compliance with appraisal and revalidation. Monitoring is tracked through 
monthly and quarterly reports to NHS England South Region, Annual Organisational 
Audit to NHS England South Region and monthly reporting to the Performance Review 
Group.  

 
2.6 The Trust has a policy on medical appraisals and revalidation in line with NHS 

requirements, which is reviewed annually. The policy also covers doctors that are 
employed by the ICR and hold an honorary contract with The Royal Marsden.   

 
Appraisal and Revalidation Performance Data 

2.7 The appraisal completion was 97% in 2018-19, exceeding the Trust target of 90% as 
shown in table 1. There are 326 doctors who have a prescribed connection to the Trust; 
296 had an appraisal meeting on time – 21 appraisals were deferred for a valid reason e.g. 
maternity or sick leave and 9 doctors who completed their appraisal but not within the 
deadline for a non-valid reason.  

  
2.8 The non-valid deferral rate has been problematic in previous years and the Trust was a 

negative outlier in London. This has now been addressed and the non-valid deferral rate 
reduced significantly from 24% in 2016-17 to 6% (9) in 2018-19.  

 
2.9 Table 2 shows that 63 doctors were due to revalidate during 2018-19 (compared to 9 in 

2017-18). The level of revalidation activity has increased significantly and is scheduled to 
remain at this new level during 2019-20. Of the 63 doctors, 59 received a positive 
recommendation for revalidation and four assessments were deferred. The reasons for 
deferral are set out in table 3.  

 
Table 1 shows appraisal performance data 2018-19 

Doctors 
with a 
prescribed 
connection Trust Honorary Total 

Valid 
Deferrals 

Number of 
appraisals 

due 2018-19 

Number of 
completed 
appraisals 

Non-valid 
Deferrals 

Cancer 
Services 164 31 195 11 184 179 5 
Clinical 
Services 83 4 87 3 84 82 2 
Clinical 
Research 30 8 38 6 32 30 2 

Private Care 6 0 6 1 5 5 0 

TOTAL 283 43 326 21 305 296 9 

 
Table 2 shows revalidation data for 2018-19 

Number of positive recommendations to the GMC for revalidation 
between 1/04/2018 - 31/03/2019 
i.e. these are doctors who have met all the requirements and have 
actually been revalidated by the GMC  

59 

Number of deferrals between 01/04/2018 - 31/03/2019  
i.e. these are doctors who were due to be assessed for revalidation but 
the assessment has been deferred by the Trust  

4 

 
Table 3 show the reasons for revalidation deferral 2018-19 

Reasons for deferrals Total 
Long term sickness/personal reasons 0 
Maternity leave 1 
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Reasons for deferrals Total 
New starter 2 

Incomplete appraisal/360 1 
   
2.10 There are currently 74 trained consultant appraisers in the Trust. This figure is reviewed 

annually as part of the appraisal audit process to ensure there is sufficient capacity to 
deliver a high completion rate for appraisals.  
 

2.11 There are a number of mechanisms in place to ensure that medical appraisals are of a high 
quality. These include:  
• An audit review process led by the Medical Appraisal and Revalidation Lead. Appraisal 

portfolios are reviewed prior to submission to the Responsible Officer to ensure 
documentation is complete and up to date; 

• Monthly review of the appraisal completion rate is undertaken by the Medical 
Workforce Committee and Performance Review Group; 

• A process to link complaint information to the appraisal process; 
• A process to link significant clinical events to appraisals. There is a positive reporting 

mechanism to confirm if there have been significant events. 
 

2.12 To further improve medical appraisals in 2019-20 we plan to:  
• Place additional focus on the non-consultant grades who contributed to 67% of the 

unapproved missed appraisals in 2018-19.  
• Use the appraisal auditing, feedback, support and training for appraisers to continue to 

improve the quality of medical appraisals within the Trust; 
• Provide new appraiser training for consultants wanting to become an appraiser, 

making it easier for appraisees to find a suitable appraiser. 
 
2.13 Concerns and performance issues are dealt with under the Maintaining High Professional 

Standards Policy. Information about the number and type of concerns raised about 
individual clinical practitioners during 2018-19 are shown at appendix 1.  
 

3. Guardian of Safe Working (GSW) – annual activity report 2018-19 

3.1 The Trust has approximately 115 junior doctors in training posts. There is a mandatory 
requirement for organisations that employ junior doctors in training to appoint a GSW. 
The GSW is a senior consultant within the Trust who is independent of the management 
structure and responsible for protecting the safeguards outlined in the 2016 terms and 
conditions of service for junior doctors. The safeguards relate to maintaining safe hours of 
work ensuring service commitments do not compromise the educational experience of 
trainees and the support available to trainees during service commitments.  
 

3.2 The Trust, in partnership with Junior Doctor Forum representatives, appointed Dr 
Andrew McLeod, Consultant Anaesthetist as the GSW in March 2019 replacing Dr Nathan 
Kasivisvanathan.  
 

3.3 Exception reporting (ER) is the mechanism used by doctors in training to inform the 
Trust when their day-to-day work varies significantly and/or regularly from the agreed 
work schedule. Primarily these variations will be: 
• Hours/rest – differences in total hours, breaks or pattern of hours; 
• Education – differences in opportunities and support available, including during 

service commitments. 
 
3.4 The purpose of exception reports is to ensure prompt resolution and/or remedial action to 

ensure that safe working hours are maintained. The purpose of work schedule reviews is 
to ensure that a work schedule remains fit for purpose in circumstances where earlier 
discussions have failed to resolve concerns. 
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3.5 Financial penalties (fines) can be issued by the GSW, if a problem is not resolved through 
the ER system. No financial penalties were levied against the Trust during 2018-19.  

 
Exception Reports  

3.6 There have been 70 ERs during 2018-19 as shown in table 4 below, which is a 36% 
reduction from 2017-18 when the Trust had 110 ERs. Only specialties where ERs have 
been reported are shown in table 4 e.g. all surgical specialties, Radiology, Histopathology 
and Anaesthesia/Critical Care continue to have zero ERs and are therefore not listed in 
table 4.  The core medical trainees (CMT) rota on the Chelsea site had the most ERs in 
2018-19, similar to the previous year.   
 
Table 4: 2018-19 ER activity  

Rota ERs Q1 ERs Q2 ERs Q3 ERs Q4 Total 
Core Medical Trainees 
London 

10 38 9 6 63 

Core Medical Trainees  
Sutton  

0 0 1 0 1 

Paediatrics Sutton 6 0 0 0 6 

Total 16 38 10 6 70 

 
3.7 Actions taken to reduce ERs during the reference period included reviewing of handovers 

in paediatrics to minimise delays in starting and finishing handover on a timely basis. This 
issue is now resolved. To address capacity issues at core medical trainee level, the rota was 
revised to account for annual and study leave cover and the Physicians Associate role was 
introduced in August 2018. Physician Associates are medically trained, generalist 
healthcare professionals, who work alongside doctors and provide medical care as an 
integral part of the multi-disciplinary team. They are dependent practitioners working 
with a dedicated medical supervisor, but are able to work autonomously with appropriate 
support. As can been seen from table 4, the changes resulted in a reduction of ERs in 
Quarters 3 and 4.  
 

3.8 The feedback from the GSW and also from the BMA has been that exception reporting 
appears to be working as envisaged in identifying issues with working patterns and 
addressing problem areas. When the GSW has benchmarked ER activity against similar 
sized trusts with a similar number of trainees the Trust compares favourable in terms of 
the number of ERs.  
 

3.9 To further support all junior doctors in training work within agreed rota patterns, a review 
of the Hospital at Night model is also being undertaken. Hospital at Night aims to ensure 
that staffing out of hours remains safe and the operational infrastructure is effective.  

 
3.10 The resolution to ERs during 2018-19 are shown in table 5 below:  

 
Table 5: Breakdown of resolution to ERs 

Resolution method  Number of times 
resolution was 

used 

% of total 

Time off in lieu 58/70 83 
Payment for extra hours work  7/70 10 
Exceptions not agreed (submitted over 14 days after 
the event)  

7 n/a 

Review of work schedule 7/70 10 
Exceptions not resolved  0 0 
Fines incurred  0 0 
Total  70 100% 
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3.11 During 2018-19 there was a significant reduction in the number of exception reports, 
which reflects the changes that have been put in place to respond to the issues raised by 
ERs. Data on exception reporting has been shared with representatives from the Junior 
Doctor Forum, British Medical Association and Medical Workforce Committee.  

 
4.0   GMC survey results 2019 
4.1 The national training surveys are a core part of the work the GMC carries out to monitor 

and report on the quality of postgraduate medical education and training in the UK. Every 
year all doctors in training and trainers are surveyed for their views. There are two distinct 
reporting groups: the experience of trainees, and the experience of trainers who act as 
educational supervisors. The reports are colour coded with green outliers/flags indicating 
that the score was in the top 25% of the survey group or red indicating the bottom 25%.  

 
4.2    Trainer Survey 

The Trust response rate for trainers was 43% and we were rated 2nd in London for overall 
satisfaction.  The survey examined 11 domains and in comparison to other acute care 
providers (excluding mental health providers) the Trust scored top in London for 
handover, supportive environment and educational governance.  

 
4.3    Trainee Survey 

The response rate for trainees was 100%. The survey examined 18 domains and in 
comparison to other acute care providers (excluding mental health providers) the Trust 
scored top in North West London in 9 (50%) out of the 18 domains: overall satisfaction, 
clinical supervision, clinical supervision out of hours, teamwork, handover, supportive 
environment, adequate experience, educational governance and educational supervision.  
 

4.4 The number of green outliers has significantly increased from 15 to 25 and the red outliers 
have decreased from 13 to three over the last four years, see diagram below. The Trust 
received 25 green flags in total in 2019, two less than 2018, but the number of red outliers 
decreased from nine to three. The improvement in GMC survey outcomes can in part be 
attributed to a renewed commitment to education and training generally in the 
organisation and more specifically to the leadership of Dr Gary Wares, Director of Medical 
Education (DME) 2015-2019 and Dr Jaishree Bhosle who was promoted from Deputy 
DME to DME in 2019.  
 

4.5 Anaesthetics received 10 green flags, two more than 2018. Paediatrics has the most 
notable improvement with no red flags in 2019 in comparison to receiving six in 2018. 
Clinical Oncology received four red flags in 2019 for feedback, induction, supportive 
environment and work load. The PGME Department has booked in a deep dive and exit 
interviews with trainees and awaits more detail.  

 
GMC survey outcomes 2016-2019 
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5 Pension tax allowances and the consultant workforce  
5.1 There has been much discussion in the national press about the impact of annual and 

lifetime pension tax allowances on high earners, particularly the consultant workforce. In 
this instance high earners are defined as staff on £110k plus.  
 

5.2 In July 2019, the government launched a consultation on what has become known as the 
50:50 solution allowing senior clinicians to reduce their pensions by 50% contribution for 
reduced benefits. On 7 August 2019, the government announced that it will shortly 
publish a new consultation document proposing wide-ranging national flexibilities of the 
NHS Pension Scheme for senior clinicians in preparation for the next financial year. This 
new consultation will seek views on flexibilities that allow senior clinicians to determine  
the exact level of pension accrual at the start of each year e.g. 30% contribution for a 30% 
accrual rate or any other percentage in ten per cent increments.  
 

5.3 The government has also said that employers will have the option to recycle unused 
contributions back into a clinician’s salary in specific circumstances.  

 
5.4 NHS Employers are developing national guidance on the approaches proposed by the 

government as part of the consultation process. It is anticipated that the guidance will 
provide further clarity on whether the flexibilities are restricted to senior medical staff or 
open to all high earners.  

 
5.5 HM Treasury has committed to undertaking a review of how the annual allowance taper 

operates to support the delivery of public services.  
 

5.6 The Trust is running a series of seminars to raise awareness of the pension tax allowance 
issue with support from Cavendish Medical. NHS Employers has new resources to support 
staff understand the pension issue, consider options if they are impacted by the tax 
allowances and a list of organisations that can provide specialist advice. Further targeted 
communication will be sent out once the new consultation has been launched.  

 
6 The Board is asked to: 

a) Note progress with medical appraisal and revalidation and approve the Chief 
Executive and Chair to sign off a statement of compliance by 27 September 2019  

b) Note report from Guardian of Safe Working for 2018-19  
c) Note improvements in GMC survey results.  
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Appendix 1 - Audit of concerns about a doctor’s practice 
 

Concerns about a doctor’s practice High 
level 

Medium 
level 

Low 
level 

Total 

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

 2 6 8 

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

  1 1 
 

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

  2 2 

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

 2 3 5 

Remediation/Reskilling/Retraining/Rehabilitation 0 

Numbers of doctors with whom the designated body has a prescribed connection 
as at 31 March 2019 who have undergone formal remediation between 1 April 
2018 and 31 March 2019     
Formal remediation is a planned and managed programme of interventions or a 
single intervention e.g. coaching, retraining which is implemented as a 
consequence of a concern about a doctor’s practice 
A doctor should be included here if they were undergoing remediation at any 
point during the year  

0 

Consultants (permanent employed staff including honorary contract holders, 
NHS and other government /public body staff) 

0 

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

0 

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

0 

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

0 

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

0 

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

0 

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

0 

TOTALS  8 
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Other Actions/Interventions 0 

Local Actions: 0 

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

0 

Duration of suspension: 
Explanatory note: All suspensions which have been commenced or completed 
between 1 April and 31 March should be included  

Less than 1 week 
1 week to 1 month 
1 – 3 months 
3 - 6 months 
6 - 12 months 

0 

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

0 

GMC Actions:  
Number of doctors who:  

0 

Were referred to the GMC between 1 April and 31 March  0 

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

0 

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

0 

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

0 

Were erased from the GMC register between 1 April and 31 March 0 

National Clinical Assessment Service actions: 0 

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

0 

For advice  0 

For investigation 0 

For assessment 0 

Number of NCAS investigations performed 0 

Number of NCAS assessments performed 0 
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3. Summary 
 
In May 2019 the Trust commissioned a leading external marketing company (Whiteswan), 
who specialise in internet analysis for the commercial sector to review UK internet sites with 
the aim of gaining intelligence to improve the patient experience at the Royal Marsden 
Hospital. 
 
This summary report details the methodology and findings from the ‘Whiteswan’ work 
which will inform our new Patient Experience Strategy, due to come to the Board in Q3.  
 
4. Recommendations / Actions 
 
The Board is asked to note the report.  
 

 





 

 
 

Patient Experience 
An innovative and novel approach to obtaining cancer patients experience  

 
1.0 Introduction 
In May 2019 the Trust commissioned a leading external marketing company 
(Whiteswan), who specialise in deep internet analysis for the commercial sector, to 
review UK internet sites with the aim of gaining intelligence to improve the patient 
experience at the Royal Marsden Hospital. 
 
The Royal Marsden consistently performs exceptionally well in National Patient 
Experience Surveys. In the most recent (2018) National Inpatient Survey, the Trust 
ranked third in the England for the third consecutive year (overall score). These 
traditional surveys are important, they are the key vehicle that our regulators and 
other external groups use to assess the quality of our patient experience and 
benchmark us against other providers. The National Patient Experience Survey is 
also fully anonymous and on a large scale, with over 700 RMH patient responses in 
2018 alone.  
 
These traditional methods are not without flaws – the methodology is aged, they are 
a ‘snap-shot’ in time, and results take many months to filter back to organisations. As 
the Trust generally performs exceptionally well, opportunities to make significant 
service improvements can be limited – however in previous years these surveys have 
informed quality improvement initiatives into (for example) – noise at night and the 
quality of food etc.  
 
2.0 Methodology  
At the Royal Marsden we are consistently looking at new ways to innovate – hence 
the exploration of the internet as a modern medium in which patient, carers and staff 
are increasingly turning to for information, advice and support. The specific aim of 
the work was to ‘develop a deep unbiased insight into the experience of cancer 
patients who undergo cancer treatment at the Royal Marsden Hospital (s) in order 
to identify opportunities to improve patient  experience in the future’.  
 
Assessing the data from over 26,000 pieces of web information (less than two years 
old), Whiteswan deployed a number of commonly used industry tools (such as 
Sentiment Analysis) to form a suite of findings and recommendations - the report 
observed a number of key opportunities for improvement (see slides appendix 1.0 )  
 
3.0 Findings 
The Trust’s reputation is exceptional, with a higher ‘sentiment analysis score’ than  
the most similar comparator the Christie Hospital. 
There were very few negative areas observed - poor wifi and car parking were two 
noticeable areas, there were  number of potential opportunities for improvement, 
including:  

• It was noted that early on in a patients’ journey - staff used highly technical 
medical language which was a cause of concern and confusion for patients. 

• The vast majority of internet conversations were in the earlier ‘diagnosis and 
treatment’ phase of a patient journey – more could be done to enhance 
communication and understanding in this space.  

• Men are less likely to open up and seek support.  
• Access and navigation around the process of clinical trials was a particular 

opportunity area for improvement and was found to be ‘daunting’ for 
patients.  



 

 
4.0 Next-steps 
The findings in this report have been exceptionally useful and have been shared with 
the various leads for comms, research and patient experience to review and consider 
actions.  
 
We understand that we are one of the first hospital systems to ‘mine’ the internet in 
such a detailed way, previous work has been done on a disease specific manner – ie 
congenital heart disease, or via a daily surveillance type approach – ie scanning 
websites and feeds for certain search terms related to the service that day.  
 
This work will inform our new Patient Experience Strategy which will come to Board 
in Q3, and the Patient Experience Committee will scope the future utility of such 
work -  potentially on a bi-annual or quarterly basis.  
 
This novel approach could represent the future in obtaining patient feedback, as 
social media and the internet becomes an even more common tool to obtain 
information and seek support. Such a methodology is not without risk, as unlike 
anonymous paper surveys - ‘sentiment analysis’ and other emerging web-based 
intelligence tools could be particularly vulnerable to being skewed, hence such 
methodologies will always be triangulated with traditional feedback tools. 
 
 
The Board is asked to note this report.  
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3. Summary 
 
• The Trust’s most recent Quarterly review was scheduled for the 28th of August. In 

addition -  the CQC have asked for staff focus groups for two wards (Burdett Coutts and 
Horder), Day Surgery (Chelsea) & Theatres (Chelsea).  
 

• The Announced Inspection is scheduled for 10, 11 and 12 September and will focus on 
the Surgical Pathway (adult solid tumours) – cross site. This will include (NHS only): 
wards, theatres, Critical Care and likely Outpatients and the Medical Day Unit. 
  

• MDT review will also occur on the Weds/Thurs (11th & 12th) – thus far this appears to be 
Head & Neck and Urology. 
 

• Well-led date is unchanged – 5th and 6th November – elements brought forward to 
September by the CQC: Mortality review, review of complaints, review of incidents, 
Exec Fit and Proper Persons Test. 

 
4. Recommendations / Actions 
 
The Board is asked to note the CQC update and note that a briefing pack will be provided in 
due course ahead of the CQC Well Led Inspection. 
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3. Summary 
 
Highlights of the report are as follows: 

(a) The appointment of Anne Howers as the Trust Freedom to Speak Up Guardian in May 
2019 replacing Lisa Neden;  

(b) The model has been revised to make it more accessible to all staff groups across all 
sites; 

(c) A Freedom to Speak Up Strategy has been agreed; 
(d) An internal audit review of the service was completed, with broadly positive findings 

and four minor recommendations for change, which have been accepted;  
(e) Freedom to Speak Up reporting has been integrated into the quarterly Quality Report. 

 
4. Recommendations / Actions 

The Board is asked to:   

• Note the progress of the Freedom to Speak Up service within the Trust and updated 
model  

• Note FTSU activity data and whistleblowing activity and Trust response  

• Note findings from safety culture indicators taken from the National Staff Survey 
2018.   
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Freedom to Speak Up Report 2019 

 
1. Introduction 

This report provides the Trust Board with an update on the development of the Freedom to 
Speak Up (FTSU) service, which was established in 2017 and provides the Board with 
incidents of whistleblowing in 2019.  
 

2. Background  
In response to Sir Robert Francis’ ‘Freedom to Speak Up’ report in 2015, the National 
Guardian’s Office was established as an independent, non-statutory body with the remit to 
lead culture change in the NHS so that speaking up becomes standard practice.   
  
NHS providers were mandated to make provision for the appointment of a Trust Freedom to 
Speak Up Guardian.  One of the key aims of the Trust Freedom to Speak Up service is to 
further encourage an open and responsive culture where staff feel safe and confident to 
speak up before and ultimately if things go wrong.  
 

3. The Royal Marsden model 
The FTSU service was initially established in 2017. Professor Martin Elliott was appointed as 
the Non-Executive Director lead for raising concerns, and equality and diversity.  The 
Director of Workforce is the Director lead for this service and for whistleblowing. Anne 
Howers, Nurse Director for Safeguarding, was appointed as the Trust Freedom to Speak Up 
Guardian in May 2019 replacing Lisa Neden, Head of Equalities and following open 
competition. 
 
Feedback on the initial freedom to speak up model has led to strengthening the network of 
champions so that all bases in Chelsea, Sutton, Wallington and Kingston (and Cavendish 
Square when open) will have access to a champion. All divisions will have access to a 
champion from within their division; and the champions are from a wide range of 
professions and different levels of seniority. The new model was approved through the Trust 
Consultative Committee.  
 
There was a very positive response to the recruitment of new FTSU Champions and following 
interviews, new FTSU Champions have been appointed. The total number of FTSU 
champions has increased from seven to eleven.     
 
The aim of the FTSU Champions is to be visible within the Trust and become known as 
someone staff can speak to confidentially for advice and support in relation to raising their 
concerns or whistleblowing. They have a role in providing information if staff have questions 
about a public interest concern or have concerns that appear to not be taken seriously or 
dealt with effectively. They are not directly involved in any investigation of complaints; 
instead their role is to support staff in getting a timely resolution to any concerns raised.  
Training for the FTSU Champions roles is being provided internally and by the National 
Guardian’s Office, who also arrange regional events that both the FTSU Guardian and FTSU 
Champions are encouraged to attend regularly.  
 
To raise awareness of the FTSU service, communication 
resources have been developed. All new starters to the 
organisation receive information about the Freedom to 
Speak Up service as part of their induction and there is 
information in public and staff areas across all Trust sites, 
and more recently on screen savers.   
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4. Internal audit review of FTSU service  

An internal audit review was undertaken of the FTSU service during 2019, examining the 
Freedom to Speak Up strategy, whistleblowing policy and processes that underpin the FTSU 
service. The audit found the policy and processes to be well designed with an amber/green 
rating. There were three low priority and one medium recommendation to consider how data 
from the FTSU service can be triangulated with other mechanisms for raising concerns.  
 

5. Activity 2018-19 and learning to date 
Concerns raised to the FTSU Guardian and Champions are recorded confidentially and 
feedback is provided to the individual raising the concern. Each quarter the National 
Guardian’s office collates activity data and learning in response to our local Freedom to 
Speak Up service. This feedback requires Trusts to identify if concerns include an element of 
patient safety/quality, relate to behaviours, including bullying/harassment or identify that a 
detriment has been suffered as a result of speaking up.   
 
During the first year of the service 15 concerns were raised (although this was for a 9 month 
period only as the Freedom to Speak up service started in July 2017).  During 2018-19, 25 
concerns were raised, see table 1 below.  Data collated is based on categories predetermined 
by the National Guardian’s office.  
 
Table 1: Summary of 2018-2019 activity data  

Quarter Number of 
Cases Raised 

Number of 
total cases  
number 
raised 
anonymously 

Element of 
patient 
safety/quality 

Element of 
bullying  or 
harassment 

Suffering 
Detriment: 

Quarter 1 8 4 0 6 1 
Quarter 2 9 2 0 9 0 
Quarter 3 3 2 0 3 0 
Quarter 4 5 1 0 3 0 

*The data shown in table 1 is the total activity for 2018/19, which at the time included community services  
 

Of the total concerns raised by staff, 79% relate to staff attitudes and behaviours, 5% to 
policies and procedures, 5% to staffing levels and 5% to equipment and maintenance. In 
addition, 3% of concerns raised relate to quality and safety and 3% to patient experience. 
Nine of the 25 concerns were raised anonymously.  
 
The key theme from the FTSU service relates to behaviours that could be considered to be 
bullying and harassment. During the past year information has been triangulated with other 
pieces of information, e.g. staff survey results, employee relations cases and local staff 
engagement events. In response to this combined feedback, the Trust has developed an 
organisational development programme based on the refresh of the Trust values and 
integration of these into employment practices such as recruitment, appraisal and employee 
recognition. The employee relations framework is being reviewed to address negative 
behaviours at an earlier stage through an updated conflict resolution framework.  
 
The data does not highlight any trends or themes in relation to a particular division, staff 
group or service. 
 
The FTSU champions have for the last three quarters been offering exit interviews when staff 
leave and do not want an exit interview with their line manager or department; currently a 
review of this information is being undertaken. Q1 data for 2019-20 is being analysed but 
initial findings are that the number of staff requesting exit interviews with a FTSU Champion 
has increased. 
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The activity to date suggests that there is an awareness of the role of the FTSU Champions 
and that staff have felt able to raise concerns. Further understanding is needed to establish 
if, as a result of an individual’s experience of raising concerns through the FTSU service, they 
would feel confident and supported to speak up again. This feedback will provide key 
information to ensure that staff feel that they are able to speak up effectively and that in 
doing so they felt their concerns were listened to and addressed. 
 
The Workforce and Education Committee and Trust Consultative Committee have FTSU 
activity reporting as a standing agenda item. It has been agreed that activity data will also be 
reported to in the Quality Report on a quarterly basis.  
 

6. Benchmarking FTSU activity with other similar organisations  
The table 2 below shows FTSU reporting from other specialist acute Trusts. More recent 
information from the National Guardian’s office is not available currently.  
 
Table 2: Comparative data from other acute specialist Trusts  

 2018/19 Number of 
Cases 
Raised: 

Number of total 
cases  number 
raised 
Anonymously 

Element of 
patient 
safety/quality: 

Element of 
bullying  or 
harassment: 

Suffering 
Detriment: 

Royal Brompton 10 2 2 8 3 
GOSH 68 0 21 42 1 
Clatterbridge 14 4 1 9 0 
The Christie  29 2 3 20 0 
Royal Marsden   25 9 0 21 1 

*Royal Brompton no data for Q2 
 

7. Next steps and future developments  
The next steps for the development of the Freedom to Speak Up service taking into account 
the feedback from staff, the FTSU Champions and the internal audit recommendations 
include:  
 
a) Data  
Triangulation of data - This year the Freedom to Speak Up team will be looking to 
understand the low numbers of incidences relating to patient care such as Trust-wide patient 
data, datix reports, and complaints. As concerns can also be raised outside of the FTSU 
service, the team will develop a process for triangulating the information from other sources 
so that there is a shared view within the organisation about areas of concern and the actions 
required to address these. The Trust will work to  integrate the Freedom to Speak Up 
Champion role into the exit interview process with the aim of providing staff leaving the 
organisation the opportunity to can talk confidentially about their experience. This 
information will then be utilised to inform the Trust’s approach to retention and to address 
any recurring themes or issues.  
 
b) Freedom to Speak up Strategy 
In response to a NHSI requirement in 2018, the Trust published a Speak Up Strategy in 
December 2018.  The aim of the strategy is to ‘to cultivate an open, transparent and just 
culture where feedback is encouraged and staff feel confident and safe to raise concerns and 
where we learn from our mistakes’. The strategy was co-developed by FTSU Champions and 
NED Lead for Raising Concerns and implementation will be led by the FTSU Guardian.  
 
c) Review 2019 guidance and ensure continued compliance 
NHS England/NHSI issued new guidance in August 2019 and the Trust will undertake a 
systematic review to ensure continued compliance. The NHSE/I expectation is that the Trust 
Board will receive an annual report on the FTSU service in the public section of a Trust 
Board meeting. The Board is also expected to review FTSU activity and consider wider issues 
relating to speaking up every six months.  
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The National Guardian’s office was also published new guidance on FTSU training. The 
guidance suggests that awareness training should be treated with parity with all other forms 
of mandatory training. This is a recent development and a full assessment will be undertaken 
with HR to determine whether any changes are required to our current arrangements.  
 
d) Raising the profile of Freedom to Speak Up service within the Trust 
Awareness of the service has been regularly tested through the recent Core Service Review & 
Education Rounds led by the Chief Nurse. These events indicated that awareness can be 
variable. The communication plan to raise further awareness plan includes:  
1) More regular (quarterly) reminders to staff about the service and improved access to 

FTSU Champions. 
2) The FTSU team to undertake more walkabouts.  
3) Participation in the National October is Speak Up month using this as a base for a 

Trust-wide promotion and events regarding Speaking Up.    
 

8. Link to other mechanisms for raising concerns and safety culture indicators  
The purpose of the report is to focus on the Freedom to Speak Up service but the Board 
should note that FTSU is supported by a number of other mechanisms for raising concerns. 
These include support from line management, human resources, trade union colleagues, 
staff support, professional forums, Occupational Health, Health and Safety Manager,  
Quality and Risk team, and Guardian of Safe Working (for junior doctors). The FTSU service 
works alongside and complements all these other mechanisms.  
 
The new patient safety walkabouts led by the Head of Quality Improvement will also provide 
another opportunity for staff to be able to provide direct feedback to members of the 
Leadership Team and complement the development of the FTSU service.   
 
Staff can also whistleblow directly to the Director of Workforce and in 2019 there have been 
three cases reported to date. Each has been registered and responded to directly. In the one 
case where there was a clinical concern, the professional lead was notified immediately and a 
thorough investigation completed.  This case is now closed.  
 
In terms of the culture within the organisation that enables staff to raise concerns, the safety 
culture indicators from the 2018 Staff Survey highlight that: 
• 74.4% of staff said that the organisation treats staff who are involved in an error, near 

miss or incident fairly (average score for an acute specialist hospital is 63.3%). The RM 
score was the best score nationally within the peer group.  

• 82% of staff said when errors, near misses or incidents are reported, the organisation 
takes action to ensure that they do not happen again (average score for an acute specialist 
hospital is 76.4%) 

• 76% of staff said they would feel secure raising concerns about unsafe clinical practice 
(average for acute specialist hospitals is 72%) 

• 97.3% of staff that the last time they saw an error, near miss or incident that could have 
hurt staff or patients/service users or a colleague they reported it (average for acute 
specialist hospitals is 96.8%) 

 
The safety culture indicators in the national staff survey indicate that there is a positive and 
supportive culture within the organisation.  
 

9. Conclusion   
Freedom to Speak Up at the Royal Marsden has a strong foundation to build on. This report 
aims to provide assurance that the Trust takes speaking up very seriously and wants to 
embed Speaking Up as good practice within the Trust. Our aim to ensure that staff know that 
the culture of speaking up is part of delivering high quality care to patients; that it is 
welcomed, acted upon and outcomes and changes taken as appropriate and required. 
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3. Summary 
 
The NHS Well-Led guidance, issued by the healthcare regulator NHS Improvement, 
recommends that an annual self-assessment exercise is carried out by NHS Boards of 
Directors.  
 
In line with this guidance, the Trust Board has completed its review and the results are 
enclosed for Board discussion.  

 
4. Recommendations / Actions 
 
The Board is asked to approve the proposed objectives arising from the Board self-
assessment.   
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1. Introduction  
The NHS Well-Led guidance, issued by the healthcare regulator NHS Improvement, recommends that an annual self-assessment exercise is 
carried out by NHS Boards of Directors. In line with this guidance, the Trust Board has completed its review and the results are enclosed for 
Board discussion. As Board members will see, recommendations have been made to continue to improve the Board’s effectiveness and 
performance.  

2. Summary of Board Responses  
Board members were asked to provide a rating between 1 to 5 for each question (1 = strongly disagree, 5 = strongly agree). Overall the rating 
and comments received from Board members demonstrated a positive response to the Board’s function and performance.  

All Board members agreed that the Chairman encourages a range of views and constructive challenge. Furthermore, Board decision making 
includes active participation and members views are taken into account. There was widespread agreement amongst the Board members that the 
current Board composition has suitable and skilled representatives however, diversity and legal expertise should be considered in any future 
Board appointments. The new members of the Board commented that they felt the induction programme was excellent and provided good 
oversight of the key areas of the Trust.  

With regard to the frequency and format of the Board meetings, Board members felt that the length of the Board meetings and agenda items 
were appropriate however, on occasion more time is required on some agenda items. Board members recognised that they feel they are kept 
well informed on issues at the Trust. There was widespread agreement that the format of reports, particularly dashboards, are clear and 
informative.  The Board agreed that it is adequately briefed on the business of its committees, including the key risks they identify and monitor 
on behalf of the Board. However, it was suggested that a summary report of the key points for each sub-committee should be produced and 
presented to the Board alongside the minutes, so that key decisions and risks can be easily identified.  

The Board members unanimously agreed that the Board has positive and collaborative working relationships with relevant external  partners 
and bodies and noted the significant progress made with the Institute of Cancer Research following the approval of the Joint Working 
Agreement. In regards to internal relationships, Board members felt that there is effective communication and engagement with the Governors. 
This is partially due to regular Non-Executive and Executive Director attendance at Council of Governors meetings, which has also helped form 
good working relationships with the Governors. Board members recognised the importance of the Governors and the valuable contribution they 
make to the Trust.  

With regard to Risk and Performance Management, the Board acknowledged the improvements that had been made to both the Risk Register 
and Board Assurance Framework in 2018/19. The Board believes it is effective in monitoring risks that could impact the Trust and is made 
aware of any potential issues which may affect key outcomes, targets or financial performance. The Board felt that the existing range of 
performance measures and financial information provided is broad enough to enable the Board to monitor operational management 
performance. The Board also commented that the quality of care and services remained a key focus and priority and dominates the Board’s 
thinking and strategic development.   

With regard to the areas for improvement, the following action plan has been developed based on the feedback provided by Board members.  
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3. Proposed Action Plan  

Area of Board Self-Assessment Action 
Board Operation • Ensure adequate time for all agenda items at Board meetings (Chairman) 

• A summary report for each of the Board Sub-Committees to be produced to go alongside the 
minutes, so key points and risks can be easily identified to the Board (Trust Secretary)  

Leadership, capacity and capability • Canvass the opinion of Board members to identify topics for Board Seminars in 2019/20 and draft 
a proposed seminar schedule for approval. It has been suggested this should include a Board 
Seminar on the NHS Long Term Plan  (Chairman and Trust Secretary) 

• To improve the diversity of the Board and consider legal expertise in future appointments. 
(Chairman) 

Vision & Strategy • The Board is to be updated annually on key strategic objectives for the Trust and the Board agendas 
and summary sheets should be set out in a more structured way to identify where key themes and 
priorities are being covered (Trust Secretary) 

Culture • The Board is to be kept updated on the Equality and Diversity Strategy (Director of Workforce) 
Risk and Performance Management • Risk should be discussed and reviewed at the joint Quality Assurance Risk Committee and Audit 

and Finance Committee in September. This will improve the Board’s oversight of both the risk 
management process and the reconciliation of the Risk Register and Board Assurance Framework 
(Trust Secretary)  

Stakeholder awareness and 
engagement 

• The Board to consider the introduction of a patient story at public Board meetings to further the 
already good engagement with patients and staff at the Trust (Chief Nurse) 

Board Development • The new Board Leadership and Development Framework to be provided at the September 2019 
public Board meeting (Chairman and Trust Secretary)  

 
4. Conclusion 
Board members are asked to review the findings from the Board self-assessment and review / approve the proposed action plan.   
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3. Summary 
 
The Board Leadership and Development Framework sets out the principles and provisions 
for creating and maintaining an effective Board at The Royal Marsden.   
 
4. Recommendations / Actions 
 
The Board is asked to: 

1) Approve and adopt the Board Leadership and Development Framework for the 
coming year; and 

2) Confirm that the Framework will be incorporated into, and measured by, the Board’s 
annual self-assessment process.   

 
  





The Royal Marsden 

Board Leadership and 
Development Framework 
2019 



The Royal Marsden 

Introduction to the Framework  

This Board Leadership and Development Framework centres around the CQC’s Key 

Lines of Enquiry under the Well Led domain (see below), as well as sets out the 

principles and provisions for creating and maintaining an effective Board at The Royal 

Marsden.   
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The Royal Marsden 

Key principles to creating and maintaining an effective Board at RM 

 

 
1. A balanced Board in terms of its composition, skill, knowledge and experience; 

 

2. An effective framework for Board development; 

 

3. A leadership culture that is connected to, an engages with, patients, staff and other 

stakeholders; 

 

4. Continuous improvement and learning; 

 

5. Collaborative working and partnerships in strategic decisions. 
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The Royal Marsden 

Principle 1: Ensure a balance of the Board in terms of its skill, knowledge, 

and experience composition 

Provisions: 

• Induction and On-boarding 

• Search and Selection 

• Nominations Committee and Remuneration Committee 

• Seek an inclusive approach and diverse list of candidates  

• Rotating use of search firms 
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Principle 2: An effective framework for Board Development 

Provisions: 

• Annual Well led Board Self-Assessment 

• Annual Appraisals – new appraisal form to reflect the Well Led competencies and Trust Values 

• Training – Statutory and Mandatory and wider NHS training 

•   NED network meetings  

 



The Royal Marsden 

Principle 3: A leadership culture that is connected to, an engages with, 

patients, staff and other stakeholders 

Provisions: 

• Board walkabouts 

• QAR – teams invited to attend 

• Staff and patient feedback, Staff survey, Friends and Family Tests and focus groups  

• Council of Governors  –  all NEDs invited and encouraged to attend these 

• Staff town hall meetings three times per year 
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Principle 4: Continuous Improvement and Learning 

Provisions:  

• Board sub-Committee minutes and reports to Board, including the Audit and Finance 

Committee Annual Report 

• Internal and external audits  

• Presentations from teams at the Quality, Assurance and Risk Committee 

• Patient and staff survey results 

• Board evaluation and Board Away Days 

• Quality Improvement Strategy – a focused approach 

 



The Royal Marsden 

Principle 5: Collaborative working and partnerships in strategic decisions  

Provisions:  

• RM Partners as host and partner of the London Cancer Alliance (RMP reports to Board) 

 

• Academic Partner, the Institute of Cancer Research (Joint Board Strategy Meeting 30th 

September 2019) 
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Recommendations / Action required 

The Board is asked to: 

1) Approve and adopt the Board Leadership and Development Framework for 

the coming year; and 

 

2) Confirm that the Framework will be incorporated into, and measured by, the 

Board’s annual self-assessment process.   

  



 

 

 
BOARD PAPER SUMMARY SHEET 

 
Date of Meeting: 
 
18th September 2019 
 

Agenda item: 
 
8.1.  
 

Title of Document: 
 
Monthly Quality Account – July 2019 

To be presented by: 
 

Chief Nurse 

1. Status:         For Discussion 

2. Purpose:     

       Relates to:  

Strategic Objective(s) Quality 

Operational Performance Quality performance  

Legal / regulatory / audit  

Accreditation / inspection  

NHS policy / consultation 
 

 

Governance  

Other  

3. Summary 
• A drop this month in PP VTE assessment performance – this is under review by the 

service. 
• Falls – this is the tenth month without a moderate or above fall related incident – this is 

a first for the Trust.  
• Ecoli – appears stable, much work is underway in this area, specifically related to 

hydration and Acute Kidney Injury reduction. 
• The roll out of electronic blood bottle labelling is on course and staff/patient feedback 

has been excellent thus far. 
• The National In-patient survey results have been released and the Trusts performance 

remains in the top three nationally for the third consecutive year. 
• Lower than London average vacancy rates, however higher than average vacancies 

across a number of wards and departments (Ellie, BC, OPA/MDUs). There are a 
significant number of new starters commencing in September and October. In addition 
there is a significant piece of work being undertaken regarding retention.  

 
4. Recommendations / Actions 
 
The Board is asked to discuss the monthly Quality Account for July 2019.  
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Quality Account Dashboard 2019-20 
Annual 
Target

Aim Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2019/20 
YTD

2018/19

Safe care
80 Below

No target
7 Below 1 1 0 1 3 7
0 Below 0 0 0 0 0 0
6 Below 0 0 0 0 0 6

Clostridium diffici le (C. Diff) Number of reportable cases - 
Community Onset Hospital Associated 
and Hosptial Onset Hospital 
Associated

67 6 8 2 4 20 N/A

Tota l  number of E-Col i  Bacterium 65 4 2 5 7 18 73
Number of Attributable E-Col i  Bacterium No target 2 1 4 3 10 40
% of inpatients  screened for seps is 90% Above 97.3% 98.0%
% of those screened pos i tive who 
received IV abx within 1 hour

90% Above 94.4% 100.0%

% Harm free care No target Above 97.5% 95.9% 96.3% 96.9% 96.6% 96.4%
% New harm free care 95.0% Above 99.2% 96.7% 97.8% 99.2% 98.2% 97.3%
Attributable Moderate Harm Incidents 
while patient under RMH care

2 Below 0 0 0 0 0 2

Attributable Major Harm Incidents 
while patient under RMH care

0 Below 0 0 0 0 0 0

Attributable Death Incidents 0 Below 0 0 0 0 0 0
Number of patients No target 9 12 7 10 38 123
Category 1 No target 3 2 1 1 7 50
DTI No target 0 1 2 2 5 9
Category 2 No target 4 7 4 6 21 52
Category 3 No target 0 0 0 1 1 6
Unstageable No target 1 1 0 0 2 5
Category 4 0 Below 1 1 0 0 2 1

9 Below 0 2 0 0 2 9
11 Below 1 1 1 3 6 11

0 Below 0 0 0 1 1 0
95% Above 95.8% 97.0% 96.8% 95.4% 96.2% 95.2%

Effective Care
Chelsea 85% Above 71.9% 69.4% 76.5% 72.8% 72.6% 71.3%
Sutton 85% Above 81.1% 79.3% 80.2% 77.0% 79.3% 78.4%
Kingston 85% Above 80.7% 84.9% 86.7% 89.1% 85.4% 90.2%
Chelsea 85% Above 69.2% 72.2% 73.3% 73.7% 72.1% 67.4%
Sutton 85% Above 80.9% 80.7% 81.4% 81.8% 81.2% 80.2%
Kingston 85% Above 90.5% 89.2% 94.2% 98.3% 93.2% 95.7%

Caring
95% Above 97.0% 93.7% 98.5% 96.2% 96.5% 96.2%

No target 492 301 330 208 1331 4317
Responsive

81% Above 83.3% 100.0% 57.1% 75.0% 73.8% 81.3%
Number of complaints No target 11 15 18 12 56 112

1.80 Below 2.32 3.04 3.55 2.19 2.77 1.80
Well-led

No target 5 24
7% Below 8.5% 9.1% 9.7% 9.9% 9.3% 9.2%
3% Below 3.2% 3.2% 3.3% 3.4% 3.3% 3.5%
8% Below 7.1% 8.3% 9.6% 9.7% 8.7% 9.5%
3% Below 3.3% 3.1% 3.0% 3.6% 3.3% 3.9%

15% Below 14.5% 15.3% 15.9% 15.2% 15.2% 14.1%

Number of Freedom To Speak Up (FTSU) alerts 5

Falls

Indicator

% of complaints responded to in required timescale

Number of complaints per 1000 beddays

Trust vacancy rate
Trust sickness rate

RMH Inpatient Friends and Family Test: % Recommended
RMH Inpatient Friends and Family Test: Number of responses

SIs: Number of SIs (including PU cat 4)
Number of diagnoses of Methicil l in-resistant Staphylococcus aureus  (MRSA) bacteraemia

Number of attributable medication incidents with moderate harm and above
Number of cardiac arrests

Number of patients with attributable pressure ulcers

Harm free care

Chemotherapy waiting times: % chemo patients 
starting treatment within 3 hrs of first appointment of 
day

Failure to recognise deterioration in a patient leading to death
VTE risk assessment

Nurse vacancy rate
Nurse sickness rate
Nurse turnover rate

Hospital Standardised Mortality Rate (roll ing 12 months, NHS and PP)  (Q3 19/20) (Q2 19/20) (Q1 19/20)91.49 (Q4 18/19)

Chemotherapy waiting times: % chemo patients 
starting treatment within 1 hr of appointment time

Number of diagnoses of Methicil l in-sensitive Staphylococcus aureus (MSSA)  (Attributable)

E-Coli

Sepsis 97.3%
94.4%

Mortality audit G (Q4 18/19)  (Q1 19/20)  (Q2 19/20)  (Q3 19/20)
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Cancer Services Divisional Dashboard 2019-20 
Annual 

Target - 
Trust Level

Aim Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2019/20 
YTD

Safe care
7 Below 1 1 0 1 3
0 Below 0 0 0 0 0

Tota l  number of E-Col i  Bacterium 65 0 0 2 5 7
Number of Attributable E-Col i  Bacterium No target 0 0 2 2 4
% Harm free care No target Above 97.0% 96.0% 95.7% 96.4% 96.3%
% New harm free care 95.0% Above 99.0% 96.0% 97.4% 99.1% 97.9%
Attributable Moderate Harm Incidents 
while patient under RMH care

2 Below 0 0 0 0 0

Attributable Major Harm Incidents 
while patient under RMH care

0 Below 0 0 0 0 0

Attributable Death Incidents 0 Below 0 0 0 0 0
Number of patients No target 6 5 1 4 16
Category 1 No target 1 2 0 0 3
DTI No target 0 0 0 0 0
Category 2 No target 3 2 1 4 10
Category 3 No target 0 0 0 0 0
Unstageable No target 1 0 0 0 1
Category 4 0 1 1 0 0 2

9 Below 0 2 0 0 2
11 Below 0 0 0 0 0

0 Below 0 0 0 0 0
95% Above 95.8% 96.7% 97.1% 95.9% 96.4%

Caring
95% Above 98.1% 99.3% 98.3% 96.6% 98.1%

No target 309 150 235 146 840
Responsive

81% Above 100.0% 100.0% 66.7% 50.0% 66.7%
5 7 9 4 25

1.80 Below 1.69 2.26 2.80 1.17 1.97
Well-led metrics are Turst wide and included in Trust QA
Number of complaints per 1000 beddays

VTE risk assessment

RMH Inpatient Friends and Family Test: % Recommended
RMH Inpatient Friends and Family Test: Number of responses

% of complaints responded to in required timescale
Number of complaints

Failure to recognise deterioration in a patient leading to death

SIs: Number of SIs (including PU cat 4)
Number of diagnoses of Methicil l in-resistant Staphylococcus aureus  (MRSA) bacteraemia
E-Coli

Indicator

Harm free care

Falls

Number of patients with attributable pressure ulcers

Number of attributable medication incidents with moderate harm and above
Number of cardiac arrests
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 Clinical Services Divisional Dashboard 2019-20 
Annual 

Target - 
Trust Level

Aim Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2019/20 
YTD

Safe care
7 Below 0 0 0 0 0
0 Below 0 0 0 0 0

Tota l  number of E-Col i  Bacterium 65 1 1 2 0 4
Number of Attributable E-Col i  Bacterium No target 0 0 2 0 2
% Harm free care No target Above 100.0% 95.5% 100.0% 100.0% 98.7%
% New harm free care 95.0% Above 100.0% 100.0% 100.0% 100.0% 100.0%
Attributable Moderate Harm Incidents 
while patient under RMH care

2 Below 0 0 0 0 0

Attributable Major Harm Incidents 
while patient under RMH care

0 Below 0 0 0 0 0

Attributable Death Incidents 0 Below 0 0 0 0 0
Number of patients No target 2 5 5 4 16
Category 1 No target 1 0 1 0 2
DTI No target 0 1 2 2 5
Category 2 No target 1 3 2 1 7
Category 3 No target 0 0 0 1 1
Unstageable No target 0 1 0 0 1
Category 4 0 0 0 0 0 0

9 Below 0 0 0 0 0
11 Below 1 1 1 3 6

0 Below 0 0 0 1 1
95% Above 97.5% 98.2% 98.0% 99.7% 98.4%

Caring
95% Above 98.0% 92.3% 98.9% 95.2% 97.0%

No target 49 26 95 62 232
Responsive

81% Above 75.0% 100.0% 75.0% 100.0% 84.6%
0 6 2 2 10

1.80 Below 0.00 10.97 3.46 3.15 4.37

Falls

Indicator

SIs: Number of SIs (including PU cat 4)
Number of diagnoses of Methicil l in-resistant Staphylococcus aureus  (MRSA) bacteraemia
E-Coli

Harm free care

RMH Inpatient Friends and Family Test: Number of responses

% of complaints responded to in required timescale

Number of complaints per 1000 beddays
Well-led metrics are Turst wide and included in Trust QA

Number of patients with attributable pressure ulcers

Number of attributable medication incidents with moderate harm and above
Number of cardiac arrests
Failure to recognise deterioration in a patient leading to death
VTE risk assessment

RMH Inpatient Friends and Family Test: % Recommended

Number of complaints
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Private Patients Divisional Dashboard 2019-20 
Annual 

Target - 
Trust Level

Aim Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2019/20 
YTD

Safe care
7 Below 0 0 0 0 0
0 Below 0 0 0 0 0

Tota l  number of E-Col i  Bacterium 65 3 1 1 2 7
Number of Attributable E-Col i  Bacterium No target 2 1 0 1 4
% Harm free care No target Above 97.8% 97.9% 92.7% 95.8% 96.2%
% New harm free care 95.0% Above 100.0% 100.0% 95.1% 95.8% 97.8%
Attributable Moderate Harm Incidents 
while patient under RMH care

2 Below 0 0 0 0 0

Attributable Major Harm Incidents 
while patient under RMH care

0 Below 0 0 0 0 0

Attributable Death Incidents 0 Below 0 0 0 0 0
Number of patients No target 1 2 1 2 6
Category 1 No target 1 0 0 1 2
DTI No target 0 0 0 0 0
Category 2 No target 0 2 1 1 4
Category 3 No target 0 0 0 0 0
Unstageable No target 0 0 0 0 0
Category 4 0 0 0 0 0 0

9 Below 0 0 0 0 0
11 Below 0 0 0 0 0

0 Below 0 0 0 0 0
95% Above 81.1% 96.8% 66.7% 60.0% 74.1%

Caring
95% Above 94.0% 87.2% No data No 

data
90.7%

No target 134 125 259
Responsive

81% Above 100.0% 100.0% 25.0% 100.0% 70.0%
Number of complaints 5 2 6 6 19

1.80 Below 4.03 1.55 4.70 4.22 3.64

Falls

Indicator

SIs: Number of SIs (including PU cat 4)
Number of diagnoses of Methicil l in-resistant Staphylococcus aureus  (MRSA) bacteraemia
E-Coli

Harm free care

RMH Inpatient Friends and Family Test: Number of responses

% of complaints responded to in required timescale

Number of complaints per 1000 beddays
Well-led metrics are Turst wide and included in Trust QA

Number of patients with attributable pressure ulcers

Number of attributable medication incidents with moderate harm and above
Number of cardiac arrests
Failure to recognise deterioration in a patient leading to death
VTE risk assessment

RMH Inpatient Friends and Family Test: % Recommended
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                 The ‘Big 4’ (B4) Monthly Safety Briefing – Jul/Aug 
Copy of Big 4 Safety Messages to RMH Staff  

The ‘Big 4’ is the monthly patient safety bulletin from the Chief Nurse, Medical Director and Chief 
Pharmacist  distributed to all clinical staff. The Big4 details ‘four’ key safety messages taken from our 

incident system (Datix) or key national guidance in month as well as a ‘good-safety-catch’ by a 
member of staff.  

 B4 – 1: Sepsis 
Escalation 

 
Recently there was a 

potential delay in a septic 
patient being assessed 

and receiving antibiotics. 
The patient was an out of 

hours admission.  
 

Be particularly vigilant for 
walk-in 

patients/emergency 
patients admitted out of 
hours – ensure patients 
are assessed and seen by 
medical staff or outreach 
within an hour if sepsis is 

in anyway suspected. 
Escalate concerns/delays 

to CSPs if required. 
  

B4 – 2: Patient ID 
checks in 

day/diagnostic areas 
 

A patient attending OPA 
alone, with intermittent  

capacity, identified 
themselves to staff as 

another patient.  
 

The error was identified by 
alert staff in CAU and 
planned interventions 

halted. The patient was 
safely discharged home 

 
Verbally confirm the identity 
of patients – be alert to rare 
occurrences such as this and 

escalate any concerns. 

B4 – 3: 
New AKI alert and 

training 
 

The EPR alert system for the 
detection of acute kidney injury 

(AKI) has now gone live.  
 

As an additional safety net 
mechanism for patients with 

severe AKI (stage 3), the Critical 
Care Outreach Team and the 

sepsis / AKI nurses will be 
contacted via email, to help 

identify cases to allow prompt 
assessment and management. 

Biochemistry will aim to contact 
teams whose patients develop 

stages 2 or 3 AKI.   
 

In addition to these changes, 
flowcharts to detect and manage 
AKI have been incorporated onto 

the reverse side of the NEWS 2 
chart. 

 
  

B4 – 4: DNACPR Forms 
 

Following a recent audit of 
DNACPR forms - please be 
aware that the review date 

box must always be 
completed.  

 
Either: 1) Enter a date on 
the form, and review the 

form on that date.  
 

OR:      2) In the event the 
form will not require review 

due to the patient’s 
condition, write 

‘INDEFINITE’ in the review 
date box. 

 
3) Sisters/Nurse in charge 

please review DNACPR 
forms each shift to ensure 

full compliance. 
 
 
 
 

The ‘Good Safety Catch’ Award is given by  the Chief Nurse to  a member of staff or team month for  
actions in intercepting and stopping an error in reaching patients or staff  

A Matron’s – ‘above and beyond’ actions supporting a local Trust certainly averted a serious 
deterioration of an RMH patient. An RMH patient was admitted to a local Trust with sepsis, likely from an 

embedded IV port. The local Trust asked for assistance to remove the Port as all their surgical teams were engaged in 
emergency theatres. Out of hours – the Matron attended and removed the infected Port and the patient went on to 

recover from their sepsis and be transferred back to RMH for follow up care.  



Healthcare Associated Infections & Hand Hygiene 
       
 

Data Owner – Pat Cattini – Deputy 
Director of Infection Prevention and 
Control. 
 
Review of all cases of reportable infections 
is in place to identify learning and 
opportunities for improvement through a 
healthcare infection review learning panel. 
  
E.Coli numbers have reduced over the last 
6 months.  There is a current push on 
improving patient hydration as a key 
preventative measure especially in the hot 
weather. 
 
We continue to monitor the water on 
Wiltshaw ward for Pseudomonas 
aeruginosa contamination. There have 
been no associated clinical cases on the 
ward. 
 
A study day has been held for staff focusing 
on the care of invasive devices to reduce 
infection. 
 
 
 



Patient Fall Incidents 
 
 

Target:  <0.7 falls with moderate or above harm 

9 

Table 3.0 

Key Interventions  
A  Safety huddles implemented  
B  Finalised version of Safety & Quality boards introduced 
C  Mini RCA increased usage by Matrons post fall  
D  Increased training and compliance of red sticker initiative 
E  Policy - revised medication list, RAG rated for staff reference introduced 

Data Owner – Matron Ann Duncan. The Graph below details falls (no and low harm) overlaid with critical improvement interventions over the past 12 
months. Importantly Moderate and above harm events (a falls related fracture or significant head injury) have fallen: 2017/2018 n=4, 2018/2019 n=2. 
There have been no moderate or above fall related injuries reported in July 2019. (The last Moderate harm fall reported was August 2018.) There has 
been a 8% decrease in total falls on the wards when comparing to the previous 12 month period.  



Medication Incidents  
Data owner Suraya Quadir, Medication Safety Officer   
July 2019 - The majority of  medication incidents relate to chemotherapy 
reactions and are within normal trends – all are low or no harm.   

CD Incidents: The main category was due to incorrect record keeping 
and counts. There were 3 cases of omitted doses due to Gabapentin 
which was a reduction from June. A number of strategies had been 
discussed and implemented in McElwain which has helped to reduce 
the numbers of these incidents occurring. The CD incidents in July 
were classified as no harm, with no clusters being identified. 

Omissions: There were no main themes identified of drugs 
categorised this month. The omissions were due to a combination of 
reasons which were primarily inadvertent omissions due to high 
acuity in clinical areas and complexity of timing on chemotherapy 
protocols.  

Delayed medicines: Main themes are delays in administration of  
chemotherapy (n=8)  which are multifactorial and for this month has 
been mainly due to preparation and administration delays.  



Hospital Pressure Ulcers* – All Categories  
 

Target: Zero grade 4 pressure ulcers 

11 

 Data owner – Andrew Dimech, Deputy Chief Nurse. In July there were ten Hospital acquired pressure ulcers (HAPU) - one category 1, six category 
2, two Deep Tissue Injuries and one category 3).  This is an increase from last month n= 7  but lower than previous months, May n= 14 and April n=13. 
Four of the ten HAPU occurred in CCU, otherwise spread across the trust, with no clusters.  
Trends observed where HAPU were directly influenced by; medical devices (n=4), moisture related skin damage (n=3), patients declined care/ 
equipment (n=2).  One patients’ pressure ulcer developed on a previously healed pressure ulcer scar. Root cause analysis investigations are  in 
progress. in progress. 



Hospital VTE Screening & Trust Readmission Data 
July 2019 

12 

Readmissions: Data owner – Stephen 
Francis, Director of Information. Nil 
concerns of note this month. Readmissions 
remain exceptionally low, with no clusters 
observed this period.  
 

Readmissions: Data owner – 
Justine Hofland DND Cancer 
Services. 
VTE risk assessment (VTERA) is a 
key VTE risk assessment (VTERA) is 
a key safety priority for all patients 
which is required to be completed 
within 24 hours of admission 
(NICE89) and important to maintain a 
good quality of this assessment in line 
with the Department of Health criteria. 
The Trust risk assessment was on 
target this period.  
 
Following staff feedback – a new 
single data entry point electronic VTE 
form is in the final stages of 
development and testing. Following 
the outcome of testing, it is planned 
that this document is rolled out in Q3.  

for all 
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Chemotherapy Waiting Times 

Data Owner: Jatinder Harchowal, Chief  
Pharmacist 
 
SACT waiting times is a key element of the 
ambulatory care improvement project. The 
MDUs in Chelsea and Sutton have recently 
formed part of an executive walk around by 
the Chairman, CEO and Chief Nurse.  
 
One of the current improvements in 
progress is the process for blood bottle 
labeling -  ie moving to electronic blood 
bottle labeling. This will have a positive 
impact on waiting times.  
 
Sutton OPD went live with new e-bottle 
labeling on the 8th August, MDU Chelsea 
will go live on 21st August and OPD 
Chelsea will go live on 22nd August. These 
changes will speed up the waiting time to 
have bloods taken, which will both improve 
the patient experience and also reduce 
delays further down the chemotherapy 
pathway. Taking bloods faster will mean 
that the samples reach the lab earlier, and 
therefore are processed earlier. This will 
reduce delays in the chemo clinics waiting 
for blood results and mean that the 
clinicians can confirm chemo earlier and 
we will monitor the impact of this on 
reducing chemotherapy delays.  
 
The next stage of the improvement plan is 
the deployment of e-chemo scheduling – 
planned for November 2019.  
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Our Patient Experience Friends & Family Test (FFT) 

14 

sdf 



Data owner: Helen Mills, Head of Assurance 
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. 
 
April 2019 Update – After a successful tender process, as of 1 June 2019 Healthcare Communications is now the friends and family test provider for 
the Trust. This provider has a wealth of knowledge in this area, and providers service across the Fulham Road.  

Example of Positive Comments this period 
 
Staff were professional and kind and clearly know what they were 
doing. Clear explanation for each procedure and ensure that it is 
understood. I enjoy the food/meals and free WiFi.  
 
This was my first experience as an inpatient and I felt reassured I 
was in safe hands. (Admission and pre assessment unit Sutton) 
 
I am treated as a human being who matters. Bud Flanagan is a 
friendly caring ward. After the 14 years of care from Bud Flanagan 
I do not pretend everything has been perfect but I never cease to 
be so thankful and am cared for in this ward. I am not lucky to 
have C.L.L but I cannot imagine going anywhere where all the 
staff make one feel one matters. (Bud Flanagan ambulatory  Care 
Sutton) 
 
I was treated with dignity and empathy. The appointments were 
on time. Nothing in particular stands out as needing 
improvement.  (West Wing day unit) 
 
Very friendly staff. Always willing to help or advise.  Thoroughly 
pleasant stay. (Kennaway Ward) 
 
I was given on request, ice cream at 4 am. Why would anybody 
complain? (Burdett-Coutts Chelsea) 
 

Comments where care can be improved this period 
 
I have been weighed and measured several times our last 2 visits 
seems unnecessary. Data maybe not put on computer.  The lavatories are 
'tired' and no sanitizing hand wash or air dryer  in use (Admissions Unit 
Sutton) 
 
My medical care is really good. I feel confident in all nurses and 
consultant.  I would prefer to see the same consultant each appointment.  
(Bud Flanagan ambulatory  Care Sutton) 
 
So pleased with the service until today was told 8.30 pick up car 
arrived at 10 am (waiting with someone already anxious) then 
driven at high speed not acceptable. Driver explained she had 
already done many miles and it isn't his fault. Just need a bit more 
organization and thoughtfulness hope a one off but dreadful 
journey. (Transport Sutton) 
 
That I was kept informed about my delay in my treatment but I 
found the staff very caring and helpful. The seating in the waiting 
area is past its best. Thank you for taking care of me. Many thanks 
to you all.  (Radiotherapy Chelsea) 
 
All staff exceptional. Nothing too much trouble. Bathroom set up 
no good for disability. Side room also no good for disability too 
cramped. Staffing amount an issue at times. (Wilson ward  Chelsea) 
 
 



July 2019 Patient Experience Feedback 
Summary 

 
Numbers of responses has fallen this 
month from fallen slightly from June and 
staff have been reminded to ensure that 
questionnaires are being offered. We are 
currently working with our new provider 
‘Healthcare Communications’ to move 
towards more digitalised approaches of 
gaining feedback to ensure that we are 
inclusive of all patients and to increase the 
number of responses received. 
 
The Top three areas for Patient Experience 
This month were: Ellis Ward, Burdett 
Coutts, and Admissions and Pre-
assessment Sutton. The bottom three 
areas were: , CCU/HDU, Diagnostic 
Radiology Chelsea and Granard House 
Outpatients. Local actions are underway.  
 
Patient Experience Surveys: The National 
In-Patient Survey results were released at 
the end of June 2019. The Trust was 
ranked third in England for third 
consecutive year. For overall experience 
the Trust was rated very highly by patients 
with a score of 9.07/10, just below the 
highest trust score of 9.10/10. 
 
Patient Experience Strategy: An updated 
strategy will be presented at the end of Q3.  



 Patient Feedback – Complaints/ PALS 

• Changes to appointment scheduling  

17 

Table  18.0 May received Complaints  – Grouped by subjects 

Table 20.0 Closed Complaints 

Data Owner: Helen Mills, Head of Assurance and Sara Lister, Head of Pastoral Care and Psychological Support . PALS and Complaints 
summary.  July 2019 PALS Summary: 496 patient contacts this month - within expected numbers (cross site). Top three contact subjects were 
Request for Advice and Assistance (434), Concerns (37) and Request for clinical information (10). 
 

Complaints Summary: 12 new complaints were opened in July 2019, 4 of which were for Cancer Services, 2 for Clinical Services, and 6 for 
Corporate Services and Private Services. 18 complaints remain open in total at the beginning of August and no complaints were reopened. 
No clear themes can be identified. 

Table 19.0 Subject narrative : 
 
Out of the 12 complaints received, the subjects raised in July 
were: 
 
- Communication breakdown (2) 
- Care and Treatment concerns (2) 
- Appointment issues (3) 
- Tests and investigations concerns (1) 
- Diagnosis concerns (2) 
- Documentation issues (1) 

 

Complaints Aug Sep Oct Nov Dec Jan Feb Mar April May June July

Number per 
month

(aim <12)

PHSO - 
Upheld 0 0 0 0 0 0 0 0 0 0 0 0

PHSO – Not 
upheld 0 1 0 0 0 0 0 0 0 0 0 0

12189 1512 6 10 10 10 15 8 19
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 Safer Staffing: Nurse Recruitment  

 
 
 
 
 
Table 23.0 Nurse Vacancy Rates 

sdf 

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 nurse vacancy rate has increased to 9.7% and is above the Trust target of 8.0%. The increase in the 
vacancy rate follows a trend at this time of year where we expect the vacancy rate to increase slightly in preparation of the newly qualified nurses due 
to start in September and October.  There are 103.5 wte nurses in the recruitment pipeline of which 48 wte have a start date booked. There are 12 
international nurses in the recruitment pipeline (7 x CCU and 5 x Oncology). 
 currently 102.9 date booked. There are 11 international nurses in the recruitment pipeline 
Summary August/September 2019 Nurse Recruitment Activity: 
 
1)Nurse recruitment day and international interviews to be held in August 2019. Theatres specific rolling advert resulted in in three internal offers and 
rolling recruitment campaigns in place for Paediatrics and Outpatients.  

 
2) 39 Newly qualified nurses in pipeline to start in Autumn. Booked to attend Southampton, University of East Anglia and Brighton nursing careers 
fairs later in the year. 
 
3) Targeted social media campaigns widened to include areas that have been difficult to recruit.  A total of 527 expressions of interest have been 
generated over the last 12 months from the social media campaigns. 
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 Safer Staffing: Nurse Retention 

Table 21.0 Nurse ‘Joiners and Leavers’ cumulative position  

Table 22.0 Reasons for leaving (May) 
 

 

Turnover/Retention 
The overall (all staff) voluntary turnover rate decreased to 13.6% and the Trust Nursing voluntary turnover also decreased marginally to 15.5%.  
There were 7.2 wte band 5 & 6 voluntary leavers in month and the reasons for leaving are set out in the table below. 
 
Nurse retention remains a major focus, and is a pan-London issue. The Chief Nurse and HR Director have held focus groups with staff from across 
the Trust and updated our retention plan as a result – actions include: developing career pathways from years 1-4, improving access to the RMH 
School, regular career conversations, reduce staff staying late/extra hours, develop a new ‘junior leaders course’ for Band 5/6s and ‘learn from 
others’ – by joining the NHSi Retention Masterclass session in September 2019.  

Month Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May -19 Jun-19 Jul-19 T otal 

Starters (fte) 11 .8 38.6 35.9 12.0 8.0 12.2 9.6 4.0 16.3 11 .5 10.8 6.0 17 6.6

Leavers (fte) 14.2 10.1 8.2 4.8 11 .4 15.9 7 .0 13.6 7 .7 11 .1 10.9 7 .2 122.1

Variance -2.4 28.5 27 .7 7 .2 -3.4 -3.7 2.6 -9.6 8.6 -0.5 -0.1 -1.2 54.5

Nursing Joiners & Voluntary  Leavers - Band 5-6 

Voluntary  Nurse leavers Bands 5&6 WT E
Relocation 5.6
Promotion 1.0
Child Dependants 0.6
T otal 7 .2
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July 2019 Safer Staffing -  Red Flags & Narrative 

Burdett 
Coutts

100.6% 106.3% 98.9% 5.7 1.6 7.2
High acuity - additional staff authorised by CN. 
Pt specialled - Confusion/cognitive impairment 

Critical Care 
Unit

99.6% 99.2% 100.0% 102.6% 28.5 2.9 31.4
1

Staffed for acuity /pt numbers 
RED FLAG: Missed breaks 

Ellis Ward 94.8% 94.7% 100.0% 122.1% 5.8 1.3 7.1 Pt specialled - Confusion/cognitive impairment 
Granard 
House 1

95.6% 100.0% 100.0% 96.8% 9.1 3.7 12.8 Staffed for acuity /pt numbers 
Granard 
House 2 

96.9% 130.4% 100.9% 117.0% 10.4 5.9 15.9
Pt specialled - Acute mental illness /risk of self 
harm: Confusion/cognitive impairment 

Granard 
House 3

97.2% 96.8% 100.0% 96.8% 9.6 3.9 13.4 Staffed for acuity /pt numbers 

Horder 
Ward 

98.5% 131.1% 99.1% 140.3% 9.4 4.1 13.5

RN staff moved to support high acuity on other 
wards
Pts specialled - Confusion/cognitive impairment: 
DOLS/Safeguarding/Risk of falls 

Markus 
Ward

100.3% 97.1% 100.0% 103.2% 8.4 3.4 11.8

Wilson 
Ward

100.5% 81.5% 103.1% 101.8% 7.7 2.0 9.7
Partial ward closure staff redeployed /skill mixed 
changed  (4 days additional beds opened staff no. 
inicreased to reflect this)

Wiltshaw 
Ward

95.5% 99.4% 93.3% 158.1% 10.0 3.4 13.4
Partial ward closure staff redeployed  
Pt specialled - risk of falls: Confusion/cognitive 
impairment 

Bud 
Flanagan 

East Ward
97.1% 99.5% 100.9% 109.7% 7.9 2.3 10.2

Unable to cover all RN shifts/High acuity 
Bud 

Flanagan 
West Ward

95.2% 143.7% 100.0% 144.5% 6.9 3.0 9.9
Unable to cover all RN shifts/High acuity 

McElwain 
Ward

91.3% 80.0% 90.7% 7.5 1.3 8.9
2

High acuity - unable to cover all RN shifts 
HCA moved from days to support nights 
RED FLAG: Missed breaks 

Kennaway 
Ward

101.7% 70.5% 100.0% 107.0% 7.0 2.1 9.2

Oak Ward 96.2% 94.7% 100.0% 15.4 2.3 17.7

Robert 
Tiffany Ward

100.3% 91.4% 100.1% 274.9% 9.2 2.7 11.9
High acuity additional staff authorised 

Smithers 
Ward

84.6% 161.0% 103.8% 229.0% 6.4 4.1 10.4

2

Unable to cover all shifts 
Pts specialled Dols/Safeguarding: Confusion 
/cognitive impairment 
RED FLAG: 1 RN/2 nursing staff short: Missed 
breaks 

Teenage 
and Young 
Adult Unit

85.8% 147.1% 91.6% 9.2 4.5 13.7
1

Pt specialled - DOLS/Safeguarding 
RED FLAG: Missing key skills 

HCA CHPPD Total CHPPD 
Red Flags Comments 

Ward name
Fill% RN 

Days 
Fill % HCA 

Days 
Fill % RN 

Nights 
Fill % HCA 

Nights 
RN CHPPD Ward name Fill% RN Days Fill % HCA Days Red Flags Comments 

Bud Flanagan AC 71.30% 87.00%
Unable to cover all shifts supported by 
wards/Practice Educators/CNS 

APU C 105.00% 94%

APU S 85.10%
unable to cover all shifts / supported by 
matron 

CAU L 101.00% 105.00% Staffed for acuity 

CAU S 96% Supported by AOS 

Childrens Day unit 88.00% 66.00% 1
Unable to cover all shifts/specialist skills 
RED FLAG: 1 RN/2 Nursing staff short 

DSU 95.40% 91.30%

Endoscopy 119.00% 117.00% Staffed for acuity 

MDU C 90% 80.10% unable to cover all shifts 

MDU Kingston 87.00% 84.00% unable to cover all shifts 

MDU Sutton 87.00% 93.00% unable to cover all shifts 

Oak Day unit 95.00% 90.00%

PPMDU C 84.50% 83.00% 1
Unable to cover all shifts 
RED FLAG: Missing key skills 

PPMDU S 90.00% 74% Unable to cover all shifts 

PPOPD C 102.00% 76% 1 RED FLAG: 1 RN/2 Nursing staff short 

PPOPD S 104.90% 86.00%

PPDSU 94.00% 54.00%

Outpatients C 72.00% 109.00% 1

Unable to cover all shifts/Supported by 
RDAC 
RED FLAG: 1RN/2Nursing staff short 

Outpatients S 80.00% 94.20%
Unable to cover all shifts/Supported by 
RDAC 

RDAC C 91.00% 94%

RDAC S 89.00% 85.00%
Unable to cover all shifts/Supported by 
OPD S 

Theatres  C 108% 81.00%

Theatres S 79.00% 89.00%
Unable to cover all shifts/staffed for 
activity 

West Wing 92.00% 82%

July 2019 Safer Staffing Notes:  
High number of specials this month across a number of wards, 
managed according to specialling policy. ‘Red-Flags’ within normal 
limits & reviewed weekly at Chief Nurses Safety Huddle. Sisters 
actively encouraged to report, including retrospectively, so this 
number is expected to rise.  



Safer Staffing: Guidance  
 Safe staffing  

NHSi  released Developing Workforce safeguards building on 
NQB2016 guidance indicates that Trusts should be able to 
monitor from Ward to board.  
– Since 2014 the Trust has been required to publish the fill 

% for all inpatient wards, and in addition have been 
reporting on Care Hours Per Patient Day (CHPPD) since 
May 16. From April 2019 this has been extended to 
include all staff groups.  

– Note: Bud Flanagan West, Kennaway, and Smithers run 
day areas within their establishments both staff and 
patients have been excluded from fill% however CHPPD 
will reflect the total establishment.  

Care Hours Per Patient Day (CHPPD)  
– CHPPD is designed to be used on inpatient wards only 

and currently there is no evidence based tool to be used 
in day areas  

– CHPPD is calculated by:  
    Number of nursing + Healthcare support workers 

     Number of patients on the ward at Midnight  
- CPPPD for Oak Ward does appear too high in relation to 

other wards this is due to a low patient number on the 
ward at 2400 hrs. as patients are often discharged late in 
the evening following post treatment tests being 
completed.  

- Smaller Wards also result in higher CHPPD – including 
GH1, GH2, GH3, Horder, Markus, and TCT 

Red Flags  
– NICE recommended the introduction of  Red Flags as 

a tool to record those occasions where staffing may 
impact on the ability to care for patients with the right 
staff, right skills and at the right time. These should 
be reported by Staff on Datix. 

– We have seen some improvement in the reporting of 
red flags however overall reporting remains low 
particularly in Day areas.  

– Red Flags include: 
– 1 RN on shift/2 RN and/or HCSW on shift  
– Unplanned omission in providing patient medications 
– Delay of more than 30mins in providing pain relief 
– Patients’ vital signs not assess or recorded as outlined 

in care plan  
– Missed Breaks 
– Missing essential skills on shift (i.e. Head and Neck 

Trained RN/Chemotherapy competent RN 
– Delay or omission of intentional rounding including  

•  Pain: Asking patients to describe pain using a 
local pain assessment tool  

• Personal needs: i.e. hydration, assisting patient 
to toilet/bathroom 

• Placement: making sure patient has easy access 
to items that they may need 

• Positioning: making sure patient is comfortable 
and risk of pressure ulcers is assessed and 
minimised  
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3. Summary 
 
National Inpatient Survey (2018): The Trust was ranked third in England for the third 
consecutive year. The RMH response rate  was 60%, above the national average of 45%. An 
action plan is under will be collated with other national survey results such as the National 
Cancer Patient Experience Survey. This will be monitored through the Patient Experience 
Strategy Committee. 
 
The National Cancer Experience Survey (2018): has been released on the 4th of September 
2019. The Trust improved its position on the 2017 Survey (ranked 8th) to the 2018 Survey 
(ranked 7th).   
 
4. Recommendations / Actions 
 
The Board is asked to note the positive results of this national report.  
 
The Trust is grateful to all of its patients who took the time to complete the survey. 
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National Inpatient Survey & National Cancer Patient Survey 2018 

 
1.0. Introduction to the National Survey of Adult Inpatients 
 

1.1 To improve the quality of services the NHS delivers it is important to understand what people think about their care and 
treatment. This is the sixteenth survey of adult inpatients involving 144 acute and specialist NHS Trusts.  
 

1.2 Picker was commissioned by The Royal Marsden and 80 other Trusts to undertake the survey in 2018. 
 

1.3 The Care Quality Commission (CQC) will use the results to assist in their regulation, monitoring and inspection of NHS acute 
Trusts in England. They use the data from the survey in their system of monitoring. NHS England will use the results to check 
progress and improvement against the objectives set out in the NHS mandate.  
 

1.4 The CQC reported their findings nationally on 21 June 2019. The full report is available on NHS Surveys website at 
https://www.nhssurveys.org/surveys/1203. The CQC website is undergoing maintenance currently and once completed the report will 
be available at https://www.cqc.org.uk/publications/surveys/adult-inpatient-survey-2018. 

 
 
2.0. Survey method 
 
2.1 The survey included all patients aged 16 years or older who had spent at least one night in a hospital in July 2018. Patients eligible 

for the survey were taken from Trust patient administration systems. During September to December 2018 postal surveys were 
sent to patients’ home addresses following their discharge. Up to two reminders were sent to non-responders. A freepost envelope 
was included for replies. Patients could call a free telephone line to ask questions, complete the questionnaire verbally, or access an 
interpreting service. 

 
2.2 Response rate national and The Royal Marsden 
 

The national response rate was 45% and the Royal Marsden achieved a higher response rate of 60% (12% increase from 2017 
survey). Responses were returned from 719 patients who had received treatment and been discharged from the Trust during July 
2018.  

https://www.nhssurveys.org/surveys/1203
https://www.cqc.org.uk/publications/surveys/adult-inpatient-survey-2018
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3.0. The Royal Marsden NHS Foundation Trust 2018 results 
 
3.1 Patient responses placed The Royal Marsden in the best performing Trusts for the ten relevant sections (waiting list or planned 

admission, waiting to get a bed on a ward, hospital and ward, doctors, nurses, care and treatment, operations and procedures, 
leaving hospital, overall views of care and services, overall experience).  

 
3.2 In three of the ten sections the Trust achieved the same as the highest Trust score (nurses, operations and procedures and overall 

experience). 
 
3.3 There were 61 questions that were relevant to the Trust. There were two questions that were not relevant and these related to 

Accident and Emergency departments.  
 
3.4 The responses showed that for the question about ‘overall experience’ (q.68) the Trust was rated very highly by patients with a 

score of 9.07/10, just below the highest Trust score of 9.10/10. The Trust obtained the third highest score for this question 
(Appendix 1). 

 
3.5 Patient responses also placed the Trust scores in the best performing Trusts for 54 out of 60 relevant questions. For example, 

• ‘did you get enough to drink?’ 9.8/10 (highest Trust score 9.9) 
• ‘when you had important questions to ask a doctor, did you get answers that you could understand?’ 9.2/10 (highest Trust 

score 9.4) 
• ‘did you have confidence in the doctors treating you?’ 9.7/10 (highest Trust score 9.7) 
• ‘did nurses talk in front of you as if you weren’t there’ 9.6/10 (highest Trust score 9.6)  
• ‘were there enough nurses on duty to care for you?’ 9.1/10 (highest Trust score 9.1) 
• ‘were you involved as much as you wanted to be in decisions about your care and treatment?’ 8.8/10 (highest Trust score 

8.8) 
• ‘were you given enough privacy when being examined or treated?’ 9.9/10 (highest Trust score 9.9) 
• ‘did a member of staff answer your questions about the operation or procedure in a way that you could understand?’  9.6/10 

(highest Trust score 9.6) 
•  ‘staff explained about the purpose of medications they were taking in a way they could understand’ 9.3/10 (highest Trust 

score 9.4) 
• ‘were you given clear written or printed information about your medicines?’ 8.9/10 (highest Trust score 8.9) 
• ‘overall, did you feel you were treated with respect and dignity while you were in hospital? 9.8/10. (highest Trust score 9.8) 

 
3.7 There were no responses where the Trust was in the ‘worst performing Trusts’ score. 
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3.8 There was one question where the Trust scored significantly improved from the 2017 Trust score. ‘Were you given any written or 

printed information about what you should or should not do after leaving hospital?’ 7.7/10 (2017, 6.8/10) 
 
 
4.0 National Cancer Patient Experience Survey (NCPES) 2018 – initial findings 
 
4.1 This survey was released early in September and at time of writing is currently under review. The NCPES has been designed to 

monitor national progress on cancer care; to provide information to drive local quality improvements; to assist commissioners and 
providers of cancer care; and to inform the work of the various charities and stakeholder groups supporting cancer patients. 

 
4.2  An initial review of the data indicates that the Trust has improved its position on the 2017 survey (ranked 8th) and the 2018 survey 

where we are ranked 7th (see Table 1 & 2). Of note the Christie ranked 58th in 2017, and has now risen to 13th in 2018.  
 
 
Table 1 – top ten scoring Trusts – NCPES 2018 

Ranking  Row Labels 
Better 
than 

England 

In line 
with 

England 

Worse 
than 

England 

Trust 
score 

1 Harrogate and District NHS Foundation Trust 27 25   27 
2 Northumbria Healthcare NHS Foundation Trust 24 28   24 
3 Royal Devon and Exeter NHS Foundation Trust 23 29   23 
4 Cambridge University Hospitals NHS Foundation Trust 22 29 1 21 
5 Poole Hospital NHS Foundation Trust 20 32   20 
5 The Newcastle upon Tyne Hospitals NHS Foundation Trust 22 28 2 20 
7 The Royal Marsden NHS Foundation Trust 21 29 2 19 
7 North West Anglia NHS Foundation Trust 19 33   19 
9 Taunton and Somerset NHS Foundation Trust 16 36   16 

10 Gateshead Health NHS Foundation Trust 15 37   15 
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Table 2 – top ten scoring Trusts – NCPES 2017 

Rank Trust 
Better 
than 

England 

In line 
with 

England 

Worse 
than 

England 
Score 

1 Royal Cornwall Hospitals NHS Trust 30 22 
 

30 
2 Royal Devon and Exeter NHS Foundation Trust 29 23 

 
29 

3 Taunton and Somerset NHS Foundation Trust 25 27 
 

25 
4 The Newcastle upon Tyne Hospitals NHS Foundation Trust 24 28 

 
24 

5 Harrogate and District NHS Foundation Trust 22 30 
 

22 
6 Gateshead Health NHS Foundation Trust 20 32 

 
20 

6 North Tees and Hartlepool NHS Foundation Trust 20 32 
 

20 
8 The Royal Marsden NHS Foundation Trust 21 28 3 18 
9 The Rotherham NHS Foundation Trust 16 36 

 
16 

10 Cambridge University Hospitals NHS Foundation Trust 15 37 
 

15 
 
5.0 Conclusion  
 
5.1 The results of these surveys will be taken to the Patient Experience Strategy Committee, chaired by the Chief Nurse. An action plan 

will be developed and will be collated with other national survey results.  
 
5.2 The Trust is reviewing the Patient and Public Involvement, Engagement and Experience strategy, these survey results will be 

triangulated with other information to inform this result.  
 
5.3 The Survey of Adult Inpatients 2018 provides essential feedback that will be used to ensure continuous improvement. The Royal 

Marsden has demonstrated that it can make improvements using the 2018 results and will continue the cycle of continuous 
improvement in 2019.    

 
5.4 The Board is asked to note the positive results of these national reports. The Trust is grateful to all of its patients who took the time 

to complete the survey.  
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Appendix 1: Comparison to other Trusts National Inpatient Survey Results 2018 
 
Table 1: Question of overall experience 
 Trust Score 

1 Queen Victoria Hospital  9.10/10 

2 Robert Jones and Agnes Hunt Orthopaedic 9.08/10 

3 Royal Marsden  9.07/10 

 
 
 
Table 2: Overall section scores (green = RMH highest amongst peers, blue = same) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section RM Christie UCLH National 
highest score 

Waiting lists and 
planned admissions 

9.4/10 9.5/10 9.1/10 9.7/10 

Waiting to get a bed on 
a ward 

8.9/10 8.8/10 7.4/10 9.5/10 

The hospital and ward 8.7/10 8.8/10 7.9/10 8.8/10 
Doctors 9.4/10 9.4/10 8.8/10 9.5/10 
Nurses 9.1/10 8.8/10 8.1/10 9.1/10 

Care and treatment 9.0/10 8.9/10 8.1/10 9.2/10 

Operations and 
procedures 

9.1/10 8.9/10 8.3/10 9.1/10 

Leaving hospital 8.3/10 8.3/10 7.0/10 8.4/10 

Overall views of care 
and services 

5.0/10 4.4/10 3.8/10 5.5/10 

Overall experience 9.1/10 9.0/10 8.4/10 9.1/10 
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3. Summary 
 
The report includes a refreshed Trust balanced scorecard for 19/20 and a commentary on 
the red-rated indicators in the quarter 1 report including actions underway to improve 
performance. 
 
4. Recommendations / Actions 
 
The Board is asked to note the Trust balanced scorecard and commentary for quarter 1 
2019/20. 
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KEY PERFORMANCE INDICATORS 
 

QUARTER 1 2019/20  
1. Purpose 
 
This paper provides the Board with an update on the Trust’s performance for quarter 1 
2019/20. The scorecard and narrative is also submitted to the Council of Governors. 
 
This report refers to the balanced scorecard for the Trust and provides a commentary on the 
red-rated indicators identified in the quarter 1 report, including actions underway to 
improve performance. 
 
2. Amendments to Scorecard 
 
The below indicators have been changed for 2019/20 reporting: 
 

Indicator Change 
CDIFF – Number of reportable 
cases 

This has replaced the previous CDIFF measure and, 
rather than focus on ‘lapses of care’, will instead 
document all CDIFF cases defined as ‘Community onset, 
hospital acquired’ and ‘Hospital onset, hospital acquired’ 
(COHA/HOHA).  
The target for 2019/20 is based on 2018/19 outturn. 

Complaints per 1000 patient 
attendances 

This has replaced the previous complaints measure which 
compared the number of complaints to distinct patients 
seen. Patient attendances provide a more accurate 
representation of activity and reflect that a patient can 
attend and complain on multiple occasions.  
The target for 2019/20 is based on 2018/19 outturn. 

 
The targets for the following indicators have been updated for 2019/20 reporting: 
 

Indicator New Target Rationale 
Total Number of E-coli ≤65 per annum Based on 2018/19 outturn 

with 10% reduction factored 
in for 2019/20 

Serious Incidents ≤7 /year Measure extended to include 
Grade 4 pressure Ulcers. 
Target based on 2018/19 
outturn. 

PP aged debt at more than 6 
months 

25% - Q1  
25% - Q2 
24% - Q3 
22% - Q4 

Amended with input from 
finance team. Based on 
2018/19 outturn. 

Care Hours per patient day: 
total ratio 

≥11.7 Target amended in line with 
2018/19 outturn 
 

Total NHS Referrals ≥5640 ≤5995 per Quarter Target amended in line with 
2018/19 outturn and 
business planning growth 
assumption for 2019/20 
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Indicator New Target Rationale 
Total PP Referrals ≥1327 ≤1436 per Quarter Target amended in line with 

2018/19 outturn and business 
planning growth assumption for 
2019/20 

NHS Non-elective admissions ≥20% ≤27% Target amended in line with 
2018/19 outturn 

 
Where targets have been amended for 2019/20 reporting, the information pertaining to 
2018/19 activity remains rag rated against 2018/19 targets. This is to prevent performance 
that was challenging or positive at the time from being redefined. Only the indicators listed 
above are affected by this. 
 
The below indicators have been removed from the 2019/20 balanced scorecard: 
 

Indicator Reason retired: 
Single Oversight Framework: 
Level of support segment   

This indicator has been hidden for Q1 as NHSE/NHSI 
have indicated that a replacement framework is in 
development.  
 

CDIFF Lapses of Care Replaced in Scorecard with COHA/HOHA indicator 
 

Certification against 
compliance: Access to 
Healthcare for people with a 
learning disability 

Not applicable to CQC framework 

NHS Average (mean) Elective 
Length of Stay 

The elective length of stay measure has been removed for 
2019/20 reporting as the measure was too open to 
confounding factors and did not give a true reflection of 
patient flow efficiency. A number of projects are 
underway to improve patient flow, discharge and bed 
utilisation and it is hoped that once these projects have 
established their success metrics one or two of these can 
be reported to the board as part of the “Clinical Efficient 
Models” section of the scorecard.  

RMH Patients recruited to 100K 
Genome project  

The 100K Genome project is no longer open for 
recruitment and has been removed from the scorecard 
accordingly 

Community Indicators  Community Services are no longer in the RMH contract. 
All Community indicators (4 total) have been removed.  
These were: 

• CQUIN Achievement  
• Friends and Family Test  
• Number of attributable category 4 Pressure Ulcers  
• Nurse Vacancy Rate  

PP Access to Single Room - 
Chelsea 

This measure has been removed from the scorecard 
following discussion with the PP leadership team. The 
measure is not considered a useful indicator of quality. 

PP Access to Single Room - 
Sutton 

This measure has been removed from the scorecard 
following discussion with the PP leadership team. The 
measure is not considered a useful indicator of quality. 

Complaints per 1000 patients 
seen 

Replaced in scorecard with measure comparing 
complaints received to patient attendances 
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The pre-reallocated 62 day position for GP referrals and Screening referrals has been 
retained within the balanced scorecard for 2019/20 reporting. The Trust’s 62 day 
performance is assessed nationally against the reallocated position but, in the interests of 
completeness, the position pre-reallocation has also been retained as this data is still referred 
to by local commissioners. The pre-reallocated position is included for reference only. 
 
 
3. Performance for Quarter 1 19/20 
 

 
 
Of the 68 RAG-rated metrics, 38 were green in Quarter 1 with 14 metrics rated red. Of the 
Red rated indicators, 4 areas represent the continuation of longer term issues: 
 
 

1. Cancer Waiting time Performance 
2. Non-PP Debtors 
3. Research – Accrual to target 
4. Chemotherapy waiting times 

 
 The following section of the report provides a commentary on the red-rated indicators 
identified in the quarter 1 report, including actions underway to improve performance. 
  
 
3.1 Effective Care: National Waiting times 
 

 Q1 19/20  2 week wait from referral to date first seen: All Cancers 
 Actual: 82.1% Target: 93% Forecast: Red  
 
RMH did not meet the 2 week target from GP urgent suspected cancer referral to first 
outpatient appointment in quarter 1, with performance at 82.1%. The Trust saw a significant 
increase in urgent 2WR referrals throughout 2018/19, particularly in Breast, Sarcoma and 
Skin services creating backlogs. Additional capacity was introduced in 2018/19 for Breast 
diagnostic clinics and though performance is still below the target overall, breast 
performance is now compliant.  Sarcoma and Skin performance remains under target. 
Discussion is underway with network trusts who are better placed to provide a local Skin 
TWR service for this cohort of patients. A new Sarcoma diagnostic pathway has also been 
developed and during Q1 a sarcoma two-week rule diagnostic clinic went live at Kingston 
Hospital.  Further diagnostic clinics are planned at other local Trusts to ensure sustainable 
recovery of the target in 2019/20. 
 
 

 Q1 19/20  2 week wait from referral to date first seen: Breast Symptomatic 
 Actual: 90.3% Target: 93% Forecast: Green 
 
RMH did not meet the 2 week target from GP breast symptomatic referral to first outpatient 
appointment in quarter 1, with performance at 90.3%.  There were 85 breaches in Q1, 71 of 
which (84%) were the result of patient choice to delay first outpatient appointment.   
 

68 Rag Rated Indicators in Q1 
 

• 38 Green rated (55.9%) 
•  16 Amber rated (23.5%) 
•  14 Red Rated (20.6%) 
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Q1 19/20  

62 day wait for first treatment – GP referral to treatment  
(post reallocation)       
Actual: 81.5% Target: 85% Forecast: Green 
62 day wait for first treatment – GP referral to treatment  
(before reallocation)       
Actual: 75.2% Target: 85% Forecast: Red 

 
The Trust did not meet the standard for quarter 1 2019/20 with reallocated performance at 
81.5% against a target of 85%. 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 and theatres. 
 
Review of operational challenges raised through the Trust Patient Tracking meeting 
identified three key themes affecting 62 day performance during 2018/19; administrative 
processes, surgical capacity, especially around holiday periods, and clinic capacity. Following 
on from this, two work streams have been set up to focus on these areas and report directly 
into the acute performance group. 
 
During 2018/19, the Trust invested in extra capacity within the breast service, theatres and 
Interventional Radiology. These measures aim to increase the Trust’s diagnostic and 
therapeutic capacity.  There is also a significant programme of work ongoing within the 
sarcoma service to re-design the diagnostic pathway and enable the Trust to focus on the 
more specialised elements of the pathway.  
 
In quarter 1, there were 54.5 accountable breaches. Of those, 39.5 (72.5%) 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 (1.0) 
• Delay in workup / pathway management (5.5) 
• Patient initiated reasons (4.0) 
• Patient fitness (0.5) 
• Complex diagnostic pathway (3.5) 

 
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.   
Internal performance, that is performance for the pathways wholly under the control of the 
Trust (GP referral direct to RMH), was measured at 92.8% for Q1.  
 

 

Q1 19/20  

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

 Actual: 82.3% Target: 90% Forecast: Green 
 62 day wait for first treatment – Screening referral to treatment (before 

reallocation)  
 Actual: 86.2% Target: 90% Forecast: Green 
The Trust did not meet the standard for quarter 1 2019/20 with reallocated performance at 
82.3% against a target of 90%. The Trust did not meet the standard before reallocation with 
performance at 86.2%. 
 
For quarter 1, there were 4.0 accountable breaches. Of those accountable breaches, 2.0 were 
received late in the pathway (defined as after day 38). Of those remaining, the breaches 
occurred for the following reasons: 
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• Capacity (0.5) 
• Patient initiated reasons (1.0) 
• Patient fitness (0.5) 

 
3.2 Effective Care: Finance, Productivity and Efficiency  
 

 Q1 19/20 Non-PP Debtors over 90 days (% of total Non-PP-debtors) 
 Actual: 40% Target: <25% Forecast: Green 
 
Q1 performance against this measure is primarily driven by an unresolved NHS England 
debt of £4.3m relating to paediatric top-up tariffs.  The Trust’s Chief Financial Officer is 
engaged in on-going dialogue with NHS England’s Director of Finance for London in an 
effort to resolve this debt.  If this debt were excluded, the Trust’s NHS debt position would be 
green rated at 22.6%. 
 

Q1 19/20 Achievement of efficiency Programme (YTD) 
Actual: 40% Target: <25% Forecast: Green 

 
Divisional plans are behind in a number of areas.  This variance is primarily driven by cost 
improvement programmes (CIPs) linked to business cases which have not commenced in 
line with forecast.  CIP progress will be closely scrutinised in quarterly performance 
meetings scheduled for the end of July with corrective actions to be identified for 
underperforming schemes.  Scoping for 2020/21 has already commenced, and may mitigate 
for some of the in-year slippage. Performance against this measure is considered recoverable 
across Q2 – Q4 but will be dependent on the progress of planned business cases. 
 

 
Q1 19/20 

Capital Expenditure Variance YTD (£000) 
 Actual: -4707 Target: Between 85% 

and 115% of Plan 
Forecast: Red 

 
The current underspend is primarily due to some slippage on the Cavendish Square and Oak 
Cancer Centre projects (monitored by the respective programme boards) and some 
underspends against medical equipment.  Due to national pressures on capital spend the 
Trust has agreed with NHS England and Improvement to re-profile £6.1m of capital spend 
from 2019/20 to 2020/21.  
There is no clinical risk posed from the re-profiling of any of these projects. 
 
3.3 Effective Care: Productivity and Asset Utilisation 
 

Q1 19/20 Bed Occupancy - Chelsea 
Actual: 79.9% Target: ≥85% ≤90% Forecast: Green 

 
Bed Occupancy at the Chelsea site reduced to 79.9% in Q1 from 84.1% in Q4 18/19.  
CCU witnessed the steepest decline in bed occupancy for the quarter (12.6% decrease) but a 
decline in occupancy was manifest in all but two Chelsea wards for the quarter. 
The primary reduction occurred around the bank holidays and Easter school holiday period. 
The associated Consultant annual leave and reduction in the number of available working 
days meant that operating lists were dropped across the period. The clinical teams most 
affected by this were the GI, Gynae and Urology teams who lost a number of operating 
sessions across Q1. The consequent reduction in surgical activity led to a decline in demand 
for elective beds in the quarter which impacted the majority of wards. The CCU unit was 
particularly affected as a high proportion of Gynae, GI and Urological patients require CCU 
support post operatively and the reduction in surgical activity for these units 
disproportionately impacted upon CCU for the quarter.  



6 
 

Analysis thus suggests that this decrease is specific to this holiday period and not a sustained 
downturn.  The adoption of capacity resilience flags to aid the management and cover of 
consultant leave continues to be discussed at a senior level whilst the CBU and Performance 
teams have developed a tracking methodology to document and plan for Consultant leave at 
times of high demand, such as bank holidays and school breaks.  
 
3.4 Effective Care: Clinical and Research Strategy 
 

 Q4 18/19 Accrual to Target – National Definition 
 Actual: 58.8%* Target: ≥85% Forecast: Red 
 
34 trials were uploaded in quarter 4 of which 14 did not meet the recruitment target.  
Of the 14 trials that failed to recruit to target, 9 (64.3%) were closed early by the sponsor, 
restricting the opportunity for the Trust to recruit to the agreed target. Of the remaining 5 
trials which failed to recruit to the levels anticipated, poor study design appeared to be the 
driving factor, with recruitment below expected levels both nationally and internationally for 
these studies. 
In order to manage accrual to target performance, data is reviewed regularly at clinical 
research meetings and also reported at quarterly performance meetings to ensure progress 
against targets is actively monitored. 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.  
Although red-rated, Trust performance in Q4 exceeded the national average of 57.6% for this 
metric. Continued strong performance against indicators measuring the percentage of 
commercial interventional trials opened, and the number of first Global, European and 
British trial participants recruited also serve to re-emphasise the Royal Marsden’s continued 
role as a national and global leader for healthcare research. 
 
*This data is drawn from the nationally published position on the NIHR clinical trials 
platform. The Trust have requested a review of the published position as it does not correlate 
with the Trust’s internal analysis of Q4 performance which was calculated to be higher.  
The balanced scorecard will be updated in Q2 to reflect any amendments to the published 
data following the conclusion of the NIHR review.   
 
3.5 Caring: Patient Satisfaction 
 

 

Q1 19/20 

Percentage of Chemotherapy patients seen within 3 hours of 
arrival 

 Actual: 78.1% Target: ≥85% Forecast: Red 
 Percentage of Chemotherapy patients seen within 1 hour of 

appointment time 
 Actual: 77.5% Target: ≥85% Forecast: Red 
 
Quarter 1 performance against chemotherapy targets represents a stable picture compared to 
quarter 4 2018/19. The Trust launched a day care improvement programme in 18/19 to 
improve processes and procedures and resolve the issues affecting the efficiency of day care 
pathways, this program aims to deliver sustainable embedded improvements by the end of 
Q3. 
The key improvements delivered in quarter 1 were: 
 

• A new series of day care documents have been developed and are being piloted in 
four day care units across both sites of the hospital. This will reduce the 
administrative burden on nursing staff and standardise the paperwork used across 
the Trust’s 14 day areas, improving both efficiency and patient safety. 
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• Building work to increase the size of the Phlebotomy room and waiting area on the 

Sutton site has been completed allowing expansion of the phlebotomy service. This 
will improve patient flow through the unit and improve the pathway for blood 
samples reaching the lab for processing. 

 
In addition to the changes delivered in Q1, further actions are planned for quarters 2 and 3 
which are intended to significantly improve the issues affecting the efficiency and capacity of 
day care services. The key changes planned for Quarters 2 and 3 are: 
 

• Barcode readers and labelling machines have been purchased in order to reduce 
Phlebotomy waiting times across all NHS units. Roll out to all units is anticipated to 
be completed by the end of Summer 2019. 

 
• An electronic scheduling tool is in the final phases of development with the aim of 

piloting the tool in Chelsea MDU and rolling out to all units by the end of Quarter 3. 
The tool will improve the scheduling process and ensure capacity is fully utilised 
across each day unit.  

  
As demonstrated above, the day care improvement programme is addressing a number of 
different issues and the scope of the work is significant. The expected impact of these various 
work streams has been mapped, with improvements expected in stages over the next two 
quarters.  The current target of 85% is expected to be met by December 2019, and work will 
continue beyond that point to drive more improvements in waiting times. 
 
3.6 Responsive: Experience 
 

Q1 19/20 Complaints per 1000 patient attendances 
Actual: 0.29 Target: ≤0.19 Forecast: Amber 

 
43 complaints were received in Quarter 1 which is an increase of 11 complaints (34%) when 
contrasted with Quarter 4 performance.  Reviewed along divisional lines, the most 
significant change has been in Cancer services, with 21 complaints received in Q1 compared 
to 12 in Q4, a 75% increase. Detailed investigation of the complaints received in Q4 has not 
however revealed any particular themes, with the complaints received evenly spread across a 
number of subjects. A slight increase in complaints relating to staff attitude was noted across 
the quarter, although these were not associated with any particular area or staff member. 
Complaints categorised as relating to communication were the most reported in Q1 but this 
is consistent with Q4 and no particular themes or recurrent issues were observed within this 
subset.   
   
Of the 43 complaints received in Q1, 42 have now been investigated and closed. Of these 16 
(37%) were fully upheld and 16 (37%) were partially upheld. No serious findings have been 
identified for the quarter. 
 
The Complaints team continue to robustly investigate all complaints received and work 
closely with associated areas and teams to implement process changes and ensure learning is 
effectively disseminated to facilitate improvement and reduce risk.  A review of Q1 
complaints was also presented at the senior nurses meeting to share learning from Q1 and 
the quarterly complaints report is due to be discussed at the forthcoming Quality and Risk 
Group. 
 
Although no clear themes have been identified to explain the increase in complaints seen in 
Q1, the Complaints team will continue to investigate and correlate with Q2 performance in 
an effort to identify any recurrent issues. The number of complaints received will continue to 
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be closely monitored through a number of governance bodies, including the Quality and Risk 
Group and the Clinical Quality and Review Group. 
 
 
4.0 Conclusion 
 
The Board are asked to note the Trust balanced scorecard and commentary for quarter 1 
2019/20 and are invited to discuss the position.  



Page 1 of 2

The Royal Marsden NHS Foundation Trust
Balanced Scorecard  2019/20

Denotes different targets applied for 2018/19 performance
NHSi Denotes NHS Improvement standard

Patient Safety, Quality & Experience Target in 2019/20
Q1               

(Apr- Jun 
19/20)

Q4               
(Jan-Mar 

18/19)

Q3                
(Oct-Dec 
18/19)

Q2                
(Jul-Sep 
18/19)

Q1            
(Apr-Jun 
18/19)

MRSA positive cultures (cumulative) 0 0 0 0 0 0

Total number of E-Coli Bacterium ≤65 per annum 11 8 27 20 18

C Diff - Number of Reportable Cases (COHA/HOHA) ≤67 per annum 16

VTE risk assessment ≥95% 96.52% 94.4% 95.5% 95.8% 95.3%

Serious incidents (Including Level 4 Pressure Ulcers) ≤7 /year 2 1 2 2 2

Mortality
Hospital Standardised Mortality Ratio (rolling 12 month - qtr in arrears - NHS & Private patients) ≤80 91.49 86.37 81.91 78.73 74.46

Mortality audit (based on qtr data in arrears) G G G G G G

30 day mortality post surgery ≤0.8% 0.50% 0.54% 0.93% 0.42% 0.35%

30 day mortality post chemotherapy ≤2.2% 1.33% 1.64% 1.67% 1.58% 1.75%

100 day SCT mortality in previous 6 months (Deaths related to SCT) ≤5% 4.08% 6.25% 2.90% 1.56% 1.80%

100 day SCT mortality in previous 6 months (All deaths) ≤5% 4.08% 8.33% 4.30% 3.13% 1.80%

Medicines Management

% Medicines reconciliation on admission ≥90% 94% 97% 90% 99% 98%

Unintended omitted critical medicines 0 1.0 2.0 2.7 1.3 0

Cancer staging

Staging data completeness sent to Thames Cancer Registry (1 qtr in arrears) ≥70% 72.5% 74.6% 70.47% 68.38% 72.69%

National waiting times targets Target in 2019/20
Q1               

(Apr- Jun 
19/20)

Q4               
(Jan-Mar 

18/19)

Q3              
(Oct-Dec 
18/19)

Q2              
(Jul-Sep 
18/19)

Q1                 
(Apr-Jun 
18/19)

NHSi 2 wk wait from referral to date first seen: All Cancers ≥93% 82.1% 84.6% 75.9% 88.1% 84.0%

NHSi Symptomatic Breast Patients ≥93% 90.3% 94.6% 77.9% 90.5% 85.9%

NHSi 31 day wait from diagnosis to first treatment All Treatments ≥96% 98.1% 96.7% 96.6% 97.0% 97.8%

NHSi 31 day wait for subsequent treatment: Surgery ≥94% 94.8% 92.8% 95.0% 95.3% 96.6%

NHSi Drug treatment ≥98% 98.7% 98.5% 98.9% 98.4% 98.4%

NHSi                                                                                           Radiotherapy ≥94% 96.7% 95.7% 97.3% 94.1% 96.1%

NHSi 62 day wait for first treatment:  GP referral to treatment (Reallocated) ≥85% 81.5% 82.4% 85.2% 80.7% 84.7%

NHSi GP referral to treatment (Pre-reallocation) ≥85% 75.2% 76.8% 79.2% 75.1% 77.9%

NHSi Screening referral to treatment (Reallocated) ≥90% 82.3% 68.9% 86.2% 88.4% 84.4%

NHSi Screening referral to treatment (Pre-reallocation) ≥90% 86.2% 73.6% 85.5% 86.2% 81.7%

NHSi 18 wks from Referral to Treatment Incomplete Pathways under 18 weeks ≥92% 95.9% 97.7% 97.8% 97.4% 98.4%

NHSi 18 wks pathways - patients waiting > 52 wks. (distinct patients across the quarter) ≤6 a quarter 1 2 0 3 3

Finance, Productivity & Efficiency Target in 2019/20
Q1               

(Apr- Jun 
19/20)

Q4               
(Jan-Mar 

18/19)

Q3               
(Oct-Dec 
18/19)

Q2               
(Jul-Sep 
18/19)

Q1            
(Apr-Jun 
18/19)

NHSi NHSi Use of Resources risk rating 1 1 1 1 1 1

NHSi %age variance from Agency Spend Cap On/Below Cap -24% -13% -14% -10% -1%

Cash (£m) Over plan 79.3m 78.2 76.9 57.6 42.4

NHS activity Income Variance YTD (£000) B/even or > plan -188 2,118 1197 -257 -66

PP activity Income Variance YTD (£000) B/even or > plan 2,975 9,311 6,102 3,077 596

PP Aged debt at >6months ≤25% 21% 22% 25% 27% 33%

Non-PP Debtors over 90 days (% of total non PP-debtors) ≤25% 40% 39% 48% 49% 52%

Achievement of Efficiency Programme YTD (%) >100% of the plan 43% 162% 137% 139% 118%

Capital Expenditure Variance YTD (£000) 85% - 115% of Plan -4,707 -12,680 -6,712 -4,125 -2,198

Target in 2019/20
Q4               

(Jan - Mar 
18/19)

Q3               
(Oct-Dec 
18/19)

Q2               
(Jul-Sep 
18/19)

Q1              
(Apr-Jun 
18/19)

Q4    
(Jan-Mar 

17/18)
Contractual Sanctions incurred (£000) Trust 0 0 0 0 0 0

CQUIN %age achievement Acute NHSE ≥95% 98% 100% 100% 100% 97.66%

CQUIN %age achievement Acute CCG ≥95% 100% 100% 100% 100% 100%

Productivity & Asset Utilisation Target in 2019/20
Q1                

(Apr - Jun 
19/20)

Q4               
(Jan-Mar 

18/19)

Q3               
(Oct-Dec 
18/19)

Q2                
(Jul-Sep 
18/19)

Q1      
(Apr-Jun 
18/19)

Bed occupancy - Chelsea ≥85% ≤90% 79.90% 84.10% 86.50% 85.60% 81.30%

Bed occupancy - Sutton ≥85% ≤90% 81.00% 81.70% 82.10% 82.10% 84.00%

Care Hours per Patient Day Total Ratio ≥11.7 12.34 11.93 12.04 11.61 11.79

Theatre utilisation - Chelsea ≥80% 80.7% 80.3% 81.6% 82.9% 83.8%

Theatre utilisation - Sutton ≥60% 55.7% 53.0% 53.1% 49.9% 58.5%

MDU Patients per Chair ≥1.5 1.48 1.50 1.46 1.41 1.46

2. Effective Care

1.    Safe Care

Quality Account indicators

New Measure for 2019/20

Contract performance (QUARTER IN ARREARS)
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The Royal Marsden NHS Foundation Trust
Balanced Scorecard  2019/20

Denotes different targets applied for 2018/19 performance
NHSi Denotes NHS Improvement standard

Clinical and Research Strategy Target in 2019/20
Q1                   

(Apr - Jun 
19/20)

Q4                 
(Jan-Mar 

18/19)

Q3                 
(Oct-Dec 
18/19)

Q2                   
(Jul-Sep 
18/19)

Q1      
(Apr-Jun 
18/19)

Total NHS Referrals ≥5640 ≤5995 6094 5796 5662 5774 5326

≥1327 ≤1436 1453 1350 1261 1197 1248

Target in 2019/20
Q1                

(Apr - Jun 
19/20)

Q4                
(Jan-Mar 

18/19)

Q3                
(Oct-Dec 
18/19)

Q2               
(Jul-Sep 
18/19)

Q1    
(Apr-Jun 
18/19)

≥20% ≤27%  29.89% 29.08% 27.25% 25.74% 26.45%

Target in 2019/20
Q4                

(Jan - Mar 
18/19)

Q3                
(Oct-Dec 
18/19)

Q2                
(Jul-Sep 
18/19)

Q1                
(Apr-Jun 
18/19)

Q4    
(Jan-Mar 

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 89.7 76.9 88.7 89.4
New Metric 

for 18/19 

Accrual to target (1Q arrears) - National definition % of closed commercial interventional trials meeting contracted 
recruitment target (excluding trials that had no set target) ≥85% 58.8% 63.6% 65.2% 61.5% 61.1%

No. of 1st UK patients 1 8 6 4 6 7
No. of 1st European patients 1 2 1 1 2 1
No. of 1st Global patients 1 3 4 2 3 4

Trials led by RMH As percentage of commercial interventional trials with RMH 
involvement which opened in the last 12 months ≥20% 48.8% 50.0% 56.5% 60.0% 54.7%

Target in 2019/20
Q1                

(Apr- Jun 
19/20)

Q4                
(Jan-Mar 

18/19)

Q3               
(Oct-Dec 
18/19)

Q2               
(Jul-Sep 
18/19)

Q1            
(Apr-Jun 
18/19)

Friends and Family Test (Inpatient and Day Care) ≥95% 96.5% 95.9% 96.5% 97.0% 94.6%

Friends and Family Test (Outpatients) ≥95% 95.7% 94.6% 94.4% 95.5% 94.2%

≥85% 78.1% 77.3% 76.3% 75.9% 76.3%

≥85% 77.5% 77.1% 78.0% 75.9% 75.6%

Mixed sex accommodation breaches 0 0 0 0 0 0

Experience
Target in 2019/20

Q1               
(Apr- Jun 

19/20)

Q4                
(Jan-Mar 

18/19)

Q3               
(Oct-Dec 
18/19)

Q2               
(Jul-Sep 
18/19)

Q1            
(Apr-Jun 
18/19)

Complaints per 1000 patient attendances ≤0.19 0.29

Staff Friends and Family Test: Recommend – Care ≥96%  96%  96% N/A 95% 95%

Staff Friends and Family Test: Not recommend – Care ≤1%  2%  2% N/A  2%  3%

Workforce productivity
Target in 2019/20

Q1               
(Apr- Jun 

19/20)

Q4               
(Jan-Mar 

18/19)

Q3               
(Oct-Dec 
18/19)

Q2               
(Jul-Sep 
18/19)

Q1                            
(Apr-Jun 
18/19)

Vacancy rate ≤7% 9.1% 8.1% 8.4% 10.3% 9.9%

Voluntary staff turnover rate ≤12% 13.6% 12.7% 12.9% 12.8% 13.4%

Sickness rate ≤3% 3.2% 3.8% 3.9% 3.4% 2.9%

Quality and Development
Target in 2019/20

Q1                
(Apr- Jun 

19/20)

Q4                
(Jan-Mar 

18/19)

Q3               
(Oct-Dec 
18/19)

Q2               
(Jul-Sep 
18/19)

Q1                            
(Apr-Jun 
18/19)

Consultant appraisal (number with current appraisal) ≥95% 97.6% 97.4% 96.0% 96.5% 96.2%

Appraisal & PDP rate ≥90% 86.1% 87.0% 84.9% 86.7% 88.6%

Completed induction ≥85% 80.8% 78.2% 72.2% 81.8% 89.1%

Statutory and Mandatory Staff Training ≥90% 89.8% 89.8% 88.7% 89.2% 91.1%

Total PP Referrals

Efficient Clinical Models

NHS Non-Elective Admissions

No. of 1st patients recruited in previous 12 months

3. Caring

Patient Satisfaction

Percentage of Chemotherapy patients seen within 3 hours of arrival 

Research (1 QUARTER IN ARREARS)

Percentage of Chemotherapy patients seen within 1 hour of appointment time

4. Responsive

New Measure for 2019/20

5. Well Led
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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 Q1 19/20 
85% target  OE position Reallocated position 

Brain/CNS 0.00% 0.00% 
Breast 92.94% 94.25% 
Gynaecological 70.97% 72.97% 
Haematological (excl. Acute 
Leukaemia) 84.62% 100.00% 

Head & Neck 48.15% 66.67% 
Lower GI 42.86% 54.55% 
Lung 45.16% 69.23% 
Sarcoma 68.29% 74.36% 
Skin 92.00% 92.31% 
Upper GI 42.42% 56.67% 
Urological 85.42% 89.58% 
Unknown Primary / Other diagnosis 60.00% 58.33% 
All 62 day Patients 75.17% 81.82% 
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3. Summary 
 
For the month of July the key headlines are as follows: 

• Operating surplus in month of £3.6m which is £0.5m favourable to plan (YTD £2.3m 
favourable) driven by over-performance against plan on private patients income; 

• Retained surplus in month of £1.4m, £1.6m adverse to plan (YTD £2.1m adverse) due 
to below plan donated asset income; 

• Agency expenditure of £0.4m in month, a favourable variance against the cap of 
£0.2m;  

• Capital expenditure is £7.9m year to date compared to an initial plan of £13.2m 
(revised plan £12.6m); and 

• Cash in bank of £115.1m, a favourable variance of £14.1m to plan. 
 
4. Recommendations / Actions 
 
The Board is asked to note the financial position for M4. 
 

  





Financial Performance Report 
31 July 2019  

 

1 | P a g e  
 

1. Introduction 

The paper provides a summary of the financial position at 31 July 2019. 

Prior year comparator figures and run rates have been adjusted to exclude Sutton Community Services 
which transferred to Sutton Health and Care Provider Alliance on 1 April 2019. 

2. Summary Financial Position  

Key headlines 

For the month of July the key headlines are as follows: 
• Operating surplus in month of £3.6m which is £0.5m favourable to plan (year to date [‘YTD’] 

£2.3m favourable) driven by over-performance against plan on private patients income; 
• Retained surplus in month of £1.4m, £1.6m adverse to plan (YTD £2.1m adverse) due to below 

plan donated asset income; 
• Agency expenditure of £0.4m in month, a favourable variance against the cap of £0.2m; and 
• Cash in bank of £115.1m, a favourable variance of £14.1m to plan. 

The Trust reforecast the full year position after Quarter 1 and this is shown below.  The current forecast is to 
exceed plan by £3.7m.  Key elements of this forecast include private patient income (£6.5m favourable 
forecast), drugs expenditure (£1.7m adverse forecast driven by activity) and services from other NHS trusts 
(£0.9m adverse, primarily increased send-away tests, which is under investigation). 
 
The potential range around this reforecast has currently been assessed as £3.5m downside risk (mainly 
reduced private patient income) and £12.5m upside risk (mainly increased private patient income and 
unutilised central reserves).  

 

 

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. 

As a ratio the Trust is required to have more income as NHS than non-NHS and for month 4 YTD the 
position was 62% of income was from NHS sources. 

 

 

Budget Actual Var Budget Actual Var Budget Forecast F/C Var

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Income

NHS Clinical Income (18,870) (18,717) 153 (68,878) (68,538) 339 (208,278) (208,279) (1)

Non NHS Clinical Income (10,343) (10,780) (437) (41,511) (44,919) (3,408) (130,663) (137,142) (6,479)

NHS Non Clinical Income (5,229) (4,525) 704 (17,770) (16,760) 1,011 (54,934) (56,070) (1,136)

Non NHS Non Clinical Income (2,287) (1,894) 393 (9,040) (7,423) 1,617 (27,461) (27,586) (125)

(36,729) (35,916) 813 (137,199) (137,640) (441) (421,336) (429,078) (7,742)
Expenditure

Pay 18,503 17,749 (754) 74,002 71,850 (2,153) 227,785 226,630 (1,155)

Non Pay 15,142 14,545 (597) 54,519 54,777 257 171,807 175,685 3,878

33,646 32,294 (1,351) 128,522 126,626 (1,896) 399,592 402,314 2,723

Operating Surplus (3,084) (3,622) (538) (8,677) (11,014) (2,337) (21,745) (26,764) (5,019)

PDC, Interest, JV 297 300 4 1,192 1,165 (27) 3,612 3,601 (11)

Donated Asset Income (1,598) 608 2,206 (5,256) (1,072) 4,185 (20,489) (19,407) 1,083

Depreciation 1,332 1,306 (26) 5,272 5,251 (21) 16,413 16,413 0

Loss on Disposal Fixed Assets   -    -    -    -  256 256   -  256 256

Impairment   -    -    -    -    -    -    -    -    -  

Retained Surplus (3,054) (1,408) 1,646 (7,470) (5,414) 2,056 (22,209) (25,901) (3,692)

Control Total (excl. PSF) (1,322) (2,174) (852) (3,401) (5,845) (2,444) (500) (10,881) (10,381)

2019/20In Month Year to Date
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3. Income and Expenditure  

Income – The income position for month 4 was £0.8m adverse.  

NHS Clinical Income was £0.2m adverse to plan in month driven by below plan inpatient admissions 
(£0.1m), blood and marrow transplants (£0.2m) and PET-CT (positron emission tomography–computed 
tomography)  income (£0.3m) offset by above plan outpatient attendances (£0.3m) and critical care income 
(£0.1m). 

NHS Non Clinical Income was £0.7m adverse to plan in month (£1.0m YTD) driven by below plan grants 
income, offset by lower expenditure and expected to catch up through the year. 

Non NHS Non Clinical income was £0.4m adverse to plan in month (£1.6m YTD) due to below plan 
commercial trials income (£0.3m) and other operating income (£0.1m).   

All areas of income are forecast to recover by year end. 

 

Private Care income was £0.4m ahead of plan in month, driven by drugs income. This continues the 
previous few months of high income as seen in the chart below. 
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Pay expenditure – was £0.8m favourable to plan in month with the most notable underspends being in 
Scientific & Therapy Staff (£0.2m), Nursing (£0.2m), NHS infrastructure support staff (£0.1m) and 
Consultants (£0.1m). 

Whilst pay run rates fell in April and May there was a step up in bank costs in June.  Additional controls 
remain in place, particularly around temporary staffing (bank, agency and overtime).  The temporary staff 
group meets monthly with deep dive sessions held with divisions with high temporary staffing use.  

 

NHS Improvement has not changed the agency expenditure cap for the Trust from £6.9m for the year or 
£573k per month despite the loss of the Sutton Community Services contract although lower internal caps 
have been set to help manage this spend down further.  Overall the Trust is below the NHS Improvement 
agency expenditure cap by £0.2m in month (£0.6m YTD). 

The Trust reports breaches of the NHS Improvement agency price caps to NHS Improvement on a weekly 
basis.  In the four week period to 28 July 2019 the Trust reported 351 shift breaches for medical staff and 30 
breaches for admin & clerical staff.  This compares to 308 and 34 respectively in the preceding four week 
period. 
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Non-pay expenditure – was £0.6m favourable to plan in month.  This was primarily driven by £0.6m 
underspend on Oak Cancer Centre revenue costs and £0.4m reduced contract maintenance costs.  This was 
offset by above plan drugs spend (£0.2m).  Non-pay expenditure is adverse to plan year to date by £0.2m 
YTD and forecast to be £3.9m adverse by year end.  The forecast is primarily driven by over spends on drugs 
(offset by NHS and Private Care income) and premises costs (funded by The Royal Marsden Cancer 
Charity). 

Non-operating items – donated asset income is £4.2m behind plan year to date due to delayed capital 
spend. There was some in-month reclassification of Oak Cancer Centre spend between Trust and charitably 
funded. 

4. Capital Expenditure 

Capital expenditure is £7.9m year to date at 31 July compared to an initial plan of £13.2m (revised plan 
£12.6m).  This is primarily due to some slippage on Cavendish Square, Oak Cancer Centre and medical 
equipment spend. 

Following a request from NHS England and NHS Improvement it was agreed that the Trust could offer to 
slip £6.1m of capital expenditure from 2019/20 to 2020/21.  This represents 18.3% of the Trust’s original 
relevant1 planned capital expenditure.  A revised capital plan was submitted to NHS Improvement on 15 
July, subject to Board approval.  This includes £47.7m capital expenditure, compared to an original plan for 
£53.8m.  The Trust’s latest forecast is for capital expenditure of £46.7m.  In August the Trust received 
updated guidance which clarifies the position on the additional capital funding announced by the Prime 
Minister, this effectively reverses the position.  The Trust is due to review the forecast in September and will 
update the position to NHS Improvement. 

5. Cash and Debt  

Cash – The Trust had £115.1m in cash at the end of July, £14.1m favourable to plan.  This was driven by the 
receipt of £12m 2018/19 non-recurrent bonus Provider Sustainability Funding not included in the original 
plan. 

Debt – Overall receivables reduced by £4.9m from June 2019, and by £11.2m year to date, to £50.6m as at 
31 July 2019.  Since 31 March 2019 there has been a £2.7m reduction in Non-NHS debtors and a £5.4m 
reduction in Private Care debtors.  This reduction in Private Care debtors is primarily due to an 
improvement in the position of debt from Kuwait that has reduced from £22.6m at 31 March 2019 to 
£17.6m at 31 July 2019.  However, the Quarter 4 debt was artificially high due to lack of payment from the 
Kuwaiti Embassies and the current position is now in line with previous quarters. 

The current debtors profile indicates that the current bad debt provision could be reduced due to this 
improved debt position.  For prudency this has not been posted, but will be reviewed at quarter 2. 

6. Conclusion and Recommendation 

Operating surplus in month is £0.5m favourable to plan driven by over-performance against plan on private 
patient activity.  The retained surplus in month is £1.6m adverse to plan due to below plan donated asset 
income. 

The cash position remains strong.  The Trust is forecasting to exceed its planned retained surplus by £3.7m. 

The Board is requested to note the financial position for month 4, including the NHS Improvement ‘Use of 
Resources’ rating of 1. 

 

                                                           
1 This excludes capital expenditure funded by donations as this does not score against national capital budgets. 
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Budget Actual Var Budget Actual Var Actual Var Budget Forecast F/C Var 1819 Q2 1819 Q3 1819 Q4 1920 Q1

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Income Actual Actual Actual Actual

NHS Clinical Income (18,870) (18,717) 153 (68,878) (68,538) 339 (63,019) (5,519) (208,278) (208,279) (1) (18,070) (18,472) (18,625) (16,607)

Non NHS Clinical Income (10,343) (10,780) (437) (41,511) (44,919) (3,408) (38,078) (6,841) (130,663) (137,142) (6,479) (9,627) (10,749) (10,650) (11,380)

NHS Non Clinical Income (5,229) (4,525) 704 (17,770) (16,760) 1,011 (18,481) 1,721 (54,934) (56,070) (1,136) (6,694) (7,127) (14,347) (4,085)

Non NHS Non Clinical Income (2,287) (1,894) 393 (9,040) (7,423) 1,617 (7,892) 469 (27,461) (27,586) (125) (2,126) (2,317) (2,066) (1,843)

(36,729) (35,916) 813 (137,199) (137,640) (441) (127,470) (10,170) (421,336) (429,078) (7,742) (36,515) (38,665) (45,688) (33,915)
Expenditure

Pay 18,503 17,749 (754) 74,002 71,850 (2,153) 68,563 3,287 227,785 226,630 (1,155) 17,100 17,622 17,779 18,033

Non Pay 15,142 14,545 (597) 54,519 54,777 257 52,210 2,567 171,807 175,685 3,878 12,843 12,839 13,113 13,410

33,646 32,294 (1,351) 128,522 126,626 (1,896) 120,773 5,854 399,592 402,314 2,723 29,943 30,461 30,893 31,444

Operating Surplus (3,084) (3,622) (538) (8,677) (11,014) (2,337) (6,697) (4,316) (21,745) (26,764) (5,019) (6,572) (8,204) (14,795) (2,471)

PDC, Interest, JV 297 300 4 1,192 1,165 (27) 1,156 9 3,612 3,601 (11) 267 236 155 288

Donated Asset Income (1,598) 608 2,206 (5,256) (1,072) 4,185 (941) (131) (20,489) (19,407) 1,083 (178) (385) (677) (560)

Depreciation 1,332 1,306 (26) 5,272 5,251 (21) 4,892 359 16,413 16,413 0 1,224 1,294 1,307 1,315

Loss on Disposal Fixed Assets   -    -    -    -  256 256   -  256   -  256 256   -    -    -  85

Impairment   -    -    -    -    -    -    -    -    -    -    -    -    -  401   -  

Retained Surplus (3,054) (1,408) 1,646 (7,470) (5,414) 2,056 (1,590) (3,824) (22,209) (25,901) (3,692) (5,259) (7,059) (13,608) (1,342)

Control Total (excl. PSF) (1,322) (2,174) (852) (3,401) (5,845) (2,444) (4,656) (1,189) (500) (10,881) (10,381) (3,492) (3,492) (3,492) (2,955)

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 2019/20 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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BOARD PAPER SUMMARY SHEET 

 
Date of Meeting: 
 
18th September 2019 
 

Agenda item: 
 
9.  
 

Title of Document: 
 
Board Assurance Framework 

To be presented by: 
 

Trust Secretary 

1. Status:          For Approval 

2. Purpose:     

       Relates to:  

Strategic Objective(s) Monitoring strategic risks against objectives 

Operational Performance  

Legal / regulatory / audit  

Accreditation / inspection  

NHS policy / consultation 
 

 

Governance  

Other  

3. Summary 
 
In the last year the Board Assurance Framework (BAF) has undergone a change process 
following feedback from Board members and internal auditors KPMG.  
 
At the request of the Board, KPMG conducted a deep dive into the Trust’s overall risk 
management framework. One of their recommendations stated that actions needed assigned 
timescales which has now been specified (where possible) in the BAF.  
 
Another recommendation was establishing a means to identify where the residual risk 
exceeds the Board’s risk tolerance levels; this action will be completed following approval of 
the Risk Appetite Statement at the Board Away Day in October.   
 
4. Recommendations / Actions 
 
The Board is asked to approve the Board Assurance Framework. 
 

  





1 

 

 

Board Assurance Framework: September 2019 

1.0. Purpose 
The purpose of the Board Assurance Framework (BAF) is to present the Trust’s risk assurance framework in the context of the strategic objectives based 
on the core and cross-cutting themes set out in the Strategic Plan 2018/19 – 2023/24. Detailed operational risks can be found in The Royal Marsden Risk 
Register which is presented to the Quality, Assurance and Risk Committee and is also aligned with the Five Year Strategic Plan. 
 
2.0. Summary of current position  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Summary  
 
       
 
 
 
 
 
 

 

FOR PUBLIC BOARD MEETING 

Strategic Objective Initial Risk 
Score 

Residual Risk 
Score 

Change in risk 
score since last 
Board review 

Delivery of IT Strategy 20 15 Reduced from 16 
Increasing capacity constraints and meeting cancer 
waiting times targets 25 16  None 

To work collaboratively with RBH 15 12 None 
Ensure a sustainable paediatric model  16 12  None 
RM Partners to rollout best practice  12 12 None 
Ensure BCP in the event of a ‘no-deal’ Brexit 12   12 None 
Achievement  of key national infection control 
targets – Ecoli & CDI  

16 12 None 

To support the national policy direction setting out 
much greater emphasis on system decision making 

12 12 None 

Achieving Optimal Scale & Transformation 
through collaborations with partners 16 9   None 

Developing a sustainable consultant medical model 16 9 None 

Complete the development of the new diagnostic 
facility for PP (Cav Sq) 

12 8 None 

Maximise opportunities for Sutton via LCH&ESH 8 8 None 
Delivery of PP Strategy 12 8 None 
Successful delivery of BRC grant 15 6 None 
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The Board is asked to approve the BAF and note that changes are highlighted in red for reference. 

The Royal Marsden Board Assurance Framework 

No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

 Research and innovation: Seamless, systematic and rapid transition from scientific research to translational clinical research, developing smarter kinder treatments 
and embedding innovative treatments in the clinic. 

1. 
 

Successful delivery of 
the NIHR BRC grant 
2016-2021 based on 
reduced funding award 
of £42.5m in December 
2016 and preparation 
for renewal of the grant 
in 2022. 
 
Director of Clinical 
Research / COO 
 

 

RM Board of Directors 

 

Reduced BRC 
funding poses a risk 
to the delivery of the 
research strategy 
launched in July 
2016 as well as 
maintaining 
research output.   

 

 
 

15 
 
 

14/11 /18 

All themes were allocated a reduced budget in 
2017-18 and 2018-19.  Each theme lead has 
been instructed to prioritise research and seek 
alternative sources of funding where possible. 
Grant manager appointed to facilitate increase in 
grant submissions. 
 
Performance management systems have been 
implemented to monitor output and efficiencies 
via quarterly Performance Review Groups 
 
Continuation of RMCC grant for further five 
years from 2017 (£15m) 
 
Oversight of progress at weekly Clinical 
Research Executive (CRE), chaired by Director 
of Clinical Research and BRC Steering Board. 
 
There has been no drop off in research activity 
and output. 
 
Interim BRC Digital Theme Champion has been 
appointed.  
  
Planning for next competition has commenced. 
 
BRC planning is standing item for new RM/ICR 

Small working group meetings 
to identify theme structure and 
major research priorities have  
been completed with the 
outputs used to help inform 
preparation for the next 
renewal grant. 
 
Mid-term independent review 
of BRC progress scheduled for 
Q1 2020  
 
Discussions will take place 
with the ICR regarding our 
preparation for the renewal as 
part of our new joint working 
arrangements – ongoing  
 
The latest BRC recruitment 
plan will be reviewed and 
approved at the next Joint 
Research Strategy Board at 
the end of September 
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18/01/19 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

Joint Exec Group and Joint Research Strategy 
Board. 
 

2. Achieving optimal scale 
and transformation of 
care through 
strengthening and 
developing 
collaborations with 
partners. 
 
 
RM / ICR CEOs 
 
RM Board of Directors 

 

  
 
 
 
 

 
16 

 
14/11/ 18 

Imperial Academic Health Science Centre 
partnership.  The Royal Marsden and the Royal 
Brompton joined the extended AHSC in 2016.  
Contract was agreed by the Board. 
 
Oversight of progress through the Board.  
 
IPA and supporting agreements have now been 
approved by both the RM and ICR Board as of 
March 2019  
 
JEG and Joint Strategy Boards have convened. 

ICR incorporated into draft 
revised AHSC JWA and 
approved by all AHSC parties - 
supporting operational 
agreement to be completed by 
the end of 2019. 
 
 The current Royal Marsden@ 
model with Kingston Hospital 
is currently being jointly 
reviewed. Initial desire set out 
by both parties to expand and 
extend existing agreement. 
Updated agreement to be 
taken through Trust Board in 
Q4 19/20  
  
 

 
9 
 

 
 
 

09/04/19 
 

  

 Treatment and care: Developing and leading new models of care; Leading Royal Marsden Partners; Address capacity constraints; Deliver cancer waiting times targets. 
 

3. Leading RM Partners to 
oversee the rollout of 
best practice across 
healthcare systems to 
reduce variation in 
outcomes for patients.  
 
Managing Director, RM 
Partners 
 
 
 

Funding risks: RM 
Partners funding 
beyond 2019/20 will 
be granted on a 
population share. 
This will reduce the 
funding available to 
RMP after that time.     
 
Reputational risk – 
reputational risk to 
RMH if RMP is not 

 
12 

 
14/11/ 18 

Monthly RMP Exec Board comprising of CEOs 
established for NW & SW London. Monthly RMP 
Delivery Group and bi-monthly Clinical Oversight 
Group across RM Partners.  

Now in place a Patient Advisory Group (PAG) – 
provision of patient opinion on RMP 
activities/projects including work streams arising 
from pathway groups. 

Confirmation from National Cancer Team for 

Improved governance and co-
ordination between RMH and 
RMP to ensure host oversight 
of milestones, finances, risks 
and mitigations. This includes 
quarterly performance review 
meetings, a monthly RMP-
RMH Steering Group meeting 
chaired by the CE, and regular 
discussions at Executive 

 
12 

 
 

 
18/01/19 

 

 
 

Board 
approved 
RMP 
2019/20 
workplan 
at 
meeting 
on 1 May 
2019. 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

RM Board of Directors 

 

successful as an 
entity or does not 
deliver projects and 
milestones. 

Transformation funding for 2019/20 on behalf of 
both NWL and SWL STPs. Transformation 
programme continues from 2018/19, aligned 
with national requirements and NHS Planning 
Guidance for cancer. 

RM Partners as West London Cancer Alliance is 
accountable to National Cancer Programme via 
London NHSE and NHSI regional teams for 
delivery of the cancer transformation 
plan.  Aligns with STP and pan London plans. 

Robust PMO plan in place to map projects to 
resource. Underlying costs are within financial 
allocations for next five years. 

Oversight of progress and management of risk 
through the RM Executive Board up to the RM 
Board.  

Access to additional funding via the NHS 
England innovation fund is likely to be 
dependent on demonstrating maintained 62 day 
standard.  Robust monitoring plans in place with 
STPs to demonstrate continued delivery of the 
62 day target by individual organisations, 
supported by RM Partners, and reviewed 
monthly. 

Board and Trust Board. 
Actions will be agreed at these 
meetings to mitigate the risks 
of a reduced funding envelope 
going forwards. 

2019/20 workplan has been 
discussed and agreed at RMH 
Executive Board as well as 
through RMP governance 
structures to ensure alignment 
with host and partner 
organisations’ strategic visions 
and operational requirements 

 

4. To support the national 
policy direction setting 
out much greater 
emphasis on system 

Trust Board to 
consider the 
potential risk to 
some loss of control 

 
12 

 
16/04/19 

Active engagement in both SWL and NWL STP 
and Integrated Care System planning 

Continue to support the 
developments in SWL to find a 
sustainable long term solution 

 
12 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

decision making, and 
by definition, an erosion 
of autonomy for 
individual institutions, 
particularly FTs. 
 
 
 
 
RM Board of Directors 

 

on capital 
expenditure limits 
and use of 
surpluses for 
reinvestment   

  

Feedback via NHS Providers on the proposed 
policy changes  

Active engagements with other specialist 
hospitals in ensuring our collective interests are 
represented at both a regional and national 
level.  

Fully funded and endorsed RMP business plan 
which is aligned to the NHS Long Term Plan  

to the configuration of acute 
hospitals  

Work with NWL and SWL 
STPs to align the ICS and 
RMP plans for integrated care 

 
16/04/19 

5. Increasing capacity 
constraints and 
meeting Cancer 
Waiting times targets 
 
 
RM Board of Directors 

 

Capacity constraints 
in ambulatory care, 
diagnostics (prior to 
completion of 
Cavendish Square), 
inpatients and 
surgical capacity. 
Risk relates to 
meeting service 
demand, impact on 
performance and 
meeting cancer 
targets and failure 
to deliver private 
income targets. 
Reputational risk 
also.  
 

 
25 

 
14/11/18 

Weekly Patient Tracking List and monthly 
Performance Review 
 
Joint RHM/RMP 62 day CWT action plan in 
place and being implemented and monitored 
through RMP and the Systems Leadership 
Forum 
 
Delivery of internal transformation projects to 
address capacity constraints and deliver service 
improvements 
 
Monthly Transformation Board oversight of 
projects. Work programme includes: 

• Outpatients 
• Inpatients 
• Medicines optimisation 
• Pathology 
• Surgery  
• MDU modernisation 
• 7 Day working 

Implemented weekly 
escalation process up to 
Divisional Directors and COO 
 
New pathway implemented in 
sarcoma 
 
Business case being 
developed to give additional 
diagnostic and surgical 
capacity by extending working 
hours – Q3 19/20 
  
Inpatient workstreams include 
piloting Physician Associates 
role to support core medical 
trainee rotas, implementation 
7 day services consultant 
review, implementation of 
NHSI SAFER bundle, frailty 
programme – implemented 
19/20. 

 
16 

 
 

 
9/04/2019 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

 
Improvements to Day Care pathway: automated 
blood bottle labelling rolled out at Chelsea and 
Sutton in August 2019; new biochemistry 
analysers roll out completed in March with 
expected reduction in turnaround times for blood 
tests: new e-scheduling system for all Day Units 
to be piloted from July and implemented by 
November. 
Inpatient scoping exercise undertaken focused 
on priorities to achieve improved  hospital wide 
inpatient flow and implementation of the NHSI 
SAFER bundle 
 

 
Day care improvement 
programme priorities agreed 
and focussed on reducing 
waiting times.  
 
Scope the development of a 
full six day operating model 
(Saturday would become a 
normal working day) Q3 19/20 
 

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

 

QAR 

Workforce risk as 
there are gaps in 
Academic 
Paediatrics, 
Academic 
Haematology (ICR 
appointments). 
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14/11/18 

Development of a sustainable and compliant 
junior medical model to support excellence in 
training is underway (rota review); ward based 
medical model; support roles) as part of 
transformation work plan.  
 
Job planning review to be undertaken to ensure 
clarity of private/NHS planned activity sessions. 
Succession planning and medical workforce 
planning processes to be agreed to ensure the 
Consultant medical workforce is sustainable to 
maintain national and international impact and 
be fit for purpose for Cavendish Square and 
CCRC 
 
Cavendish Square Delivery Group has been 
established and consultant workforce gap 
assessment has been completed and is 
reviewed by the Task and Finish Group.  
 
GMC Survey Results: Overall there were 25 

The Trust is developing 
consultant workforce strategy, 
which details development or 
investment required to support 
ambition set out in the Five 
Year Strategy by the end of 
October 2019. 
 
Capacity for job planning is 
being reviewed with 
development of new clinical 
leadership structure. The job 
planning policy will be 
reviewed by the end of 
October 2019. 
 
A plan is being developed to 
address gaps in consultant 
capacity for Cavendish 
Square.  
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18/01/19 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

green outliers two less than 2018 and  3 red 
ouliers, 6 less than 2018. Clinical oncology 
received 4 red flags.  
   
All junior doctor rotas have been reviewed and 
changes implemented in line with new contract 
requirements. Physician Associate role has 
been introduced to support junior doctor (CMT) 
rota.  New recruits start July 2018.  
 
Task and Finish Group (chaired by CEO) 
meeting bi-monthly established for Cavendish 
Square 

Consultant gaps in paediatrics 
have been resolved and one 
long standing vacancy in 
histopathology has been filled. 
 
The impact assessment of the 
2019 changes to the junior 
doctor contract will be 
complete by October 2019. A 
review of surgical training 
posts is being undertaken.  
 
GMC – an action plan to 
address clinical oncology red 
flags will be finalised 
 
Further discussions are 
underway in haematology to 
address service workload 
issues. 
 
 

7. To ensure a 
sustainable paediatric 
service model at RM.   
 
CEO/MD         
 
 
RM Board of Directors 

 

Workforce risk as 
there is a current 
gap in senior 
academic 
leadership at ICR / 
RM.  
 
 

 
16 

 
 

14/11/18 

CQC inspection gave Paediatrics a rating of 
“Good”. Service deemed safe.  
 
Internal service evaluation of the Paediatric 
Service complete and validated by KPMG. The 
review has confirmed that the Principal 
Treatment Centre provides a comprehensive, 
high-quality, safe service to children.  
 
2018 Picker Service ranked RM paediatric 
services as first in country for overall patient 
experience 
 

Continuing to working with St 
George’s Hospital to optimally 
manage PTC beds.   
 
Continuing to actively engage 
with both local networks and 
the national consultation on 
PTCs. – Q3&4 19/20 
 
Examining further 
opportunities to strengthen the 
paediatric network 
arrangements that exist across 
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18/01/19 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

 London – Q4 19/20 
 
Centre of Excellence 
collaboration with ICR and 
GOSH being explored.  
Funding to be sought to 
progress this model that will 
embed a tripartite of clinical, 
research and academic 
leadership roles in RMH/ICR 
with the addition of research 
fellow posts to progress 
academic ambitions and gain 
further R&D funding – Q3 
19/20.   
 
Trust response to Professor 
Sir Mike Richard’s review of 
the service specification 
 
 

8. To continue to work 
collaboratively with The 
Royal Brompton 
 
 
RM Board of Directors 

  

Service risk as the 
Royal Brompton 
plans to move 
services to Guy’s 
and St Thomas’ 
Hospital site; risk to 
lung cancer 
pathways and loss 
of local lung cancer 
diagnostics and 
surgery.  
 
 
 

 
15 

 

 

14/11/18 

 
A joint public commitment from both RBH and 
RMH Boards to developing the existing joint 
thoracic lung service as a preferred option for 
the long term (June 2019)  
 
 
RBH and RMH project Board established to 
oversee the development of the future joint 
service model. 

RBH and RMH CEOs and 
Exec Directors meeting 
planned to review the joint 
service vision – Sept 2019  
 
 
Discussions taking place with 
NW London partners to seek 
their support for the joint RBH 
and RMH Thoracic Oncology 
Service with the possibility of 
exploring wider collaboration 
opportunities – Q3 2019/20 
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09/04/19 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

9. To ensure business 
continuity in the event 
of a ‘no-deal’ Brexit 
 
CN, DoW and COO 
 
 
 
QAR 

No Deal Brexit – 
Potential risk to 
Business Continuity 
across eight key 
areas: 
1) Medicines 

supply 
2) Medical 

devices & 
consumables 

3) EU workforce 
4) Professional 

regulation 
5) Reciprocal 

healthcare 
6) 6. Research & 

clinical trials 
7) Data sharing 
8) Access to 

Radioisotopes  
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14/11/18 

The Workforce and Education Committee 
(WEC) receive updates on Brexit and monitor 
turnover rates to assess impact of Brexit on 
workforce supply. Workforce issues are 
highlighted at Trust Consultative Committee and 
open sessions held for staff.  
 
Procurement  team reviewing risks, and 
alternatives to EU based medical disposable 
equipment.  
 
The Department of Health and Social Care 
(DHSC), has undertaken a detailed analysis of 
the supply chain for medicines, including 
radioisotopes and vaccines. The DHSC has set 
up a Medicines Supply Contingency Planning 
Programme and expects pharmaceutical 
companies that supply medicines for NHS 
patients from, or via, the European Union or 
EEA, to ensure that by 31st October 2019 they 
have a minimum of six weeks additional supply 
in the UK, over and above their business as 
usual operational buffer stocks, in case of a no-
deal Brexit.  

The Trust has been continually monitoring its 
workforce supply over the last 12 months and 
the number of staff from the EU has remained 
steady at 12%. DD & relevant leads continually 
review business continuity plans, notably 
featuring BREXIT risks. 
 
EU Exit lead identified (Jatinder Harchowal, 

The Trust has identified a 
SRO and EU Exit Lead. 
 
Active participant in the 
relevant work is being led 
centrally by DHSC. At this 
current time NHS Trusts have 
been advised that they should 
not be considering any local 
action for medicine or other 
consumables supply. 
 
This includes, specific advice 
to Hospitals, GPs and 
community pharmacies 
throughout the UK is that they 
do not need to take any steps 
to stockpile additional 
medicines, beyond their 
business as usual stock levels. 
There is also no need for 
clinicians to write longer NHS 
prescriptions. 
 
EU Exit planning committee 
meets fortnightly. 
 
DHSC expected to issue 
further guidance, pending the 
outcome of the next phase of 
BREXIT negotiations in 
September 2019. EU Exit lead 
attending a regional EU Exit 
preparation meeting on 19 
Sep 2019. 
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18/01/19 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

Chief Pharmacist) and will work with all 
departments to oversee and manage any risks 
associated with Brexit. 
 
Updated presented to the Executive Board in 
September 2019.  
 

A table-top exercise will take 
place to test EU Exit related 
scenarios in late September.  
There will then be an update 
of local BCP plans by early 
October following this table-
top exercise. 
 

10. Achievement  of key 
national infection 
control targets – Ecoli & 
CDI  
 
Chief Nurse 
Director of Infection 
Control (DIPC) 
 
 
RM Board of Directors 

 

Failure to achieve 
key national 
infection control 
targets as set by 
NHSI and 
Commissioners. 

Quality risk, 
reputational risk, 
financial risk (as per 
contracting) 

 

 
 

16 
 
 

Assurance to the Board and QAR via the 
monthly Quality Account.  
 
Assurance to Board & QAR via dedicated IPC 
updates.  
 
Levels of both infections are not demonstrating 
outbreaks or deterioration in performance.   
 
External review of CDI cases by CCG quarterly 
as part of CCG contract. 
 
 

Ecoli – initiated collaboration 
with The Christie, Clatterbridge 
& NHSi. 
 
Recruitment  of a Darzi fellow 
for Ecoli improvement 
 
Dedicated Ecoli action plan.  
 
CDI – dedicated CDI action 
plan. Weekly DIPC CDI 
improvement  meetings.  
 
Review of CDI at RMH by 
national leaders in the field 
(via NHSi). 
 
 

 
12 

 
 

  
28/03/19 

  

 Modernising infrastructure: Modernisation of estate and facilities, including IT, to maximise opportunities for research, and manage capacity (NHS & Private Care). 
 

11. Maximise opportunities 
for Sutton site  through 
the London Cancer 
Hub (LCH) proposal 
alongside plans for a 
new Epsom and St 
Helier (ESH)site to the 

Risk that external 
projects may have 
an impact on RM 
plans for site 
development 

 
8 

 

14/11/18 

RM planning contribution to Sutton Hospital 
campus schemes (London Cancer Hub; new 
acute hospital-ESH scheme) continues in 
parallel until Sutton Hospital site plans are 
defined and agreed and alongside STP 
planning.  
 

LCH Development Framework 
approved at Sept 2016 Board.  
ESH land sale complete with 
the exception of plot 2b.  LCH 
have begun a procurement 
exercise to find a development 
partner who will support the 

 
8 
 

 
 

18/01/19 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

north of RM Sutton site.   
 
COO 
 
 
AFC 

LCH Development Framework and implications 
for future planning of the Sutton site. RM re-
engaging with LCH and ESH plans to ensure the 
developments fit with the future site direction for 
RM.  
 
 

financing / building of the LCH 
vision. ESH SOC development 
proceeding for new hospital at 
Sutton being led by SWL STP 
and commissioners.  
 
RM submitted the planning 
application for the Oak Cancer 
Centre in May 2019 with 
decision expected in October 
2019.  
  

 

12. Complete the 
development of new 
diagnostic facilities for 
private patients in 
Cavendish Square due 
October 2020.   
 
CEO; MD Private Care;  
 
RM Board of Directors 

 
 
 

Clinical and 
Governance risks 
for a new off-site 
model of care 
delivery which relies 
on consultant 
capacity and 
commitment, 
completion of the 
build on time, and 
financial risk 
regarding 
management of the 
budget in line with 
the business case.  
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14/11/18 

Programme Board (chaired by CEO, meeting bi-
monthly) and Project team (meeting monthly) 
established. 
 
Workstream leads) identified and established. 
 
Clinical leads established as Medical Director 
Private Care and Nurse Director Private Care. 
 
Assessment of key risks and contingencies 
undertaken and regularly reviewed by 
Programme Steering Board and Capital 
Programme Board. 
 
Budget phased in accordance with programme 
delivery milestones 
 
Workstream milestones under review by the 
Programme Board. 
 
Clinical Advisory Group (CAG) regularly review 
consultant participation and key clinical risk and 
mitigation. 

Operational policy approved in 
October 2017. Change 
controls in place to track 
development of the policy. 
 
Interior designer appointed in 
Feb 2018 and design plan 
approved.  
 
Site handover took place in 
June (access delayed by 3 
months due to landlord works 
over running). Build has 
commenced.  
 
Workforce gap assessment 
completed in September 2017. 
Mitigation actions in progress 
to address gaps. 
 
Preliminary Commercial 
strategy completed in June 
2019 to identify sources of 
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18/01/19 
 

 Task and 
Finish 
Group 
(chaired 
by CEO) 
meeting 
bi-
monthly 
establish
ed. 
 
Build 
commen
ced 
following 
site 
access in 
June. 
 
Workforc
e gaps 
assessed 
and 
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No. Strategic objective, 
Lead Director and 
Board ownership 

Strategic Risk(s) 
 

Initial 
risk 

score  

Key controls and assurances Action plan and timescales 
for completion 

Residual 
risk 

score  

Risk 
tolerance  

Board  
update 

demand and detail plans to 
build revenue in line with 
budget forecast. 
Updated business case to be 
presented at November 2019 
FSG. 
 

mitigation 
actions in 
place.  
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13. Deliver the Information 
and IT Strategy 
including upgrades to 
the network and WiFi, 
creation of the digital 
workplace, new LIMS 
and data warehouse, 
and replacement of the 
Electronic Patient 
Record and Clinical 
Research System.  
 
CFO/CIO 
 
 
AFC / RM Board of 
Directors 

 

Financial risk: 
inability to support 
productivity and 
efficiency gains 
through use of 
technology. 
Potential loss of 
income.  
 
Cyber-security risk: 
risk of a cyber-
attack which poses 
a risk to patient 
safety, loss of 
income, reputational 
damage.  
 
Workforce risk: 
inability to attract 
and retain staff with 
poor IT systems.  

 
20 

 

 

14/11/18 

The IT strategy has been finalised and agreed 
by the Board in June 2016. 
 
There is a Board approved Joint Venture with 
Chelsea & Westminster Trust that oversees and 
runs the technical aspects of the IT 
infrastructure. The CFO and COO are on the 
Board of the JV (Sphere).  
 
A review of the current EPR and options for 
replacement is currently being scoped.  
Oversight of the programme is through the IT 
Strategy Group (ITSG) 
 
Monthly tracking against capital plan at IT 
Programme Board (ITPB) 
 
The ITSG assesses the risk of the lack of 
investment and manages this within the 
resources available.  
 
Cyber risk has been added to Risk Register and 
monitored.  
 
It was agreed on 21 Feb 2018 that the AFC will 
receive an annual progress report on the IT 
Strategy.   
 
The Board received a report on Cyber-Security 
at its meeting in November 2017 and held a 
Board Seminar on this subject in Feb 2018. 
 
CIO appointed from August 2018. 
 
 
 

The CCIO and CNIO have 
been appointed and will start 
in their roles in September 
2019 
 
 
Revised governance to include 
a clinically-led Design 
Authority has been ratified by 
the IT Strategy Programme 
Board  in March 2019. New 
governance structures are in 
place, with SROs appointed. 
A non-executive director led 
Programme Assurance Group 
commences formally in 
September 2019.  
 
LIMS procurement in progress, 
FBC due September 2019. 
External gateway governance 
in place to assure 
procurement. 
 
EPR programme resources 
are in post to support 
procurement process. External 
gateway governance in place 
to provide assurance. 
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18/09/19 
 

 Board 
approved OBC 
for EPR in 
December 
2018.  
 
Infrastructure 
improvements 
planned to 
commence 
mid-2019, 
(FBC due Q1 
19/20) will 
address key 
cyber security 
risks and 
improve staff 
experience. 
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 Financial sustainability and best  value: Improve productivity and efficiency; Manage capital programme; Maximise commercial opportunities. 

14. Successful delivery 
of the Private Care 
Strategy which 
requires short and 
medium term 
initiatives to enable 
profitable growth  

 
 
AFC / RM Board of 
Directors 

 

Lack of Private 
Capacity (and 
shared service 
resource) impacts 
ability to meet 
revenue targets and 
meet service 
expectations. 

Risk of over-
dependency on 
volatile embassy 
business impacts 
debt and 
profitability. 

Lack of system 
integration 
(Compucare vs 
HIS) presents risks 
to efficiency and 
accuracy of billing 
information. 

Rate of business 
growth increasing 
pressure on staffing 
models resulting in 
increased turnover 
and rates of 
sickness. 
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14/11/18 

Private care KPIs for financial, operational and 
clinical performance have been created. 
Reporting of these KPIs happen quarterly to the 
Private Care Board. Wider strategic initiatives 
taken to Private Care Board / EB for approval to 
implement.  
 
Monthly performance review of Private care 
delivery as part of the PRG review. Monthly 
meetings to track income scheme delivery with 
action plans developed.  
 
Major business cases supported, signed off and 
post implementation evaluated by FSG. 
 
All Private Care risks are monitored and 
reviewed across all areas and are reported into 
the monthly Quality and Safety meetings. 
 
Debt management position is reviewed and 
monitored at AFC, Board and Council of 
Governor meetings. 
 
Staff metrics monitored monthly in partnership 
with HR Business Partner. Improved stability 
within Billing and Credit Control teams and 
improved debt recovery and data quality 
performance. Risk remains around recruitment 
and retention of key staff and reliance on other 
departments to deliver benefits of the 
Profitability and Automation projects.  
 
Cavendish Sq facility Business Case approved 
to add further Outpatient, Diagnostic and 
chemotherapy capacity. 
Performance is reviewed against 

Audit recommendations on-
going.  

Outpatient and diagnostic 
capacity provided through the 
RDAC centre (shared with the 
NHS). 

New capacity options being 
assessed as part of a Trust 
wide review of estate and 6 
day working. Due for 
presentation in November 
2019.  

Cavendish Square due for 
delivery in October 2020. 

Staff engagement plan 
developed in September 2019 
and being rolled out.  

Programme of new market 
development underway.   

GP strategy approved in June 
2019. 

Clinical Advisory Group (CAG) 
regularly review consultant 
participation, key clinical risks 
and mitigation.  
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18/01/19 

 

 Reporting of 
Private Care 
KPIs occur 
quarterly to 
the Private 
Care Board.  

 

Wider 
strategic 
initiatives, 
capacity cases 
and updates 
are taken to 
the Board / EB 
for approval.    
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income/contribution targets. 
 
Risks are held on the Trust risk register 
including action and improvement plans across 
each team. 
 
Direct links with Gulf Referral institutions being 
formed to improve patient flow. 
 
New markets identified to diversify risk.  
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COMMUNICATIONS BRIEFING 
 

Recent highlights (June to September 2019) 
 
Father and Son  
We received coverage in GQ and Men’s Health magazine for our work in urological cancers and 
robotic surgery, thanks to a collaboration with fundraising campaign Father and Son who 
secured this opportunity through existing relationships with the magazine editors. Surgeons 
Pardeep Kumar and Declan Cahill were interviewed and photographed after a shoot in theatres at 
The Royal Marsden, alongside Medical Director Dr Nicholas van As and a Royal Marsden patient. 
 
Paediatric review 
The Royal Marsden was featured in the Health Service Journal (HSJ) over the course of 10 days 
following unfounded challenges to our joint paediatric service model with St Georges. We worked 
with NHS England and Cally Palmer to respond to the HSJ queries which also centred on Cally’s 
national role and the role of NHS England in the consultation of new service specifications for the 
delivery of paediatric cancer services. There was also a small amount of national print coverage 
following the initial HSJ coverage. The Royal Marsden’s feedback on the NHS England 
consultation has been submitted and we await the publication of the report. 
 
HRH visit  
HRH The Duke of Cambridge visited The Royal Marsden in July to speak to patients and staff 
about the impact of cancer treatment on mental health and psychological wellbeing. The Duke 
also met inpatients on Ellis Ward and spoke to them about their ongoing treatment at The Royal 
Marsden. As part of the visit, The Duke also met Pauline Gore, widow of Professor Martin Gore, 
and some of Martin’s close colleagues. We received local, regional and national coverage for the 
visit, including the Evening Standard, Daily Express and Hello magazine, together with nursing 
media and significant social media coverage. 
 
Olaparib trial  
To announce the NICE approval of Olaparib for ovarian cancer following a trial at The Royal 
Marsden, Dr Susana Banerjee (co-author of the trial) was quoted in both the NICE and 
pharmaceutical company press releases. This led to coverage on the BBC website, Daily 
Telegraph, Independent and local media, together with broadcast coverage. Dr Banerjee was 
interviewed on BBC Breakfast, BBC Radio 4 Today, ITV and Channel 5 alongside a Royal 
Marsden patient who was on the drug trial.  
 
Liquid biopsy trial 
Professor Nick Turner was the lead investigator on an innovative trial which found personalised 
‘liquid biopsy’ could detect the return of breast cancer nearly eleven months earlier than hospital 
scans. The research was mainly funded by Breast Cancer Now, although 25 per cent of its funding 
was also received from Le Cure, via The Royal Marsden Cancer Charity. The story was picked up 
widely across the national press including the Daily Mail and Independent. 
 
American Society of Clinical Oncology (ASCO) 
Researchers from The Royal Marsden travelled to the ASCO 2019 General Meeting to present 
new data, lead education seminars and discuss the latest in cancer research. We worked with 
clinicians across multiple tumour types and disciplines, creating content for the website, social 
media channels, magazines and media.  
 
The Royal Marsden led on two press releases: a clinical calculator which could spare breast 
cancer patients five years of hormone therapy, and a study which found female patients are more 
likely to suffer worse side effects from chemotherapy for oesophagus and stomach cancer. Both 
stories were picked up by health media, and the breast cancer study was also covered in The 
Times.  
 
We also collaborated with The Institute of Cancer Research on two press releases, focusing on 
trials looking at immunotherapy for head and neck cancer and a phase II trial testing olaparib in 



prostate cancer. The latter was a study led by Professor Johann de Bono, which found a breast 
cancer drug could help benefit some men with prostate cancer. These received national and trade 
coverage, including the Guardian and the Daily Telegraph. 
 
NHS hospital food review – The Royal Marsden’s role 
We worked with NHS England to highlight the quality of our patient food, as a positive example 
in a press release from NHS England announcing a review of hospital food. Our consultant 
dietitian, Dr Clare Shaw, was interviewed by ITV, Channel 4 and Channel 5, alongside filming of 
food preparation and service in wards in Chelsea. A patient on Ellis Ward was also interviewed 
about her positive experience of food quality at The Royal Marsden. The Royal Marsden was also 
referenced in an interview with Prue Leith, who is working with NHS England on the review, in 
the Evening Standard. 
 
Fundraisers in the news  
The story of Henry Wyndham, ex-chair of Sotheby’s walking Offa’s Dyke to raise money for The 
Royal Marsden Cancer Charity was covered in the Daily Telegraph with a full page feature 
detailing the reasons for his fundraising and what the donations would be funding at The Royal 
Marsden.  
 
An abseil down the ArcelorMittal Orbit by a group of 20 City bankers, led by Richard Cormack, 
MD at Goldman Sachs and member of the Oak Cancer Centre appeal board, was covered in City 
AM and other finance trade media.  
 
Future highlights 
 
Oak Cancer Centre planning announcement 
Following the submission of the planning application in July, we expect the planning decision to 
be made towards the end of 2019. We are anticipating a positive outcome but are preparing for 
all eventualities.  
 
Estee Lauder visit 
We are currently planning a visit by representatives from Estee Lauder who have awarded grants 
of approx. £200,000 a year to Professors Ian Smith and Mitch Dowsett through the Breast 
Cancer Research Foundation. Estee Lauder will be bringing in representatives including 
Elizabeth Hurley who is their breast cancer ambassador, and Lauren Mahon, breast cancer 
patient at The Royal Marsden and social media influencer best known as co-host on the You, Me 
and the Big C podcast.  This Morning will also be attending to cover the visit and report on breast 
cancer research at The Royal Marsden, and patient benefit. We expect the visit to be in mid-
September with coverage in October to coincide with Breast Cancer Awareness Month. 
 
BBC World Service – Occupational Health 
A new service offered by Occupational Therapy at The Royal Marsden for cancer related cognitive 
impairment, which impacts the majority of patients but with little standard of care across the 
country, was pitched to BBC World Service. The feature will include interviews with the 
Occupational Therapy Team, the Advanced Nurse Practitioner and a patient who has benefited 
from the service. We expect the programme to air in the autumn. A feature on the service in RM 
magazine has already led to an increase in referrals for the service. 
 
European Society for Medical Oncology (ESMO) 
We are currently working with a number of researchers, the ICR and the ESMO press office to 
generate media coverage and content for our own digital channels around trials and new data 
which is being presented at the European Society for Medical Oncology Congress 2019 at the end 
of September. Working with around 10 researchers across a number of different tumour types, 
particular highlights include promising results from the Checkmate trial which is being led by 
Professor James Larkin around long term survival rates for patients with stage 4 melanoma.   
 
Paediatric documentary 
Channel 4 have commissioned one hour documentary solely focussed on the Oak Centre for 
Children and Young People. The programme will follow four patients throughout their treatment 



journey over six months, with an aim to portray the positive steps made in the research, care and 
treatment of paediatric cancers. The documentary will be broadcast in spring 2020.  
 
Magazine publication (June to September 2019) 
 
RM summer 2019 – Published June 2019, including: 
• The work of our specialist staff supporting patients to manage side effects from treatment 
• A focus on our gynaecological cancer teams 
• Genetic testing for paediatric cancers 
• A ‘day in the life’ of a physicist  
 
https://issuu.com/royalmarsden/docs/rm39_finalpdf_webready 
 
RM autumn 2019 – Published September 2019 including: 
• The visit by HRH The Duke of Cambridge to The Royal Marsden 
• The journey of chemotherapy – an infographic  
• A focus on ‘hidden heroes’ – staff with behind-the-scenes, but vital roles 
• A ‘day in the life’ of an Advanced Nurse Practitioner 
 
https://issuu.com/royalmarsden/docs/rm40_web 
 
Private Care summer 2019 – Published June 2019, including: 
• A focus on our gynaecological cancer teams 
• Genetic testing for paediatric cancers 
• Consultant focus on Dr Ian Chau, Consultant Medical Oncologist 
 
https://issuu.com/royalmarsden/docs/rmpc25_finalpdf 
 
Private Care autumn 2019 – Published September 2019, including: 
• The progress of the new Cavendish Square facility  
• A focus on the work of Dr Samra Turajlic, Consultant Medical Oncologist 
• The visit by HRH The Duke of Cambridge to The Royal Marsden 
• The work of our Gastrointestinal Unit 
 
https://issuu.com/royalmarsden/docs/privatecare26_web 
 
Progress autumn/winter 2019 – Published September 2019, including: 
• A focus on the work of the Lung Unit, including the work of Professor Sanjay Popat 
• The impact of immunotherapy treatment for GI cancer and melanoma 
• Looking ahead to the 10th Banham Marsden March 
 
https://issuu.com/royalmarsden/docs/progress36_web 
 
Advance spring/summer 2019 – published June 2019, including: 
• ‘Expert voice’ on early diagnosis and the impact on treatment 
• A focus on our work in radiotherapy, including MR Linac and CyberKnife 
• The work of our joint sarcoma unit with The Institute of Cancer Research 
 
https://issuu.com/royalmarsden/docs/rmadvance8_4thproofs 
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Emergency Preparedness, Resilience and Response Assurance 

Assessment 
 

1. Introduction 

The purpose of the annual Emergency Preparedness, Resilience and Response (EPRR) 
Assurance Process is to provide evidence to NHS England that the Trust maintains 
comprehensive, robust arrangements in order to respond in the event of an incident or 
emergency. As a Specialist Trust the Department for Health and NHS England expect The 
Marsden to plan for and respond to emergencies and incidents in a manner which is 
relevant, necessary and proportionate to the scale and services provided, and in line with the 
duties placed on Category One responders under the Civil Contingencies Act 2004.   

2. Process 

Providers of NHS funded care are assessed against the NHS England EPRR Core Standards, 
which set out the minimum standards of preparedness that an organisation must adhere to. 
The Core Standards cover a broad range of issues and seek to ensure that Providers have 
sufficient plans and arrangements in place. The Marsden must demonstrate resilience in our 
ability to provide continuous, safe standards of patient care. Each year a different detailed 
review topic is posed and investigated. The focus of the 2018 deep dive was Command & 
Control.   

The initial stage of the process is a RAG rated self-assessment of preparedness 
arrangements, which is submitted to NHS England (London), alongside supporting evidence 
in the form of the Major Incident Plan, Business Continuity Policy and Plans and a Report to 
the Quality Assurance and Risk Committee for Brexit & The Royal Marsden.  These 
documents are assessed and further evidence of assurance is obtained at a review meeting 
attended by representatives from NHS England (London), the Trust Accountable Emergency 
Officer (Eamonn Sullivan) and the Trust Risk & Resilience Manager.  

3. Results of the 2018 EPRR Assurance process 

The Marsden completed the annual EPRR assurance process for 2018 and is pleased to 
report that the organisation’s overall compliance rating was deemed to be ‘substantially 
compliant’ with the NHS England Core Standards. The assessment report concluded that the 
Trust has maintained its standards over the last 12 months and continues to make progress 
in consolidating this position.   

The panel identified a number of areas requiring attention. However, it was emphasised that 
these were minor issues which would have no adverse impact on the overall outcome of the 
assurance rating.  
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Amber ratings were received for the following core standards: 

• Trained on call staff. 
• Strategic and tactical responder training. 
• Training programme. 
• Staff training – Decontamination. 
• Resilience in Command & Control. 

 
Key priorities identified for the subsequent twelve months include: 

• Training for strategic and tactical managers. 
• CBRN/HAZMAT training and awareness for reception staff. 
• Maintaining the ISO standard for Business Continuity. 

 
These recommendations will be taken forward and implemented ahead of the 2019 EPRR 
Assurance process. The process also identified the Trust Business Continuity Policy as an 
area of good practice. 
 

4. Summary 

It is requested that the Board note the results of the 2018 Emergency Preparedness 
Resilience and Response Assurance process, and support the ongoing work of the Trust to 
maintain and improve its resilience capabilities.  
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