Board of Directors Public Meeting
Board Room, Chelsea
27th June 2018, 11:15am – 1pm, Board room, Chelsea.
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Minutes of The Royal Marsden
Board of Directors Public Meeting
Wednesday 21st March 2018, 11:35am – 1pm
Board Room, Chelsea
Present
Charles Alexander
Cally Palmer
Mark Aedy
Ian Farmer
Professor Dame Janet Husband
Heather Lawrence
Richard Turnor
Professor Paul Workman
Dr. Liz Bishop
Eamonn Sullivan
Dr Nick van As
Marcus Thorman

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

In Attendance:
Syma Dawson (minutes)

Trust Secretary
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Apologies for absence & Declarations of Interest
None.
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Minutes of the Public Board held on the 20th September 2017
The minutes were approved as an accurate record.

3/8

Matters Arising
None.

4/8

Five Year Strategy
The Chief Executive (CE) highlighted the key priorities of the National Cancer Strategy which
is due to be delivered by 2020/21. Of particular note and relevance to The Royal Marsden’s
Five Year Strategy is:
 Working across boundaries and systems i.e. RM Partners and working with relevant
partners across West London.


Using local, national and international data to drive NHS performance e.g. screening
sensitivity levels and early diagnosis to improve 1, 5 and 10 year survival.



Requirement to recover and maintain current NHS standards e.g. 62 day standard
which is 1 of 8 cancer standards. The CE noted that RM Partners will help the Trust
achieve the national target of 85% and whilst direct referrals (where the GP refers
direct to RM) is currently at 92% compliance, however due to inter-Trust pathway
breaches (where the patient is referred from another Trust to RM mid-pathway) the
resulting compliance for the Trust is 75%.



Expectation of a clear line of sight between investment and measurable outcomes
which is more of a challenge for early diagnosis / improved survival initiatives as
opposed to radiotherapy modernisation for example.

The CE then presented and explained the following core themes in The Royal Marsden’s
Five Year Strategy which are as follows:


Research and Innovation: delivering the Joint Research Strategy with the Trust’s
academic partner the Institute of Cancer Research (ICR), as well as working with
other research partners such as the Imperial Academic Health Science (AHSC) and
research being led under RM Partners. The Trust’s performance in research will also
be considered. Professor Elliott advised the Trust to consider how it can deliver top
decile research performance as opposed to top quartile.



Treatment and Care: Leading RM Partners to roll-out best practice and reduce
variation across West London and focusing on rapid assessments and early
diagnosis for lung, prostate and colorectal cancers. Moving towards ambulatory and
outpatient care will also be a focus as the Trust considers its capacity constraints.



Modernising Infrastructure: new building schemes such as the Maggie’s Centre, the
Clinical Care and Research Centre at Sutton. As a supporting partner, help in the
development of the London Cancer Hub and the option being explored by Epsom
and St. Helier Hospital to establish a co-located hospital at Sutton with RM.
Increasing surgical capacity and replace medical equipment and machines (it was
noted that the Trust has just received its third Linac machine via the national
programme). The delivery of the Trust’s IT Strategy which will require significant
investment to transform the Trust’s IT capability and systems.



Financial sustainability and best value: finding ways to be more efficient and
delivering improvements in operational and clinical productivity.

The cross-cutting themes were highlighted as follows:


Workforce: attracting, retaining and developing the brightest and best people, while
being innovative with the workforce model.



Quality: It was agreed that under ‘Quality’ the aim would be to maintain or exceed
the current top ‘decile’ performance as opposed to quartile performance.



The Royal Marsden Cancer Charity (RMCC): The Chairman noted that the RMCC
Strategy is to increase their fundraising strategy from £15m to £50m.



Private Care: it was noted that this service makes a significant contribution and
difference to the provision of NHS services provided by the Trust and therefore it is
important that the Private Care Service continues to be a leader in a highly
competitive market.

Ian Farmer suggested adding information about the Trust’s values and culture at the start
of the document to give the Strategy this context. Heather Lawrence added that this should
emphasise patients. The Chief Executive agreed that this should be included and
highlighted that the Trust is currently in the process of reviewing its values and engaging
with staff on what these should be.
The Board approved the Five Year Strategy subject to the following
amendments:
 Review the ambition of research performance and how this can be in the
top ‘decile’;
 Amend ‘quality’ cross-cutting theme to state the Trust will aim to
maintain or exceed top decile performance;
 Information to be added around Trust values and culture.
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Report from the Chief Nurse and Medical Director
5.1. Quality Accounts January 2018
The Chief Nurse presented the Quality Accounts for January 2018 and highlighted the
position with pressure ulcers across the Hospital and Community Services. The Chief Nurse
also commented on Chemotherapy Waiting Times and noted that a red Serious Incident
(S.I.) was reported to the MHRA however, no long term harm was caused to the patient.
There were 2 incidents relating to medication errors in the relevant period which the Chief
Nurse explained were unavoidable as the patients had an anaphylactic shock to the
medication. The Chief Nurse also reported on staffing levels in light of the vacancy rate and
assured the Board that this is currently at a stable level for RM which is at 11% compared to
17% for London.
The Board discussed Chemotherapy Waiting Times in terms of how this varies across the two
sites and reasons for this. The Chief Nurse also explained that the reason for the drop in
adult safeguarding training is due to the fact the Trust has increased the population of those
that require this training.
Professor Husband informed the Board that the Quality, Assurance and Risk Committee
(QAR) has requested that patient numbers and figures relating to overall activity levels could
be included in the Chemotherapy Waiting Times report.
Following a query from Professor Elliott regarding the upward trend on readmissions and
whether this was a capacity issue, the Chief Nurse agreed to provide further information on
this to QAR.
The Board noted the Quality Accounts for January 2018.
5.2. Consultant Appointments
The Medical Director summarised the recent consultant appointments as per the enclosed
report. The Medical Director noted that the Trust continues to receive a number of
applications from international candidates and has not seen any major impact in this regard
following Brexit.
The Board noted the Consultant Appointments Report.
5.3. Quarterly Hospital Mortality Review
The Medical Director explained that it is a requirement for the Trust Board to receive this
report which is presented to QAR on a quarterly basis. Further to the report, the Medical
Director explained there is an additional unexpected death to include in the figures which
the Medical Director confirmed that no major concerns arose from the investigation.
The Board noted the Quarterly Hospital Mortality Report.

6/17

Quality and Performance
6.1. Key Performance Indicators Q3
The Chief Operating Officer reported on the research metrics and noted that the Trust is due
to receive a comparable report for these metrics using benchmark data which she will bring
to the Board. She commented on the work underway to address accrual targets as well as the
need to provide support to the research contracts team. It was noted that the Trust is seeing
an improvement in vacancy rates. The Board discussed theatre utilisation in Sutton as ewll
as levels of staff morale.
The Board noted the KPIs for Q3.
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6.2. Cancer 62 Day Waiting Times
The Chief Operating Officer reported that following a failure to comply in Q3 with the 62 day
cancer standard, the Trust has seen an improvement in January with unadjusted levels
reaching 70.2% and 82.7% for reallocated. She commented on the importance of RM
Partners in achieving this target as she explained this provides the vehicle for partners to
work more closely in improving 62 days performance. The Chief Operating Officer also
explained the reasons for the breaches at RM which she noted were mainly due to factors
outside of its control, for example, patient choice. It was noted that late referrals from other
providers continues to be an issue for RM in achieving compliance with the 62 days cancer
standard.
The Chief Operating Officer informed the Board that there is a national requirement to
review the pathways that are failing with the 62 days standard which for RM are Head and
Neck, Sarcoma, Urology and Prostate. The Chief Operating Officer summarised to the Board
the various work programmes that are underway in each tumour type to address 62 day
performance. She noted that the Trust is also working hard to address capacity constraints.
The CE added that from 1 April 2018 a new cancer waiting times system will be in place to
increase accuracy of pathway analysis.
Professor Workman highlighted the recent media coverage regarding better use of MRI
scans to avoid “stab in the dark” biopsies. The Chief Operating Officer explained the
approach at RM via RAPID testing.
The Board noted the Trust position with regard to the 62 Day cancer standard.
6.3. Financial Performance Report
The Chief Financial Officer (CFO) presented the Financial Performance Report for January
2018 and highlighted the following:






Operating surplus in month of £3.5m, a favourable variance of £0.9m
Retained surplus in month of £2.9m, a favourable variance of £1.4m
Agency expenditure of £0.3m, a favourable variance against the cap of £0.4m
Capital expenditure of £1.8m, an adverse variance of £0.2m
Cash in bank of £37.8m, a favourable variance of £19.9m.

He expressed his concern with regard to the Pay position as substantive costs have increased
however, bank expenditure has not reduced as a result so the Trust needs to look into this.
Ian Farmer suggested that the working capital is reviewed and posed a target figure of £10£20m which the CFO said he would look into.
The Chairman concluded the item by reminding the Board that the Trust has significant
capital requirements to address in the future and The Royal Marsden Cancer Charity cannot
be relied upon for it all.
The Board noted the Financial Performance Report.
6.4. Financial Plan 2018/19
The CFO presented the Financial Plan for 2018/19 and noted that the draft plan was
presented to the Board sub-Committee, the Audit and Finance Committee (AFC), at their last
meeting on 21 February 2018. He reminded the Board that the Trust submitted a two year
plan (2017/19) to NHS Improvement in March 2017, with the updated draft plan submitted
on the 8th March 2018 following AFC review.
It was noted that the plan submitted in March 2017 delivered a Control Total (CT) issued by
NHSI at that time. NHSI have since issued revised guidance on the CT on 6th February 2018;
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this reduced the surplus requirement for the Trust from £5.1m (incl. STF) to £3.2m (incl.
STF).
The CFO summarised the capital plan for the next 5 years which is an approx. total cost of
£100m before donated items. The list of capital requirements for the next 5 years has
identified a funding gap of £40.1m, however medical equipment will be reviewed in the
coming months as the Trust’s third Linac has been covered by national funds. Ian Farmer
suggested that the Plan assumes working capital is static and therefore this should be
continually reviewed.
The CFO summarised the risks to the Board as noted in the Financial Plan and added the
following:
 Funding for The Royal Marsden MacMillan Hotline has not been agreed with CCGs
which equates to £500k;
 PET tender has been delayed to July 2018;
 The Trust is awaiting confirmation regarding RCF funding which is linked to BRC
funding;
 The Trust is awaiting confirmation that the Pay cost inflation will be funded.
Ian Farmer as Chair of the Audit and Finance Committee expressed the Committee’s support
for the Financial Plan, but noted that the £1.2m impairment issue was not included in the
draft Financial Plan that went to AFC. The CFO explained that this was a technical
adjustment.
The Board:
 Noted the progress thus far in the business planning process and the risks
identified as well as submission of the plan to NHSI;
 Approved the target surplus and delivery of the Control Total;
 Approved the draft financial plan for 2018/19 and delegated approval for
changes to this plan, as the business planning process completes, to the
executive team, subject to delivery of the Control Total; and
 Noted the capital budgets proposed and delegated approval for the final
capital plan to Audit and Finance Committee in April prior to submission
to NHSI.
7/8

Regulatory Issues
7.1. Board Assurance Framework
Janet Husband, Chair of the Quality, Assurance and Risk Committee, highlighted the
changes to the Board Assurance Framework (BAF) following the last meeting. This included
information on the internal Paediatrics Review, the significant change in data protection law
with GDPR.
Ian Farmer asked the Trust to provide information and assurances on how the risk register
and BAF relate to each other and work through the organisation to Board level. Heather
Lawrence added that other corporate risks, such as financial risks, should also be considered
as part of this review and listing the top 10 risks for the organisation.
The Chief Executive agreed that it is important to ensure these processes are aligned and
managed effectively and confirmed the relevant information would go to QAR, when Ian
Farmer is in attendance.
The Board noted the Board Assurance Framework and agreed the Trust should
review how this relates to the Corporate Risk Register; a report should be
presented to QAR following the review.
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7.2. Information Governance Assurance Report
The Chief Nurse reported that the Trust was on track for submitting its Information
Governance toolkit at the end of March 2018, with scores expecting to be the same as last
year. However there will be a significant change to the toolkit in next year’s edition following
the introduction of GDPR which takes effect as of 25 May 2018.
The Chief Nurse reported that the GDPR Task and Finish Group met with KPMG last week
who advised and challenged the Trust on its approach to GDPR, resulting in a high level
action plan being produced as noted in the enclosed report. It was noted that the Trust is not
an outlier in terms of its position with this new legislation.
The Board noted the Information Governance Assurance Report.
7.3. Board Self-Certification
The Trust Secretary reported that in line with the approach taken in previous years and in
accordance with regulatory requirements, the Board is required to make a self-declaration
against the conditions set out in the paper. The evidence relating to provider licence
compliance has been reviewed by the Board sub-Committees and confirmed. Therefore the
outstanding action for the Board is to confirm the evidence provided for the training of
governors. The Trust Secretary was pleased to report that she had received positive feedback
from governors who attended a training day at the Trust on the 6th March which included the
Chairman, CEO and Executive Team presenting the Five Year Strategy, an external lawyer
training governors on their duty to represent their members, and other important areas such
as safeguarding and equality and diversity.
The Board confirmed the Board self-certification requirements.
8/8

Any other business
The Chief Nurse informed the Board that the Trust has received its Provider Information
Request (PIR) and is due to submit its response on the 25 th March 2018. It is expected that
following this, Community Services will be inspected in the next 12 weeks as well as another
core service. A Committee has been established to coordinate and prepare for the CQC
inspections, including the Well-Led inspection which will follow 2 weeks after the core
service inspections and will involve Board members. It was noted this is an annual process.
The Board noted the update regarding the upcoming CQC inspections.

Signed as a true and accurate record
Chaired by:

Date:
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BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

27th June 2018

4.1

Title of Document:

To be presented by

Quality Account for June 2018 (April/May data)

Chief Nurse

Executive Summary
The Board of Directors are asked to note:
1. The positive infection control performance and on-going collaboration with the
Christie Hospital on E coli.
2. The overall increase in trips, slips and falls reporting, which is indicative of a positive
reporting culture and the reduction in actual numbers of patient falls.
3. The first category 3 and 4 acquired pressure ulcers in the acute service for over 10
months, in two extremely complex patients. The on-going work led by the Darzi
fellow around pressure ulcer management.
4. The sustained (April and May) and significant improvements in Chemotherapy
waiting times in Sutton.
5. Complaints numbers have been extremely low for two months and although
returning in May to the monthly average no concerns have been identified.
6. The slight increase in nurse vacancy rates by 0.3% to 10% which continues to remain
extremely low. The reduction in community nursing vacancy rates to 23.2%. The
forecast is for community services to be fully established by September given current
pipeline new starters.
Recommendations
The Board is asked to review and comment on this report.
Author:
Chief Nurse

Contact Number or E-mail:
2121

Date:
20th June 2018

1

The Royal Marsden NHS Foundation Trust
Monthly Quality Account
May 2018
Board meeting: Wednesday 27th June 2018
Council of Governors: Wednesday 4th July 2018
A report by the Chief Nurse: Eamonn Sullivan
eamonn.sullivan@rmh.nhs.uk

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

P3-4
P5
P6
P7
P8
P9
P10
P11
P12-14
P15-17
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Quality Account Dashboard 2018-19
Indicator
Safe care
SIs: Number of SIs (excluding PU cat 4) - Clinical
SIs: Number of SIs (excluding PU cat 4) - Non-clinical
Number of diagnoses of Methicillin-resistant Staphylococcus aureus (MRSA) bacteraemia
Number of diagnoses of Clostridium difficile (C.Diff) (Attributable)**
Number of C-Diff lapses of care (quarterly)**
Number of diagnoses of Methicillin-sensitive Staphylococcus aureus (MSSA) (Attributable)
% Harm free care (RMH)
% Harm free care (RMCS)
% New harm free care (RMH)
% New harm free care (RMCS)
Falls: Attributable Moderate Harm Incidents while patient under RMH care
Falls: Attributable Major Harm Incidents while patient under RMH care
Falls: Attributable Death Incidents
Number of attributable medication incidents with moderate harm and above (Trust)
Number of cardiac arrests
Failure to recognise deterioration in a patient leading to death
VTE risk assessment
Effective Care
Number of patients with attributable pressure ulcers (RMH)
Number of patients
Category 1
DTI
Category 2
Category 3
Unstageable
Category 4
Number of patients with attributable pressure ulcers (RMCS)
Number of patients
Category 1
DTI
Category 2
Category 3
Unstageable
Category 4
Patient Experience
RMH Inpatient Friends and Family Test: % Recommended
RMH Inpatient Friends and Family Test: Number of responses
Community Friends and Family Test: % Recommended
Community Friends and Family Test: Number of responses
Chemotherapy waiting times (Chelsea): % waiting an hour or less
Chemotherapy waiting times (Sutton): % waiting an hour or less
Chemotherapy waiting times (Kingston): % waiting an hour or less
Number of PALS contacts (Trust)
Complaints: Number of complaints (RMH)
Complaints: Number of complaints (RMCS)
Vacancy/Sickness Rates
Trust vacancy rate
Trust sickness rate
Nurse vacancy rate
Nurse sickness rate
Nurse turnover rate
HSMR Quarterly Figures
Indicator
Hospital Standardised Mortality Rate (rolling 12 months, NHS and PP)

Annual Target

5
1
0
No target
0
0
No target
No target
95.0%
95.0%
4
0
0

Aim

May

0
0
0
5

0
0
0
3

0
0
0
8

1
96.4%
89.1%
97.3%
95.2%
0
0
0
1
1
0
96.1%

1
98.5%
89.2%
98.5%
95.4%
0
0
0
0
0
0
95.3%

2
97.6%
90.4%
98.1%
96.3%
0
0
0
1
1
0
95.7%

7
1
0
6
0
0
0
19
3
0
15
1
0
0

12
5
0
5
1
0
1
16
3
0
12
0
1
0

19
6
0
11
1
0
1
35
6
0
27
1
1
0

NA
NA
NA
95
2
NA
1
NA
NA
NA
140
13
NA
0

97.3% 97.3%
329
406
97.8% 100.0%
183
162
74.1% 73.4%

97.3%
735
98.8%
345
73.7%

97.1%
4967
96.6%
2198
74.4%

99.0%

99.1%

99.1%

90.3%

81.3%

86.3%

83.8%

84.1%

436
5
2

506
11
5

942
16
7

0
22

Below
Below
Below
Below
Below

9.8%
2.9%
11.7%
3.3%
17.1%

9.7%
2.7%
11.8%
3.0%
17.0%

9.7%
2.8%
11.8%
3.1%
17.1%

0.0%
0.0%
0.0%
0.0%
0.0%

Aim

Qtr3
17/18
77.45

Qtr4
Qtr1
17/18 18/19

Below
Below
Below

Below
Below
Above
Above
Above
Above
Below
Below
Below
Below
0 Below
0 Below
95% Above

No
No
No
No
No
No
No
No
No
No
No
No

target
target
target
target
target
target
0
target
target
target
target
target
target
0

Below

Below
Below
Below
Below

Below
Below
Below

95% Above
No target
95% Above
No target
Target under review
Above
Target under review
Above
Target under review
Above
No target
0 Below
22 Below
5%
3%
10%
3%
15%
Quarterly Target

0 Below

Jun

Jul

Qtr2
18/19

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar 2018/19 2017/18
YTD

Apr

NA
NA
0
57
31
4
94.4%
91.8%
96.2%
96.6%
4
0
0
0
0
96.4%

Community Services dashboard 2018-19

Community Indicators
Safe care
Number of attributable patient safety incidents reported on DATIX
Total number of patient safety harm incidents (moderate and above)
Number of attributable medication incidents with moderate harm and above
Number of SIs (excluding PU cat 4) - Clinical
Number of SIs (excluding PU cat 4) - Non-clinical
Effective Care
Number of patients with attributable pressure ulcers
Number of patients
Category 1
DTI
Category 2
Category 3
Unstageable
Category 4
Patient Experience
Friends and Family Test: % Recommended
Friends and Family Test: Number of responses
Total number of PALs contact
Concerns
Praise/advice
Number of complaints
Number of complaints responded to in required timescale
% of due complaints in calendar month responded
% of due complaints in calendar month upheld
Safeguarding Training
Adult Safeguarding: % of staff compliant with training 1
Adult Safeguarding: % of staff compliant with training 2
Adult Safeguarding: % of staff compliant with training 3
Child Safeguarding % of staff compliant with training – Level 1
Child Safeguarding: % of staff compliant with training – Level 2
Child Safeguarding: % of staff compliant with training – Level 3

Aim

Apr

May

Mar 2018/19
YTD

2017/18

No target
1
0
0
0

Below
Below
Below
Below
Below

44
0
0
0
0

45
1
0
0
0

89
1
0
0
0

471
12
0
NA
NA

No target
No target
No target
No target
No target
No target
0

Below

19
3
0
15
1
0
0

16
3
0
12
0
1
0

35
6
0
27
1
1
0

NA
NA
NA
140
13
NA
0

97.8% 100.0%
183
162
0
2
2
0
(Queries)
22 Below
2
5
100%
2
2

98.8%
345
2
10

96.6%
2198
30
10

7
4

22
12

Annual
Target

Below
Below
Below

95% Above
No target
No target
No target

100%
No target
80%
80%
80%
80%
80%
80%

Above
Above
Above
Above
Above
Above

100%
50%

100%
50%

93.2%
91.3%
80.9%
88.5%
97.1%
86.8%

89.8%
91.5%
82.6%
88.3%
95.5%
82.6%

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

22 (100%)

4

Healthcare Associated Infections & Hand Hygiene
5

Data Owner – Pat Cattini – Deputy Director of Infection Prevention and Control.
There have been no MRSA cases since July 16 and no hospital acquired infection cases of CPE, or Norovirus outbreaks in this reporting period.
A number of actions have been taken to improve commode cleaning. Subsequent audits by the matrons have shown 100% compliance. Work will continue to
maintain improvements. A collaborate approach to the audit process is being taken with the IC team and matrons sharing responsibility.
Work with colleagues at the Christie is ongoing to progress an E.coli bundle which will focus on good patient hydration, IV line and Urinary catheter management,
hand hygiene and all aspects of care which have been demonstrated to positively impact on E.coli reduction. All cases continue to have a clinical review. The
numbers are within expected limits for our population. Hand Hygiene practice across the Trust continues to be of a high standard.

CDT (Clostridium difficile) 17/18

MRSA /S.aureus BSI 17-18

MRSA and CPE Screening compliance

Gram negative blood stream infection

Patient Fall Incidents
Target: <0.7 falls with moderate or above harm
Data Owner: Ann Duncan, Matron. From June 2017 to May 2018, 249 (12.5%) of incidents out of a total of 4004 attributable patient safety incidents were
categorised as patient falls. Reporting of fall related incidents such as slips, trips, actual falls and near misses has increased overall and this represents good
reporting practice. In the current 12 months, actual fall related incidents in the Trust have decreased by 13.3% compared to the previous 12 months, the number
of actual falls on the inpatient wards has also decreased around 11.1%. Moderate and above falls have decreased in the current 12 months with 2 incidents
compared to 6 incidents in the previous 12 months.
Placemats with ‘Call don’t fall’ and ‘8 simple steps to keep yourself safe during your stay in hospital’ have now been distributed to all wards for patients to read at
their bedside . The Falls prevention patient information leaflet has been updated to reflect the latest guidance. There is a trial in progress on the non inpatient
areas to assess the benefits of a Falls Risk Assessment Screening tool in reducing the likelihood of falls during out patient visits. Matrons review of all Falls and
dissemination of learning remains an important element of the Falls campaign work. The documentation working group is reviewing all falls documents to see
how these can be improved in liaison with the Falls Group.

Table 3.0

6

Medication Incidents
Target: Increase the reporting of near misses and decrease incidents that cause harm
(low harm <2 per 1000 bed days and moderate <0.17 per 1000 bed days)
Data Owner: Suraya Quadir, Medicines Safety Officer. The have been 1333 reported medication incidents across the Trust in the last 12 months, the majority
of which resulted in no or low harm to patients. The number of moderate or above incidents remain extremely low for a Trust of our complexity (moderate incident
n = 11, severe & catastrophic n = 0).
Reporting of medication incidents remain consistent. In May 2018, there were 117 medication safety incidents and no moderate harm incidents. Of the incidents
reported - 15% related to adverse reactions and 16% to omitted and delayed medicines. The Medicine Safety Committee continues to review trends and themes.

Table 4.0
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Hospital Pressure Ulcers* – All Categories
Target: Zero grade 4 pressure ulcers
Data Owner: Andrew Dimech DND. After 10 months of zero hospital acquired category 3 or 4 pressure ulcers (PU), one category 3 and one category 4 PU was
acquired in the same department during May, which affected two patients. Both patients have multiple co-morbidities and their care was very complex. The root
cause analysis investigations are underway and will confirm if these incidents are attributable to the Trust and support in identification of any learning.
Ongoing category 1 reporting indicates early detection and management. Category 2 PU remains stable and the deep dive into the associated root causes
continue. The Tissue Viability committee continues to review and guide improvements in hospital and community services. The hospital “Pressure Ulcer MDT
Collaborative’’ working group is now in its 7th month. This group have co-designed a PU staff e-learning module, PU patient leaflet and equipment selection guide
which are currently out for wider staff consultation/feedback. A subgroup, including patient volunteers was formed in May18 specifically to co-produce a ‘SSKIN
bundle’ - a bedside prevention tool which is considered gold standard in PU prevention best practice.
Our Darzi fellow led an acute PU and quality prevalence audit on 19th/20th April. The audit was the first pilot of the proposed national PU audit tool devised by
NHS Improvement. Audit results will be collated and circulated in the coming months and areas identified for improvement will inform the trusts PU strategy. A
PU awareness campaign, in line with End PJ Paralysis will continue until June 18, led by the TVN, AHP and Radio Marsden teams.
Regular Link Nurse meetings and monthly Tissue Viability Committee meetings continue.
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Community Pressure Ulcers* – All Categories
Target: Zero grade 4 pressure ulcers
Data owner: Jane Hopping, Community Lecturer Practitioner.
There have been no category 4 PU’s reported within community services since June 2017. There is one ‘unstagable’ pressure ulcer reported, which is currently
under review.
The pressure ulcer care bundles continue to support improved practice in relation to risk assessments and prevention. The rolling monthly audits on the 5 harms
assist in retaining the profile of this important area of patient safety and provide real time feedback and oversight for staff on compliance around key elements of
care. Where required root cause analysis reports are being completed, and presented at pressure ulcer panel. Pressure Ulcer reduction remains a high priority for
the team.

Table 6.0
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Hospital VTE Screening/readmission
Performance (Apr/May 2018 Data)
Table 7.0 Hospital Readmissions Summary
1.00%
0.80%
0.60%
0.40%
0.20%
0.00%

Apr-14
May-14
Jun-14
Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15
Jan-16
Feb-16
Mar-16
Apr-16
May-16
Jun-16
Jul-16
Aug-16
Sep-16
Oct-16
Nov-16
Dec-16
Jan-17
Feb-17
Mar-17
Apr-17
May-17
Jun-17
Jul-17
Aug-17
Sep-17
Oct-17
Nov-17
Dec-17
Jan-18
Feb-18
Mar-18
Apr-18

% of eligible admissions resulting
in an eligible re-admission

Reported % of Emergency Readmissions

Month

There are no anomalies reported in
relation to emergency readmissions this
period.
It is acknowledged that there is no
national readmission rate/target for a
specialist cancer Trust. Cancer ICD
codes are excluded from national
readmission figures due to an accepted
clinical rationale that cancer patients will
re-attend on multiple occasions.
The figures in the graph therefore
represent a small number of patients who
may not have a defined cancer diagnosis.
The Chief Nurse and Medical Director are
working with the Head of Performance to
refine a suitable readmission metric for
our Trust.

VTE - April 2018 Data (May data is not yet
available.)
VTE Screening remains stable at greater
than 95% across the Trust (April). The
April VTE assessment compliance is
96.2%%.

Dec-10
Feb-11
Apr-11…
Jun-11…
Aug-11
Oct-11
Dec-11
Feb-12
Apr-12
Jun-12
Aug-12
Oct-12
Dec-12
Feb-13
Apr-13
Jun-13
Aug-13
Oct-13
Dec-13
Feb-14
Apr-14
Jun-14
Aug-14
Oct-14
Dec-14
Feb-15
Apr-15
Jun-15
Aug-15
Oct-15
Dec-15
Feb-16
Apr-16
Jun-16
Aug-16
Oct-16
Dec-16
Feb-17
Apr-17
Jun-17
Aug-17
Oct-17
Dec-17
Feb-18
Apr-18

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Percentage of admissions assessed for VTE ((number assessed + low risk
admissions)/all admissions)

April 2018 Readmissions Summary:

The VTE steering committee, working with
Pharmacy, is currently reviewing and
updating how we collect VTE and VTE
prophylaxis data in line with current NICE
recommendations. This will include
Hospital Acquired Thrombosis (HAT) data
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Chemotherapy Waiting Times & Prescribing
Data Owner: Jatinder Harchowal, Chief
Pharmacist & Lorraine Hyde, Matron,
MDU Sutton.
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Sutton Chemotherapy Waiting times
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Chelsea Chemotherapy Waiting times

Chelsea MDU in particular has seen a
significant increase in activity and
associated waiting times. In line with
sustained increases in activity. In March the
Trust approved an uplift in nursing and
administration staff for MDU Chelsea,
which, once recruited, will provide
additional chair capacity. MDU Sutton have
a high volume of vacancies which will
impact upon capacity by July 2018. This
risk is being mitigated via a clear and
proactive recruitment strategy and work to
expedite skills sign off.
The introduction of the quality improvement
(QI) project in November has had a positive
impact particularly for those patients waiting
for more than 1 hour for administration of
their chemotherapy from their scheduled
time. The QI project is continuing to look at
ways to improve the waiting times across
the whole pathway from prescribing to
approval on the day of chemotherapy and
from manufacturing to administration.
Sustained and significant improvements
can be seen in Sutton for April/May ‘18.
One of the key transformation projects for
2018/19 will be a whole systems review of
the chemotherapy clinical path. This work
will be led by the Trusts new Consultant
Pharmacist and Consultant Nurse for
Chemotherapy appointed in Q4.

Attendances
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Our Patient Experience

Friends & Family Test (FFT)

National Friends & Family Test Data (RM data as of 13 June 2018 – Against April National data)
Inpatient data was collected for 177 Acute NHS trusts and independent sector providers. Nationally, the overall average percentage for those who would
recommend the service to friends and family was 96% in April. The Trust is above this with a score of 97%.
Outpatient data was collected for 238 Acute NHS trusts and independent sector providers. Nationally the overall average percentage for those who would
recommend outpatients to friends and family was 94% in April. The trust is above this with a score of 97%.
Community Services data was collected from 150 NHS organisations and independent sector providers. Nationally the overall average percentage for
those who would recommend community services to friends and family was 96% in April. The trust is above this with a score of 98%.

INPATIENTS FFT

Q3 16/17

Q4 16/17

Q1 17/18

Q2 17/18

Q3 17/18

Q4 17/18

Feb 2018

Mar 2018

Apr 2018

The Royal Marsden
inpatients who would
recommend

98%

97%

97%

98%

96%

%

96%

98%

97%

National average

95%

96%

96%

96%

96%

96%

96%

96%

96%

Response number

1371

1561

1463

1414

1158

1008

344

361

329

OUTPATIENTS FFT

Q3 16/17 Q4 16/17

Q1 17/18

Q2 17/18

Q3 17/18

Q4 17/18

Feb 2018

Mar 2018

Apr 2018

The Royal Marsden
outpatients who would
recommend

98%

98%

98%

96%

95%

%

93%

95%

97%

National average

93%

93%

94%

94%

94%

94%

94%

94%

94%

Response number

933

1016

1192

1520

1119

1511

383

586

433

COMMUNITY
SERVICES FFT

Q3 16/17

Q4 16/17

Q1 17/18

Q2 17/18

Q3 17/18

Q4 17/18

Feb 2018

Mar 2018

Apr 2018

The Royal Marsden
community services
clients who would
recommend

97%

97%

97%

98%

96%

%

100%

98%

98%

National average

95%

96%

96%

96%

96%

95%

96%

95%

96%

Response number

841

781

795

454

454

487

202

117

133

sdf
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Our Patient Experience

Monthly Survey Results

Table 14-18: The patient comments below are captured via our paper comments cards. Ward Sisters and Matrons review the data at minimum
monthly, and it is also reviewed at the CBU Performance Review meetings. February – the Trust is reviewing its feedback system with the
supplier (Iwantgreatcare) to upgrade the current monthly paper based system to a more ‘live’ electronic system which can feedback
contemporaneously. Until this point a revised paper questionnaire is being rolled out to better reflect some of the in-patient survey questions.

Example of Positive Comments this period
I was very pleased with the service. Everyone is very polite including reception.
Answered all questions and very patient. (Sutton outpatients)
To be diagnosed with cancer is terrifying but my experience at my hospital and
here has helped my fears and anxieties. The staff are brilliant, compassionate and
helped to put me at ease. I felt very lucky to have met so many wonderful NHS
workers and how well I have been looked after. (Sutton-radiotherapy)
All staff seem excellent they listen and respond. The blood test and treatment
staff are competent and efficient the doctors and research nurses were also very
good. The tea lady is wonderful she chats to everyone and it really makes a
difference. (Chelsea -Medical Day Unit)

Comments where care can be improved this period
My stay would have been much better if there was better control of visitors. I felt
exhausted due to other people having hoards of visitors. I wish it was set times.
The whole staff were amazing though - thank god. (Smithers)
Our only complaint was discharge day, we waited three & half hours for
pharmacy to bring up medication. After spending four weeks in virtual isolation
this is totally unacceptable treatment for anyone. We found attitude from them
disgusting. Nursing & care was excellent. Food was boring & not appetizing, We
would to praise Jo for extra mention "a superb nurse". (BFE)
The care in the day surgery unit is always excellent. It was very cold in the
recovery unit. (Chelsea- Day Surgery Unit)

The staff all round from consultant, registrar, CCU and Burdett Coutts ward are
just amazing, professional, caring. Never experienced an NHS service. You are
the Rolls Royce of NHS hospitals in Europe! (Burdett Coutts)

It would have been nice if the info re RMS could have included a floor plan of
the hospital. My husband is disabled - we received help but it might have been
nice to know before hand where we were heading. (Ellis)

All the nurses and the doctor were extremely friendly and helpful and
professional. Helping me to feel totally relaxed. Thank you! (Endoscopy)

I have discussed the situation with the admin manager and it appears that there
is no effective management of the patient queue, no consistent application of
"first come, first served" and no information. This is not a money issue, it just
requires effective management, which is a competence issue. (Chelsea-RDAC)

Very good program and excellent facilitators. I would re commend as it is a
life long educational tool. (Community- Musculo Skeletal service)
Really friendly service, we are always seen quickly and all questions
answered in detail. (Community- Health visiting)

Individual appointment would be better than group appointment. (CommunityDietetics)
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Patient Feedback – PALs Queries and Complaints
Data Owner: Helen Mills, Head of Assurance. PALs and Complaints summary. May 2018 PALS Summary: 101 patient contacts this month
- within expected numbers (cross site). Top four contact subjects were Advice and Information (101) then jointly; Miscellaneous (13)
Appointments/Clinics (13) and Communication-verbal/written/electronic (13).
Complaints Summary: 16 new complaints were opened in May 2018, with 23 remaining open in total at the end of May. This is an increase on
the two previous months where numbers were particularly low but in line with the usual monthly average complaint numbers. No concerns have
been identified which might have influenced this change. Communication breakdown and concerns surrounding treatment has continued to be
the dominant themes identified in complaints.

Complaints
Number per month
(aim <12)

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

March

April

May

19

13

16

9

15

11

12

13

12

6

5

16

0

0

0

1

0

0

0

0

1

2

0

0

PHSO - Upheld

0

0

0

0

PHSO – Not
upheld

1

0

0

1

0

•

Table 20.0 Formal Complaints – Detailed information by Division

Changes to appointment scheduling

Table 18.0 Complaints Narrative:
Out of the 16 complaints, specific
issues/themes raised this month were:
-

Communication
Clinical Care issues
Delays in treatment
Attitude of staff
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Safer Staffing: Nurse Recruitment
Nurse Recruitment. Nurse recruitment remains a Trust priority and the nursing recruitment and retention group meets weekly to ensure sustained
focus on our objectives. The Trust Nursing vacancy rate remains the same at 11.8%. The Hospital vacancy rate increased slightly by 0.3% to 10%,
whilst the Community vacancy rate decreased by 1.3% to 23.2%. The forecast for community services is that they will be fully established by
September 2018.

Summary of June/July 2018 Nurse Recruitment Activity:
•
•
•
•
•
•

8 international nurses have now passed their OSCE including 2 HCSW from MDU
6 International nurses due to arrive on 6th July
Nursing recruitment day to be held in Chelsea on the 29th June & 20th July
Rolling community recruitment schedule in place
Nurse recruitment team in contact with students in the recruitment pipeline to ensure warm welcome upon starting
Nursing Recruitment & Retention Lead and Clinical Education Team providing continued support to international recruits holding OSCE boot
camps

Table 23.0 Nurse Vacancy Rates

sdf
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Safer Staffing: Nurse Retention
Turnover/Retention
The overall (all staff) turnover rate for the Trust marginally increased to 15.5%. The Hospital turnover rate decreased to 15% whilst the community
rate increased to 20.4%. Nursing specific turnover increased by 0.4% to 17%, however the overall Trust turnover rate is average for London.
Retention & Recruitment continues to the key focus of the Chief Nurse and HR Director, working together they now chair fortnightly Retention &
Recruitment Meetings. The focus of the group will over the following months will shift towards retention. The Trust has engaged a firm called April
who identified five key priorities from the feedback gathered. An action plan has put together to implement both locally and corporately.
Most notably in January 2018 the (all-party) Commons Health Committee released its ‘Nursing Workforce’ paper which details, for the first time,
the unique pressure on the profession nationally. RMH is not currently an outlier in staff experience or recruitment, however it is important to note
the reports findings, a summary and of which can be found on the next page.

Table 21.0 Nurse ‘Joiners and Leavers’ cumulative position
Nursing Joiners & Leav ers - Band 5-6
Month
Starters (fte)
Leav ers (fte)
Variance

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov -17

13.5
9.7
3.8

8.6
8.7
-0.1

18.6
7.2
0.9

42.4
8.0
34.4

33.7
2.3
31.4

17.8
7.4
10.4

Dec-17
5.0
16.5
-11.5

Jan-18

Feb-18

Mar-18

Apr-18

May -18

T otal

13.7
10.0
3.7

18.6
11.3
7.3

14.4
5.4
9.0

23.0
13.6
9.4

14.3
5.8
8.5

223.6
105.9
118.4

Table 22.0
Top Four ‘reasons for leaving’

Nursing Leavers Bands 5&6
1
2
3
4

Relocation
Work Life Balance
Promotion
Better Reward Package

4
2
1
1
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Safer Staffing: Planned Vs Actual Staffing
May 18 Safer Nurse Staffing Summary: The
planned staffing level versus the actual staffing
level for May 18 remains greater than 95% for
RN. A greater 100% for Healthcare Assistants –
this can largely be explained through the use of
‘specials’ (one to one care) and difficulties
covering RN shifts.
Keeping our wards safely staffed – launch of
‘Safe Care’ module – March/April 2017. The
Trust launched a daily census and staffing siterep
which Clinical Site Managers & Matrons use as a
decision aid to deploy and move staff safely
across our wards and departments. January 18
wards
introduced
Shelford
Acuity
tool
recommended by NHSI, replacing the AKUKU
model previously being used. April 18 trust
moved from recording census 3 times a day to
twice a day to free up nursing time.

Table 22.0 May 18 Planned vs. Actual RN & HCA fill rate

Date
2018/2019

RN fill %
Chelsea

HCA fill %
Sutton

Combined

Chelsea

Sutton

Combined

February

97.13%

98.34%

97.59%

106.73%

102.05%

104.84%

March

98.37%

98.12%

98.27%

102.09%

107.08%

104.35%

April

97.66% 96.64%

97.26%

107.22%

122.99%

113.07%

May

98.50% 98.25%

98.40%

103.36%

106.40%

104.60%

Care Hours Per Patient Day (CHPPD)
CHPPD is the preferred metric recommended by
the Lord Carter review. It is calculated by dividing
the Nursing hrs. (both RN + HCA) by the number
of patients.

Quality Account Summary
The Board and Council Of Governors are asked to note and comment on this report.
Eamonn Sullivan
Chief Nurse
June 2018
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BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

27th June 2018

4.2

Title of Document:

To be presented by

CQC Update

Chief Nurse

Executive Summary
Annual Core Services Care Quality Commission Review. The Care Quality
Commission (CQC) performed an unannounced core services review in May 2018. This
inspection was performed by 24 inspectors, 18 of whom reviewed Community Services and 6
who reviewed Sutton Hospital Site Outpatients Department. At the time of writing no
regulatory actions or significant patient safety concerns were raised or issued by the CQC in
respect to those inspections. Supporting the inspections, the CQC requested c.400 pieces of
information regarding a wide range of Trust activities and performance, including
workforce, quality, safety and patient experience data.
Annual well-led CQC inspection. The Trust Executive, Non-Executive and other senior
members of staff have been notified that 14 inspectors will perform the ‘Well-Led’ arm of the
CQC Annual Review on the 10th, 11th & 12th of July 2018. Preparations are well in train for
this announced review.
Next steps. This is the first inspection under the new CQC annual inspection methodology.
Following the ‘well-led’ inspection, the Trust will receive a draft report to comment on
within the first two weeks of August 2018. The final CQC report will be published on the
CQC website in October 2018. This is a significant inspection which has the ability to convert
the overall Trust CQC rating upward or downward. Finally – a word of thanks to all staff –
frontline and others, such as informatics, risk and assurance, who supported the
preparation, inspection and information submissions.
Recommendations
The Board is asked to note this update.
Author:

Contact Number or E-mail:

Date:

Chief Nurse

x2121

12th June 2018

BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

27th June 2018

4.3

Title of Document:

To be presented by

Quarterly Hospital Mortality Review

Medical Director

Executive Summary
Each quarter the Trust completes reviews of all hospital inpatient deaths. 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. Across the year 2017-18, 10% of the 230 deaths had a SJR completed. 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 account was completed at the
end of May 2018.
The review found that of the 60 inpatient deaths, 42 (70%) of the deaths occurred in patients
with metastatic disease according to the death certificate and information recorded in the
electronic patient records. The other 18 patients died from a range of cancers. Structured
judgement reviews were completed in 10 cases.
Recommendations
The Board is asked to note that overall from the review of the data the Trust is RAG-rated
Green for the period between January and March 2018.
Author:

Contact Number or E-mail:

Date:

Medical Director

x8127

11th June 2018

Quarterly Hospital Mortality Review Audit,
1 January 2018 to 31 March 2018
1.0.
1.1

Background
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.
2.1

National Guidance on Learning from Deaths
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 May 2018.

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 1 May 2018 with Dr Halley, Dr Grover, Dr
Watkins, Ms Mills, Ms Curtis, Ms Saunders and Mr Ahad to agree the findings as outlined
in this report. Dr Halley and Dr Grover submitted comments via email prior to the
meeting that were included in the discussion.

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
1

irreversible reason for death that could not have been prevented by clinical
intervention
There were 60 inpatient deaths between 1 January 2018 and 31 March 2018 that will be
considered for this standard.
Conclusion: All 60 inpatient deaths were reasonably expected therefore 60 out of 60
patients met the standard. 100% - standard achieved.
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 60 deaths, 9 patients had indicated a preferred place of death other
than “hospital” but were too unwell to be transferred. Therefore 9 out of 9 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 60 deaths, 50 patients were discussed with the Symptom Control and
Palliative Care team before their death. 83% - standard achieved.
The percentage of referrals in Q4 2017-18 has decreased since the last quarter (which was
95%).

4.4

Standard 4: 100% of patients for whom the Structured Judgement Review
(SJR) is undertaken have no problems in care identified
There were 10 patients from Q4 for whom the SJR was undertaken who will be
considered for this standard.
Conclusion: 10 patients this quarter for whom the SJR was undertaken had no problems
in care identified. Therefore all 10 patients met the standard. 100% - standard achieved
for Q4.

5.0.

The Learning Disabilities Mortality Review (LeDeR)
Of the 60 inpatient deaths in Q4 2017-18, there were no patients with learning disabilities
according to information recorded in the EPR.

6.0. Children’s cases
Of the 60 deaths, there were no paediatric deaths. There was one patient for whom the
Structured Judgement Review (SJR) was done who was 18 years old at the time of death.
7.0.

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

8.0. Complaints
There were no complaints received regarding any of the 60 patient deaths.

2

9.0. Numbers of deaths caused by problems in care
There were no deaths identified in this quarter that had been caused by problems in care.
10.0. Themes, trends and learning points
10.1 The review found that of the 60 inpatient deaths, 42 (70%) of the deaths occurred in
patients with metastatic disease according to the death certificate and information
recorded in the electronic patient records. The other 18 patients died from a range of
cancers.
10.2

In this quarter, reviews of care in the SJRs provided the following learning points:
•Patients who require close nursing supervision should have the reasons for this
explained to their family.
•Patients who have intracranial lesions are at risk of sudden deterioration due to changes
in intracranial pressure.
•Patients who have poor performance status should have discussions regarding
appropriateness of escalation wherever possible.
•DNACPR forms need to have consultant signature and the review date box completed,
even if indefinite, and be scanned onto EPR contemporaneously.
•Non-coronial post-mortems could be considered when it might add useful clinical
information.

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 January and March 2018. The table below shows
the RAG ratings from previous quarters:
Quarter
Q4 2016-17
Q1 2017-18
Q2 2017-18
Q3 2017-18
Q4 2017-18
11.2

RAG rating
Green
Green
Green
Green
Green

As shown in the table below, there were 230 inpatient deaths in total at The Royal
Marsden in 2017-18. All 230 deaths were reviewed.
Of those 230 deaths, 23 (10%) had a Structured Judgement Review (SJR) completed. The
SJRs began from Q2 2017-18 (July 2017).
Of those 23 SJRs completed in 2017-18, there were no deaths that were due to problems
in the care provided.

April to June 2017
July to September 2017
October to December 2017
January to March 2018
Total

Number
of
patients who
died at The
Royal Marsden
56
69
45
60
230

Number
of
cases reviewed

Number of cases
for which an SJR
was completed

Number of deaths
due to a problem in
the care provided

56
69
45
60
230

0
7
6
10
23

Not measured
0
0
0
0

This information has been added to the Annual Quality Account 2017-18 as required by
NHS Improvement and NHS England.
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Paediatric Service Review and Report

Chief Executive

Executive Summary
The Chief Executive will present the final document which provides an overview of the South
Thames Principal Treatment Centre and summarises the evidence about the quality & safety
of the Service.
The Trust’s internal auditors, KPMG, have independently audited this report and have
provided relevant assurances.
Recommendations
The Board is asked to review the data presented in the report and be assured of the quality
and safety of the paediatric service.
Author:

Contact Number or E-mail:

Date:

Chief Executive

x2101

1st June 2018

SOUTH THAMES JOINT PAEDIATRIC ONCOLOGY PRINCIPAL TREATMENT CENTRE

South Thames PTC for

Children and Young People

Royal Marsden/St George’s
Overview

Updated 14 May 2018
FOR INTERNAL USE ONLY

14 MAY 2018
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SOUTH THAMES JOINT PAEDIATRIC ONCOLOGY PRINCIPAL TREATMENT CENTRE
KPMG have independently audited this report and have provided the following assurance statement:

‘We reviewed the accuracy and consistency of data included within the South Thames Joint Principal Treatment Centre
(PTC) paper to provide assurance that the information presented about the service reflected its recorded paediatric
activities. We were able to verify that data presented in the report was consistent with underlying systems maintained by
the Trust. We undertook sample testing of records held to confirm they completely and accurately recorded activity and
incident data. We agreed narrative content regarding effectiveness of service delivery and patient experience to
supporting information.

We verified that the data disclosed in the report is consistent with the definitions set out within the data sources appendix.
Activity information has been disclosed based on an analysis of all patients aged 16 and under receiving treatment during
the 2016-17 financial year, which is consistent with the definitions applied in the NHS England standard contract. Incident
data has been compiled based on the ward of treatment and incidents which have been marked as relating to paediatric
patients. We identified minor inconsistencies in the initial calculation of disclosed performance, which we confirmed had
been corrected within the final version of the report.

We assessed the processes used to calculate the forecast deficit for the service to confirm that appropriate bases were
used for the allocation and apportionment of income and cost data. We verified that the methods of apportioning costs
were appropriate for key cost drivers and that income had been appropriately allocated based on actual contract
monitoring information.’

14 MAY 2018
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Summary and key messages

The South Thames Principal Treatment Centre provides a
comprehensive, high quality, safe service to children with cancer in the
South Thames region and is the third largest PTC in the country. The
stable, multi professional team at the Principal Treatment Centre provides expert,
holistic care to children and families and has very well-established links with
Paediatric Oncology Shared Care Units. Patient and family feedback is excellent and
informs the ongoing development of the service; outcomes are as good as or better
than national or European averages, and the centre has been rated “good” overall by
the CQC and “outstanding” for caring. The Royal Marsden Paediatric and Adolescent
Drug Development Unit is one of the largest translational research programmes
globally.
The multi-site operating model in the PTC means that patients benefit from the
specialist expertise available at the Royal Marsden, and at other specialist centres in
London. Providing networked care across more than one site introduces a number of
risks, which are understood, actively managed, and described in this report. This
document provides an overview of the South Thames Principal Treatment Centre and
summarises the evidence about the quality & safety of the service. Data sources are
on page 20.

The South Thames Principal Treatment Centre: Overview
All children and young people in the
UK who are diagnosed with cancer are
treated in one of 19 specialist centres
for childhood cancer, known as
Principal Treatment Centres (PTCs).
The South Thames PTC has its main
base at The Royal Marsden Hospital in
Surrey, and operates with St George’s
Hospital in Tooting. It serves South
London, Kent, Surrey and Sussex.
In 2016/7 there were c12,000
outpatient appointments and
treatments in the PTC at the
Royal Marsden in Sutton,
including 606 admissions.
Children are admitted to St George’s
Hospital when the cancer treatment
they need requires the support of the
specialist children’s services and
infrastructure available there – for
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example children who require
Paediatric Intensive Care or complex
Paediatric Surgery. There were 135
such admissions in 2016.
Occasionally, children admitted as
inpatients at The Royal Marsden in
Sutton who become acutely unwell
require an emergency transfer to a
Paediatric Intensive Care Unit. There
were 9 such emergency retrievals in
2016 and 10 in 2017.

Emergency retrievals represent
approximately 1.5% of admissions
3
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The PTC has robust data on
outcomes showing that the
service is safe, and achieves
outcomes that are equal to
or surpass national averages
The CQC inspected The Royal
Marsden’s services in April 2016.
During the inspection the CQC
examined the processes to care for the
small number of acutely unwell
children who require transfer to
Paediatric Intensive Care (PICU).
The CQC report, published in
January 2017, assessed the
services for children and young
people to be Good and
Outstanding for caring.

The RM Paediatric and
Adolescent Drug
Development Unit is one of
the largest translational
research programmes
globally.
More children and young people are
recruited to early phase clinical studies
at The Royal Marsden, and more
studies are in place, than at any other
UK Centre. This means that children
treated at RM Sutton have access to
more new treatments before they
become more widely available than at
any other centre.
In 2016/17, 46% of chemotherapy
attendances by children, were for
patients involved in a clinical trial.
The Royal Marsden was recently
accredited as Europe’s top “first-inchild” centre by the Innovative
Therapies for Children with Cancer
(ITCC) European Consortium. The
Royal Marsden is able to offer this
14 MAY 2018

scale and quality of clinical trials
because of the close, on-site links
between The Royal Marsden and the
Institute of Cancer Research (ICR).

Patient Safety Incidents
The CQC found in during their
inspection that The Royal Marsden has
an open and transparent approach to
incident reporting, where staff are
encouraged to report incidents and
where learning from incident
investigations is embedded.
Over the last 6 years (2012-2017) in the
paediatric oncology service:
 There have been 11 incidents
leading to moderate (short term)
harm, and no more than 2 per year.
None of these incidents were
attributed to the joint PTC model
(see page 15).
 There has been 1 Serious Incident,
leading to severe harm. In this case
a child, who had an extended wait
for a PET scan, developed Spinal
Cord Compression.
 The Royal Marsden reports are very
low numbers of serious patient
safety incidents in England overall
(page 16) and a consistently low
number of SI’s in CYP services.

Excellent patient and family
experience
In the 2016 children and young people
inpatient and day case survey the Royal
Marsden scored significantly better
than average on 26 questions, about
the same as other Trusts on 37
questions, and there were no questions
in the survey where the Royal Marsden
scored worse than other Trusts.

4

SOUTH THAMES JOINT PAEDIATRIC ONCOLOGY PRINCIPAL TREATMENT CENTRE

Section 1:
Introduction and
overview of the South
Thames Paediatric
Oncology Principal
Treatment Centre
This section provides an overview of the Principal Treatment
Centre model in the UK, and introduces the South Thames
Principal Treatment Centre, its catchment, structure, activity
income and costs

14 MAY 2018
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Principal Treatment Centres in the UK
All children and young people in
the UK who are diagnosed with
cancer are treated in one of 19
specialist centres for childhood
cancer, known as Principal
Treatment Centres i (PTCs).
As well as providing specialist care,
these specialist centres are responsible
for coordinating the care of children
and young people diagnosed with
cancer in their region.
In London there are two Principal
Treatment Centres for children’s
cancer services. Both operate on two
sites and across two Trusts.

The South Thames PTC has its main
base at The Royal Marsden
Hospital in Surrey, and operates with
St George’s Hospital in Tooting.
The PTC primarily serves south
London, Surrey, Sussex and Kent.
Some children and young people also
travel to the Royal Marsden for
specialist treatment from further
afield.
The South Thames Principal
Treatment Centre is the third largest in
the UK, after the Great Ormond
Street/UCLH and Birmingham PTCs ii.

The North Thames PTC consists of
Great Ormond Street Hospital and a
second site at University College
London Hospital.

14 MAY 2018
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The South Thames Principal Treatment Centre
In 2006 The Royal Marsden was
formally designated, with St George’s
Hospital, as the Joint Principal
Treatment Centre of the South Thames
Children’s and Young People’s Cancer
Network. The South Thames PTC
serves a population of c5 million
people in South London, Surrey,
Sussex and Kent and works with 16
Paediatric Oncology Shared Care Units
(POSCUs) in this region.

Each year 450-500 children are
referred to the PTC iv. Whilst the PTC
operates across 2 sites, the majority
of care and treatment for
children and young people is
provided at The Royal Marsden in
Sutton.
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A POSCU is an acute hospital that
works in partnership with the Principal
Treatment Centre to provide local care.
The map below shows the location of
the PTC and the 16 POSCUs. The
shaded areas are those from which
children and young people have been
treated at the Royal Marsden over the
last three years iii. Darker colours
represent areas with higher patient
volumes.

Children benefit from being treated in
a comprehensive cancer centre, with
the Royal Marsden’s expertise in
cancer care, excellent access to clinical
trials and continuity of care across the
cancer pathway into adulthood.
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In 2016/7 there were c12,000
outpatient appointments and
treatments in the PTC at the Royal
Marsden in Sutton including v:
 c1000 radiotherapy treatments
 c5600 chemotherapy/day care
 c4700 outpatient consultations
 606 inpatient stays

St George’s Hospital is a major
tertiary acute hospital with a
comprehensive range of specialist
services for children. Children with
cancer are admitted to the St George’s
Hospital arm of the South Thames PTC
when the treatment they need requires
the support of the specialist children’s
services and infrastructure available
there. There were 135 admissions to St
George’s in the 2016 calendar year vi.
This includes children who require
Paediatric Intensive Care or complex
Paediatric Surgery.

Cardiology services are provided on the
Sutton site by teams from the Evelina
Children’s Hospital, with inpatient
services based at the Evelina.
Nephrology services are provided at
the Evelina Children’s Hospital with an
outreach clinic to St George’s Hospital.

Occasionally, children admitted as
inpatients at The Royal Marsden in
Sutton who become acutely unwell
need to be transferred to St George’s
Hospital, or to Kings College Hospital.
There were 9 such emergency
‘retrievals’ in 2016 and 10 in 2017 (of
which 8 in each year where to St
George’s Hospital.) vii.

Oncologists from the Royal Marsden
work across both sites of the PTC to
provide consistent high quality care.
The PTC also works with other
providers to provide comprehensive
specialist services for children with
cancer. Neurosurgery and liver surgery
are provided at King’s College Hospital.
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Emergency retrievals represent
approximately 1.5% of admissions. The
figure below summarises the activity
within the PTC.
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Royal Marsden Paediatric Clinical Unit income,
costs and contribution
The Trust’s paediatric service generates
income of c£20m per annum,
approximately 10% of the Trust’s total
NHS contract income and c7% of the
Trust’s total income.
The table opposite summarises the
income, costs, contribution and net
deficit made by the paediatric service
in 2017/18, based on the month 9
2017/18 actual financial position.
Revisions to the NHS tariff led to an
increase of c£4m in the income
generated through the service in
2017/18 compared to 2016/17. Direct
and indirect costs also increased over
this period by c£2m. As a result, the
contribution increased from £345k to
£2.8m, and the net deficit reduced
from £5.2m to £3.1m).
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Clinical Unit: Paediatrics
Comparison of NHS Contribution 2017/18
Patient Income
Other Income
Total Income

£'000
15,370
5,637
21,008

Direct pay costs
Direct non pay costs
Indirect costs
Total Direct & Indirect costs

9,480
4,468
4,238
18,186

Contribution
Contribution %

2,822
13.4%

Overheads
EDITDA

4,075
-1,253

Capital charges
Net surplus/deficit

1,844
-3,098
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Section 2:
Quality, Safety and
Outcome data for the
South Thames Principal
Treatment Centre
This section summarises information about the CQC report for the
Royal Marsden’s services for children and young people, data on
outcomes, access to clinical trials, patient safety incidents, and
patient and family experience. It also describes future changes in
paediatric oncology services and their implications for the PTC
model, and the approach the Trust takes to manage the risks
associated with a multi-site service model
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The CQC rated The Royal Marsden’s services for
children and young people to be Good
The CQC inspected The Royal
Marsden’s services in April 2016.
Their report, published in January
2017, assessed the services for children
and young people to be Good overall,
and as Outstanding in terms of being
caring.



People were truly respected
and valued as individuals and
were empowered as partners in
their care.



Feedback from children,
young people and their
families was continually
positive. People thought staff went
the extra mile and received care
that exceeded their expectations.
There was a strong, visible personcentred culture. Staff were highly
motivated and inspired to offer care
that was kind and promoted
people’s dignity.



We found that services were
well-led, and there was a positive
culture across CYP services. There
was a clear vision; set of values; and
a strategy which staff were engaged
in and identified with.



There were robust governance
systems that ensured information
flowed freely between the various
levels of management, including the
executive team & front-line staff.



There were high levels of staff
satisfaction across all staff groups.
Staff were proud of the
organisation as a place to work
and spoke highly of the culture.



There was also an established
programme of research, and
drug development, and there
was a clear proactive approach to
seeking out and embedding new
and more sustainable models of
care.

The CQC report viii states that:






We found there were arrangements
to ensure children and young
people were protected from
abuse and avoidable harm, and
there were systems to report,
investigate and learn from safety
incidents and near-misses.
We found care and treatment
was based on current guidance
and best practice and there were
arrangements to monitor the
standards of care.
Children, young people and
their families told us they were
treated with kindness and
empathy and their dignity was
upheld.

14 MAY 2018
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Care for acutely ill children



The CQC also examined the processes
to care for the small number of acutely
unwell children who deteriorate and
require transfer to Paediatric Intensive
Care (PICU) at St George’s Hospital or
Kings College Hospital.
9 children required transfer in 2016, 10
in 2017 (of c600 admissions per
year) ix.



The CQC found that staff at RM
Sutton respond early to a child
who appears to be deteriorating.
The CQC report x states that:
 The majority of children are
transferred before being ventilated
as staff act early when a child
is deteriorating


There were protocols in place
for children and young people
requiring care in a PICU. The
child or young person would be
transferred via the South Thames
Retrieval Service (STRS). This
involved a full handover from RMH
staff to the STRS staff in
attendance, who would make an
assessment and plan of action for
treatment and stabilisation, prior to
transporting a child or young
person to the SGH PICU. Staff call
STRS prior to transferring a child
for advice and to discuss whether
the child needed STRS transfer.
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There was detailed guidance
available to staff for children
or young people who needed
to be transferred in the trust
policy. Out of hours the on-call
anaesthetist and a doctor would
stay with a child who appeared to
be deteriorating until the child
could be safely transferred.
The service had introduced a
paediatric early warning score
(PEWS) system on the children’s
wards, this was based on the NHS
Institute for Innovation and
Improvement PEWS system. The
early warning systems helped
to identify children and young
people who were at risk of
deterioration. We saw that early
warning scores were supported by a
‘Situation, Background, Action,
Review (SBAR)’ tool which
supported staff to escalate concerns
to senior colleagues in a structured
and explicit way.
We spoke with staff on both
McElwain Ward and the TCTU and
found they were aware of the
appropriate action to be taken
if patients scored higher than
expected with early warning tools.
We reviewed 12 sets of notes and
saw where higher scores had been
recorded, action had been taken to
escalate concerns, or the rationale
for not escalating had been
documented.
There is a paediatric oncologist
available at SGH seven days a week
for children and young people who
have been transferred from RM
Sutton.
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The PTC has robust data on outcomes showing
that the service is safe, and achieves outcomes
that are equal to or surpass national averages
Mortality Data
Mortality data among the patient
population was reviewed to ascertain
the cause of death and place of death in
patients treated at the PTC xi.

 84% were from progressive disease.
 The majority of ‘on treatment’ or
sudden deaths occurred on PICU
suggesting that they occurred
despite all appropriate therapies.
 In 3 years period there was only one
unexpected death in the community
and this resulted from septicaemia.

Tumour specific outcomes
Acute lymphoblastic leukaemia
Leukaemia is the most common
childhood cancer. An audit was
undertaken of 259 patients at the PTC
on the UKALL 2003 trial comparing
data with reported trial outcomes xii.
PTC data compare favourably with
those of the whole cohort:
 5 year Overall Survival (OS) was
94% at RM compared to 91.5% for
the trial overall
 5 year Event Free Survival (EFS)
was 87% at RM compared to 87%
for UKALL 2003.
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Medulloblastoma (the most
common malignant brain tumour
in children)
Outcomes of all patients treated for
medulloblastoma between 1996-2012
were reviewed xiii. Data showed a 2 year
OS of 83% and Progression Free
Survival (PFS) of 74% for all patients.
These findings are very similar to
published data. Outcomes were
particularly good for standard risk
medulloblastoma where 2 year PFS
was 88% and 2 year OS was 91%.

PICU outcomes
At RM there is an audit of all transfers
to PICU. Transfers and retrievals are
discussed at weekly and monthly joint
operational meetings with St George’s
Hospital. Every year a half-day meeting
is held with colleagues from the South
Thames Retrieval Service (STRS; based
at Evelina Hospital), St Georges
Hospital and Kings College Hospital to
review the network data on critically ill
oncology children.
SGH PICU outcomes remain very
good. The most recently published
(2015-2016) risk-adjusted
Standardised Mortality Rate - the
statistical method used by the
Paediatric Intensive Care Audit
Network to compare death rates across
PICUs - for SGH PICU was below 1 and
well within the expected range xiv.
There have been no deaths prior to
transfer to PICU since 2005.
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Excellent access to clinical trials

The RM Paediatric and Adolescent Drug Development Unit is one of the
largest translational research programmes in the world.
The Royal Marsden has a track record of leading edge innovation in cancer medicine,
through the delivery of state of the art services and through research.
The aim of the paediatric drug development programme at The Royal Marsden in
Sutton is to accelerate the development of new drugs for children and young people
with cancer. Children treated at The Royal Marsden are routinely offered entry into
open clinical trials; this means that children treated at RM Sutton have access to new
treatments before they become more widely available. More children and young
people are recruited to early phase clinical studies at The Royal Marsden,
and more studies are in place, than at any other UK Centre.
In 2016/17, of 3531 chemotherapy attendances by children, 46% (1618) were for
patients involved in a clinical trial xv.
The Royal Marsden was recently accredited as Europe’s top “first-in-child” centre by
the Innovative
Therapies for Children with Cancer (ITCC) European Consortium. Only 19 of the 40
centres assessed as part of the programme met the thresholds, which included safety,
data quality, and the ability to recruit patients to trials. The Royal Marsden scored
highest.
The Royal Marsden is able to offer this scale and quality of clinical trials
because of the close, on-site links between The Royal Marsden and the
Institute of Cancer Research (ICR).
The ICR is internationally recognised for its contributions to basic science research in
paediatric cancer and this research flows directly to the RM cancer clinics. The ICR is
a major site of pre-clinical drug development, guiding the rapid implementation of
early-phase clinical trials at RM, and is at the forefront of cancer diagnostics and
assay development producing biomarker assays ready for integration into RM clinical
trials. The ICR is also one of the leading sites for development of imaging technology
that benefits children at RM.

14 MAY 2018
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Patient Safety Incidents
The CQC found in during their
inspection that The Royal Marsden has
an open and transparent approach to
incident reporting, where staff are
encouraged to report incidents and
where learning from incident
investigations is embedded.
The table below shows attributable
Patient Safety Incidents for the
children’s services at RM Sutton for the
last 6 years (2012-2017) xvi. It shows:



The number of no-harm and lowharm incidents has doubled since
2012, reflecting the strong incident
reporting culture in place.



There have been 11 incidents
leading to moderate (short term)
harm over the six years, and no
more than 2 each year.



There has been 1 Serious Incident,
leading to severe harm.

Severity

2012

2013

2014

2015

2016

2017

No Harm

88

85

108

100

160

174

Low / Minor (Minimal harm)

12

25

17

21

28

31

Moderate (Short term harm)

2

2

1

2

2

2

Severe

0

0

0

0

0

1

Death

0

0

0

0

0

0

102

112

126

123

190

208

Grand Total

Paediatrics, McElwain Ward and Children’s Outpatient Attributable Patient Safety Incidents, Jan 2012–Dec 2017

The severe incident in 2017 relates to a Serious Incident where a child, who had an
extended wait for a PET scan, developed Spinal Cord Compression.
The table below provides more detail about the 11 moderate harm incidents during
the six year period. Five of the incidents relate to central line insertion and removal.
Year

Incidents

2012

 Four children on the ward were found to be colonised with a strain of
bacteria resistant to many antibiotics.
 A patient developed GI bleeding following a delay in noting their abnormal
clotting profile and was transferred to HDU at St George’s Hospital.
 A patient had a severe allergic reaction to platelets in outpatients and was
admitted to the ward for overnight observation
 A patient suffered a complication during central line insertion in theatre at
Sutton and was transferred to Critical Care at Fulham for overnight
ventilation and further care.
 An incident of a drug administration error related to the child’s weight
being incorrectly recorded on the drug chart.
 Two incidents relating to complications following central line insertion. In
both cases the child was transferred to St George’s Hospital PICU.

2013

2014
2015

14 MAY 2018
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2016

2017

 Incident involving a drug administration error where the child was given
medication twice, once by the nurse and once by the child’s mother.
 Incident involving a post-operative complication following an elective
port-a-cath removal
 Recording and communication issues led to a child not being discussed in
a paediatric oncology MDT following surgery at St George’s Hospital.
 An incident where the remnant of a tube was left in place following
removal of a central line.

National comparisons

2011 Patient Safety Incident

Data on patient safety incidents from
all Trusts in England is collated
nationally. All incidents are
categorised against the Duty of
Candour definition of harm.

Following a patient safety incident in
the South Thames network, the joint
PTC was reviewed by the National
Cancer Action Team (NCAT) in 2011.
The report led to a number of
recommendations. The short- and
medium-term recommendations have
been implemented and have
contributed to considerable
strengthening of the joint PTC,
including strengthening the PTC
governance arrangements.

The Royal Marsden has one of the
lowest number of the most
serious Patient Safety Incidents
(those resulting in severe harm
or death) of any Trust in England
(see chart below) xvii.

14 MAY 2018

16

SOUTH THAMES JOINT PAEDIATRIC ONCOLOGY PRINCIPAL TREATMENT CENTRE

Patient and Family Experience
The Royal Marsden’s children and
young people’s service has worked with
the Picker Institute since 2009 to
undertake annual inpatient and
outpatient surveys. Patient and family
experience using this data across the
last eight years has been monitored
and tracked, and used to drive
improvements.

2016 Picker Inpatient & Day
Case Survey

High quality facilities and
significant investment
The hospital’s new 31-bed Oak Centre
for Children and Young People is one
of the largest comprehensive children’s
cancer centres in Europe. It is based in
the heart of the hospital which means
patients benefit from a wealth of
expertise which ensures that the care
provided is both comprehensive and
tailored to their specific needs.

The 2016 Picker children and young
people’s inpatient and day case survey
collected the views of 35,000 children,
young people and parents in England
about hospital visits at 71 Trusts in
November and December 2016.
The results xviii show that the Royal
Marsden provides care that compares
very favourably with that of other
providers. Compared with other
Trusts, The Royal Marsden scored
significantly better than average on 26
questions, about the same as other
Trusts on 37 questions, and there were
no questions in the survey where the
Royal Marsden scored worse than
other Trusts.
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Recent advances in technology and
drug development mean that many
more of our patients can now be
treated as day patients rather than
inpatients. Our new purpose-built
facility supports this and allows us to
offer more treatments in a day care
setting and to develop innovative
approaches in nursing practice. This
increased capacity is helping us to meet
growing demand, avoid delays in
treatments and provide an
environment for young patients which
meets all their health, educational and
social needs.
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Staff Experience, Recruitment and Retention

The 2017 staff survey results shows that the Trust compares favourably with other
providers with 81% (26 out of 32) findings being above (better than) average. There
are nine indicators where the Trust scored the highest (best), which reflect our
culture of patient safety and positive communication with staff and these include:

Staff survey finding

Survey
Score
2017

Survey
score
2016

National
average
for acute
specialist
hospital

Best
score for
acute
specialist
hospital

Fairness and effectiveness of
procedures for reporting
errors, near misses and
indicators

4.04*

4.01

3.80

4.04

Effective use of patient or
service user feedback

4.00

3.95

3.95

4.00

Effective team working

3.91

3.87

3.87

3.91

Staff recommendation of the
organisation as a place to
work or receive treatment

4.26

4.19

4.16

4.26

% of staff able to contribute
to improvements

78%

78%

73%

78%

% of staff reporting good
communication between
senior management and
staff

48%

42%

35%

48%

Recognition and value of
staff by managers and the
organisation

3.69

3.66

3.53

3.69

Quality of non-mandatory
training, learning or
development

4.15

4.11

4.08

4.15

% of staff experiencing
physical violence from staff
in last 12 months

1%

1%

1%

1%

*The findings are based on score out of 5 with 1 being the worst and 5 being the best
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Paediatric Staff Survey Data
A deep dive into the raw staff survey data for the paediatric unit highlights a
strong patient safety culture, which is illustrated with the following examples:
•
•
•
•

92% of paediatric staff agreed or strongly agreed with statement ‘I would
feel secure raising concerns about unsafe clinical practice’ compared to
Trust score of 76%
75 % of paediatric staff said they agreed or strongly agreed with
statement that I am confident that my organisation would address my
concerns compared with Trust score of 72%
100% of paediatric staff said if they were concerned about unsafe
practice they would know how to report it compared to a 95% score for
the Trust
100% of staff said they had never experienced harassment, bullying or
abuse at work from managers compared to a Trust score of 91%

Similarly raw staff survey data for the Children Unit which covers multidisciplinary staff (medical and other staff groups) highlight a similar focus
on safety and the following statements are further illustrative examples of
this:
•
•
•

14 MAY 2018

96% of paediatric staff agreed or strongly agreed with the statement ‘If
you were concerned about unsafe clinical practice they would know how
to report it’ compared to a Trust score of 95%
97% of paediatric staff agreed or strongly agreed with the statement ‘My
organisation encourages us to report errors, near misses or incidents
compared to a Trust score of 92%
81% of paediatric staff agreed or strongly agreed with the statement ‘We
are given feedback about changes made in response to reported errors,
near misses and incidents’ compared to a Trust score of 72%
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Future changes to cancer treatments
Increasing ambulatory care
Recent advances in technology and
drug development mean that many
more patients can now be treated as
day patients rather than as inpatients.
This shift towards ambulatory care
reduces the time children need to
spend in hospital. The cancer
treatment facilities for children at RM
Sutton have been purpose-built to
support these new care models.

New technologies and
treatments
At the same time, new, advanced
treatments are being developed,
including two of particular significance
to paediatric oncology: CAR-T cell
therapy, and proton beam therapy.
CAR-T cell therapy is a new form of
treatment in which a patient’s T cells (a
type of immune system cell) are
changed in the laboratory so they will
attack cancer cells. CAR-T cell therapy
could become the treatment of choice
for relapsed or refractory Acute
Lymphoblastic Leukaemia (ALL) in
children – which represents c15% of all
cases xix. There are approximately 400
new cases of Acute Lymphoblastic
Leukaemia in children in the UK each
year xx.

radiotherapy. In proton beam therapy
the beam can be designed so that the
protons stop and release most of their
energy accurately at a particular depth
in the tissue. This means that fewer
healthy cells nearby receive a dose of
radiation, reducing side effects. Two
centres in England, including
University College Hospital London
have been commissioned to begin to
develop a proton beam therapy service
in England xxi. Likely future treatment
volumes are not yet known.

Implications for the PTC
This cycle of developing new specialist
treatments and simultaneously
enabling previously inpatient
treatments to be delivered on an
ambulatory care basis is a wellestablished feature of the ongoing
innovation and advancement in cancer
medicine.
The treatment volumes associated with
CAR-T cell therapy and proton beam
therapy are anticipated to be small. It
is expected that the South Thames PTC
will work closely with Great Ormond
Street Hospital and University College
Hospital London (the North Thames
PTC) to deliver these treatments.

Proton Beam Therapy is a type of
Radiotherapy that uses beams of
protons instead of the beams of X-rays
(photons) that are used in conventional
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Managing the risks of multi-site service delivery
The multi-site operating model means that patients benefit from the unique specialist
expertise available at the Royal Marsden, at St George’s Hospital, Kings College
Hospital and the Evelina Children’s Hospital. Providing networked care across more
than one site also involves some risks and issues, which are actively managed. The
table below describes the four most significant issues and the mitigations in place.
Risk

Mitigation

The risk that the multi-site
model requires some patients
to travel between sites during
the course of their cancer
treatment which causes
inconvenience and may
increase the risk of an adverse
incident

There are clear operating policies and pathways in place
across the PTC. The number of multi-site patient visits is
minimised where possible and the number of emergency
retrievals from RM to PICU at St George’s or Kings College
Hospitals is now 9-10 per year. Robust processes are in
place to manage such transfers safely. There have been no
patient safety incidents associated with patient transfers in
the last 6 years.

The risk that the multi-site
model increases complexity
for staff and that the
consultant workforce is
stretched to cover two sites

The workforce model for the paediatric service and job
plans have been designed to work across the multiple sites
at which care is delivered. Consultant workforce numbers
increased by 20% during 2017/18. The rota is due to be
split between solid and liquid tumours to share the
workload of the attending weeks.

The risk that there is less onsite paediatric oncology
expertise at St George’s
Hospital than at RMH

A speciality oncology doctor provides daytime ward cover at
St George’s Hospital and advanced paediatric oncology
nurse practitioners provide weekend ward cover. There is
consultant presence on site 7 days per week at St George’s
Hospital

The risk that the large number
of POSCUs (16) providing
variable levels of care limits
ability to function as a network
and creates the need for
families to travel to the PTC
more frequently

There is a 24/7 telephone helpline in place to support
communication between the POSCUs and the PTC. The
number of POSCUs and levels of care provided at POSCUs
is under review by the Paediatric Oncology CRG. The Royal
Marsden supports a shift towards a smaller of number of
POSCUs providing higher levels of support and care.

Any proposals to overcome the multi-site nature of the current PTC model require the
consolidation of all specialist children’s services on a single site. Notwithstanding the
significant practical, operational and financial issues, consolidation of this nature
would create fragmentation and risks elsewhere in the cancer pathway, which could
outweigh any theoretical benefits gained. In particular, separating paediatric
oncology services from adult cancer services, and separating clinical services for
children from the research infrastructure at the Royal Marsden could undermine the
excellent continuity of care, outcomes and access to clinical trials which are the
strengths of the current service.
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Summary and Conclusions

The service model in the Principal Treatment Centre provides a comprehensive, high
quality, safe service to children with cancer in the South Thames region.
The stable, multi professional team at the Principal Treatment Centre provides
expert, holistic care to children and families and has well-established links with
Paediatric Oncology Shared Care Units.
Patient and family feedback is excellent and informs the ongoing development of the
service; outcomes are as good as or better than national or European averages, and
the centre has been rated ‘good’ by the CQC and outstanding for caring.
The RM Paediatric and Adolescent Drug Development Unit is one of the largest
translational research programmes globally, which means that children treated in the
PTC have early access to clinical trials.
The multi-site operating model in the PTC means that patients benefit from the
specialist expertise available at the Royal Marsden, and at St George’s Hospital, Kings
College Hospital and the Evelina Children’s Hospital. The risks and issues associated
with providing networked care across more than one site are understood and actively
managed. The cancer specific model has specific benefit to patients including the
extensive availability of adult oncology expertise, excellent transitions between care
for children and young people (a Taskforce priority) and a high quality late effects
service for children and young people post acute treatment.
With reference to the provision of paediatric oncology services across London, PTCs
rely on partners to provide a comprehensive range of services e.g. Great Ormond
Street transfer patients for radiotherapy to UCLH. The concept going forward
should be one of strengthening specialist PTC networks and simplifying pathways by
reducing the number of shared care units. Longer term, and when NHS capital and
service priorities allow, service and estate changes may alter the pattern of provision,
either through JVs recognising relative capabilities in children’s cancer treatment and
cancer research or through more significant reconfiguration.
None of the priorities for children and young people in the Independent Cancer
Taskforce require any changes to the PTC model, but instead focus on pathways
(from Shared Care Units), small volume providers outside London, and improving
research and transitions of care between services for children and young people. The
Royal Marsden and St George’s are well placed to meet these requirements.
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Data Sources

A number of data sets were used to compile the information set out in this report.
Activity has been identified based on analysis of all patients aged 16 or under,
consistent with the definition set out in the NHS England standard contract. Private
patient activity is included in the analysis. Incident data is based on the ward or
department the patient was admitted to and whether the incident was recorded as
relating to a paediatric specialty. Financial analysis has been completed by
identifying patients flagged on the patient administration system as being a
paediatric specialty. The report makes clear where data relates to a financial year, or
a calendar year.
The schedule below sets out the data sources for items referenced in the report.
i

www.cclg.org.uk/In-hospital/Specialist-hospitals

ii

www.ncin.org.uk/view?rid=459

iii

Based on analysis of The Royal Marsden activity data

iv

Based on analysis of Royal Marsden data. 454 referrals in 2015/16 and 463 in 2016/17

v

Based on analysis of Royal Marsden 2016/17 activity data. Chemotherapy figures include chemotherapy
inpatients and outpatients. Outpatient activity and inpatient activity figures include chemotherapy.

vi

Data provided by St George’s Hospital. 135 in 2016 calendar year, 140 in 2017 calendar year.

vii

Data presented in PICU audits 2015, 2016 and 2017

viii

www.cqc.org.uk/sites/default/files/new_reports/AAAF7342.pdf

ix

As vii above

x

www.cqc.org.uk/sites/default/files/new_reports/AAAF7342.pdf

xi

Review of RM Paediatric mortality data for 2012-2014 undertaken by Dr AK Anderson in October 2014

xii

Acute Lymphoblastic Leukaemia Mortality and Serious Adverse Events Audit undertaken by Dr Sharon
Roberts, Paediatric Registrar, The Royal Marsden Hospital, August 2014

xiii

Analysis of the outcome of children with newly diagnosed and relapsed medulloblastoma, E Eryilmaz, K
Aabideen, H Lashkari, K Khabra, Dr Zacharoulis, 27 August 2013
xiv

www.picanet.org.uk/Audit/Annual-Reporting/PICANet_2017_Annual_Report_Summary_v1.0_FINAL.pdf

xv

Based on analysis of Royal Marsden activity data. 29 of 117 chemotherapy outpatients, 1524 of 2916
chemotherapy day attendances and 65 of 498 inpatients (so a total of 1618 of 3531 attendances) were
recorded as relating to a trial.

xvi

Data from Trust Risk Management system

xvii

NHS National Reporting and Learning System, 2017

xviii

http://www.cqc.org.uk/publications/surveys/children-young-peoples-survey-2016

xix

https://icer-review.org/wp-content/uploads/2017/07/ICER_CAR_T_Draft_Evidence_Report_121917.pdf

xx

http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/leukaemiaall/incidence#heading-One
xxi

http://www.uclh.nhs.uk/aboutus/NewDev/NCF/PBT/Pages/Home.aspx
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Executive Summary
The Board is asked to note that:
1. Overall patient engagement is proactive and effective and feedback extremely
positive. Patient feedback is actively influencing service delivery;
2. The number of different mechanisms in place to actively seek feedback from our
patient, families, carers and service users;
3. Complaint numbers overall are low, although slight increases are noted in cancer,
clinical and corporate services in the last 12 months, but decreases in community
services and PP;
4. Key themes in complaints are communication, both written and verbal followed by
diagnosis and treatment. There is good evidence of changes being made within
services in response to this feedback. Turnaround times for complaint responses are
predominantly within the internal target of 25 days;
5.

Friends & Family Test performance is at or above the national average for all
services;

6. There is good evidence of change as a result of the 2017 PLACE assessments with the
environment seeing some significant evidence based improvements for patients with
dementia;
7. PPI is extensive across both clinical and research facilities the benefits of which are
far reaching;
8. The on-going support of our extremely active Patient Carer Advisory Group (PCAG)
with examples of their work in the last 12 months; and
9. The vision and ambition of the future work described in line with the Trust Five Year
Strategic Plan launched in May 2018.
Recommendations
The Board is asked to review and comment on this report.
Author:

Contact Number or E-mail:

Date:

Helene Anderson, Deputy
Chief Nurse

x2122

12th June 2018

Patient and Public Involvement (PPI)
1.0. Background
Positive patient experience and feedback from services users and their
families is fundamental to the RMH Trust strategy. This report is intended to
provide an update and assurance to the board on patient experience and PPI
work that has taken place over the last 12 months across all hospital sites.
1.1.

Patient engagement is effective overall and feedback extremely positive,
placing the organisation in a strong position. The report describes a number of
proposed changes, which build on existing work and further strengthen the
patient experience and PPI framework. The ambition being to develop a world
leading approach to patient and public experience and involvement. See
appendix 1 for corporate committee structure.

2.0. Patient experience performance
2.1

This section of the report covers a number of key areas of patient experience
including complaints, Friends and Family Test (FFT), PALS and PLACE
assessment feedback.

2.2

Complaints

2.3

Complaints by volume and division

2.4

146 formal complaints were received for the financial year 2017/18. This is as
slight increase compared to the previous year when 135 were received. The
following is a breakdown of the complaints received in the financial year
2016/17 and 2017/18.
Graph 1: A breakdown of the complaints received 2016-18, by division.
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2.5

The graph below shows complaint numbers by division per quarter over two
years
Graph 2: Complaints by division per quarter since ‘14/’15.
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2.6

Both of the graphs above shows the variation in numbers of complaints
received over the last two years. The data indicates that complaints received
by Cancer, Clinical and Corporate services have increased slightly where as
Private Practice and Community services have seen a decrease. Overall
volumes of complaints remain low.

2.7

Complaints Themes

2.8

The graph below shows the subject area of complaints for the finacial year
2017/18 by division. Communication and diagnosis and treatment concerns
are the most frequently reported issues overall, most notably in Cancer,
Clinical and Community services.
Graph 3: Complaints by subject matter and division
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2.9

For complaints where communication is reported as the key issue, these often
relate to concerns about lack of clear communication or poor written or verbal
communication.

2.10

Actions taken as a result of this include: Haematology appointment letters to
now include information about potential delays whilst blood test results are
analysed; Additional training has been provided to temporary secretarial staff
around preparation of clinics and the secretarial guide has been updated.

2.11

For those complaints where diagnosis/treatment has been recorded as the
subject area, these usually relate to concerns about the individuals plan of care
or delays in diagnosis.

2.12

Actions taken as a result include: An information leaflet specific to desmoids
tumours introduced to provide patients with detailed material on the disease,
treatment options and rationale behind an active surveillance policy; an SOP
has been created integrating community MSK with cancer services for active
RMH for patients who present to community services. This is reflected in the
cancer sections of the clinical guidelines for the management of
musculoskeletal red flags in the community.

2.13 Complaints performance
2.14 The focus on complaints responses is to hold an early conversation with the
complainant and to gain a clear understanding of the key areas of concerns. A
timescale is then agreed with the complainant based upon the complexity of
the issues raised. Meetings are always offered as a starting point where
appropriate, with the aim of resolving in a sensitive and responsive way. This
can impact upon response times dependent upon the length of time arrange.
The trusts standard internal performance target for turnaround of responses
is 25 working days.
2.15

The following graph indicates the average time to respond to complaints each
quarter for the last two financial years. Performance during 2017/18 has been
better than the standard 25 days, however for Q4 performance deteriorated
slightly to 29 days. This predominantly related to complexity of responses
which crossed multiple organisations.
Graph 4: Average response time per quarter 2016/17 to 2017/18
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2.16

Compliments

2.17

Whilst complaints are one of the most valuable sources of feedback and
learning for the Trust, it is also recognised that compliments provide another
rich source of data.
The Trust receives a significant amount of positive feedback. 1133
compliments were logged centrally in the 2017/18 financial year and below are
some examples.

2.18

Ellis ward - Thank you so much for the amazing care you so kindly bestow
on us, the patients. You really are living stars that deserve so much more than
you reap. I greatly appreciate all that you do.

2.19

Day Care - The one word that describes the care I received while having
Chemotherapy treatment at The Royal Marsden Hospital, Sutton was
INCREDIBLE. Your professionalism, linked with the smiles and positive
attitude you showed on each day of my treatment, makes all of you a real asset
to the hospital and a credit to the leadership. Your caring attitude has made
my chemotherapy days almost a pleasure!

2.20 Viewpoints
The Trust actively seeks feedback from patients, carers and visitors and
anyone using the Royal Marsden and Community services. Viewpoints are one
of the mechanisms for capturing this.
2.21

There are approximately 40 patient feedback boxes around the Trust. These
offer an opportunity for any one visiting or being cared for in the Trust to
provide us with direct feedback or thoughts on areas for improvement, either
anonymously or otherwise on the comment cards provided.

2.22

The complaints team collect and analyse these weekly, responding to concerns
where contact details have been provided or simply noting the issues being
described and feeding back to the relevant service. A formal thematic review is
carried out on a quarterly basis and a report generated of the feedback from
the Viewpoint cards and associated actions. The report is uploaded onto the
Trust website.

2.23 Patient Advisory and Bereavement Service (PALS)
2.24

Many compliments arrive directly on the wards/departments in the form of a
card or thank you note; the PALS team regularly receive letters of thanks or
verbal feedback about services.
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2.25

The table below shows the number of PALS contacts for the ‘17/’18 financial
year by general request type.
Request for advice / assistance
General browse
Clinical information
Comment / suggestion
Concern
Listening Post
Non-clinical information
Praise / thanks
Support
Totals:

1672
3421
148
28
411
21
236
119
19
6075

2.26

Of the 6,075 contacts, 64 were community services related. As can be seen the
key reasons for contact related to general information, to raise a concern,
requests for none clinical followed by clinical information.

2.27

A more detailed breakdown of the general requests above reveals the following
top ten categories:Advice and Information
Appointments / Clinics
Communication - verbal / written /
electronic
Compliments
Delays in care
Diagnosis / Treatment
Miscellaneous
Referral information
Registration
Transport

5125
54
125
80
61
29
209
130
31
25

2.28

In terms of future work the complaints and PALS teams plan to meet with the
Patient Carers and Governors (PCAG) representatives quarterly to review
complaints PALS concerns and any issues the PCAG group have identified
through their work. This triangulation will be important in identifying key
areas of concerns and any themes emerging that can then be proactively
managed.

2.29

Friends and Family Test (FFT)

2.30

Introduced by the Prime Minister in May 2012. All NHS patients are asked
whether they would recommend a particular healthcare setting to their friends
and family. The results of this test are used to improve the experience of
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patients, and to highlight priority areas for action. The Trust performs
consistently well.
2.31

The Trust average across the year (2017/18) was that an average of 97% of
inpatients saying that they would recommend us. This is higher than the
national average of 96%. The Trust average across the year for outpatient
services was that an average of 96% of outpatients said that they would
recommend us. This is higher than the national average of 94%. The Trust
average across the year for community services was that 96% of community
services clients said that they would recommend us. This is the same as the
national average of 96%. See appendix 2 for quarterly results over two years
and national comparisons.

3.0

Patient Led Assessment of the Care Environment (PLACE)
All NHS Trusts are required to conduct an annual round of PLACE
inspections– formerly known as PEAT (Patient Environment Action Team)
inspections. The Health and Social Care Information Centre (HSCIC) is
responsible for administering the PLACE process. The most recent report
dates back to 2017 following inspections on both Chelsea and Sutton sites
during April and May respectively.

3.1

Each inspection team is comprised of staff and patient Assessors. The Patient
Assessors volunteered from the Trust’s Patient and Carer Advisor Group
(PCAG), Governors, Health watch and The Friends of the Royal
Marsden. Staff Assessors included senior staff from Facilities and Nursing
and including an external validator from The Royal Brompton and Harefield
Trust.

3.2

The inspectors score across 6 domains (Cleanliness; Food; privacy, dignity
and wellbeing; dementia, condition, appearance and maintenance and
disability)

3.3

Results indicated The Trust’s 2017 PLACE results were generally very good,
with scores above the national average in most domains – ‘Food’ scoring
particularly highly. The Trust scored below the national average on:
‘Dementia’ for both sites; and on ‘Disability’ for Sutton. Dementia was a new
domain in 2016. See appendix 3 for the full 2017 survey results and national
comparisons.

3.4

The Trust dementia environmental improvements have now been completed
in line with the PLACE assessment feedback and action plan. This included
installation of dementia friendly bathroom signage across the Sutton and
Chelsea sites and replacing toilet seats and rails to ensure they were
contrasting in colour. Dementia friendly clocks have also been installed within
all clinical areas. The Trust also continues to make improvements with general
signage and flooring in line with the estates improvement strategy.

3.5

The 2018 PLACE inspections are currently underway with early feedback
indicating that the inspectors can see the improvements made.
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4.0

National In-Patient Survey Results – 2017
These are due to be published by CQC on the 13th June. The Trust achieved a
response rate of 48.4% compared to a National Average of 38.3%.

4.1

In comparison to other Picker Trusts of the 62 questions RMH scored
BETTER on 59 questions; significantly WORSE on 0 questions and no
significant difference on 3 questions.

4.2

The survey is repeated annually. By comparing changes over time it has
enabled the Trust to focus efforts on particular areas where they wish to
improve. The results also enable the Trust to examine areas of practice that
have improved, which assist in quantifying the impact of service
improvements put in place.

4.3

The tables below show data where a question has shown a significant change
form 2016.
The Trust has improved significantly on the following
questions
15. Hospital: bothered by noise at night
47. Procedure: did not explain how it had gone in an
understandable way
63. Discharge: family not given enough information to help and
care
64. Discharge: not told who to contact if worried

The Trust has worsened significantly on the following
questions
21. Hospital; did not always get enough help form staff to eat
meals
34. Care: wanted to be more involved in decisions

5.0

Lower scores are
better
2016
2017
15%
10%
21%
16%
38%

31%

5%

2%

Lower scores are
better
2016
2017
15%
10%
21%

16%

Patient and Public Involvement (PPI)
Patients are at the heart of everything we do at The Royal Marsden. We want
to continue to improve both the clinical care we provide and our patients’
overall experience at the hospital. We aim to do this by listening to what our
patients tell us and by putting their suggestions in to practice. We want to give
people a chance to have a say in their own care and treatment and how much
they want to be involved in decisions about their care. We also want to give
everyone a say in how we provide services as well as policy, planning and
Research.

5.1

By working together we can develop services that are better targeted, more
effective and more likely to meet the expectations of the people who use them.
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5.2

There are a number of current areas of active and effective PPI at The Royal
Marsden:-

5.3

Patient and Carer Advisory Committee (PCAG)
This proactive and supportive group of patients, carers and members of the
public work alongside the Royal Marsden staff on a variety of projects where
their contribution may improve patient experience, serve as an advisory group
for all Trust committees which request patient or carer input and generate a
patient/carer perspective which is broad based and reflects a range of views.

5.4

PCAG presents a regular report into the Integrated Governance and Risk
Management Committee (IGRM) on their work.

5.5

The work of the group is wide ranging but the following represent some
examples:- Night time 5 senses observational surveys to assess the
general environment and noise levels in response to feedback around “noise at
night”. Recommendations were wide ranging but some of the quick wins
related to quiet closing doors and bins which the Trust addressed. The group
are involved in identifying/confirming actions from the Picker Inpatient survey. PCAG did an observational survey around privacy at
reception desks and made recommendations on how the Trust could
improve this. PCAG have been invited to participate in the development of the
Nursing and AHP strategy.

5.6

Research and PPI
PPI in research was formally established at The Royal Marsden in 2009. This
was driven in part by national initiatives but also by clinical researchers who
recognised the need to involve patients in research design.

5.7

Patient and carer research review panels were subsequently established to
facilitate the process of consultation and co design of research protocols,
research design and patient information. Panel members are patients and
carers of people affected by cancer. Panels also get involved in funding
applications.

5.8

Research PPI Activity
There is currently a large data base of research PPI activity and over the last
four years metrics have been collected to show both volume and impact of
work through the PPI panels.

5.9

The data indicates that over 60 research projects are reviewed each year. See
appendix 5 for examples of the metrics and the breakdown by unit and PPI
activity for Q1 this year.
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5.10

Breakdown by type of PPI activity for Q1 2018

5.11

Public Engagement examples
An open evening for the Drug Development Unit on the 11th April 2018 was
attended by over 150 members of the public. Lectures were given by the
consultants from DDU, Senior Nurses, a representative from CRUK and most
importantly two patient’s spoke of their experiences of being on a clinical trial.
There was a poster session and interactive games relating to the science of
cancer and drug development.
It is currently International Clinical Trials Week, there are four separate
public engagement events taking place, one at the RM Chelsea, two at the RM
Sutton and one in Sutton High Street (Morrison’s). There are poster sessions,
interactive games relating to clinical trials, and information about signing up
to be a PPI colleague in research.

5.12 An example of PPI in research (Case Study)
A project facilitated by a Clinical Nursing Research Fellow and Clinical Nurse
Specialists utilised a patient perspective to develop services in the Phase I
clinical trial Unit (Oak Ward Drug Development Unit):
•

•

•

•

Design: This was a qualitative approach using two focus groups with a loosely
designed schedule to prompt discussion and the narratives was recorded and
analysed.
Settings and Participants: Patients or relatives of patients with advanced
cancer on Phase I trials in a specific Phase I Trials unit in a specialist cancer
hospital.
Methods: Two one hour focus groups were digitally audio-recorded. Group 1
consisted of 8 participants and group 2 consisted of 10 participants. The
discussions were audio-recorded transcribed verbatim and analysed using a
thematic analysis approach.
Results: Four themes emerged from the data that were useful to guide
decision making regarding further development of services they were; face to
face support, remote support, getting the right information in the right way at
the right time and support and relationships with other patients.
As a result of this study patient information has been changed, the Clinical
Nurse Specialists now send out an introductory email with an electronic form,
of information and signposting details. The biggest change to come from this
9

is the plan to have quarterly forums where patients can meet, receive a session
on living well with cancer and also receive feedback about some of the clinical
trials that are taking place in the unit. These meetings are in development.
The effectiveness of this will be evaluated after four meetings.
5.13

The objectives going forward for research related PPI is to increase the coproduction of research, improve our ability to demonstrate impact and
improve intranet guidance for researchers on PPI.

5.14 Trust Wide PPI activity
In addition to the research related PPI the Trust has a number of other PPI
activities taking place within each of the Tumour groups. Currently there are
32 individual pieces of PPI work across the organisation ranging from audits
to surveys, questionnaires and focus groups.
5.16

A data base of this activity and its impact is maintained by the Clinical Audit
department, who oversee and support projects, ensuring governance is
rigorous and consistently applied.

5.17

An example of PPI activity across the acute Trust (case study)
The re-audit of the Lymphoedema process and outcome of obtaining garments
for the management of Lymphoedema on prescription, resulted in the
following quality improvements:• Numbers of patients obtaining the correct compression garment via a
GP prescription increased over 4 weeks
• Time taken to obtain a correct prescription decreased
• A reduction in NHS waste due to garments being correct first time
• Improved safety and management of Lymphoedema
• The project initiated a CQUIN for 2015 with Surrey Downs and
Croydon CCG.
This PPI project won a prize at the British Lymphology Society
Community services Sutton used an accredited audit tool to work alongside
breast feeding mothers who were asked to provide feedback/interview on care
and support received. The results impacted the following changes:• Raised awareness at all service updates on the importance of
embedding discussions during all contacts.
• Bridge gaps in mothers knowledge via a local news letter
• Using texting services to remind parents of optimal time to commence
solids
• Incorporate feedback in to staff induction training
• Offer all mothers an appointment at a health promotion workshop on
starting solids at the 6-8 week check.
This project also won a prize and gained formal UNICEF accreditation as it it
exceeded all of the UNICEF standards of 80%.
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5.18 CCRC and Cavendish Square PPI activity
Both of these significant Trust new builds have involved extensive patient and
carer involvement and consultation. The Trust leads for this work consider it
vital to the success of the project that patient and carer involvement is both
meaningful and on-going throughout the duration of the projects.
5.19 Examples of PPI activity
In June and July of 2016 two patient and carer workshops were held- this
influenced the size and nature of the waiting area space and charger points as
well as adapting the design to maximise the available light.
An event entitled “Day care- what makes a good day?” took place in July 2016.
This explored the day care patient pathway and what could be done to add
value and improve patient experience.
An equipping trial took place in October ’17- which reviewed the type of
furniture suitable for day care areas. This session influenced the style and type
of recliner procured.
5.20

In addition to this PCAG, The Council of Governors and FT members have
been consulted and engaged around these two important pieces of work.

6.0

Future Plans and Ambition
The Royal Marsden is performing competitively in all aspects of patient
experience and PPI. However, there is more that can be achieved to continue
build upon this success and to fulfil our potential in providing world leading
patient experience:

6.1

Following the launch of the Trusts Five Year Strategic Plan in May 2018 - to
revise and re-launch the Patient Experience and PPI strategy by Q3 2018/19.

6.2

To restructure the current meetings to reduce overlap, clarify terms of
reference and to incorporate both patient and staff experience across all three
sites, driven by new operational site specific groups. The overarching Board
being the Patient Experience Strategy group, Chaired by the Chief Nurse. To
be presented to QAR in September 2018.

6.3

To tender for new patient experience survey contract. By September 2018

6.4

The new IWGC question set has been rolled out as part of the extended
contract. This process going forward once the new contract has been awarded
will incorporate electronic capture of the data to deliver more real time
feedback, an improved hierarchy of data to enable it to be cut at
organisational, divisional or departmental level and data available in
dashboard format so themes and performance can be viewed at a glance.

11

6.4

An investment in the substantive team has enabled an increase of resource in
the form of a new Volunteers Manager and Patient Experience lead. These
posts will be out to advert by the end of June 2018.

6.5

To develop a framework to support a coordinated organisational approach to
PPI with consistent governance, oversight and the ability to capture key
metrics and impact. December 2018.

6.6

NHSI released their new Patient Experience Framework in June 2018. The
tool is aimed at providing a diagnostic to establish how embedded patient
experience is in its leadership, culture and operational processes. To
complete this by September 2018.

6.7

By August 2018 - to recruit to two new senior posts at RMH – a dedicated
full-time PPI lead (8a) and a dedicated full-time Volunteers Lead (8a).

6.7

Finally, to consider RMH’s global horizons and not only to benchmark
ourselves against comparable organisations nationally but to review work
being carried out internationally, its impact and transferability.

7.0

Summary
Good experience of patient care, treatment and support is an essential part of
an excellent healthcare service alongside clinical effectiveness and safety. The
Royal Marsden is undoubtedly a learning organisation and one which has
patient experience at its heart. The report aims to provide assurance that
patient experience and patient engagement work is well established and
driving service development and change at RMH, alongside outlining a
number of changes. The overarching ambition is to build on existing work
taking patient experience at The Royal Marsden and Community services to
the next level.
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Remuneration
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Quality, Assurance & Risk
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Audit & Finance
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Governors
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& Risk Management
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Advisory
Committees
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Services Division

PCAG

Private
Care Division

Clinical Advisory Group

Clinical
Services Division

Nursing, Rehabilitation &
Radiography Advisory
Committee

Community Services
Division

Trust
Consultative
Committee

Corporate Services
Directorates

Employment
Partnership

Workforce and Education

Private Care Executive

Research Executive
Financial Strategy
Group (FSG)
Marketing & Comms
Steering Group

Transformation Board

Patient Experience
&
Quality Account Group

Equality, Diversity and
Inclusion Steering Group
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Appendix 2

Friends and Family Test (FFT) results

INPATIENTS

Q1 20162017

Q2
20162017

Q3 20162017

Jan
2017

Feb
2017

Mar
2017

The Royal Marsden
percentage of
inpatients who
would recommend
National average

Q4
20152016
97%

98%

98%

98%

97%

98%

97%

96%

96%

96%

95%

96%

96%

96%

Response number

1691

1473

1437

1371

477

451

633

OUTPATIENTS Q4 2015- Q1 2016- Q2 2016- Q3 2016- Jan Feb Mar
2016
2017
2017
2017
2017 2017 2017
The Royal
Marsden
percentage of
outpatients
who would
recommend
National average
Response
number

96%

98%

98%

98%

99%

98%

98%

93%
918

93%
1157

93%
964

93%
933

93%
217

93%
364

94%
435

Community health
services (overall)

Q4 20152016

Q1 20162017

Q3 20162017

Jan
2017

Feb
2017

Mar
2017

98 %

Q2
20162017
100%

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

98%

97%

95%

98%

98%

95%
733

95%
264

95%
322

95%
841

95%
352

96%
99

96%
330
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Appendix 3

Patient-Led Assessment of the Care Environment (PLACE)

Results 2017
Criteria

National
Average Score
2017

Chelsea
2016

Chelsea
2017

Sutton
2016

Sutton
2017

Cleanliness

98.38%

99.57%

99.85%

98.49%

98.75%

Food *

89.68%

95.78%

96.49%

96.81%

98.12%

Organisation
Food *

88.80%

95.75%

96.01%

95.75%

96.01%

Ward Food *

90.19%

95.78%

96.59%

97.32%

98.85%

Privacy, Dignity
& Wellbeing

83.68%

89.87%

94.86%

94.40%

91.32%

Condition
Appearance &
Maintenance

94.02%

98.91%

97.80%

92.72%

94.59%

Dementia

76.71%

73.96%

76.20%

62.50%

57.46%

Disability

82.56%

80.68%

88.35%

72.71%

77.63%

15

16

BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

27th June 2018

7.1.

Title of Document:

To be presented by

Key Performance Indicators Q4

Chief Operating Officer/Deputy
Chief Executive

Executive Summary
This paper provides the Board with an update on the Trust’s performance for quarter 4
2017/18. The scorecard and narrative is also submitted to the Council of Governors.
The report includes the balanced scorecard for the Trust and a commentary on the red-rated
indicators in the quarter 4 report including actions underway to improve performance.
Recommendations
The Board is asked to note the Trust balanced scorecard and commentary for quarter 4
2017/18 and is invited to discuss the position.
Author:

Contact Number or E-mail:

Date:

Steven Francis, Director of
Performance and
Information

Steven.Francis@rmh.nhs.uk

13th June 2018

KEY PERFORMANCE INDICATORS
QUARTER 4 2017/18
1.

PURPOSE

This paper provides the Board with an update on the Trust’s performance for quarter 4
2017/18. The scorecard and narrative is also submitted to the Council of Governors.
The report includes the balanced scorecard for the Trust and a commentary on the red-rated
indicators in the quarter 4 report including actions underway to improve performance.
2.

PERFORMANCE FOR QUARTER 4

70% of RAG-rated metrics were green in Quarter 4, with 10% (8) metrics rated red.
Of the 8 red-rated metrics, five have been
identified as longer-term issues. These
metrics are: 62 day standard, Community
Nurse Vacancy rate, non-PP debtors, research
(accrual to target) and PP aged debt.
Appendix A shows the full balanced scorecard
report for quarter 4 for 2017/18.
2.1 Patient Safety, Quality and Experience

Q4 17/18

62 day wait for first treatment – GP referral to treatment (before
reallocation)
Actual: 75.7%
Target: 85%
Forecast: Green post
reallocation

The Trust did not meet the standard for quarter 4 2017/18 with performance at 75.7%
against a target of 85%. The Trust did meet the standard following reallocation with
reallocated performance measured at 87.9%. During quarter 4, there were 47.0 accountable
breaches prior to reallocation. Of those accountable breaches 37.0 were received late in the
pathway (defined as after day 38). Of those remaining, the breaches occurred for the
following reasons:
•
•
•
•
•
•
•
•
•

Administrative delays (1.0)
Booked out of time (1.0)
Delay in workup (3.5)
Complex diagnostic pathway (0.5)
Patient choice (1.0)
Patient unfit (0.5)
Delay to enabling treatment / fertility treatment (1.0)
Patient initiated delay (1.0)
Capacity (0.5)
1

On 30th March 2017, the Trust submitted a trajectory to NHSE for compliance with the 62day standard in 2017/18. This trajectory incorporated plans submitted by referring trusts
within SW London to ensure referrals are made to RM by day 38 wherever appropriate.
Performance has remained below this trajectory across the year. Throughout this time, SW
London providers have failed to meet their trajectories for referral by day 38. The Trust met
the 62 day standard based on reallocated performance in 8 of 12 months in 2017/18. The
Trust met its internal trajectory for performance against GP referrals in 9 of 12 months in
2017/18.

Q4 17/18

62 day wait for first treatment – Screening referral to treatment
(before reallocation)
Actual: 81.2%
Target: 90%
Forecast: Green
62 day wait for first treatment – Screening referral to treatment
(post reallocation)
Actual: 80.7%
Target: 90%
Forecast: Green

RMH did not meet the 62 day screening target in quarter 4 (before reallocation or post
reallocation), with performance at 81.2% and 80.7% respectively, against a target of 90%.
This was the result of 8.0 accountable breaching pathways across the quarter. Of those
accountable breaches 4.5 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)
Booked out of time (0.5)
Change in treatment plan (0.5)
Pathway planning (1.0)
Patient choice (0.5)
Capacity (0.5)

2.2 Community measures
Q4 17/18

Community Nurse vacancy rate
Actual: 22.7%
Target: <15%

Forecast: Red

The Community nurse vacancy rate has remained relatively steady compared to Q3 2017/18
but remains above the agreed 15% target. There has been a reduction in the nurse vacancy
rate across the year (26.7% in Q1) as a result of the significant programme of work to attract
more nurses to work in Community services. This has involved local and national
recruitment campaigns, recruitment incentives including ‘refer a friend’, ‘golden hello’, and
an increased online advertising and social media presence. These initiatives are having a
positive impact on the recruitment pipeline of staff waiting to start and, as at 16th May 2018,
the pipeline has 28.75 WTE Registered nurses due to commence in the next 4 months.
2.3 Finance, Productivity and Efficiency
Q4 17/18

PP Aged Debt at >6months
Actual: 26%
Target: <19%

Forecast: Red

The total PP debt over 6 months old has improved from 29% in Q3 to 26% in Q4 but remains
above the target of 19%. Ageing of Embassy debt remains a challenge, with one embassy in
particular showing a preference for paying more recent invoices in order to hit required

2

payment targets. The Private Medical Insurance (PMI) position continues to improve but is
masked by the Embassy position.

Q4 17/18

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

The percentage of Non-PP debtors over 90 days decreased in quarter 4, however remains
above target. This improved position is in part due to a reduction in debt over 90 days of
£0.9m and also a slight increase in total debt, both reducing the overall ratio. This reduction
in debt over 90 days is due to a reduction in NHS aged debt of £2m offset by a slight increase
in other aged debt.
2.4 Clinical and Research Strategy
Accrual to target, % of closed commercial trials meeting
Q3 17/18
(1 quarter in contracted recruitment target (national definition)
arrears)
Actual: 53.5%
Target: 85%
Forecast: Red
Recruitment to target is affected by many factors. Recruitment may be more challenging
than anticipated; the Sponsor can often choose to close the trial earlier than anticipated and
the trial is sometimes withdrawn by the Sponsor. In some instances, the recruitment
window may be extended in agreement with the Sponsor, with no change to the date held the
trial Contract (and hence the metric does not reflect the agreed extension). The NIHR
collects reasons for recruitment targets not having been met but no adjustment is made to
account for these reasons.
RM was reported to have achieved 53.5% (for comparison, The Christie NHS Foundation
Trust achieved 51.9%). The national average was 57.2%. At RM, of the 20 studies that did
not meet their target recruitment, 13 studies were withdrawn by the sponsor, which means
the trial was shut earlier than expected, therefore not providing the opportunity to recruit to
the agreed target. No adjustment is made by the NIHR for studies that were closed early by
the sponsor.
In order to improve performance against the NIHR metric, researchers are negotiating
recruitment ranges, rather than a single definitive number of patients, and will request
amendments to contracts where recruitment is not happening at the anticipated
rate. Recruitment data are reviewed regularly at Clinical Research Team meetings, and are
reported at quarterly performance meetings held with the teams.
2.5 Workforce
Q4 17/18

Staff turnover rate
Actual: 15.20%
Target: <12.0%

Forecast: Amber

The overall turnover rate for the Trust is 15.2% which is an increase from quarter 3 but
remains in line with the average for London. Following the introduction of the new
induction and on-boarding programmes which have been well received by staff, the Trust is
continuing with a further series of planned projects to improve staff retention. The
Outstanding Care; Outstanding Culture programme is underway to refresh and re-launch the
Trust’s values; the Red Tape Challenge has been launched to reduce nursing paper work and
to streamline the development of new documentation; a team of the Trust’s senior clinicians
and managers are leading the Emotional and Psychological Well-being programme and a
new communication platform is due for roll out in late summer. The latter will enable more
visible recognition and celebration of staff achievement, real time communication and
3

improved access to information for staff. An informal careers service has been launched for
nursing and a trust wide careers advisory service will be launched in Q3.
The Trust continues to invest in staff education and training, including new education
pathways for building the future nursing workforce via Healthcare Support and Senior
Healthcare Support Worker apprenticeships. Our Nurse Associate and Nurse Rotations
Programmes as well as the other wide variety of education pathways provided by The Royal
Marsden School, continue to support staff retention. As part of our workforce transformation
programme we are also planning the introduction of new roles including the appointment of
Physicians Associates.
3.0 Conclusion
The Board is asked to note the Trust balanced scorecard and commentary for quarter 4
2017/18 and is invited to discuss the position.
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The Royal Marsden NHS Foundation Trust
Balanced Scorecard 2017/18
NHSi denotes NHS Improvement standard
1.

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

Patient Safety, Quality & Experience

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

NHSi

MRSA positive cultures (cumulative)

Target in 2017/18

Q4
(Jan-Mar
17/18)

Q3
(Oct-Dec
17/18)

Q2
(Jul-Sep
17/18)

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

1

1

1

1

1

1

0

0

0

0

0

1

C Diff lapses of care

≤31 per annum

4

0

1

1

1

VTE risk assessment

≥95%

96.6%

96.5%

96.7%

95.8%

97.3%

G

G

G

G

G

G

≤4 /year, ≤1 /qtr
< 27%

1
15.78%

2
21.00%

2
14.28%

1
16.22%

1
19.00%

≤75

77.45

78.96

68.1

69.47

70.73

G

G

G

G

G

G

30 day mortality post surgery

< 0.8%

0.91%

0.28%

0.57%

0.29%

0.66%

30 day mortality post chemotherapy

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

< 2.2%

1.52%

1.57%

1.85%

1.62%

2.09%

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

<5%

1.60%

2.10%

1.60%

4%

0.00%

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

<5%

1.60%

2.10%

1.60%

6%

0.00%

≥ 90%

93%

88%

95%

95%

100%

0

0.6

0.5

0.7

0.7

1.7

>70%

71.25%

73.78%

72.10%

70.90%

72.41%

Friends and Family Test (inpatient and day care)

≥95%

97.42%

96.11%

97.67%

97.13%

97.20%

Friends and Family Test (outpatients)

≥95%

95.17%

95.08%

95.59%

97.99%

98.30%

Waiting times for day chemotherapy (over 3 hrs)

≤13%

11.31%

9.10%

9.47%

12.10%

11.56%

0

0

0

0

0

0

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

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

≥95%

99.97%

100.00%

100.00%

100.00%

99.90%

PP access to single rooms - Sutton %

≥95%

98.73%

100.00%

99.74%

100.00%

99.70%

all cancers

≥93%

93.0%

96.8%

97.0%

97.4%

97.7%

symptomatic breast patients

≥93%

93.5%

96.1%

95.7%

93.6%

95.9%

≥96%

97.3%

97.0%

98.0%

98.1%

97.4%

≥94%

94.7%

95.6%

95.7%

97.0%

95.2%

≥98%

98.6%

98.8%

98.9%

99.0%

98.8%

≥94%

95.5%

95.8%

95.9%

94.6%

96.6%

≥85%

87.9%

82.6%

86.9%

85.6%

85.3%

≥85%

75.7%

71.7%

75.5%

76.2%

77.9%

≥90%

80.7%

87.8%

89.5%

91.3%

89.6%

≥90%

81.2%

88.0%

93.0%

89.6%

90.8%

≥92%

97.1%

96.9%

95.9%

95.6%

95.9%

≤ 6 a quarter

1

1

4

4

2

National waiting times targets

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

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

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

Q3
(Oct-Dec
17/18)

Q2
(Jul-Sep
17/18)

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

N/A

100%

95.90%

95.40%

Recommend – Care

≥96%

Q4
(Jan-Mar
17/18)
96%

Not recommend – Care

≤1%

2%

N/A

0%

0.60%

0.70%

Q3
(Oct-Dec
17/18)

Q2
(Jul-Sep
17/18)

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

Target in 2017/18

3. Community Measures
NHSi Community Measures

referral to treatment information

≥50%

Q4
(Jan-Mar
17/18)
75.00%

75.00%

75.00%

75.00%

75.00%

referral information

≥50%

75.00%

75.00%

75.00%

75.00%

75.00%

activity information

≥50%

76.20%

76.20%

76.20%

76.20%

76.20%

≥95%

99.59%

92.9%

98.0%

96.7%

97.0%

≤160 /yr, ≤40 /qtr

43

31

37

44

New in Q1

0

0

0

0

0

New in Q1

≤15%

22.7%

20.43%

23.87%

26.75%

24.14%

Target in 2017/18

NHSi Community care data completeness
NHSi
NHSi
Patient satisfaction
Friends and Family Test
Effective care
Number of patients with attributable pressure ulcers
(RMCS)

Total
Category 4

Community staff vacancy rate
Nurse vacancy rate
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The Royal Marsden NHS Foundation Trust
Balanced Scorecard 2017/18
NHSi denotes NHS Improvement standard
4. To improve the productivity and efficiency of the Trust in a financially sustainable manner, within an effective governance framework
Finance, Productivity & Efficiency

Q3
(Oct-Dec
17/18)

Q2
(Jul-Sep
17/18)

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

1

Q4
(Jan-Mar
17/18)
1

1

1

1

1

On/below cap

-29%

-26%

-22%

-18%

-14%

Cash (£m)

> plan

47.3

36.1

30.0

20.0

21.1

NHS activity Income Variance YTD (£000)

≥plan

3105

1418

0

714

1610

PP activity Income Variance YTD (£000)

≥plan

6,861

4,774

1,788

1,100

2,868

PP Aged debt at >6months

≤19%

26%

29%

31%

29%

New in Q1

Target in 2017/18

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

<25%

42%

46%

48%

57%

42%

> 100% of plan

88%

98%

84%

81%

102%

Between 85% and
115% of plan

-286

-3,028

-3,793

-3,261

-4,579

Bed occupancy - Chelsea

≥85% ≤90%

84.08%

81%

85%

83%

85.10%

Bed occupancy - Sutton

≥85% ≤ 90%

85.23%

83%

83%

81.05%

79.40%

Non-PP Debtors over 90 days (% of total non PP-debtors)
Achievement of Efficiency Programme YTD (%)
Capital Expenditure Variance YTD (£000)
Productivity & Asset Utilisation

Care Hours per Patient Day total ratio

≥11.3

11.67

11.70

11.20

11.50

11.30

Theatre utilisation - Chelsea

≥80%

89.20%

93.08%

87.87%

87.20%

89.90%

Theatre utilisation - Sutton

≥80%

73.89%

71.35%

70.78%

81.20%

82.70%

≥1.5

1.46

1.53

1.46

1.55

1.58

Q3
(Oct-Dec
17/18)

Q2
(Jul-Sep
17/18)

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

Q3
(Oct-Dec
16/17)

MDU Patients per Chair (Adjusted method and chair numbers)
Contrat performance (QUARTER IN ARREARS)

0

Contractual Sanctions incurred (£000)

0

0

0

CQUIN %age achievement

≥95%

0
100%

0

Acute NHSE (quarter 3 not confirmed)

100%

100%

100%

100%

CQUIN %age achievement
CQUIN %age achievement

Acute CCG
Sutton Community Services

≥95%

100%

100%

100%

100%

100%

≥95%

100%

100%

100%

100%

100%

4950-5300

Q4
(Jan-Mar
17/18)
5302

Q3
(Oct-Dec
17/18)
5053

Q2
(Jul-Sep
17/18)
4764

Q1
(Apr-Jun
17/18)
4967

Q4
(Jan-Mar
16/17)
5150

≥988

1186

1150

1094

1093

1221

Meet trajectory

491

450

420

340

248

≤5

5.30

5.39

5.10

5.26

4.87

≤26%

28.13%

28.58%

27.93%

29.85%

26.97%

Q3
(Oct-Dec
17/18)

Q2
(Jul-Sep
17/18)

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

Q3
(Oct-Dec
16/17)

≥80%

86.70%

74.30%

85.7%

63.6%

90.5%

≥85%

53.5%

54.50%

52.9%

47.8%

45.7%

12

11

1

New in Q4
1

5. To deliver the Trust's clinical and research strategy; to better meet the needs of patients and commissioners
Clinical and Research Strategy
Target in 2017/18
Total NHS referrals
Total PP referrals
RMH Patients recruited to 100K Genome Project
Efficient clinical models
NHS Average (mean) Elective LoS
NHS Non-Elective Admissions

Research (1 QUARTER IN ARREARS)
Performance in Initiating Clinical Research (70 day
benchmark - all trials)
Accrual to target (1Q arrears) - National definition

No. of 1st patients recruited in previous 12 months

Trials lead by RMH

6.

as %age of all NHS Admissions

NIHR Adjusted figure (excl delays attributed to
sponsor/neither sponsor or trust)
% of closed commercial interventional trials
meeting contracted recruitment target
(excluding trials that had no set target)
No. of 1st UK patients

1

6

No. of 1st European patients

1

1

1

1

1

No. of 1st Global patients

1

7

5

4

New in Q1

≥20%

50.0%

41.0%

41.0%

New in Q1

Q4
(Jan-Mar
17/18)

Q3
(Oct-Dec
17/18)

Q2
(Jul-Sep
17/18)

Q1
(Apr-Jun
17/18)

Q4
(Jan-Mar
16/17)

as %age of commerical interventional trials
with RMH involvement which opened in the
last 12 months

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

Workforce
Target in 2017/18
Workforce productivity
Vacancy rate

≤5%

9.00%

8.80%

10.51%

11.30%

8.80%

Staff turnover rate

≤12%

15.20%

14.95%

15.50%

15.10%

15.20%

Sickness rate

≤3%

3.60%

3.20%

2.60%

2.70%

3.50%

Quality & development
Consultant appraisal (number with current appraisal)

≥90%

97.16%

97.30%

97.30%

98.00%

96.00%

Appraisal & PDP rate

≥90%

85.20%

82.60%

81.70%

85.70%

86.90%

Completed induction (new measure)

≥80%

88%

84%

83%

84.20%

80.80%

Statutory and Mandatory Staff Training

≥90%

90.10%

89.20%

88.50%

89.00%

87.80%
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APPENDIX B
62 Day GP Urgent Referrals by Category

The Royal Marsden NHS Foundation Trust
62 Day Breaches split into Day Referral was Received at RMH
1st Apr 2017 to 31st Mar 2018

100%
90%

85% Target

80%
70%
60%

>62 Days
Day 39-62

50%

<= Day 38

40%
30%
20%
10%
0%
17:04

17:05

Quarter 1

17:06

17:07

17:08

Quarter 2

17:09

17:10

17:11

Quarter 3

5

17:12

18:01

18:02

Quarter 4

18:03

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.
Q4 17/18

Tumour site
85% target
Breast
Gynaecological
Haematological (excl. Acute Leukaemia)
Head & Neck
Lower GI
Lung
Other/Unknown
Sarcoma
Skin
Upper GI
Urological

OE
position

Reallocated
position

52.73%

75.56%

91.95%
84.85%
50%
56.25%
81.82%
69.57%
78.57%%
52.94%
81.25%
68.75%

94.67%
96.88%
75%
92.86%
91.67%
92.59%
100%
71.43%
81.25%
75.68%
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Financial Performance Report
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1.

Introduction
The paper provides a summary of the financial position for May 2018.

2. Summary Financial Position
Key headlines
For the month of May the key headlines are as follows:
• Operating surplus in month of £2.9m, £1.3m favourable to plan;
• Retained surplus in month of £2.2m, £1.6m favourable to plan;
• Retained surplus YTD of £0.8m, £1.1m favourable to plan;
• Agency expenditure of £0.6m, an adverse variance against the revised cap of £73k. The Trust is £6k
under cap YTD;
• Cash in bank of £47m, a favourable variance of £2.5m.
The favourable position in month was driven by strong NHS Acute and Private Care activity and income.
This increased activity drove an adverse non-pay expenditure position but pay expenditure remained under
plan. Under the Single Oversight Framework, the Trust delivered a Use of Resources rating of 1, against a
plan of 3.
May 2018

May 2018 YTD

Budget

Actual

Var

Budget

Actual

Var

£'000

£'000

£'000

£'000

£'000

£'000

(17,919)

(18,587)

(669)

NHS Clinical Income

(35,099)

(34,543)

556

Non NHS Clinical Income

(17,704)

(19,101)

(1,397)

NHS Non Clinical Income
Non NHS Non Clinical
Income

(9,314)

(8,591)

723

(3,821)

(4,080)

(259)

(65,938)

(66,316)

(377)

Pay

37,698

36,955

(743)

Non Pay

26,231

26,612

381

63,929

63,567

(362)

(2,009)

(2,749)

(739)

594

593

(1)

(1,415)

(2,156)

(740)

Income
(9,367)

(9,964)

(596)

(4,588)

(4,324)

264

(1,839)

(2,182)

(343)

(33,714)

(35,057)

(1,344)
Expenditure

18,878

18,589

(289)

13,251

13,592

341

32,130

32,181

51

(1,584)

(2,876)

(1,292)

298

306

8

(1,286)

(2,570)

(1,285)

(543)

(858)

(314)

Donated Asset Income

(975)

(1,093)

(118)

1,341

1,223

(118)

2,674

2,446

(229)

(104)

-

104

-

-

-

(592)

(2,205)

(1,613)

Depreciation
Impairment and loss on
disposal
Retained
(Surplus)/Deficit

284

(803)

(1,087)

67%

65%

(2%)

67%

65%

(2%)

Operating Surplus
PDC, Interest, JV
Development Reserve
for Inv

% of NHS income/Total
income
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Financial Performance Report
31 May 2018
The Trust reports the percentage of income for the provision of goods and services for the purpose of the
health service as set out within the NHS Act 2006 and amended by the Health and Social Care Act 2012.
This is completed annually and a statement included within the Annual Report, which the auditors review.
However, it is also reported to the Board and Council of Governors in each finance report. The income is
split into four overall categories with examples of the types of income included:
• NHS clinical income – income from NHS England and CCGs for clinical activities;
• Non-NHS clinical income – private care income for clinical activities;
• NHS non clinical income – NHS R&D; salary support for staff in training e.g. junior doctors;
• Non-NHS non clinical income – commercial R&D; car-parking; catering income.
As a ratio the Trust is required to have more income as NHS than non-NHS and for month 2 the position
was 65% of income from NHS sources.

3. Income and Expenditure
Income – The income position for May was £1.3m favourable, of which £0.7m related to NHS Clinical
Income and £0.6m to Private Care income.
NHS Clinical Income improved significantly in month as lags in coding that are experienced at the start of
each year were caught up on. An additional £1.1m of income was coded in month that related to April
(reducing the prior month £1.2m adverse variance). This additional income was mainly in inpatient, BMT
and day case areas. Income in May was therefore £0.4m adverse to plan. Although activity in month
generally improved overall, with inpatient admissions and bed days particularly increasing, the low April
bed days and surgeries drove lower inpatient discharges and therefore income in month.
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Private Care income was £0.6m ahead of plan in month due to increased income for drugs (£0.4m), price
increases (£0.1m) and over-performance in activity in both bed days, radiotherapy and surgeries (£0.1m).

Pay expenditure – was £0.3m favourable to plan in month which is largely driven by vacancies and
delays in recruitment to new posts as a result of business cases approved in 2017/18. Vacancies are across
the board but particularly seen in Nursing and Medical Staffing where high uses of temporary staff are
being experienced.
As shown in the graph below, the April 2018 budget increased reflecting both business cases approved and
an accrual for 2% pay inflation in line with planning guidance. The March 2018 cost was unusually high due
to some one-off year end items (e.g. the annual leave accrual).
Pay run rates remain a considerable concern given their steady increase over the last few years, although the
May cost did equal the 2017/18 Q4 run rate. Additional controls for pay expenditure are being put in place,
particularly around temporary staffing (bank, agency and overtime), however as can be seen in the analysis
below agency spend both in month and YTD is up on previous months which given NHS income YTD is
behind plan is of concern.
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Bank spend was £0.9m in month compared to a Q3 & Q4 run rate of £0.9m but agency spend of £647k was
above recent run rates. NHSI has lowered the agency expenditure cap for the Trust to £6.9m for the year or
£573k per month (£9.1m 2017/18 or £756k per month). Overall the Trust is below the revised NHSI agency
expenditure cap YTD by only £6k. High spend on junior doctor rotas, nurses in CCU and theatres and other
clinical staff drove this increase in month. Deep dive meetings with these high spend areas are focusing on
actions to fill vacancies, seek alternative more cost efficient solutions and ultimately reduce agency usage.
Chart 2.2 (Appendix 2) shows agency spend by division compared to the NHSI cap.

Non-pay expenditure – was £0.3m above plan in month and YTD. This was largely due to higher drugs
costs (which drove higher drugs income) and “other non-pay” costs. “Other non-pay” cost adverse variances
were largely timing differences in IT spend and spend with RM Partners.

4. Cash and Debt
Cash – The Trust had £47m in cash, £2.5m favourable to plan largely driven by the improved I&E position.
Chart 2.3 (Appendix 2) shows the cash plan/forecast for 2018/19. Cash is continually monitored and
despite recent success in clearing historic items, NHS organisations are generally paying much slower than
in previous years.
Debt – Debtors overall reduced by £1.5m from last month, with a £3m reduction in NHS Debtors and a
£0.3m increase in Private Care debtors. Private Care accrued income has also increased as there are delays
in billing for Vitality and Aviva while the new contract is negotiated and therefore debt is expected to
increase further in June.

5.

Conclusion and Recommendation
The retained deficit is £1.1m favourable to plan for month 2 which is driven by higher Private Care Income,
and controlled low costs. Agency usage has increased so additional controls have been put in place to reduce
this expenditure to help stay with cap. The cash position remains strong and ahead of plan. The Board is
requested to note the financial position for month 2 and the NHSI Use of Resources rating of 1.
The Board is requested to note, as stated in section 3, that pay expenditure only includes an accrual for pay
awards at the level currently funded within the CSR. The pay awards for 2018/19 have now been approved,
however it is not yet clear on how this will be funded and therefore there may be a cost pressure associated
with this.
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Appendix 1: Income and Expenditure
In Mont h

Y ear t o Dat e

Prior Y ear t o Dat e

Y ear - 2018/19

Av erage Mont hly Run Rat es

Budget

Act ual

Var

Budget

Act ual

Var

Act ual

Var

Budget

Forecast Var

17 18 Q1

17 18 Q2

17 18 Q3

17 18 Q4

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

Actual

Actual

Actual

Actual

Income
NHS Clinical Incom e

(1 7 ,9 1 9 )

(1 8,587 )

(6 6 9 )

(3 5,09 9 )

(3 4 ,54 3 )

556

(3 3 ,887 )

(6 56 )

(2 1 5,7 6 0)

-

(1 7 ,084 )

(1 6 ,7 89 )

(1 7 ,7 7 3 )

(1 7 ,81 4 )

Non NHS Clinical Incom e

(9 ,3 6 7 )

(9 ,9 6 4 )

(59 6 )

(1 7 ,7 04 )

(1 9 ,1 01 )

(1 ,3 9 7 )

(1 6 ,1 9 4 )

(2 ,9 07 )

(1 1 1 ,3 50)

-

(8,3 86 )

(8,4 04 )

(8,887 )

(9 ,1 3 9 )

NHS Non Clinical Incom e

(4 ,588)

(4 ,3 2 4 )

264

(9 ,3 1 4 )

(8,59 1 )

7 23

(8,583 )

(9 )

(58,3 59 )

-

(4 ,4 6 4 )

(4 ,7 80)

(5,7 6 7 )

(6 ,9 01 )

Non NHS Non Clinical Incom e

(1 ,83 9 )

(2 ,1 82 )

(3 4 3 )

(3 ,82 1 )

(4 ,080)

(2 59 )

(4 ,3 58)

27 9

(2 3 ,01 6 )

(1 ,07 4 )

(2 ,088)

(1 ,4 85)

(1 ,9 1 4 )

(2 ,7 2 1 )

(3 3 ,7 1 4 )

(3 5,057 )

(1 ,3 4 4 )

(6 5,9 3 8)

(6 6 ,3 1 6 )

(3 7 7 )

(6 3 ,02 3 )

(3 ,2 9 3 )

(4 08,4 85)

(1 ,07 4 )

(3 2 ,02 1 )

(3 1 ,4 58)

(3 4 ,3 4 1 )

(3 6 ,57 5)

Pay

1 8,87 8

1 8,589

(2 89 )

3 7 ,6 9 8

3 6 ,9 55

(7 4 3 )

3 4 ,83 5

2 ,1 2 0

2 2 5,9 51

(4 4 5)

1 7 ,4 3 7

1 7 ,4 6 5

1 8,085

1 8,53 8

Non Pay

1 3 ,2 51

1 3 ,59 2

341

2 6 ,2 3 1

2 6 ,6 1 2

3 81

2 5,02 4

1 ,589

1 6 4 ,3 2 3

1 ,51 9

1 2 ,550

1 2 ,1 6 0

1 3 ,1 3 3

1 4 ,6 6 1

3 2 ,1 3 0

3 2 ,1 81

51

6 3 ,9 2 9

6 3 ,56 7

(3 6 2 )

59 ,858

3 ,7 09

3 9 0,2 7 5

1 ,07 4

2 9 ,9 87

2 9 ,6 2 5

3 1 ,2 1 7

3 3 ,1 9 9

(1 ,584 )

(2 ,87 6 )

(1 ,2 9 2 )

(2 ,009 )

(2 ,7 4 9 )

(7 3 9 )

(3 ,1 6 5)

41 6

(1 8,2 1 1 )

-

(2 ,03 4 )

(1 ,83 3 )

(3 ,1 2 4 )

(3 ,3 7 7 )

Expendit ure

PDC, Interest, JV
Dev elopment Reserv e for Inv

298

3 06

8

59 4

59 3

(1 )

665

(7 2 )

3 ,53 9

-

333

336

333

221

(1 ,2 86 )

(2 ,57 0)

(1 ,2 85)

(1 ,4 1 5)

(2 ,1 56 )

(7 4 0)

344

(1 4 ,6 7 1 )

-

(1 ,7 01 )

(1 ,4 9 7 )

(2 ,7 9 1 )

(3 ,1 56 )

(9 7 8)

(9 ,3 3 3 )

-

(6 6 )

(3 6 0)

(1 ,4 9 4 )

(86 9 )

5

1 6 ,7 1 3

-

1 ,2 2 2

1 ,2 53

1 ,2 82

1 ,2 83
(3 0)

Donated Asset Incom e

(54 3 )

(858)

(3 1 4 )

(9 7 5)

(1 ,09 3 )

(1 1 8)

(2 ,500)
(1 1 4 )

Depreciation

1 ,3 4 1

1 ,2 2 3

(1 1 8)

2 ,6 7 4

2 ,4 4 6

(2 2 9 )

2 ,4 4 1

Loss Disposal Fixed Assets
Im pairm ent
Ret ained Surplus

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

-

-

-

-

-

-

-

-

-

-

-

13

1

(1 04 )

-

1 04

-

-

-

-

-

1 ,2 50

-

-

-

2 86

468

(59 2 )

(2 ,2 05)

(1 ,6 1 3 )

2 84

(803 )

(1 ,087 )

(1 7 3 )

(6 3 0)

(6 ,04 1 )

-

(54 6 )

(59 0)

(2 ,7 1 5)

(2 ,3 06 )

Pla n Y T D

A ct u a l Y T D

1
4
4
1
1
3

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

1.2 Ca pital Debt Cover (2)
5
4
3
2
1
0
-1
-2
-3

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

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

1.3 I&E Ma rgin (3)
5%
4%
3%
2%
1%
0%
-1%
-2%
-3%
-4%
-5%
-6%
-7%

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

45
35
25
15
5
-5
-15

1.4 V ariance from CT Margin (4)
5%

1.1 Liquidity Ratio (1)

1.5 A gency Spend Variance t o cap (5)
60%

4%

50%

4

3%

40%

2%

30%

3

1%

20%

0%
-1%

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

2
1

10%
0%

-2%

-10%

-3%

-20%

Actual

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

Operat ing Surplus

Plan
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Appendix 2: CIPs, Agency, Cash and Debt

Plan

90-365

£21 .7

£1 1.1

£1 5.2

£1 7.3

£1 6.4

£2 0.6
£1 6.0

30-90

£1 6.0

£1 5.6
£1 6.5

£1 3.3

>365

£1 8.7

£-

£1 7.9

£-

£1 7.4

£10.0

£1 8.0

£10.0

£1 3.3

£30.0
£20.0

£1 9.7

£30.0
£20.0

£1 8.1

£40.0

£1 2.3

£40.0

£22.8

£50.0

£1 7.7

£60.0

£50.0

£22.0

£60.0

Actual

2.4 Debtors - Aging over time

£70.0
£1 3.2

2.3 Cash Balance

£21 .0

£70.0

0-30
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NQB Safer Nurse Staffing report to The Board of Directors:
1. The Board is asked to note the Trust compliance against NICE and National Quality
Board (NQB) standards in relation to safer nurse staffing.
2. To note the dynamic daily risk assessment of nurse staffing levels and the revised
escalation process in both acute and community services. This provides the senior
operational team with an overview of nurse staffing related risk on a shift by shift
basis.
3. To note the national workforce picture impacted upon by both Brexit and the
withdrawal of the bursary for pre-registered nurses.
4. The success of the 2017/18 integrated recruitment and retention strategy and
subsequent impact upon workforce metrics and the proposal going forward for
2018/19, with particular emphasis on retention.
5. The impact of introducing a specials policy which supports staff with their decision
making through use of a more detailed risk assessment and authorisation process.
6. To note the introduction of the skill mix and establishment review process and
progress against the subsequent recommendations from the report. Appendix 5.
7. To thank the board for their support with this work to date and ask them to note the
recommendation for the biannual review process to be the vehicle for ensuring
staffing levels are safe and efficient going forward.
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NQB Safer Nurse Staffing Report
1.0

Executive Summary & Introduction

1.1 The purpose of this staffing paper is to provide the Board of Directors with an overview of nurse staffing capability and
compliance with the NICE and National Quality Board (NQB) standards. It is a requirement that the Board of Directors receive
such a report every six months.
1.2 Locally, at the Royal Marsden we aim to provide safe, high quality care to our patients. Our nurse staffing levels are continually
assessed to ensure we meet this aim. On a shift by shift basis, across our hospitals and community services, staff numbers and
skill mix are reviewed by the senior team to ensure the right numbers of staff, with the right skills, are deployed appropriately.
There is a clear escalation process in place if actual staffing numbers are below those planned.
1.3 Nationally, the NHS workforce remains high on the political agenda; nursing in particular is high profile due to the number of
vacancies. In January 2018 there were 34,000 registered nurse vacancies across the UK, the highest number reported since
records collected. The media have widely reported the significant drop in EU nurses applying to the NHS, which has fallen by
95% from July 2016 to July 2017. In addition withdrawal of the bursary for pre-registration nurses has seen a 23% fall in
applicants for registered nursing, although the full impact in year is predicted to be a fall of approximately 6% overall for
registered nurse places.
1.4 At the Royal Marsden we have instigated an intensive recruitment and retention drive, which has seen measureable success
over the past nine months, with vacancies falling from nearly 15% in May 2017 to 11.8% in April 2018. This places The Royal
Marsden with one of the lowest vacancy rates in London. Within this figure significant challenges remain in traditionally
difficult to recruit areas such as community services (> 22% vacancies), critical care and paediatrics’.
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1.5 The Royal Marsden NHS Foundation registered nurse retention rate (combined hospital and community) was 17% (15%
Hospital, 18% Community). This is just below the London average. The Trust has undertaken a significant diagnostic exercise in
the summer of 2017 to understand ‘why nurses stay & why nurses leave’. Over 200 staff were involved in this exercise. This
piece of work informed an innovative joint HR/nursing/pharmacy retention plan, supported by RMCC which began in the
Winter 2017 (see section 6.0 for further details).
1.6 In addition to the daily staffing reviews and monthly reporting, in December 2017/January 2018 in line with the National
Quality Board recommendations, the Chief Nurse has instigated annual reviews of ward and departmental establishments with
sisters, matrons, HR and finance colleagues. The aim of these more detailed reviews is to analyse the latest ward acuity and
safety data, to ensure establishments are safe and efficient. These reviews will be the vehicle to advise budget holders on
establishment changes pre-business planning and review any efficiency opportunities. The review was replicated in Community
Services in March 2018.
2.0 Background and use of the ‘Safer Nursing Care Tool’ and other staffing tools at RMH
2.1 In line with the recommendations detailed in ‘Hard Truths – The Journey to Putting Patients First’ (2014), The Royal Marsden
publishes its nurse staffing levels to the Board of Directors and externally on a monthly basis. The purpose of this report is to
ensure the Board is aware of exceptions to planned staffing each month. Data is published on the Trust internet site for patients
and other interested parties to view.
2.2 In the wake of the final report of the Mid Staffordshire NHS Foundation Trust Public Inquiry published in February 2013, and
the Government’s commitment to safe staffing requirements outlined in a succession of publications, NICE Safe Staffing
Guidelines were published in July 2014.
2.3 The NICE (2014) guidance on safe staffing addresses five overarching elements which need to be met those of:
• Organisational strategy;
• Principles for determining nursing staff requirements;
• Setting the ward nursing establishment;
• Assessing availability of nursing staff on the day to meet patient need;
• Monitoring and evaluation of nursing staff establishments.
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In order the continue to meet this guidance The Royal Marsden uses the ‘SafeCare’ electronic acuity tool, and since December
2017 is formally reviewing establishments bi-annually to ensure nurse staffing levels meet the complexity of care and needs of
our patients.
2.4 Adults: Safecare: In February 2017 the Trust went live using ‘Safecare’ an electronic acuity tool that interfaces with
Healthroster allowing us to record patient acuity data three times a day, this has been reduced to twice a day in April to free up
nurses time. Safecare provides visibility of both rosters and daily staffing and helps to ensure that they meet the acuity and
dependencies on the wards. The Safecare tool enables the senior nursing team to review acuity dependency at ward level which
informs staffing requirements using professional judgement.
2.5 Safecare is powered by a NICE approved, evidence based acuity tool: The Safer Nursing Care Tool (SNCT) Adults. Historically
the Trust used the 2006 version of SNCT, due to RMH participation in a multi-site NIHR funded nurse staffing research study
which ended in December 2017. In January 2018 the Trust moved to the latest version of the SNCT, which is NHSI
recommended. The deployment of the newer tool incorporates a firmer evidence base and will be rolled out with new electronic
tablets in June 2018 to reduce the administration burden and make data collection easier for ward sisters.
2.6 Children: A new Safer Nursing Care Tool for Children and Young persons has recently been tested and released. This will be
piloted and deployed across our Children’s and TYA areas in Quarter 3.
2.7 Cancer Medical Day Units (MDU): The MDU is the core of a specialist Cancer Hospital. There is currently no nationally
recognised acuity tool developed for MDUs. RMH is working with partners to develop an MDU acuity tool for use in a Cancer
Hospital. This is a new and innovative piece of work which will be reported to the Board in the December NQB Safer Staffing
Report.
2.8 Community Services: Within the Community settings there is no nationally standardised acuity tool for community nursing.
Recently the team have undertaken a Queens Nursing Institute (QNI) review of staffing levels and benchmarked establishments
with the new NHSI Community Staffing guidance released in February 2018. The full report was presented to the June meeting
of the Nursing, Radiology and Rehabilitation Advisory Committee (NRRAC), chaired by the Chief Nurse.
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3.0 Planned Versus Actual Staffing
3.1 Staffing data is also published monthly using the Department of Health ‘planned versus actual’ methodology i.e. what the ward
assessed was the requirement for safe staffing as a percentage against the actual percentage of staff on duty at that time:
Actual staff % is a calculation of Actual substantive staff + actual temporary staff
Planned staffing numbers
3.2 The average planned staffing level versus the actual staffing level for Q3 & Q4 remains greater than 97.5%, which is a positive
figure, reflecting the reduction in Registered Nurse vacancies (Table 1).
Table 1: Planned Versus Actual Ward Staffing Figures Q3 & Q4
RN fill
percentage
Chelsea
Sutton
Combined
97.69%
94.40%
97.58%
October
98.69%
98.84%
98.75%
November
98.56%
97.77%
98.25%
December
98.73%
96.86%
97.98%
January
97.13%
98.34%
97.59%
February
98.37%
98.12%
98.27%
March

HCA fill
percentage
Chelsea
Sutton
Combined
122.90% 105.02%
115.24%
107.97% 105.73%
107.00%
105.60% 107.94%
106.64%
109.69% 115.52%
111.98%
106.73% 102.05%
104.84%
102.09% 107.08%
104.35%

3.3 HCA Fill rate >100% is related to one to one ‘Specials’ (ie one member of staff allocated to one patient on a ward) which are
required to meet specific patient safety needs: e.g. patient at risk of falling, absconding, safety of a patient with a Deprivation of
Liberty Order (DOL’s) or Mental Health Act Section. These additional staffing requirements also inflate care hours per patient
(see 4.0).
3.4 There was a major focus on ‘Specials in Q3 & Q4, culminating with a new Trust-wide Specials (one-to-one care) policy. This
initiative ensures all specials are prescribed and reviewed on a daily basis by the senior nursing team and escalated to the
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Divisional Clinical Nurse Directors and Chief Nurse. The revised process has demonstrated a significant and sustained reduction
in ‘Specials’ (graph 1.0) – without compromising key quality metrics such as a patient falling or absconding from the Trust.

Graph 1: Reduction in Specials Activity

4.0

Care Hours Per Patient Day (CHPPD)

4.1 CHPPD is the preferred metric recommended by the Lord Carter Review. It is recommended to be viewed/ triangulated
alongside other recommended staffing tools such as the Safer Nursing Care Tool (SNCT). CHPPD is calculated by adding the
hours of registered nurses to hours of healthcare assistants and dividing the total by every 24 hours of inpatient admissions.
Whilst CHPPD is still in its infancy it has become a prominent benchmarking tool.
4.2 In quarter 3 the Trust average CHPPD was 11.65 and 11.31 in quarter 4 (Graph 2). The CHPPD has been consistent over the year
and the slight reduction is due to the reduction of specials and is representative of improved compliance with data collection at
ward level. On average our NHS ward CHPPD is above the NHS CHPPD average of 10.0, this can in part be explained through
economies of scale ie: the unique size of the majority of our wards, which are 15 beds or below, against an NHS average of 25
beds or below.
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Graph 2: Trust CHPPD (includes Horder, TYA & PP wards)

Required CHPPD 2017/2018
20
15
10
5
0

Trust CHPPD (exclude Oak)

5.0

NHS CHPPD (exclude Oak)

Private CHPPD

Ensuring Wards are Safety Staffed Each Day

5.1 Safe staffing data is distributed daily to all Matrons and Clinical Site Practitioner’s (CSPs). Staffing is reviewed at several touch
points over a 24 hour period, including regular ‘operational huddles’ chaired by the CSP’s. If needed staff are reallocated from
one area of low acuity / dependency to an area of high acuity / dependency. In the Community, staffing numbers and planned
activity are reviewed by locality leads in the each morning, lunchtime and night shift, with staff moved to ensure the right skill
mix for the care required.
5.2 There is firm research evidence linking RN staffing levels with patient safety and better clinical outcomes. Therefore in order to
assure the Board that staffing levels are safe, at each Board of Directors meeting a ‘Quality Account’ paper is presented detailing
staffing levels alongside key nurse sensitive indicators such as pressure ulcers, falls, infection rates, medicine errors &
complaints.
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5.3 In addition to the Quality Account, in December 2017/January 2018 a detailed review of current establishments using the
National Quality Board methodology was undertaken with Chief Nurse, Deputy Chief Nurse, Divisional Nurse Director, Matron,
Sister, Clinical Lead for Rostering, and finance and HR representation. See Appendix 1 for a summary of those meetings.
5.4 In Q4 the Chief Nurse reviewed & updated the Community and Hospital safer (nurse) staffing policy and escalation plans to
further safe staffing. See Appendix 2 & 3 for the new safer-staffing escalation process.
5.5 Staffing ‘Red-Flags’: In line with the new Safer Staffing policy the red flags have been reviewed and made more applicable to
the needs of hospital and community settings. When staffing does not match and there is a concern, staff will escalate to
Matron, Divisional Clinical Nurse Director or Senior Nurse on-call (out of hours). This is a formal process captured on the Trust
incident (Datix) system. The red flags are escalated to the CSP’s and Matrons where they are investigated and managed
accordingly
5.6 Additional training has seen the number increase from 28 red flags reported in Quarter 1 and 2, to 39 in Quarter 3 and 4
however there has not been any instances of harm occurring. There is currently no national community ‘red-flags’, in
consultation with community staff the Trust has developed and is piloting community red flags in Q4 (Appendix 4.0).
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Table 2 – Q 3 and Q4 staffing red-flags
Ward

6.0

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Total

Bud Flanagan east (Sutton)

1

0

1

1

0

1

4

Burdett Coutts (Chelsea)

0

0

0

1

0

0

1

Granard House level 1 (Chelsea)

0

0

0

0

1

1

2

Granard House level 2 (Chelsea)

0

0

0

1

1

0

2

Kennaway Day Unit (Sutton)

0

0

0

0

1

1

2

Markus ward (Chelsea)

0

2

3

0

1

1

7

Mcelwain ward (Sutton)

0

0

0

0

1

0

1

Medical day unit (Chelsea)

0

0

0

2

0

0

2

Medical day unit (Sutton)

0

0

0

0

0

2

2

Oak ward (Sutton)

0

0

1

0

0

0

1

Private patients day unit (Chelsea)

0

0

0

2

3

0

5

Robert Tiffany ward (Sutton)

0

0

0

0

0

2

2

Smithers ward (Sutton)

0

0

0

0

1

1

2

Teenage Cancer Trust Ward (TCTU)

0

0

0

0

1

0

1

Wilson ward (Chelsea)

0

0

1

0

0

2

3

Wiltshaw ward (Chelsea)

0

0

0

0

1

1

2

Workforce Metrics

6.1 As of April 2018 the RN vacancy rate is currently 11.8% which has reduced from 15.15% in April 2017 (Graph 3), within this
Community Services has a vacancy rate of 24.5% which is a slight increase from previous months. In addition April 2018 there
are 88.19 WTE RN in recruitment pipeline including 23.5 newly qualified nurses due to start in August 2018. As is now
common in London, there are particular challenges in recruiting to certain specialist areas, such as Community Services,
8

Critical Care, Theatres, Private Patients and some speciality wards (ie paediatrics’). Nursing remains under its agency cap at
year end.
6.2 A focused International recruitment campaign has recruited 36 nurses to the Trust over the initial target of 30. 8 have now
completed their OSCES and are now working as Registered nurses in various departments including inpatient wards, the
operating theatre sand critical care.
6.The Trust has created a bespoke programme to assist HCAs who were registered nurses overseas to obtain their UK registration,
some of these staff have worked at the Trust for 4 or more years. The first cohort of 18 of these staff have undertaken an
intensive bespoke development programme, which will see the first 4 become RNs by July 2018. This is an innovative homegrown process which significantly reduces the cost of recruiting staff from overseas (10K to 1.kK per nurse).
Graph 3: RN Vacancy Rate
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6.4

As of April 2018 the Trust HCA vacancy rate (all services inc HCA) is currently 10.5% (Graph 4) which has decreased from
13.2% in September 2017 within this Community Services have a vacancy rate of 13.6% which is a reduction from 15.33% in
September 2017. A further 7 WTE HCA’s in April 18 are in the recruitment pipeline.

Graph 4: Trust HCA Vacancy rate

6.5 Nurse turnover rates are stable, and as of April 18 are 17% (15% for the Hospital & 18% for Community). The Executive Board
has been very supportive of a number of Retention and Recruitment initiatives which have been accelerated in February and
March this year. These include:
-

Retention premium & ‘refer a friend’ retention package for Community Nurses.
Major physical and social community advertisement campaign Nov 17-March 18.
Increasing recruitment days from one every two months to two per month.
Increasing RMH national profile at recruitment fairs and university open days.
Recruited a senior full-time nurse recruitment lead (band 8a) and HR nurse recruitment officer (band 6).
International recruitment with our King’s College London partners.
Identify existing overseas members of RMH staff who are RNs in their own country, but not registered with the NMC.
Participate and scale up the ‘Capital Nurse’ rotation scheme.
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6.6 Retaining our staff. The Trust has undertaken a significant diagnostic exercise in the summer of 2017 to understand ‘why nurses
stay & why nurses leave’. Over 200 staff were involved in this exercise. Initiatives include:
-

Reducing the administration burden on ward staff: ‘the red-tape-challenge’
Development of a new recognition scheme for staff.
New induction and on-boarding programme.
Enhanced preceptorship and development for new starters.
Reviewing the needs of nurses at the beginning, middle and toward the final 5 years of their careers
Implementing ‘career-conversations’ with a careers advisor, and making it as easy as possible for staff to move specialities
within RMH (‘internal transfer scheme’)
Roll out of the ‘HALT’ campaign to support nurses taking breaks during their shift, including ‘napping’ at night.

7.0 Recommendations
7.1 It is recommended that the Board:
- Support the NQB recommendation for a Chief Nurse led bi-annual establishment review to be the primary vehicle for ensuring
staffing levels are safe and efficient.
- Note the information on safe staffing and the impact on the quality of care.
- Note the initiatives in place to enhance recruitment and retention.
- Note the update of Q3 & Q4 Safer-Staffing Work plan (appendix 5)
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Appendix 1: Establishment Review December 2017/January 2018 (Summary)

Division

Ward Department

Cancer Services

Bud Flanagan East
Bud Flanagan West/Ambin

CHPPD
Average
2017/18

Yes

No change

9.6

Yes

Review of Ambin service and staffing requirements

Burdett Coutts

8.14

Further analysis
required

SNCT tool demonstrates additional 1.0 WTE RN requirement 1 - Establishment/template
review completed to uplift staffing within existing budget.

Ellis

7.79

Yes

No change

Kennaway/Day unit

8.15

yes

To review staffing model for when Sister retires mid 2018

Medical Day Unit Chelsea

n/a

Further analysis
required

Business case approved Q4 to increate establishment outside additional budget.

Yes

Introduce Paed acuity tool

8.94

Yes

Review specials usage

TCTU

12.32

Yes

No change

Horder

14.65

Further analysis
required

Template review to ensure adequate cover of all shifts Monday to Sunday completed.

Granard House 1/2/3

15.78

Further analysis
required

Exceptionally Small ward (6-7beds)
Review activity/acuity as SNCT tool not suitable for this environment.

Markus

13.06

Yes

No change

Robert Tiffany

10.18

Yes

No change

Wiltshaw

12.13

Yes

Note high siderooms, infection risk and casemix

Smithers /Day Surgery

Private Patients

Comments

10.86

McElwain

Clinical Services

SNCT Review:
Does this meet
safer staffing
requirements
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Appendix 2: 2018 Staffing Escalation: Hospital setting
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Appendix 3: 2018 Staffing escalation: Community Setting (including new ‘Red-Flags)
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Appendix 4: Safer Staffing Work Plan for Q3 & Q4 2017/2018 – Q1 and Q2 2018/19
Lead
NQB ward establishment reviews
with the Chief Nurse and Divisional
Teams
NQB department (OPA, MDU, &
community) establishment reviews
with Chief Nurse and Divisional
Teams
Review staffing escalation – hospital
and community & revise daily
operations report.
Establish ‘One to One’ Care Task &
Finish Group & roll out new policy
Annual review of Safer-Staffing
Policy
Upgrade acuity tool to 2012 SNCT
Upgrade the monthly quality account
data to feature CCHPD and cost of
care hours data
New temporary staffing
authorisation process developed
Standardisation of ward admin time
Review of supervisory time
Introduction of safe Staffing and
Workforce meetings (prospective
review of roster)
Procure electronic tablets for Ward
Sisters for SNCT data capture
Rewrite one-to-one care (specials)
policy

By when

Status

November &
December
2017
September
2018

All inpatient wards
reviewed

Andrew Dimech, Debbie
Lindon-Taylor (DNDs)

December
2017

Completed

Helene Anderson (DCN)

Completed

Helene Anderson (DCN)
& Andrew Dimech
Andrew Dimech/Sharyn
Crossen
Helene Anderson (DCN)

December
2017
End Q4
January
2018
End Q4

Completed
Underway

Helene Anderson (DCN)

End Q4

Completed

Helene Anderson
Helene Anderson
Helene Anderson and
Sharyn Crossen

End Q3
End June ‘18
July ‘18

Completed
Underway
Underway

Sharyn Crossen

Complete Nov 17
Complete Nov 17

Completed

Chief Nurses Office
Chief Nurses Office

Helene Anderson and
Louise Bisset (PE)

Underway

Underway

Completed
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BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

27th June 2018

8.1

Title of Document:

To be presented by

The Top Risks and Concerns

Chief Executive

Executive Summary
The Chief Executive shall present the top risks complied from the Corporate Risk Register
and Board Assurance Framework as well as the top concerns that have been provided by
staff.
Recommendations
The Board is asked to note and discuss the top risks and concerns and confirm that the top 3
risks to the Trust have been accurately identified.
Author:

Contact Number or E-mail:

Date:

Chief Executive

x2101

12th June 2018

The Top Risks and Concerns
1.0.

Top 3 Risks

Following a review of the Board Assurance Framework and Corporate Risk Register, the
following top 3 risks have been identified:
•
•
•

2.0.
•
•

•
•
•

3.0.

Delivery of the research strategy given the reduced BRC grant and absence of a Joint
Working Agreement with the ICR;
Clinical capacity particularly in surgery and diagnostics (pathology & imaging)
including clinical capacity to enable RM to meet the 62 day target; and
Improving IT resilience and delivering the IT strategy, including replacement of the
EPR.
Other risks
Delivery of major capital schemes on time and within budget including the £70m Oak
Cancer Centre on the Sutton site
Maintaining a sustainable workforce, including capacity to deliver projects and
control of temporary staffing, as well as the ongoing recruitment and retention of
staff
Ensuring sustainability of specialist cancer models e.g. Children and Young Adult
Service at Sutton
Maximising non-NHS income for the benefit of all patients through delivery of the
Private Care Strategy
Ensuring improvement in cancer outcomes across West London by leading and
hosting RM Partners.
Top Concerns

Trust frontline clinical and administration staff at all levels were asked what their top 5
concerns were which are themed and summarised below (not in any priority order):
1. Staffing – recruitment & retention of clinical staff in nationally recognised shortage
areas: Community, Children’s, Critical Care Services
2. Workload Pressure – in line with the wider NHS – increases in patient numbers and
acuity, especially over the recent winter months
3. Capacity – clinical capacity in areas such as Theatres and waiting times in
Phlebotomy/MDU
4. Patient environment & space – particularly on the Sutton site
5. IT infrastructure – modernising our infrastructure and reducing the
administration/paper burden on frontline staff.
While the concerns raised by staff are broadly aligned with the strategic and operational risks
found within the BAF and Corporate Risk Register, there are understandably some
differences for example, staff identify workload pressures as a risk but would not necessarily
identify the delivery of the research strategy and BRC grant as a key risk.
Board members are invited to discuss this paper and to confirm that the top 3
risks to the Trust have been accurately identified.

BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

27th June 2018

8.2.

Title of Document:

To be presented by

Board Assurance Framework

Chief Operating Officer

Executive Summary
The Board of Directors requested that the Board Assurance Framework (BAF) is reviewed
and aligned with the new Five Year Strategic Plan 2018/19 – 2022/23; this exercise has now
been completed.
Recommendations
The Board is asked to note and discuss the revised Board Assurance Framework.
Author:

Contact Number or E-mail:

Date:

Chief Operating Officer /
Trust Secretary

x2826

12th June 2018

Board Assurance Framework
May 2018
1.0.

Purpose

The purpose of the Board Assurance Framework (BAF) is to present the strategic objectives for the Trust 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.

Review and Approval of the Board Assurance Framework

The Board Assurance Framework is reviewed by the two Board Sub-Committees, the Audit and Finance Committee (AFC), and the Quality, Assurance
and Risk Committee (QAR) as well as the Board of Directors. The Chairs of the Committees are requested to bring any concerns and / or relevant
changes to the Board’s attention.
Any decisions and actions arising from the Board / Committee’s review of their assigned objectives / risks will be noted in the ‘Board level decisions
and actions’ column.
Those consistently rated green for a period of twelve months from the effective date will be removed from the BAF. Please note that the effective date
will reset if the risk against the objective is rated higher than green to restart the twelve month monitoring period.

EXISTING

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

The Royal Marsden Board Assurance Framework
Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

Research and
innovation

1.1 Successful
delivery of the NIHR
BRC grant 2016-2021
with reduced funding
award and preparation
for renewal of the
grant in 2021.
Director of Clinical
Research / COO

28/06/2017

Amber

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

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
Joint Research Strategy launched
July 2016.
BRC awarded £42.5m December
2016 following submission of a
revised plan, showing the impact of
the reduced funding.
Performance management systems
have been implemented.
Continuation of RMCC grant for
further five years from 2017 (£15m)

Risks against achieving
the objective

Relevant Assurances

Oversight of progress at
weekly Clinical Research
Executive (CRE), chaired
by Director of Clinical
Research and BRC
Steering Board.
Efficiency plans in place
BRC Steering Committee
has oversight of quality of
research, which is chaired
by the Director of Clinical
Research

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

Progress against
achieving actions.
All themes were
allocated a reduced
budget in 2017-18.
Each theme lead has
been instructed to
prioritise research and
seek alternative
sources of funding
where possible. Grant
manager and
appointed to facilitate
increase in grant
submissions
Financial performance
of the wider clinical
research programme
will be monitored at
quarterly Clinical
Research PRG

Owner

Board

Board Level
decisions and
actions

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner
1.2. Achieving optimal
scale and
transformation of care
through strengthening
and developing
collaborations with
partners.
RM / ICR CEOs

Effective
date

28/06/2017

Assurance
score
Red

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
The Joint Working Agreement with
the ICR aims to cover the following
areas:
•
Governance
•
Workforce
•
Intellectual property &
revenue sharing
•
Finance and
estates/fundraising
•
Marketing/communicatio
ns
•
Information

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

Risks against achieving
the objective

Relevant Assurances

Progress against
achieving actions.

Owner

Board Level
decisions and
actions

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

Oversight of progress
through the Board.

JWA (including IPA)
principles to be redrafted and agreed.
Next steps to be
discussed at Board 21
March

Board

RM/ICR Board to
Board
discussions
continue to
finalise the Joint
Working
Agreement and
Intellectual
Property
Agreement

ICR has not joined the
extended AHSC, but
functions with Imperial as
part of the CRUK Major
Centre grant management
through the CRCE

Joint Executive Group
consisting of Royal
Marsden/ICR, Chief
Executive Officer, Chief
Operating Officer and
Financial Director
established June IP
Committee established
November 2016. Both of
these have been paused
until formal agreements in
place.
Joint estates working
group established.

2017-18 Annual Report
demonstrated 2014 AHSC
objectives have been met.

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

Estates re-charging
work near completion

2018 -19 workplan
has been reviewed.
Cancer is one of the
eight themes.
Specific research
projects are
underway, including
RMP projects. RM
hosting the next
AHSC seminar series.

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

1.3. Ensuring top
quartile research
performance.
COO

28/06/2017

Green

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
Fortnightly Trial Set Up meeting in
place to plan/manage capacity for
clinical research delivery
Quarterly reviews of all research
delivery group financial and
operational performance, including
accruals and 70 day target. No
change.

Risks against achieving
the objective

Relevant Assurances

Progress against
achieving actions.

Oversight of progress at
weekly Clinical Research
Executive, chaired by
Director of Clinical
Research

Maintain current
oversight of
performance

Monthly review of research
targets at Performance
Group, chaired by Director
of Performance
Reported on Trust Board
scorecard, including first
European and first global
patient recruitment.

CRE and monthly
Performance Group
monitoring

Research performance
metrics are included as
part of the board
scorecard review.
Annual Review of R&D
Performance and targets
to be scheduled at future
Board.
RM has been informed by
NIHR that there will be no
financial penalty
Research Leads meeting,
chaired by Director of
Clinical Research has
oversight of performance
and agrees new processes
to expedite research
outputs.

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

Owner

Board

Board Level
decisions and
actions

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

Treatment and
care

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

25/05/2018

Amber

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

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
Monthly RMP Exec Board
comprising of CEOs established for
NW & SW London. RMP Delivery
Group and Clinical Oversight
Group across RM Partners meet
monthly.
Now in place a Patient Advisory
Group (PAG) – provision of patient
opinion on RMP activities/projects,
including work streams arising from
pathway groups.

Managing Director,
RM Partners

Confirmation from National Cancer
Team for Transformation funding
for 2018/19 on behalf of both NWL
and SWL STPs. Transformation
programme continues from
2017/18.
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.
2.2. Deliver internal
transformation
projects to address
capacity constraints
and deliver service
improvements
Director of
Transformation/COO

Amber

Monthly Transformation Board
oversight of projects
Capacity & Efficiency
Work programme includes:
•
Outpatients
•
Inpatients
•
Medicines optimisation
•
Pathology
•
Surgery
•
MDU modernisation

Risks against achieving
the objective

Relevant Assurances

Future CTF funding past
2018/19 at risk due to
potential changes to the
political landscape and
national policy, with a
current focus on meeting
the 62 day standard.

Robust PMO plan in place
to map projects to
resource.

Risk we do not access
100% of funding for Qtr3 &
Qtr4 2018/19, if we do not
achieve 62 day standard
May- July 2018.

Oversight of progress and
management of risk
through the RM Executive
Board up to the RM Board.
Recovery plan in place
with STPs to demonstrate
recovery of the 62 day
target by individual
organisations, supported
by RM Partners.
Delivery dependent on
demonstrating
improvement in 62 day
trajectory in order to
continue to release share
of cancer transformation
fund.

Physical capacity
constraints in ambulatory
care (notably haematooncology) prior to opening
of CCRC.

Surgical capacity project to
commence June 2018 to
develop extended working
hours.

There may be a need to
further increase surgical
capacity following the
completion of Cavendish
Sq & the CCRC.

Day care improvement
programme launched in
May 2018 aiming to
reduce variation across all
ambulatory settings,
improve waiting times &

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

Progress against
achieving actions.
RM Partners
Executive Board
meets monthly, to
review delivery of
RMP work plan.

Owner

Board Level
decisions and
actions

Board

Agreed at AFC
on the 1.11.17
that RMP’s
finance lead will
provide relevant
assurances to
the AFC on the
issue of Board
accountability
regarding
financial
decisions.

Update presented to
RM Board in April
2018

Agreed at AFC
21.2.18 to
explore whether
the Trust’s
internal auditors
can assist in a
review of RMP
governance
structures.

Launch of mobile
chemotherapy service
in Croydon in 2017 &
Epsom in 2018 and
homecare service in
2018
Roll out of new
biochemistry
analysers Q3&4 18/19
reducing blood test
turnaround times.

Board

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
Sustainable Workforce & 7 Day
working

Risks against achieving
the objective

Relevant Assurances

patient experience.

Progress against
achieving actions.

Owner

2018 7DS targets
achieved by roll out of
Acute Oncology
Service, new joint
consultant medical &
clinical oncology
providing on site
review at weekends.
Multi-professional
authorisation of
chemotherapy
launched in 2018.

2.3 Deliver Cancer
Waiting times targets

28/06/2017

Red

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

Monthly Board reporting

Piloting Physician
Associates role to
support core medical
trainee rotas Q3 2018.
Implemented weekly
escalation process up
to Divisional Directors
and COO

Board

Additional clinics in
breast and sarcoma
New pathway
implemented in
sarcoma

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

19/06/2017
-

Amber

Development of a sustainable and
compliant junior medical model to
support excellence in training is
underway (rota review); ward
based medical model; support
roles) as part of transformation
work plan.

Job planning exercise is
resource intensive.

Job planning reviewed at
Medical Workforce
Committee.

Gaps in Academic
Paediatrics, Academic
Haematology and

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

2018-19 job plans
have been released
and regular monitoring
is in place.
Cavendish Square
Workforce Group has

QAR

Board Level
decisions and
actions

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

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

Risks against achieving
the objective

Relevant Assurances

Pathology. Recruitment
challenges in pathology,
radiology continue.

Progress against
achieving actions.
been established.
Consultant gaps in
paediatrics have been
resolved and one long
standing vacancy in
histopathology has
been filled.
GMC survey results
(2017) show
significant
improvement with
green outliers
increasing from 16 to
25 and red outliers
decreasing from 14 to
5 and as a result GMC
Enhanced Monitoring
in clinic oncology
ceased September
2017.
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.

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

Owner

Board Level
decisions and
actions

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner
2.5 To ensure a
sustainable paediatric
service model at RM.
CEO/MD

Effective
date

19/06/2017

Assurance
score
Amber

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
Detailed submission to the
Specialist Tertiary review 2014 of
RM paediatric clinical and research
data / quality metrics benchmarked
nationally / internationally.
Currently national reviews
underway in Paediatric Specialised
surgery and PICU, due 2017.
Paediatric Oncology being led by
the national programme.

.

Risks against achieving
the objective

Relevant Assurances

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

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

.

Regular Executive Director
led meetings with multiprofessional paediatric
clinical team leads.
Successful RM leadership
across the PTC with
demonstrable
improvement in
communication and clinical
standards.
Paediatric Oncology
services are within the
remit of the national
cancer programme under
the direction of National
Cancer MD – Chris
Harrison
CQC inspection gave
paediatrics a rating of
“Good”.
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.

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

Progress against
achieving actions.

Owner

Board Level
decisions and
actions

Bi-monthly meetings
with clinical team
leaders.

Board

No further advice
or information
from Specialised
Commissioners
has been
received to date.

CQC draft report
received; responded
to factual inaccuracies
Nov 2016.
Consultant workload
has been reviewed
and new posts
prioritised, Two new
Consultants
appointed.
Working with St
George’s Hospital to
optimally manage
PTC beds at St
George’s jointly.
New Divisional Nurse
Director for
Paediatrics appointed.
Three new
Consultants to be
appointed; interviews
planned

Board agreed on
6.2.18 that the
internal service
evaluation
should also
include resilience
and contingency
planning as well
as the workforce
model for
weekend and
out-of-hours
cover. It was
also agreed that
the final review
report should be
provided to
Specialist
Commissioners,
with assistance
from the AFC in
validating the
data.

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Modernising
infrastructure

3.1 RM Sutton site

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

Effective
date

Assurance
score

Risks against achieving
the objective

The Maggie’s Centre due for
completion in 2019

CEO/COO/CFO

1/11/17

3.3 Complete the
development of new
diagnostic facilities for
private patients in
Cavendish Square.

21/06/2018

Amber

CCRC Project Board
reviews project progress

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

Programme Board (chaired by
CEO, meeting bi-monthly) and
Project team (meeting monthly)
established.
Workstream leads (mainly EB
members) identified and
established.
Clinical leads established as
Medical Director Private Care and
Nurse Director Private Care.

Relevant Assurances

Capital projects are
monitored at bi-monthly
Capital Programme Board
chaired by CFO

The Clinical Care and Research
Centre is due for completion in
2021

3.2. Maximise
opportunities for
translational research
through the London
Cancer Hub (LCH)
proposal, working with
local partners to
attract investment in
the Sutton estate.

CEO; MD Private
Care;

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

Seek alternative sources
of funding where possible;
bid for RMCC is being
developed.
LCH Development
Framework and
implications for future
planning of the Sutton site.
RM re-engaging with LCH
and ESH plans.
Workforce planning to
ensure consultant capacity
and commitment.
Timeline to build and
handover of space.
Commercial and
operational delivery.
Management of budget in
line with business case

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

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

Progress against
achieving actions.

Maggie’s on site

Owner

Board

New Project Director
appointed to lead
CCRC, reporting to
CEO

LCH Development
Framework approved
at Sept 2016 Board.
ESH land sale
complete with the
exception of plot 2b.
ESH SOC
development
proceeding for new
hospital at Sutton
being led by SWL
STP and
commissioners.
Operational policy
approved.
Interior designer
appointed and design
plan approved.

AFC

Board

Board Level
decisions and
actions

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

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

Risks against achieving
the objective

Clinical and Governance
risks for a new off-site
model of care delivery..

3.4. Invest in
diagnostics and
leading edge imaging
equipment .
COO/CFO

Green
1/11/17

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

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

Relevant Assurances

Progress against
achieving actions.

Owner

Board Level
decisions and
actions

AFC

Board discussed
the capital
prioritisation at
the Board Away
Day and agreed
the need to
review the longer
term options.

Workstream milestones
under review by the
Programme Board.
Clinical Advisory Group
(CAG) regularly review
consultant participation
and key clinical risk and
mitigation.
Equipment list has been
merged into a single list of
priorities agreed by clinical
and management team,
through the oversight of
the Capital Programme
Board.
The RMCC Board of
Trustees agreed, on 19th
September 2017, to make
an investment of
£14,323,000 to support
key areas of investment: in
RT, imaging, sequencing
and robotic surgery.

RMCC bid for major
equipment and
enabling works
presented and
approved in full at
RMCC Board of
Trustees and robot
and Novaseq in place.
Other projects
underway.
National programme
of replacing Linacs
through NHSE will
fund the replacement
of three machines for
the Trust.
Programme Board
oversight
Board reviewed the
capital programme
priorities February
2017. Capital
programme to be
submitted to Board
March 2018 as part of
2018-19 business
plan

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

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner
3.5. Deliver the
Information and IT
Strategy including
upgrades to the
network and wi-fi, new
LIMS and data
warehouse, and
replacement of the
Electronic Patient
Record and Clinical
Research System.

Effective
date

1/11/17-

Assurance
score
Amber

4.1 Ensuring fair
prices for activity
covered by the NHS
tariff.

Improve
productivity and
efficiency
Manage capital
programme
Maximise
commercial
opportunities

CFO

Risks against achieving
the objective

Relevant Assurances

The strategy is limited by
the funding available

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).

CFO/CCIO

Financial
sustainability
and best value

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
The IT strategy has been finalised
and agreed by the Board.

1/11/17

Amber

Progress against
achieving actions.

Owner

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

IT Strategy reviewed
by Audit and Finance
Committee (AFC) and
approved by the
Board June 2016.

AFC/
Board

Recruitment of a CIO

The outline business
cases were presented
to the Board in March
2018 for the
replacement of the
EPR and
infrastructure. The
OBC includes
exploring joint options
on the EPR with
Imperial or UCLH.

Cyber risk has been added
to Risk Register and
monitored.

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)

It was agreed on 21 Feb
2018 that the AFC will
receive an annual
progress report on the IT
Strategy.

Monthly tracking against capital
plan at IT Programme Board (ITPB)

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.

A CIO has been
recruited and will start
in August 2018.

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

The Trust has agreed
with its
Commissioners an
uplift on local prices
implemented from 1
April 2017 for NHSE
and 1 April 2018 for
CCGs.

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

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

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

The Trust has raised with

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

RM Partners is
potentially the way
forward in determining
a fair price for the
work that is completed

AFC

Board Level
decisions and
actions
Agreed at AFC
21.2.18 that an
annual report on
cyber-security
will be presented
as well as interim
reports as and
when required
on the strategy
implementation.

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
commissioners the need to be fairly
recompensed for the activity it
undertakes and continues to raise
these issues at the highest levels.

Risks against achieving
the objective

Relevant Assurances

DoW and COO

1/11/17

Amber

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

Owner

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

RM Partners will potentially deliver
a different currency to recompense
work completed by the Trust. Work
is on-going to identify how this
could be implemented in future
years
4.2 Control of
temporary Staff
expenditure

Progress against
achieving actions.

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

KPIs consistent with
Carter metrics are in place
and reviewed monthly by
PRG and Temporary
Staffing Project Board.
Deep dives are held with
areas that highest
expenditure spending or
are above their control
total and there is a
particular focus on medical
locum breaches, which
remain challenging for all
London Trusts.
Information from new erostering system is shared
with Divisions on monthly
basis.
Performance data (spend
and Carter metrics) is
reviewed by PRG,
Temporary Staffing Project
Board and deep dives are
held with areas that
highest expenditure

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

At month 1
expenditure on
agency staff was
showed a variable
variance against NHSI
target. The impact of
the new rotas as well
as the new contract is
being reviewed to see
if this can further
reduce agency usage.
Enhanced bank ad
agency control
measures have been
introduced for 201819.
The Trust has
implemented the new
pan-London bank
medical rates.
The Trust continues to
work with the PanLondon Bank and

AFC

Board Level
decisions and
actions

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

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

Risks against achieving
the objective

Relevant Assurances

Progress against
achieving actions.

spending or are above
their control total.

Agency Group to
develop a consistent
response to reducing
temporary staffing
expenditure. .

The latest NHSI shows
that the Trust is ranked 3rd
best in London for
achieving control total and
5th for overall workforce
costs.
KPI consistent with Carter
are in place. Monthly
reports show progress
towards targets set. .
Medical locum breaches
(on price caps) are being
reviewed
The Trust continues to
focus on converting
agency staff to the bank.
4.3 Charity income
will grow to £100m
over 3 years, with a
long term aim of
raising £50m pa
Director of RMCC

Charity has monthly KPIs for
financial and operational
performance
Charity makes long term grants to
the hospital which provide
guaranteed (underwritten) support
for a 3-5 year period
Hospital prioritises grants it
requests to ensure areas of
greatest need receive Charity
support.

Unable to meet income
targets due to tough
economic conditions.

Chairman and CEO are
Trustees of Charity and
receive regular updates on
fundraising.

The introduction of the
GDPR will reduce the
number of supporters the
Charity can contact.

KPis are reported against
quarterly to Trustees.

Charity holds insufficient
funds to cover grant
commitments.

Charity cash flow closely
monitored by Trustees to
ensure grants awarded do
not dip into reserves.
Charity maintains a
minimum of £10m in free

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

Charity has overdelivered against
budget in 17/18.
Charity has recently
secured largest ever
gift which equals 25%
of the income target
for the next three
years.
Close working
relationship between
hospital and Charity to
ensure both

Owner

Board Level
decisions and
actions

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

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

Risks against achieving
the objective

Relevant Assurances

reserves at all times.
Diversification of
fundraising income to
reduce reliance on one
source of support.

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

1/11/17

Amber

Private care KPIs for financial,
operational and clinical
performance have been created.
Reporting of these KPIs happen
quarterly to the Private Care
Steering Committee (PCSC). Wider
strategic initiatives taken to
PCSC/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 where
under performance is identified.

Private Care capacity from
shared services needs to
be more carefully
monitored to ensure
growth levels can be
supported.
Significant capacity
constraints identified in
Outpatients, Diagnostics
and Surgery on the
Chelsea estate.

Recruitment of networked
Appeal Board to grow
supporter base for the
Charity.
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.

Progress against
achieving actions.
organisations are
working effectively
together to maximise
fundraising income.
Highly successful
Appeal Board
recruited by Charity
which is overdelivering against
targets.
Audit
recommendations ongoing.
New outpatient and
diagnostic capacity
provided through the
RDAC centre (shared
with the NHS).
Theatre Build
business cases on
hold due to capital
investment required.

Lack of system integration
(Compucare vs HIS) has
resulted in various manual
processes which reduce
the efficiency of team
processes and accuracy of
billing information.

Cavendish Sq facility
Business Case approved
to add further Outpatient,
Diagnostic and PPMDU
capacity.
Performance is reviewed
against
income/contribution
targets.

All Private Care risks are monitored
and reviewed across all areas and
are reported into the monthly
Quality and Safety meetings.

Risk of over dependency
on Gulf referrals through
Embassy Channels.

Risks are held on the Trust
risk register including
action and improvement
plans across each team.

Cavendish Square
Lease signed
following Board
approval in July 2017.
Due for delivery in
Summer 2020.

Debt management position for the

Rate of business growth
increasing pressure on

Direct links with Gulf

Staff engagement

Major business cases supported,
signed off and post implementation
evaluated by FSG.

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

Owner

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

AFC /
Board

Board Level
decisions and
actions

Core / cross-cutting
themes

Strategic objectives
and Lead Director/
Risk owner

Effective
date

Assurance
score

Key Controls (what
controls/systems are in place to
assist in securing delivery of the
objective)
Trust is reviewed and monitored at
every AFC, Board and Council of
Governor meetings.
Staff metrics monitored monthly in
partnership with HR Business
Partner.

Risks against achieving
the objective

Relevant Assurances

staffing models resulting in
increased turnover and
rates of sickness.

Referral institutions being
formed to improve patient
flow.

plan developed and
being rolled out

New markets identified to
diversify risk.

Programme of new
market development
underway.

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

Progress against
achieving actions.

Owner

Board Level
decisions and
actions

BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

27th June 2018

8.3

Title of Document:

To be presented by

Board Self-Assessment Report

Chairman

Executive Summary
The Board agreed that members would complete a self-assessment return in line with the
Well-Led guidance issued by NHS Improvement and review the results at its public Board
meeting. All Board members have now completed this assessment.
The results from this self-assessment are included in the enclosed Board paper, together
with recommendations for 2018/19.
Recommendations
The Board is invited to review the results from self-assessment and to discuss the proposed
objectives for 2018/19.
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1.
Introduction
The Board agreed at its Away Day in October 2017 that members would complete a self-assessment tool in accordance with the NHS
Improvement Well Led guidance and review the results at a public Board meeting. The Board is invited to discuss the content of the Report and
in particular, discuss and approve the proposed action plan for 2018/19.
2.
Summary of Board Responses
Overall the ratings provided using a 1 to 5 indicator system (1 = strongly disagree, 5 = strongly agree) and comments received from Board
members demonstrate a positive response to most aspects of Board function and performance.
All Board members agreed that the frequency of Board meetings is appropriate and they expressed satisfaction with the process of distributing
Board papers. Several Board members added that they felt the Board has an appropriate reporting mechanism in place from the Board subCommittees although it was noted that the reporting of these items are often time pressured.
There was also widespread agreement among Board members that the wide range of skills, knowledge and experience of the Non-Executive
Directors on the Board provide value and a balanced membership which in turn creates ample opportunity for constructive debate and
challenge. Some Board members stressed the importance of ensuring the Trust secures continuity of mix of skills and experience when
replacing Non-Executive Directors. The Board also agreed that it plays a key role in ensuring alignment of the Trust’ strategy with national and
local policy priorities, and comments made regarding the positive impact of the Chief Executive’s national role on keeping the Trust informed of
national developments.
Several Board members commented that the Board plays a significant role in monitoring Trust-wide significant risk, and that the data relating
to risk assessment, monitoring and mitigation which is presented to the Board is of a high quality. A number of Board members added that the
Trust is responsive to performance issues raised by the regulators, and used examples relating to the Trust’s relationship with the Care Quality
Commission (CQC) and the key role the Board has played in monitoring the implementation of the action plan agreed in response to the CQC
inspection report.
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 for 2018/19

Area of Board Self-Assessment
Board Operation
Leadership, capacity and capability

Vision & Strategy
Culture
Risk and Performance Management
Stakeholder awareness and
engagement

Action
• Ensure Board sub-Committee reporting has sufficient time allocated on the Board agenda
(Chairman / Trust Secretary)
• Canvass the opinion of Board members to identify topics for Board Seminars in 2018/19 and draft a
proposed seminar schedule for approval (Trust Secretary)
• Newly appointed NEDs to be invited to meet with each Executive Director as part of their induction
programme (Trust Secretary)
• Review the range of opportunities available to Non-Executive Directors’ to refresh and update their
skills and knowledge as part of their appraisal process (Chairman)
• Board Development programme to be distributed to Board members which was approved by the
Board in September 2017 (Trust Secretary)
• At the Board Away-Day, the Executive Directors to update the Board on progress made against the
Trust’s Five Year Strategy and its alignment with national and local policy (Executive Directors)
• Equality and Diversity Strategy, including information on gender pay gap, to be distributed to
Board members (Trust Secretary)
• Board Assurance Framework, Corporate Risk Register and top 10 risks to be reviewed (Trust
Secretary)
• Board visibility to be increased across the organisation with more tours made available to NEDs
across both sites (Executive Directors)
• Board meetings to be held in Sutton (Trust Secretary)

4.
Conclusion
Board members are asked to review the findings from the Board self-assessment and review / approve the proposed action plan for 2018/19.
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Consultant Appointments – for information

Medical Director

Executive Summary
The enclosed report provides the Board with an update on consultant appointments from
March 2018 to May 2018.
Recommendations
The Board is asked to note this report.
Author:

Contact Number or E-mail:

Date:

Director of Workforce

x2141

13th June 2018

Consultant Appointments
March – May 2018
Dr Katharina von Loga – Consultant Molecular Pathologist with interest in
Immuno–Oncology
Following an AAC panel held on 18th December 2018 Dr Katharina von Loga was
appointed to the post of Consultant Molecular Pathologist with interest in ImmunoOncology. She started her role at the Royal Marsden Hospital on 12th March 2018.
Dr von Loga obtained her primary medical qualification in Germany in 2008. Her
ambition was to train as a pathologist which was driven by a strong interest in molecular
research. As a trainee she undertook a number of projects within the Surgical and
Urological teams to enhance her experience in research.
She also trained briefly as a Histopathology consultant at the University of Hamburg
between December 2015 and February 2016 before securing a postdoctoral training
fellowship at the ICR to investigate intra-tumour heterogeneity in gastro-oesophageal
cancers. She subsequently obtained specialist registration with the GMC in July 2016.
Dr Anna Minchom – BRC RMCC Consultant Medical Oncologist in Drug
Development
Following an AAC panel held on 16th November 2017 Dr Anna Minchom was appointed to
the post of BRC RMCC Consultant Medical Oncologist in Drug Development. She went
on to take up her post on 11th May 2018 after acquiring specialist registration in Medical
Oncology with the GMC.
Dr Minchom qualified as a doctor in September 2003. She has previously worked in the
Drug Development Unit at the Royal Marsden Hospital/Institute of Cancer Research
which inspired her to develop an interest in early phase trials.
She has a background in translational and basic science which has given her a wide range
of experience in solid tumour types with a strong publication record and skills in
designing and running clinical trials.
Dr Minchom was previously an Associate Tutor at The Royal Marsden Hospital in 2014.
This role involved leadership of education and training organisation of Core Medical
Trainees.
She was nominated as Fellow Representative in Drug Development Unit Operating
Group in 2017. This role involves attending regular committee meetings, liaison with
clinical fellows on operational issues and ensuring trial specific training is completed.

BOARD PAPER SUMMARY SHEET
Date of Meeting:

Agenda item

27th June 2018

9.2

Title of Document:

To be presented by

Annual Membership Report - for information

Trust Secretary

Recommendations
The Board is asked to note the Membership report and the progress of the Membership and
Communications Group.
Author:

Contact Number or E-mail:

Trust Secretary

Ext. 2826

Date:

Membership Report
1.

Introduction

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

2.

Membership

2.1.

Why does The Royal Marsden have members?

Membership schemes were introduced for NHS foundation trusts as a fundamental part of
their governance framework and to engage with, and involve, patients and public in the
Trust’s business.
The Council of Governors is an important part of this governance framework and under the
Health and Social Care Act 2012, Governors have a statutory responsibility to represent the
interests of the members of the Trust. To fulfil this legal responsibility, Governors are
expected to engage with their members.
The Membership and Communications Group is a working group of the Council of Governors,
and meets at least four times a year. Each constituency is represented by a Governor and
their main aims are to
•

2.2.

oversee and contribute to the recruitment and engagement of members

Who can become a member of The Royal Marsden?

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

3.
As of
•
•
•

Current position
1st

June 2018 the Trust had 8,427 members, comprising the following constituencies:

1,943 Patient/Carer members
3,314 Public members
3,170 Staff members

During the year there has been a 14% increase in the number of patient and carer members
recruited which is a significant improvement in this constituency. Although the number of
young members of 16 to 21 year olds has fallen slightly, it is still almost double the number in
2016.
Number of public members

4.

Age range
16-21

2018
73

2017
82

2016
37

Membership Recruitment

There are several ways in which a person can become a member e.g. by completing an online
form on the Trust website, collecting from one of the many leaflets stands in reception and
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clinic areas across both Chelsea & Sutton sites, or by contacting the Corporate Governance
Office.
Recruitment activities undertaken during the year include:
• All new patients receiving an invitation with their first appointment letter
• Membership forms being handed out to patients when collecting their
prescriptions onsite at the hospital
• Governors held a Members’ Week, 16th – 20th April 2018, to promote membership
and engage with existing members. Governors visited outpatient areas to meet
patients and visitors and also met people at their information stand to explain the
benefits of membership, with promotional pens and post-it notes at the ready for
those who signed up. During the week 225 new members were recruited. This will
now feature as an annual event with further smaller events being held after each
Council of Governor meeting.
The Trust has also promoted membership through:
• Closer working with The Royal Marsden Cancer Charity
• The Trust website has been updated to make Membership and the Governors more
visible
• Membership application forms on display across both sites
• RM magazine - advertising membership in every edition
• Trust information screens across both sites
• Promoting Trust membership in official Trust literature and patient information
• Volunteers - The Friends of The Royal Marsden to ensure these are recruited as
members.

5.

Membership Engagement

The Trust recognises that not all members can be or want to be active members. The Trust
therefore has two levels of membership to help determine each member’s level of
involvement and to allow the Trust to manage resources more effectively. Those who want to
be actively involved are invited to attend three Members’ Events each year.
Members’ Events - these range from clinical presentations to behind-the scenes tours of
the hospital. During the year Members were invited to the following events:
• Radiotherapy – A presentation from two Consultant Clinical Oncologists on how
advances in Radiology improve patient’s lives and the vision for further
improvements in treatments. This was followed by behind the scenes tours of the
Radiotherapy Department
• Robotic Surgery – Members heard from a guest speaker on ‘The Future for Pelvic
Cancers’ followed by a video of the da Vinci Xi in use during an operation. This event
also focused on how the Trust has delivered on last year’s quality priorities, as well as
considering upcoming quality priorities for 2018/19
•

The future at Sutton – Members received presentations on the two new and exciting
developments coming to Sutton; the Clinical Care and Research Centre and the
Maggie’s Centre.

PLACE Audit – Members were invited to take part in the Trusts annual PLACE Audits at
Chelsea and Sutton.
Surveys and Focus Groups Members were invited to take part in The Royal Marsden
Cancer Charity Focus Group and stand as the Patient Representative for the Biomedical
Research Centre.
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Dedicated Governor Inbox this was introduced to enable members to email their
Governor representative.
A welcome pack - sent to all new members which includes; a copy of the latest RM
Magazine and letter from the Chairman.
Elections - when a vacancy arises on the Council of Governors all members within the
Constituency are written to advising them an election will be held and inviting them to stand
and/or vote.
In March 2018 an election was held in the following constituency with respective candidates
standing as below:
Constituency
Public – Elsewhere in England (1 Governor to elect)

6.

No. of Candidates
Standing
6

Conclusion

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