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What is a Quality Account?

All NHS Trusts have to publish their annual financial accounts. Since 2009, as part of the 
drive across the NHS to be open and honest about the quality of services provided to the public, 
all NHS Trusts have had to publish a Quality Account.

You can also find information on the quality of services across NHS organisations by viewing 
the Quality Accounts on the NHS Choices website at www.nhs.uk.

The purpose of this Quality Account is to:

1. Summarise our performance and improvements against the quality priorities and  
objectives we set ourselves for 2018/19

2. Set out our quality priorities and objectives for 2019/20.

Review of 2018/19
Quality information

Set out priorities
Quality improvement 2019/20

Look back Look forward

 

To begin with, we will give details of how we performed in 2018/19 against the quality priorities 
and objectives we set ourselves under the categories of:

Safe care

Effective care

Patient experience

Where we have not met the priorities and objectives we set ourselves, we will explain why, and 
set out the plans we have to make sure improvements are made in the future.

Secondly, we will set out our quality priorities and objectives for 2019/20, under these same 
categories. We will explain how we decided on these priorities and objectives, and how we aim 
to achieve these and measure performance.
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Part 1

Introduction to The Royal Marsden 
NHS Foundation Trust and a statement 
on quality from the Chief Executive

The quality of care patients and their families 
receive, and their experiences, are central 
to all that we do. The Royal Marsden NHS 
Foundation Trust is the largest cancer centre 
in Europe and, in association with the Institute 
of Cancer Research (ICR), is responsible for the 
largest cancer research programme in the UK.

Our commitment to meeting the challenges 
of continuing to provide quality care and 
experience within a cost‑effective framework 
underpins the following four corporate 
objectives for 2018/19:

1. Improve patient safety and 
clinical effectiveness

2. Improve patient experience

3. Deliver excellence in teaching and research

4. Ensure financial and environmental 
sustainability.

Our commitment to improving quality is 
demonstrated by the following achievements in 
the year from 1 April 2018 to 31 March 2019.

Five‑Year Strategic Plan 2018/19 to 2023/24

Launched in June 2018, the Trust’s Five‑Year 
Strategic Plan outlines four core themes:

1. Research and innovation

2. Treatment and care

3. Modernising infrastructure

4. Financial sustainability and best value.

There are also four cross‑cutting themes: 
workforce, quality, The Royal Marsden Cancer 
Charity and Private Care.

Care Quality Commission inspection

The Care Quality Commission (CQC) carried 
out an unannounced inspection at the Sutton 
site and in community services in May 2018. 
The ‘well led’ inspection was held in July 
2018. As part of the CQC’s new monitoring 
schedule, the inspector met junior and senior 
staff from a range of areas, visiting a different 
site each quarter. The inspection report, 
published in September 2018, rated the Trust 
as ‘outstanding’ overall and ‘outstanding’ for 
the new well led inspection.

JACIE inspection

The Joint Accreditation Committee of the 
International Society for Cellular Therapy 
(ISCT) and the European Group for Blood and 
Marrow Transplantation (EBMT) (known as 
JACIE) promotes highquality patient care and 
laboratory performance in stem cell collection, 
processing and transplant centres through 
voluntary accreditation.

The Royal Marsden received full JACIE 
accreditation in 2009 as a facility for 
transplanting, collecting and processing stem 
cells. The Royal Marsden offers a full service, 
with cells being transplanted to patients with 
a range of bloodbased cancers. Patients may 
have their own cells transplanted or may receive 
cells from a suitable donor taken from either 
blood or bone marrow. The Royal Marsden 
offers this treatment to both adults and children. 
In 2017, the stem cell transplant service 
carried out 217 transplants and underwent a 
full JACIE inspection in November 2017. The 
report from the inspection team was received 
in February 2018.

The report recognised improvements since the 
previous inspection, with a number of aspects 
of the service being highly praised. It concluded 
that: “The overall impression given was of 
an excellent transplant service with highly 
motivated and dedicated staff committed to 
providing highquality care.”

Quality Accounts are useful for our Board, who are responsible for the quality of our services, 
as they can use them in their role of assessing and leading the Trust. We encourage frontline staff 
to use the Quality Account, both to compare their performance with other trusts, and also to help 
improve their own service.

For patients, carers and the public, this Quality Account should be easy to read and understand. 
It should highlight important areas of safety and effective care being provided in a caring and 
compassionate way, and also show how we are concentrating on improvements we can make to 
patient care and experience.

It is important to remember that some aspects of this Quality Account are compulsory. They are 
about significant areas, and are usually presented as numbers in a table. If there are any areas of 
the Quality Account that are difficult to read or understand, or if you have any questions, please 
contact us through the Patient Advice and Liaison Service (PALS) by phoning 0800 783 7176, 
or visit our website at www.royalmarsden.nhs.uk.

This Quality Account is divided into three sections:

Part 1 Introduction to The Royal Marsden NHS Foundation Trust  
and a statement on quality from the Chief Executive

Part 2 Performance against 2018/19 quality priorities and setting our  
quality priorities for 2019/20

Reviewing progress of the quality improvements in 2018/19 
and choosing the new priorities for 2019/20

Statements of assurance from the Board

Part 3 Other information



The Royal Marsden NHS Foundation Trust Quality Account 2018/19

6 7

Customer Service Excellence

The Customer Service Excellence standard 
tests in depth those areas that research has 
indicated are a priority for customers, with 
a particular focus on delivery, timeliness, 
information, professionalism and staff attitude. 
The Trust is assessed annually against a 
third of the standard. The latest assessment 
was held on Tuesday 2 April 2019 when the 
assessor visited the Sutton site. The Trust was 
deemed compliant across all elements of the 
standard bar one, which was graded as partially 
compliant due to the need to develop more 
challenging and stretching targets to further 
enhance customer satisfaction (experience) 
across services. The Trust has been assessed 
with Compliance Plus for 12 of the 57 elements 
of the standard.

The Royal Marsden and its Board has tried 
to take all reasonable steps to make sure the 
information in this Quality Account is accurate. 
On behalf of the Board of The Royal Marsden 
NHS Foundation Trust (the Trust) I can 
confirm that, as far as I know and believe, the 
information in this quality account is accurate.

Cally Palmer CBE 
Chief Executive 
23 May 2019

The inspection team did identify a number 
of areas for further improvements, which 
included a requirement to improve the facilities 
within the Stem Cell Transplant Laboratory to 
better segregate laboratory, office and storage 
areas. This was recognised by the Trust and 
extensive plans are now being implemented 
to address both the findings of the inspection 
report and also to greatly improve the clean 
room facilities. This led to a delay in receiving 
full re‑accreditation, but the Trust is pleased 
to report that all aspects of the service have 
now been judged to be compliant to the JACIE 
standard (v7.0) and re‑accreditation has 
been confirmed.

ISO accreditation

Radiotherapy treatment of patients requires 
a strongly integrated multidisciplinary team. 
There needs to be both flexibility in approach 
and robustness of timelines and delivery in 
order to give the best available treatments 
to our patients.

To provide evidence that we comply with 
a consistently high‑quality standard, we 
are regularly (bi‑annually) inspected by 
external assessors from the British Standards 
Institute (BSI). The evaluation contributes 
to our evidence for the CQC and badges the 
excellence of our service to patients and our 
collaborative workforce.

The standard covers the following scope: 
“The provision of assessment of patients, 
prescription planning and delivery of 
radiotherapy including external beam, 
and brachytherapy, technical support and 
administration.”

Our most recent inspection took place in early 
March 2019 and no non‑conformances  
were found.

As a result, Radiotherapy, Physics and  
Oncology have been awarded a Certificate of 
Registration (Quality Management System – 
ISO 9001:2015) for the 22nd consecutive year.

UKAS accreditation

The Estates Department is one of the 
UK Accreditation Service’s accredited ISO 
9001:2015 departments within the Trust. 
In February 2019 the department was 
re‑audited on its:

 – ability to ensure applicable 
statutory, regulatory and contractual 
requirements are met

 – effectiveness to ensure the client 
can reasonably expect to achieve 
specified objectives

 – ability to identify applicable areas 
for potential improvement.

The inspection team identified a few 
improvement opportunities, which are now 
being addressed, but concluded that: “The 
Estates Department provide a high level of 
service to the various client departments at the 
two sites… with a high degree of involvement 
of senior management with a whole host 
of evidence to demonstrate initiatives and 
improvements were being undertaken.”

Food and nutrition

We have adopted the Commissioning for 
Quality and Innovation (CQUIN) framework on 
NHS staff health and wellbeing to support the 
improvement of our food environment. Putting 
the CQUIN into practice is a balance between 
meeting the nutritional needs of staff and 
visitors, and being able to provide the higher 
protein and energy choices that some patients 
need. In line with this, in 2018/19 we agreed 
with commissioners on the following targets:

 – 90 per cent of drinks sold are reduced sugar 
or sugar‑free (less than 5g of sugar per 100ml)

 – 60 per cent of confectionery does not contain 
more than 250 kcals

 – 50 per cent of sandwiches available contain 
less than 400 kcals.

We have both met and exceeded these agreed 
targets. We have also retained the Soil 
Association’s Food for Life certification, having 
achieved a silver award for our patient catering 
and bronze award for our staff and visitors 
dining. Further details of what is involved and 
the benefits of gaining these awards can be 
viewed at www.soilassociation.org.
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C
ategory

Quality priority Target  
for 2018/19

Performance  
for the year  
2018/19

Target set  
for April 2019  
to March 2020

S
afe care

3 To maintain the 
percentage of admitted 
patients assessed for 
the risk of venous 
thromboembolism 
(getting a blood 
clot in a vein).

a. For the percentage 
of patients who have 
been assessed to 
remain above 95%.

b. Of those patients 
assessed as high 
risk, appropriate 
treatment is started.

a. Achieved

b. Achieved

(Information provided  
by the Trust)

a. To maintain the 
percentage of 
admitted patients 
assessed for the 
risk of venous 
thromboembolism 
(getting a blood clot 
in a vein).

b. Of those patients 
assessed as high 
risk, appropriate 
treatment is started.

E
ff

ective care

4 To reduce the 
incidence of emergency 
readmissions to 
hospital within 28 
days of patients 
being discharged.

For the number 
of avoidable 
readmissions 
to be below 0.2%.

Achieved

(Information provided  
by the Trust)

Does not apply  
for 2019/20.

E
ff

ective care

5 To reduce the 
incidence of category 
3 pressure ulcers 
(full‑thickness skin 
loss) and category 
4 pressure ulcers 
(full‑thickness tissue 
loss) developing in 
patients while they are 
receiving community 
care or hospital care.

2019/20 – applies to 
Sutton Community 
Healthcare Services

a. For the percentage 
of category 3 and 
category 4 pressure 
ulcers arising in 
patients receiving 
community care or 
hospital care to be 
less than 0.15%.

b. For 90% of category 
3 and category 4 
pressure ulcers, both 
already existing 
and developing 
while receiving 
community care, 
to have healed 
or improved to 
category 1 (redness 
of intact skin, which 
does not fade when 
pressed) or category 
2 (partial‑thickness 
skin loss or blister) 
within three months.

a. Hospital achieved 
Community achieved

b. Community not 
achieved

(Information provided  
by the Trust)

Does not apply  
for 2019/20.

Part 2

Performance against 2018/19 quality priorities and setting our quality priorities for 2019/20

Introduction

The quality priorities and targets for 2018/19 are shown in the table below. The priorities 
and targets in blue are reported by all NHS trusts as part of the Single Oversight Framework 
(https://improvement.nhs.uk/resources/single‑oversight‑framework/). We recognise their 
importance and so incorporate them within our quality priorities. The priorities and targets 
in black are the ones we have set ourselves. These have been discussed and agreed throughout 
the year with both internal and external stakeholders, and you can find further details of this from 
page 13. Our performance against the targets is summarised in the table below. The table also 
shows which quality priorities we have set ourselves for 2019/20.

Table 1: Quality priorities and targets for 2018/19 and 2019/20

C
ategory

Quality priority Target  
for 2018/19

Performance  
for the year  
2018/19

Target set  
for April 2019  
to March 2020

S
afe care

1 To reduce the 
number of cases of 
healthcare‑related 
infections (MRSA, 
Clostridium difficile 
[C. difficile] and 
gram negative 
bacterial infections).

Applies to hospital 
inpatient beds at 
The Royal Marsden 
and patients of 
Sutton Community 
Healthcare Services.

a. For there to be less 
than one case of 
MRSA infection per 
year.

b. For there to be fewer 
than 31 cases of C. 
difficile infection due 
to a ‘lapse in care’.

c. For the Trust to 
implement a joint 
gram negative 
bacterial infection 
quality improvement 
project with The 
Christie NHS 
Foundation Trust  
in Manchester.

a. Achieved

b. Achieved

(Information provided  
by the Trust)

c. Achieved

(Information provided  
by the Trust)

a. Minimum 10%  
reduction in key 
healthcare‑associated 
infections: E. coli and 
C. difficile.

b. For there to be fewer 
than 67 cases of 
C. difficile infection.

Applies to hospital 
inpatient beds at 
The Royal Marsden.

S
afe care

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

(A ‘near miss’ is 
when an event had 
the potential to harm 
the patient and the 
staff prevented it 
from happening.)

(A patient safety 
incident is an incident 
that could have harmed 
or did harm a patient.)

For the rate of reported 
patient safety incidents 
that have caused 
severe harm or death 
to be below 0.06 per 
1,000 bed days.

(A bed day is when a 
patient is in hospital 
overnight. It is 
measured in a large 
number to spot trends.)

Applies to hospital 
inpatient beds at The 
Royal Marsden and 
Sutton Community 
Healthcare Services.

Achieved

(Information provided  
by the Trust)

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

Quality priority Target  
for 2018/19

Performance  
for the year  
2018/19

Target set  
for April 2019  
to March 2020

P
atien

t exp
erien

ce

8 To increase the 
percentage of 
staff who would 
recommend The Royal 
Marsden to friends or 
family needing care.

For more than 95% 
of surveyed staff 
to say that they 
would recommend 
The Royal Marsden.

Achieved

(Information was 
gathered from a 
staff survey and 
published nationally 
by NHS England)

Maintain/enhance 
our staff and 
patient Friends 
and Family Test.

a. As patient 
experience is 
inextricably 
linked with staff 
experience, to 
develop a suite of 
staff experience 
metrics to report to 
the Board.

b. For more than 95% 
of surveyed staff to 
say that they would 
recommend The 
Royal Marsden.

P
atien

t exp
erien

ce

9a To reduce waiting 
times at chemotherapy 
appointments and 
improve patients’ 
experiences relating 
to waiting times.

For 90 per cent of 
patients to receive 
chemotherapy on time.

Not achieved For 90% of 
patients to receive 
chemotherapy on time.

9b To reduce waiting 
times in outpatient 
clinics and 
improve patient 
experiences relating 
to waiting times.

For no more than 5% of 
patients to have to wait 
more than one hour.

Achieved

(Information provided  
by the Trust)

Does not apply  
for 2019/20.

C
om

m
u

n
ity

10a To reduce waiting 
times for patients who 
are referred to the 
podiatry service.

Applies to 
community services.

Maintain a waiting 
time of 20 days or less 
for 80% of patients.

Achieved

(Information provided  
by the Trust)

Does not apply  
for 2019/20.

10b To reduce waiting 
times for patients 
who are referred to 
the musculoskeletal 
service.

Applies to  
community services.

Maintain a waiting 
time of 20 days or less 
for 80% of patients.

Achieved

(Information provided  
by the Trust)

Does not apply  
for 2019/20.

C
ategory

Quality priority Target  
for 2018/19

Performance  
for the year  
2018/19

Target set  
for April 2019  
to March 2020

E
ff

ective care

6 To reduce 
harm from sepsis:

a. To increase the 
number of patients 
screened for sepsis.

b. To give antibiotics 
within one hour 
of patients being 
diagnosed with 
sepsis.

c. To make sure 
patients receive an 
antibiotic review 
between 24 and 
72 hours after 
commencement 
of antibiotics for 
sepsis.

Applies to hospital 
inpatients and patients 
going to the Clinical 
Assessment Unit 
(CAU).

a. For more than  
90% of patients 
who meet the 
local criteria for 
suspected sepsis 
to be screened for 
sepsis.

b. For more than  
90% of patients to 
be given antibiotics 
within one hour 
of sepsis being 
diagnosed.

c. For more than 
90% of patients to 
receive an antibiotic 
review between 24 
and 72 hours after 
commencement 
of antibiotics for 
sepsis.

Achieved

Achieved

Achieved

a. Achieve the  
2019/20 Sepsis 
CQUIN objectives.

b. Create mandatory 
e‑learning  
package and set  
compliance target.

P
atien

t exp
erien

ce

7a To make sure that 
we are responding 
to inpatients’ 
personal needs.

For our Friends and 
Family Test score for 
hospital inpatients to 
be more than 95%.

Achieved Maintaining and 
enhancing our 
patient Friends 
and Family Test 
(Patient experience).

For our Friends and 
Family Test score for 
hospital inpatients to 
be more than 95%.

7b To continue using the 
Friends and Family 
Test question for 
patients receiving 
community care.

(The Friends and 
Family Test question 
asks people who use 
NHS services whether 
they would recommend 
the services to others.)

For our Friends and 
Family Test score for 
community services to 
be more than 95%.

Achieved

(Information was 
gathered from a 
patient survey and 
published nationally 
by NHS England)

Does not apply  
for 2019/20.
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Priority 1

To reduce the number of cases of healthcare‑related infections  
(MRSA, Clostridium difficile [C. difficile] and gram negative bacterial infections)

This applies to patients at The Royal Marsden and patients of Sutton Community 
Healthcare Services.

Targets

a. For there to be less than one case of methicillin‑resistant staphylococcus aureus (MRSA) 
infection per year.

b. For there to be fewer than 31 cases of C. difficile infection due to a ‘lapse in care’ per 
100,000 bed days. (A bed day is when a patient is in hospital overnight. It is measured  
in a large number in order to spot trends.)

c. For the Trust to implement a joint gram negative bacterial infection quality improvement 
project with The Christie NHS Foundation Trust.

“As part of our collaboration with The Christie NHS Foundation Trust,  
we have specifically built upon our E. coli cancer collaborative work and  
we will be presenting at a special event organised by NHS Improvement.  
We really hope that it will shape data collection for E. coli going forward.”
Pat Cattini 
Lead Infection Prevention and Control (IPC) Nurse

C
ategory

Quality priority Target  
for 2018/19

Performance  
for the year  
2018/19

Target set  
for April 2019  
to March 2020

N
ew

 p
riorities

Earlier and faster 
diagnosis of cancer 
across The Royal 
Marsden Partners 
and in line with 
Long Term Plan.

Does not apply  
for 2018/19

Does not apply  
for 2018/19

Implement year one of 
the ‘earlier and faster 
diagnosis of cancer’ 
objectives via Royal 
Marsden Partners.

To develop an 
innovative mortality/
palliative care 
report metric to the 
Board for assurance.

Does not apply  
for 2018/19

Does not apply  
for 2018/19

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

Reduction in 
phlebotomy waiting 
times and improvement 
in patient experience.

Does not apply  
for 2018/19

Does not apply  
for 2018/19

Benchmarks 
to be set in Q1.

(Note: In 2018/19, priorities related to both community and non‑community, but for 2019/20 they will only be measured 
for the hospital as community services are no longer provided by The Royal Marsden.)

The next section gives more detail of the quality priorities, the progress we made in meeting 
the targets set for 2018/19, how we will improve our performance, and how our performance will 
be monitored and measured.
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Priority 2

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

This applies to patients at The Royal Marsden and patients of Sutton Community 
Healthcare Services.

Target

For the rate of reported patient safety incidents that have caused severe harm or death to be 
below 0.06 per 1,000 bed days. (In 2017/18, the rate of severe harm or death from incidents per 
1,000 bed days was zero for hospital and zero for community services.)

“We are proud that we are one of the highest performing trusts in the recent 
Staff Survey for staff feeling they are treated fairly when they report an incident 
or near miss. This is very important in supporting a culture of openness so we 
can learn from incidents.”
Chris Lafferty 
Deputy Head of Risk Management

What we did in 2018/19

 – We have furthered our collaboration with The Christie NHS Foundation Trust and Clatterbridge 
Cancer Centre NHS Foundation Trust to look at further ways of reducing E. coli bacteraemia in 
oncology patients

 – The Darzi fellow (a one‑year post intended to develop systems leadership) has commenced in 
post and the project is progressing well. An enhanced dataset is gathering intelligence around 
risk factors and will provide important information on risk, which the Darzi fellow will use to 
develop tools to promote best care

 – We have reviewed our surgical site infection (SSI) processes and are deploying a new system 
in collaboration with the Royal Brompton in 2019/2020

 – We have purchased new commodes across the Trust and are replacing old bedpan washers 
with macerators

 – We have reviewed and updated local policies relating to hand hygiene and environmental cleaning.

How we performed in 2018/19

 – We achieved the first target and there have been no new cases of MRSA bacteraemia this 
year to date. The last case was a contaminant in 2016

 – We have achieved our second target, whereby out of the total of 42 cases of C. difficile,  
six of these cases have been deemed as a lapse in care

 – We have achieved our third target and furthered our collaboration with The Christie NHS 
Foundation Trust and Clatterbridge Cancer Centre NHS Foundation Trust. This also includes 
the development of a collaborative work group to look at ways of reducing E. coli bacteraemia 
in oncology patients, which will be taken forward in our quality priorities for 2019/20.

Actions to improve our performance

 – We continuously review and improve our audit data collection and reporting

 – We are developing a business case to provide an enhanced infection prevention service, 
which will include an additional microbiologist and nursing support

 – We will continue to undertake two antimicrobial ward rounds on each site every week  
to improve antimicrobial prescribing and overall stewardship.

How improvements will be measured and monitored

 – Ward staff will carry out audits for hand hygiene and results will be fed back to staff

 – The ‘SureWash’ hand hygiene machine will capture data on staff competence with hand hygiene 
technique and their general infection prevention knowledge through a questionnaire

 – Departments will be audited to look at clinical practice. These audits will focus on isolating all 
infected patients, taking care of devices inserted under the skin and the patient environment. 
Feedback will be given to the relevant department to improve practice

 – Key infections, including C. difficile, E. coli bacteraemia and S. aureus bacteraemia, are subject 
to a clinical review process whereby patient notes are reviewed with clinicians to identify ways 
to improve care for future patients

 – Data on infections are reviewed at team meetings and by the Infection Prevention and Control 
Committee. The annual Infection Prevention and Control Report 2017/18 was shared with the 
Integrated Governance and Risk Management (IGRM) Committee and the Clinical Quality 
Review Group (CQRG) committees in July 2018.
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Priority 3

To maintain the percentage of admitted patients assessed for the risk of venous 
thromboembolism (getting a blood clot in a vein)

Targets

a. For the percentage of patients who have been assessed to remain above 95 per cent.

b. For those patients assessed as high risk, appropriate treatment is started.

“We are now using the quality and safety boards on all wards to highlight risk 
and raise awareness. Venous thromboembolism assessments are included and 
discussed at the ward huddles.”
Ann Duncan 
Matron

Venous thromboembolism (VTE) is a single term for both deep vein thrombosis (DVT) and 
pulmonary embolism (PE). A DVT is a blood clot that forms in a deep vein (usually in the leg).  
If a clot breaks off and travels to the arteries of the lung, it causes a PE, which can be 
life‑threatening. VTE can be avoided by giving preventive treatment (prophylaxis) to patients  
at risk. Patients with cancer are at greater risk of developing VTE; therefore this continues  
to be a safety priority for us.

What we did in 2018/19

 – All staff who reported an incident received individual feedback once we received details of the 
incident and the outcome of the investigation

 – Incident reports on significant events were passed to the IGRM Committee and then used widely 
across the Trust to help with learning

 – Examples of incidents were shared during training, and themes and trends of incidents were 
discussed at the weekly senior nurses meeting

 – We continued to produce our monthly patient safety bulletin, ‘Big 4’ (B4), from the Chief Nurse, 
Medical Director and Chief Pharmacist. B4 details four key safety messages each month, as well 
as a ‘good safety catch’ by a member of staff. B4 also helps to support local shift safety briefings, 
local quality huddles and team meetings

 – We reported all patient safety incidents that we were responsible for to the National Reporting 
and Learning Service (NRLS).

How we performed in 2018/19

 – We have achieved our target for both the hospital and community services, with a rate of zero per 
cent for the community and 0.048 per cent for the hospital.

Comparison with national figures

The NRLS reports that for the period from October 2017 to March 2018, there were no incidents 
resulting in severe harm or death. A further four out of the 17 acute specialist trusts reported results 
in line with ours. This was the latest information available when this document was produced.

Actions to improve our performance

Keeping to regulation 20 – The Duty of Candour

This is a regulation to make sure that we are open and honest about care and treatment. Under 
regulation 20, if there is a patient safety incident that is graded moderate harm or above, we must 
follow a set process. You can find full details on the website at: www.cqc.org.uk/guidance‑providers/
regulations‑enforcement/regulation‑20‑duty‑candour.

Our Being Open and Duty of Candour Policy incorporates the requirements of the Duty of Candour. 
To make sure that we are open and honest about incidents that fall under regulation 20, the risk 
management team reviews every reported incident that is graded moderate harm and above. The 
review starts on either the day that the incident is reported, or the next working day. If the incident is 
confirmed as being correctly graded as moderate harm or above, the risk management team works 
with the relevant clinical staff to make sure the patient is told about the incident, and that an appropriate 
apology is given within ten days of the incident being reported on the incident reporting system.

The patient is kept informed of our investigation. If a report is being produced, the patient is asked 
if they would like to receive a copy of it. The risk management team follows up to make sure that the 
report is sent to the patient, along with an offer to meet them to go through the findings. The Duty of 
Candour process is monitored every six months by an audit, and the results are given to the IGRM 
Committee, the Quality, Assurance and Risk (QAR) Committee, and the Trust Board Committee.

The audits have identified that an area that requires improvement is making sure that patients and 
their relatives receive a copy of the final report if they would like one. In order to address this, the 
risk management team is taking on more responsibility in the final part of the process.

How improvements will be measured and monitored

 – We will continue to undertake six‑monthly Duty of Candour audits

 – We will conduct an annual audit of risk management and incident reporting processes

 – We will analyse the results of the Staff Survey.
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Priority 4

To reduce the incidence of emergency readmissions to hospital within 28 days of patients 
being discharged

Target

For the number of avoidable readmissions to be below 0.2 per cent.

“Patients with cancer can have complex problems related to the disease, 
its treatment or co‑morbidities. This is why we have developed an acute 
oncology service in which patients are assessed by a consultant oncologist 
when they first present as an emergency. In addition, we have also 
developed an acute oncology ambulatory unit to help avoid unnecessary 
admissions. This approach ensures our patients receive safe and effective care.”
Dr Nadia Yousaf 
Consultant Medical Oncologist and Clinical Lead for the Acute Oncology Service

Since 2012/13, Quality Accounts should show the percentage of patients of all ages and genders 
who were readmitted within 28 days of being discharged, and the national average (see Appendix 
3 for more details about the national average). It is important to note that some readmissions will 
include patients who are admitted because of the side effects of treatment, so it may be difficult to 
explain any differences between us and other NHS trusts.

What we did in 2018/19

 – We introduced the requirement that all inpatients should receive an assessment for the 
risk of VTE on admission to a ward and within 24 hours

 – All fields on the electronic risk assessment are now mandatory

 – We have updated the inpatient drug chart in line with National Institute for Health and 
Care Excellence (NICE) guidance to ensure thrombosis and bleeding risk is documented 
appropriately and where 24‑hour reassessment is no longer a requirement

 – The VTE policy has been updated and communicated to all staff

 – An audit was carried out by one of our lead pharmacists to establish future actions required 
to ensure that all assessments for the risk of VTE are recorded appropriately.

How we performed in 2018/19

 – We achieved the target of ensuring that 95 per cent of our patients are assessed for the risk 
of developing VTE. An average of 95.23 per cent of patients were assessed for the risk of 
VTE from April 2018 to March 2019

 – Of those patients deemed high risk, 100 per cent received timely and appropriate treatment.

Actions to improve our performance

 – We will streamline the assessment process to ensure that it is electronic only

 – We will ensure that the dose banding on the drug chart now matches the assessment 
on the Electronic Patient Record (EPR) to maintain a consistent approach.

How improvements will be measured and monitored

 – Risk assessment data will continue to be reported and reviewed monthly

 – We will continue to maintain our target for the percentage of patients assessed to be 
over 95 per cent

 – The VTE working group will monitor progress, and review the monthly data and action 
plan accordingly.
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Priority 5

To reduce the incidence of category 3 pressure ulcers (full‑thickness skin loss) and category 
4 pressure ulcers (full‑thickness tissue loss) developing in patients while they are receiving 
community care or hospital care

Targets

a. For the percentage of category 3 and category 4 pressure ulcers arising in patients receiving 
community care or hospital care to be less than 0.15 per cent.

b. For 90 per cent of category 3 and category 4 pressure ulcers, both already existing and 
developing while receiving community care to have healed or improved to category 1 (redness 
of intact skin, which does not fade when pressed) or category 2 (partial‑thickness skin loss 
or blister) within three months.

“We continue to strive to reduce hospital acquired pressure ulcers by 
implementing and embedding the latest best practice guidelines and looking 
at new ways of working.”
Jenni MacDonald 
Lead Nurse, Harm Free Care and Tissue Viability

What we did in 2018/19

 – Our Acute Oncology Service (AOS) continued to provide a consultant‑delivered service for 
emergency oncology admissions at The Royal Marsden

 – This service is supported by The Royal Marsden Macmillan Hotline, a specialist oncology 
advice line for patients undergoing cancer treatment.

How we performed in 2018/19

 – We achieved our target of having less than 0.2 per cent of emergency readmissions to hospital 
within 28 days of discharge, with the overall percentage for 2018/19 being 0.15 per cent. This 
percentage is below the national average and below our target of 0.2 per cent. It is also lower than 
the percentage achieved in 2017/18 of 0.21 per cent. Table 2 shows the number and percentage 
of patients who were readmitted within 28 days from April 2018 to March 2019

 – The small number of readmissions were unavoidable and a consequence of the cancer or 
treatment. However, some could be avoided by making sure that patients receive:

 – the best possible treatment according to their needs

 – careful planning and support for caring for themselves when they leave hospital.

Table 2: Number of patients who were readmitted within 28 days of discharge from 
1 April 2018 to 31 March 2019 

Month Number of patients  
readmitted within 28 days

Percentage of patients 
readmitted within 28 days

April 2018 7 0.16%

May 2018 7 0.14%

June 2018 7 0.15%

July 2018 4 0.08%

August 2018 10 0.21%

September 2018 6 0.13%

October 2018 10 0.20%

November 2018 8 0.16%

December 2018 6 0.13%

January 2019 7 0.14%

February 2019 10 0.22%

March 2019 2 0.04%

Total 84 0.15%

Actions to improve our performance

 – We are introducing the acute oncology out‑of‑hours admission prioritisation guide, and updating 
the access policy

 – The AOS team will use the national scoring system to identify patients at risk of developing 
sepsis and will bring these patients back as day cases to review

 – We are reviewing the introduction of telephone triaging to provide additional support to patients 
and to reduce anxiety.

How improvements will be measured and monitored

 – The AOS team will continue to review any unplanned inpatient admissions. This includes 
a review by a consultant within 14 hours of admission.
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Actions to improve our performance

 – We will implement an e‑learning pressure ulcer module

 – We will revise the hospital pressure ulcer policy in line with recent NHS Improvement 
guidelines and more ambitious key performance indicators (KPIs)

 – Mini RCAs for all category 2 pressure ulcers will be undertaken

 – Standard foam mattresses will be replaced with more advanced hybrid mattresses where 
required, and we will monitor the use of the equipment selection guide

 – We will take part in the first national pressure ulcer and quality audit

 – We will review the discharge documentation for patients with pressure ulcers with the aim 
of improving where required

 – We are developing a new wound assessment chart that will be piloted with staff

 – We will continue to monitor and follow up on actions as a result of RCAs.

How improvements are measured and monitored

 – We will undertake an annual pressure ulcer prevalence and quality audit, which will build 
upon the previous year’s audit, and will act upon any learning

 – Monthly audits will continue, to ensure that the pressure ulcer bundles are being 
used appropriately

 – We will continue to analyse pressure ulcer incidents to aid specific developments in identifying 
risk factors and preventive measures for patients with cancer. The use of the mini RCAs for 
category 2 pressure ulcers will be monitored to develop strategies to further reduce incidents

 – We will continue to report on and monitor pressure ulcers in our monthly Quality Account.

As of 1 April 2019, The Royal Marsden is no longer commissioned to provide community care. 
However, recommendations have been communicated to the new service providers to include 
audits, mini RCAs and monitoring through monthly reporting.

What we did in 2018/19

 – We have revised and republished independent hospital and community policies

 – We have embedded the European Pressure Ulcer Advisory Panel (EPUAP) 2014 guidelines, 
which include all six categories of pressure ulcers

 – We have undertaken a prevalence and quality audit

 – We held a ‘pressure ulcer mock coroner’s court’, which staff observed

 – We held a ‘Stop the pressure’ event (NHS Improvement campaign to improve the 
standards of safe care)

 – We have introduced mini root cause analyses (RCAs), a method of identifying the root cause  
of a problem, for category 2 and deep tissue injury pressure ulcers

 – We have introduced a new bedside tool ‘ASSKING’ (Assess risk, Skin inspection, Surface, 
Keep moving, Incontinence, Nutrition, Giving information) bundle, in collaboration with patient 
representatives

 – An internal tissue viability champion role was launched with dedicated internal staff training

 – A new pressure ulcer information leaflet for patients was published

 – All staff received regular training in pressure ulcer management and we have introduced 
a competency for new staff to achieve

 – A new Tissue Viability Nurse is in post to help and support staff, as well as assess and advise 
on grade 3 and 4 pressure ulcers.

How we performed in 2018/19

 – We achieved our first target of less than 0.15 per cent of patients developing category 3 
and category 4 pressure ulcers that were attributed to us while under the care of the hospital. 
We did not meet this target for patients under the care of community services. The hospital 
reported an overall percentage of 0.11 per cent and the community reported 0.29 per cent

 – In the hospital, we had one category 4 and six category 3 pressure ulcers. This is slightly higher 
than last year and no trends have been identified. We have learnt from these incidents and made 
changes to tissue viability services, education and medical devices

 – In the community we had one attributable category 4 pressure ulcer and 5 attributable category 3 
pressure ulcers

 – We achieved our target of 100 per cent of category 3 and category 4 pressure ulcers acquired 
by patients receiving care from community services reported to have healed within three months 
unless the underlying medical complexities made healing impossible, or where patients were 
receiving end‑of‑life care

 – There has been an increased awareness of prevention, identification and treatment in the 
hospital, demonstrated in the 46 per cent increase in reporting of incidents on the Trust’s 
electronic reporting system

 – 94 per cent of attendees at the pressure ulcer mock coroner’s court reported that the event 
positively changed their practice

 – All category 3 and 4 pressure ulcers were discussed at pressure ulcer panels.
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What we did in 2018/19

We have invested in a new sepsis lead nurse post to support the delivery of the CQUIN for 2018/19 
and the wider sepsis and acute kidney injury (AKI) agenda. We have also invested in the pharmacy 
team and consultant lead to support the antimicrobial elements of the CQUIN. Please note the Trust 
has now agreed to recurrently fund the posts going forward.

As a result of the appointment of the sepsis nurse, significant progress has been made not only 
within the CQUIN but also the wider sepsis agenda, including;

 – The drug chart is being amended to include antimicrobial review as a prompt

 – Video and screenshot teaching is now available for junior doctors

 – The sepsis nurses, antimicrobial pharmacists and consultant lead continue to promote carrying 
out reviews between 24 and 72 hours (including the critical care unit) to junior doctors and 
advanced nurse practitioners (ANPs)

 – The sepsis policy has been updated and is going through the Antimicrobial Steering Committee 
and the Nursing, Radiography and Rehabilitation Committee (NRRAC) for ratification. Following 
this, it will be published on the intranet

 – A Patient Group Direction for sepsis has been created. This allows some registered health 
professionals to supply and/or administer specified medicines to a pre‑defined group of patients, 
without them having to see a prescriber (such as a doctor or nurse prescriber)

 – The vascular access lead is investigating ultrasound technology for cannulation

 – Sepsis trolleys (including everything needed to treat sepsis and neutropenic sepsis) are now in 
use in the outpatient departments at The Royal Marsden’s hospitals in Chelsea and Sutton

 – The Sepsis/Situation Background Assessment Recommendation (SBAR) tool has been rolled 
out across both sites, with daily teaching in all clinical areas. The four letters of SBAR indicate 
the Situation (problem being discussed), Background (the medical history of the patient and 
treatment to date), Assessment (of the patient) and Recommendation (of the person leading 
the discussion)

 – The sepsis nurses have embedded the key sepsis and National Early Warning Score (NEWS) 
training into the Basic Life Support teaching session held at induction and mandatory training

 – Nurse sepsis training was carried out across the Trust. There were seven workshops held with 
80 successful attendees who can now give Patient Group Directions. Sepsis workshops were also 
arranged for senior nursing staff

 – Discussions have been held with the paediatrics department regarding the sepsis screening tool 
and updating Paediatric Early Warning Score (PEWS). A paediatric sepsis meeting was also 
held on 31 October 2018, including the consultant sepsis lead, Matron, ward sisters, ANPs and 
practice educators

 – Sepsis posters have been developed for all clinical areas to guide recognition and treatment

 – The monthly sepsis CQUIN programme board continues to meet, with strong representation from 
medical, nursing, pharmacy and performance staff, and is now chaired by the sepsis nurses.

In addition to the above, ongoing work is taking place across the Trust to promote antimicrobial 
stewardship and good practice.

Priority 6

To reduce harm from sepsis: a) to increase the number of patients screened for sepsis; 
b) to give antibiotics within one hour of patients being diagnosed with sepsis; c) to make 
sure patients receive an antibiotic review between 24 and 72 hours after commencement 
of antibiotics for sepsis

Applies to hospital inpatients going to the Clinical Assessment Unit (CAU).

Targets

a. For more than 90 per cent of patients who meet the local criteria for suspected sepsis  
to be screened for sepsis.

b. For more than 90 per cent of patients to be given antibiotics within one hour of sepsis 
being diagnosed.

c. For more than 90 per cent of patients to receive an antibiotic review between 24 and 72 hours 
after commencement of antibiotics for sepsis.

“Patients with cancer are at a higher risk of developing infections. This is 
especially true of those receiving systemic anti‑cancer therapy, as well as 
those patients undergoing major surgery. We are pursuing Trust‑wide efforts 
to prevent, rapidly identify and treat sepsis, whilst minimising unnecessary 
antimicrobial usage.”
Vimal Grover 
Consultant in Critical Care and Anaesthesia, and Sepsis Lead for The Royal Marsden

Patients with cancer are at risk of developing infections. Preventing sepsis, together with identifying 
and treating cases early, can improve outcomes for patients. Minimising harm associated with sepsis is 
one of our priorities, and we joined the national ‘Sign up to Safety’ programme in 2015 (see Appendix 5).
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Actions to improve our performance

 – We will continue to undertake staff training programmes and review the drug charts

 – We will encourage the use of the EPR sepsis and antimicrobial stewardship tools, as well as 
completion of the antibiotic review box on the drug chart

 – The multidisciplinary antimicrobial stewardship ward rounds that are conducted twice weekly 
on both sites will continue

 – We are considering further opportunities to embed sepsis training; for example an 
e‑learning module

 – As gaining venous access can be challenging, we will improve training for 
cannulation/venepuncture

 – The sepsis nurse will continue to support the antimicrobial stewardship ward round including:

 – Supporting bed‑side nurses with practical advice to improve patient care, for example, 
diagnostic stewardship, when to remove central lines and when to make chest 
physiotherapy referrals

 – We will continue to improve awareness of prescribing best practice, stop dates and indication 
for prescribing

 – As the sepsis nurse can prescribe, they can therefore change prescriptions at the time of the 
ward round and liaise with the nurse to avoid delay and misunderstandings.

How improvements will be measured and monitored

Quarterly audits will be carried out to measure compliance against the following two contractual 
KPIs during 2019/20, as agreed with commissioners:

 – Percentage of patients who meet the local criteria for suspecting sepsis to be screened for sepsis

 – Percentage of patients to be given antibiotics within one hour of sepsis being diagnosed

 – The vascular access lead is investigating ultrasound technology for cannulation.

Antimicrobial stewardship ward rounds with a microbiology consultant, antimicrobial pharmacist 
and sepsis nurse have been taking place on all wards at both the Chelsea and Sutton sites, twice 
weekly. Every patient who is prescribed an antibiotic is reviewed during this ward round by 
the multidisciplinary team and the outcome of the review is fed back to the clinical teams and 
ward pharmacists.

The sepsis nurse role is now embedded within the antimicrobial stewardship ward round to 
clinically review patients, advise the team to address concerns, communicate advice to the patient 
and support nurses, as well as prescribe and de‑prescribe medication.

The antimicrobial prescribing policy was discussed at the Clinical Advisory Committee (CAC) in 
January 2019 to promote stewardship to clinical staff and consultants. Additionally, as part of world 
antimicrobial awareness week, our lead antimicrobial pharmacist conducted a series of events 
across the Trust to promote good practice. These included:

 – Hosting a stall at both the Chelsea and Sutton sites to promote awareness

 – Attending junior doctor meetings to share learning and good practice techniques

 – Conducting a ward tour at each site to observe and advise on current practice

 – Distribution of posters, leaflets and other media promoting awareness of good practice.

How we performed in 2018/19

 – A baseline audit was carried out in quarter 2, with the Trust’s position against the three targets 
baselined and a trajectory proposed to commissioners

 – We achieved all targets and the results are set in the following table.

Table 3: Sepsis performance for 2018/19

Indicator Q2 %  
baseline

Target to be  
met in Q4

Q4 actual  
performance

% screened 100% 90% 97%

% intravenous (IV) antibiotics in one hour 72% 90% 100%

% patients in sample that received an antibiotic review 
within 24 and 72 hours

79.2% 90% 100%

% of antibiotic prescriptions submitted that  
had evidence of a review between 24 and 72 hours,  
PLUS were reviewed by an appropriate clinician,  
PLUS a documented IV rationale (or N/A if oral  
treatment chosen)

50% 75% 100%
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What we did in 2018/19

 – We continued to display information boxes and posters about the Friends and Family Test 
around the Trust buildings, and there are collection boxes for responses outside all wards and 
in outpatient and day care areas

 – We ask all patients to fill in the Friends and Family Test form and put it into a collection box. 
Once a week the forms are collected, and an external company processes the feedback and 
returns this to us

 – Improvement lists based on poor responses were circulated to individual wards and 
departments for action

 – We participated in the National Inpatient Survey

 – An action plan was implemented and monitored in response to the National Inpatient Survey.

How we performed in 2018/19

NHS England displays the information that has been collected each month for 170 providers of 
NHS‑funded services for inpatients and independent‑sector providers for inpatients, outpatients, 
community services, dental, ambulance, accident and emergency (A&E), maternity, mental health 
and GP services. There is information about the Friends and Family Test on the website at: www.
england.nhs.uk/statistics/statistical‑work‑areas/friends‑and‑family‑test/.

 – We achieved our target of maintaining 95 per cent of inpatients saying that they would 
recommend us. The average for the year was 95.15 per cent of patients recommending us for 
care or treatment

 – The results of the National Inpatient Survey patient responses placed The Royal Marsden among 
the best performing trusts for the nine relevant sections (waiting list and admission; all types of 
admission; hospital and ward; doctors; nurses; care and treatment; operations and procedures; 
leaving hospital; and overall views of care and experience)

 – In the section for ‘overall views of care and services’, the Trust was very highly rated and obtained 
the second highest score of 9.12 (out of ten) for this section, close behind the highest score of 9.16

 – Where we received low scores, an action plan was developed and actions implemented 
monitored through the Patient Experience Strategy Group.

How improvements will be measured and monitored

 – We will continue to use the Friends and Family Test to get feedback from patients  
on how we can improve our services

 – We will review the questions on our survey and align them with our priorities around 
patient experience

 – We will look at alternative methods to paper surveys to collect feedback and improve 
the response rate for the Friends and Family Test

 – We will continue to monitor and implement actions following feedback received from  
the national surveys through our Patient Experience Strategy Group.

Priority 7a

To make sure that we are responding to inpatients’ personal needs

Target

For our Friends and Family Test score for hospital inpatients to be more than 95 per cent.

“We are all committed to delivering excellent personalised cancer care. 
We continually review the feedback we receive with the aim of improving 
our services to ensure the optimal patient experience for everyone we treat 
and care for at The Royal Marsden.”
Natalie Doyle 
Nurse Consultant

The Friends and Family Test was introduced in May 2012. Under this test, 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 patients and to highlight priority 
areas for action.

The question asked is: “How likely are you to recommend this service to friends and family if they 
require similar care or treatment?”

The patients then choose their answer from the following:

 – Extremely likely
 – Likely
 – Neither likely nor unlikely
 – Unlikely
 – Extremely unlikely
 – Don’t know.
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What we did in 2018/19

 – We continued to routinely ask patients receiving community services the Friends and  
Family Test question as part of our patient experience surveys

 – Since 1 April 2016, community services have used the same service provider as  
The Royal Marsden to gather feedback. This has streamlined the process of gathering,  
reviewing and acting on feedback

 – We have gathered feedback through paper surveys (written and picture, and easy‑read forms), 
online surveys and a mobile device app

 – Patient champions in each service have shared monthly feedback with their teams and  
encouraged staff to ask patients for feedback throughout the year.

How we performed in 2018/19

We met the overall target set for 2018/19 in response to the question “How likely are you to 
recommend this service to friends and family if they needed similar care or treatment?”. During the 
year from April 2018 to March 2019, an average of 97 per cent would recommend our services 
to friends and family.

Some examples of patient feedback comments are:

Health visiting 
“Every time I attend this clinic I feel valued. The service and information provided is  
personal and tailored to the baby and myself, thank you.”

Musculoskeletal (MSK) Assess and Treat 
“Good medical care, efficient service, professional and willing to go the extra mile.”

Neurotherapy 
“The activities and exercises were designed specifically for me. The flexibility of settings,  
e.g. coming to my home. The kindness and care given to me as an individual enabled  
me to grow in confidence and progress. Thank you very much.”

Early Supported Discharge Team 
“I appreciated the promptness that the support started when I came from hospital (I was contacted the 
day after being discharged) and the frequency that my physiotherapist and occupational therapist were 
able to visit me. I also appreciated that they came to see me at home, as it would have been difficult for 
me to travel to see my therapist at that frequency. Both therapists were kind, friendly and respectful, and 
thorough in making sure I had understood everything and asking whether I had any other concerns.”

Actions to improve our performance

As of 1 April 2019, The Royal Marsden is no longer commissioned to provide community services. 
However, recommendations have been communicated to the new service providers to include 
monthly monitoring of comments and feedback received by the team leaders, as well as monthly 
reporting at divisional meetings.

Priority 7b

To continue using the Friends and Family Test question for patients 
receiving community care

Target

For our Friends and Family Test score for community services to be more than 95 per cent.

“We are committed to delivering high quality care for all our patients in their 
home environment. We continually review the feedback we receive to improve 
our services and understand patients’ needs to provide the very best experience 
of health care delivery.”
Eamonn Sullivan 
Chief Nurse 
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What we did in 2018/19

Over the past 12 months, in response to the previous year’s survey, we particularly focused 
on health and wellbeing, bullying and harassment, and staff working extra hours, with the 
particular actions below:

 – We launched the Red Tape Challenge, which aims to reduce the amount of nursing documentation

 – We launched a new network for staff with disabilities and health conditions

 – We continued to build on our health and wellbeing programmes to support staff, with a particular 
focus on mental health leading up to World Mental Health Day on 10 October 2018, including 
events in Chelsea and Sutton to launch two free apps for support staff

 – We launched the HALT (Hungry, Angry, Late, Tired) campaign, which will be rolled out 
across the Trust

 – We reduced the Trust staff vacancy rate from 11 to nine per cent

 – We recruited 250 nurses and reduced nursing vacancies from 15 to 11 per cent

 – We launched the fourth and fifth cohorts of the Paired Learning Programme

 – We expanded our leadership development programmes with the launch of the multi‑professional 
Academic Health Science Centre (AHSC) Leadership Development Programme and two nurse 
leadership programmes

 – We expanded our Career Mentoring Scheme to include staff in bands 1–7

 – We held our first Excellence in Education conference in January 2018

 – We introduced new career development opportunities through the Senior Healthcare Support 
Worker Apprenticeships

 – We appointed Freedom To Speak Up Champions for each division to enable staff to discuss their 
concerns safely and confidentially

 – We launched the Outstanding Care: Outstanding Culture sessions, which to date have been 
attended by over 200 staff to review our values and the behaviours that underpin positive 
staff experience.

How we performed in 2018/19

Friends and Family Test

Three times a year, we ask staff to respond to the Friends and Family Test question: “How likely 
are you to recommend this organisation to friends and family if they needed care and treatment?”.

In all three surveys, over 95 per cent of staff said that they would recommend us, meaning that 
this target has been met.

The number of staff responding to the Friends and Family Test during 2018/19 was similar to 
2017/18. There were 503 responses during January to March 2019, compared with 553 responses 
during January to March 2018. This survey is not carried out in October to December as it 
coincides with the national NHS Staff Survey.

Priority 8

To increase the percentage of staff who would recommend The Royal Marsden to friends 
or family needing care

Target

For more than 95 per cent of surveyed staff to say that they would recommend The Royal Marsden.

The quotes below are samples from the anonymous comments staff provided.

“Patients are priority and the highest standard of care I have witnessed 
is given here.”

“The patient care has been rated as outstanding by the CQC, which accurately 
reflects the service given here. People really matter, and this includes the staff 
as well as the patients.”

Each year during October to December we carry out the national Staff Survey, and this provides 
us with a wide range of information about what we do well and what we need to improve on. 
The survey asks staff how strongly they agree with the statement: “If a friend or relative needed 
treatment, I would be happy with the standard of care provided by this trust.” In 2018/19, an average 
of 95 per cent of staff either agreed or strongly agreed with the statement.
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Actions to improve our performance

 – To ensure the refreshed values of The Royal Marsden are embedded into workforce processes 
(including recruitment, appraisal and employee relations), with the aim of embedding positive 
behaviours throughout and improving WRES findings.

 – To embed the Leadership Development programmes and Careers Advisory Service across the 
organisation, ensuring representative usage of these.

 – To ensure recruitment panel chairs have undertaken equality and diversity training and to 
explore opportunities for Diversity Champions to be part of recruitment panels.

 – To participate in the pan‑London WRES indicator 3 project to reduce the number of BME staff 
who are disciplined compared to white staff across London.

How improvements will be measured and monitored

 – Results from the Friends and Family Test and the annual Staff Survey will be analysed and 
reviewed by the Workforce and Education Committee, and a set of targeted actions will be agreed 
to support continuous improvement and increase the number of staff responding.

 – Results from the starters and leavers survey, and progression data, will be analysed to identify 
areas for continuous improvement.

 – All action plans will be regularly reviewed by the Workforce and Education Committee to 
chart progress.

Workforce Race Equality Standard

The Workforce Race Equality Standard (WRES) requires all NHS organisations to demonstrate 
how they are dealing with race equality issues in staffing areas such as recruiting, and promoting 
staff to improve the experiences of Black, Asian and Minority Ethnic (BAME) staff.

The table below provides a breakdown of four of the WRES measures from the results of the 
yearly Staff Survey.

Table 4: Staff survey results (2018 WRES findings)

Indicator 2018 2017 Progress  
since 2015

1 % of staff in Agenda for Change bands and very 
senior manager levels

Similar  
findings  
to 2017

Similar  
findings  
to 2016

2 Likelihood of white staff being appointed 
from shortlisting

2.08  
times more likely

2.42 
times more likely

3 Likelihood of BAME staff entering formal 
disciplinary process

2.01  
times more likely

2.25 
times more likely

4 Likelihood of white staff accessing non‑mandatory 
training and continuing professional 
development (CPD)

0.95  
times more likely

1.00 
times more likely

5 Experiencing harassment and bullying (patients, 
relatives or public)

BME staff 14% BME staff 17%

6 Experiencing harassment and bullying (staff) BME staff 24% BME staff 28%

7 Believing Trust provides equal opportunities for 
career progression and promotion

BME staff 78% BME staff 74%

8 Experiencing discrimination from manager/team 
leader or other colleagues

BME staff 9% BME staff 11%

9 % difference between Board voting membership and 
overall % of BAME staff in the workforce

‑30.5% ‑28%

Key  Improvement  Similar findings  Deterioration

During this year, improvements were noted for 72 per cent of Staff Survey findings for BAME staff 
and there was a three per cent increase in BAME staff in the workforce to 32 per cent, which is the 
most significant increase in workforce composition in any one year over the last four years. There 
was increased participation and membership of the Joint Forum for BAME staff from 27 in 2016 
to over 100 in 2018, with a diverse range of events organised including a seminar with Yvonne 
Coghill, Director of WRES in the NHS. The Trust won the ‘Best UK employer of the year’ award at 
the 2018 Nursing Times Workforce Summit Awards, and the judges commented on how the Trust’s 
presentation addressed equality and diversity, and that there is a “genuine commitment to support 
staff across the organisation”.
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What we did in 2018/19

 – The new Day Care Improvement Programme was started in May 2018 and covered both 
private and NHS care

 – An external quality consultant was brought in to review current pathways and support the 
identification of priorities and the development of work streams.

 – Representatives from all the day units and all staff groups related to ambulatory care were 
invited to a preliminary workshop

 – An initial work programme was developed based on the workshop and consultant feedback, 
covering the following work streams: who does what, workforce, bloods, scheduling/capacity, 
space and infrastructure, aseptics, and communication

 – The content of the work programme was prioritised based on deliverability, improvement to care, 
staff experience and financial impact

 – Leads for each work stream have been identified and are accountable to the Transformation 
Board, and work is in progress for each work stream.

How we performed in 2018/19

 – This year there has been no change in the overall percentage of patients waiting more than 
30 minutes (Chelsea: ~50 per cent; Sutton: ~67 per cent)

 – Analysis has found a number of factors that contribute to delays, including late confirmation 
of prescribing chemotherapy, and unrealistic or late scheduling of appointment times

 – However, improvements were seen for a group of ‘gold patients’ included in a pilot 
scheme (see below).

Batch chemotherapy pilot scheme (Medical Day Unit Sutton)

Patients on suitable chemotherapy regimens were identified and booked into the first appointment 
slots of the day (gold patients). A named pharmacy technician was responsible for identifying these 
patients and ensuring that their chemotherapy was dispensed on the afternoon before treatment 
was due and sent up to the Medical Day Unit (MDU) that evening.

For these gold patients, 92 per cent of chemotherapy was delivered to the MDU the evening before 
treatment or by 9am that day (compared to 85 per cent before the pilot), and the percentage of 
treatments delivered late reduced from 11 to two per cent.

The pilot has since been repeated in Chelsea and we plan to roll it out to include batch 
chemotherapy scheduled for any time of day and private patient day units at both sites.

Priority 9a

To reduce waiting times at chemotherapy appointments and improve patients’ experiences 
relating to waiting times

Target

For 90 per cent of patients to receive their chemotherapy on time.

“Reducing the time a patient waits for their chemotherapy will drastically improve 
the flow of patients in the day units and, more essentially, it will improve the 
overall experience for our patients. Often our patients are feeling unwell and 
travel some distance to attend for their treatment, and increasingly we have 
patients who are working or who have family commitments, and so keeping time 
spent in hospital to a minimum is a priority for them.”
Emma Foreman 
Consultant Pharmacist 

To understand and improve chemotherapy waiting times, it is important to analyse the reasons 
behind delayed treatment times because many factors are involved.

It is evident that the demand for treatment has increased progressively. Although advances in drug 
development have enabled some treatments to be delivered on an outpatient basis, others have 
become more complex and time consuming to prepare and administer, which has meant that there 
has been a significant increase on the demands of the service.

The Day Care Improvement Programme was established following an external review of the Trust’s 
day care provision and following the quality improvement project work carried out in 2017 by the 
pharmacy aseptic team.
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Priority 9b

To reduce waiting times in outpatient clinics and improve patient experiences relating 
to waiting times

Target

For no more than five per cent of patients to have to wait more than one hour.

“We try to always keep our patients updated when clinic is running late, 
it’s important to ensure that patients feel involved and up to date.”
Alyson Long 
Senior Staff Nurse for Outpatients Sutton

Within our outpatient departments we aim to have excellent communication with our patients 
to make sure that they have a positive experience, particularly at their first appointment.

Actions to improve our performance

Via the work streams identified above, the following are currently being addressed:

 – A new blood bottle labellers and ID card printers have been procured for phlebotomy, to cut down 
the time taken labelling bottles and prevent rejected samples. The new system should be in place 
by the end of May 2019

 – In the laboratories, biochemistry analyser replacement will allow faster turnaround times for 
blood test results, allowing for earlier confirmation of chemotherapy

 – We are developing an electronic scheduling system to streamline the system, monitor capacity 
and use chair time more efficiently. The system will be ready for testing in July 2019, with a view 
to carrying out staff training and system roll out in October 2019. We have reviewed our policy 
on allocating patients to one‑stop or to two‑stop appointments to reduce variance and optimise 
the use of two‑stop appointments

 – A workforce and role review on all MDUs was undertaken

 – We will review the aseptic unit workflow and optimisation of the use of pre‑made (or 
‘batch’) chemotherapy.

How improvements will be measured and monitored

 – Metrics for each project are currently under review. Milestone reporting at intervals will assess 
and review progress

 – Patient feedback/satisfaction will be monitored via a patient satisfaction survey and a series of 
patient focus groups.
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Actions to improve our performance

 – A business case has been approved to expand space in phlebotomy services and incorporate 
haematology bloods

 – An appointment reminder service is being implemented for March 2019. This will improve use 
of available capacity and support performance and waiting time targets

 – An improved outcome process is being embedded in outpatients departments and the RDAC.

 – We are undertaking testing of an online clinic room booking and monitoring system to support 
better utilisation and reporting

 – We are considering further extension of coordination to improve patient flow and organisation 
of increasingly busy clinics.

How improvements will be measured and monitored

 – We will review feedback, including through the Friends and Family Test results, regarding 
waiting times to assess the overall experience for blood rooms across the sites

 – Improved utilisation figures across sites for the clinic

 – We will undertake monthly KPI monitoring with the aim of improving ‘in‑clinic’ waiting times 
despite an increase in referrals and attendances

 – Improvement in the figures of patients with the outcomes of their appointments recorded as 
well as any follow‑up actions.

What we did in 2018/19

 – We reviewed the skill mix of nursing staff in Sutton to enhance appropriate cover in clinics

 – A trial is underway for automated blood labelling rather than hand writing blood labels

 – We successfully introduced outcome forms in our Rapid Diagnostic and Assessment Centre 
(RDAC) and outpatient clinics so that all patients have a clear next action in their pathway. This 
has led to an improvement in the levels of patients with clear outcomes after appointments

 – We proactively review clinic templates that are under‑utilised to ensure that the best use is made 
of space in the department to help patient flow

 – We have undertaken analysis on capacity and demand for clinics in preparation for the new Oak 
Centre for Children and Young People in Sutton

 – We have increased the numbers of coordinators in our clinics in Sutton and Chelsea to improve 
the flow of clinics

 – We moved peripherally inserted central catheter (PICC) and port services in Sutton from the 
MDU into outpatients, to improve capacity and patient flow in the MDU.

How we performed in 2018/19

Table 5 shows that we achieved our target of less than five per cent of patients waiting more than 
one hour for treatment from April 2018 to March 2019. Across the year, the average was two per 
cent. The number of patients waiting for more than one hour has been consistently at two per cent 
or less since September 2017.

Table 5: Chelsea and Sutton waiting times from April 2018 to March 2019

Month Waiting time

Less than 15 minutes Less than 30 minutes 30 to 60 minutes More than one hour

April 2018 75% 15% 7% 3%

May 2018 78% 14% 7% 2%

June 2018 78% 13% 7% 2%

July 2018 79% 13% 7% 1%

August 2018 75% 13% 9% 3%

September 2018 80% 12% 6% 2%

October 2018 79% 12% 7% 2%

November 2018 79% 12% 7% 2%

December 2018 78% 13% 7% 2%

January 2019 80% 12% 6% 2%

February 2019 77% 14% 7% 2%

March 2019 76% 14% 8% 2%
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What we did in 2018/19

 – In September 2018, we scoped the services with a view to redesigning a sustainable clinic to 
maintain the target of seeing 80 per cent of patients within 20 days. This involved liaising with 
the team to determine what the challenges were, collecting data on demand versus capacity, and 
liaising with the senior members of the team, administration and the medical records lead to 
determine a workable solution to achieve the target

 – A new diary template was set up in November 2018. We also listened to the fact that patients 
wanted to see the same clinician for continuity of care, and this was factored into the new 
diary. Others factors that affected the demand were identified and a working solution will be 
implemented to address these

 – The staff skill mix was also reviewed to identify if this was optimal for the demand, and was 
subsequently changed

 – We successfully recruited one more staff member so we can meet service demands.

How we performed in 2018/19

Table 6 shows the percentage of average wait days and percentage of patients offered an 
appointment within 20 working days by the podiatry service in 2018/19.

Table 6: Waiting times for patients referred to the podiatry service

Month Percentage of patients offered an 
appointment within 20 working days

Average number of wait days

April 2018 64.8% 16.78

May 2018 81% 15

June 2018 98% 11.93

July 2018 86% 14.83

August 2018 55% 19

September 2018 48% 21.7

October 2018 68% 16.66

November 2018 87.8% 13.54

December 2018 96.4% 10.35

January 2019 92% 9.25

February 2019 93.7% 9.32

March 2019 95.8% 11

Total 80.54% 14.11

 – We achieved our target of maintaining a waiting time of 20 days or less for 80 per cent of patients

 – In 2018/19 there was a significant improvement, with the percentage of patients offered an 
appointment within 20 working days increasing from 50 per cent in 2017/18 to 80.54 per cent, 
and the average wait days decreasing from 33.3 days in 2017/18 to 14.11 days

 – A new model of working was introduced as a result. The performance for the first six months was 
variable, primarily due to the usual challenges that come with rolling out a new model

 – From October 2018 there has been a steady rise in the number seen within 20 days, as the model 
is established, with a small decline in November of 5.6 per cent. From January to March, the KPI 
was within the target

Priority 10a

To reduce waiting times for patients who are referred to the podiatry service

Applies to patients of Sutton Community Healthcare Services

Target

Maintain a waiting time of 20 days or less for 80 per cent of patients. 

“Our aim is to sustainably deliver a high quality, high value podiatric service 
for all of our patients.”
Keisha Antonopoulos 
MSK Service Manager
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Priority 10b

To reduce waiting times for patients who are referred to the musculoskeletal service

Applies to adult community services only

Target

Maintain a waiting time of 20 days or less for 80 per cent of patients.

“We appreciate the frustration that our patients experience in getting an 
appointment and in order to address this we have reviewed and redesigned 
our service. We have seen a significant improvement in waiting times for 
appointments and hope to maintain this as well as further develop the 
service in order to improve patient experience.”
Anne Howers 
Divisional Director for Community Services

 – There was an expected drop during the Easter and summer holidays, which was due to staffing 
levels at this time

 – Once further staff were recruited, we consistently achieved our target of over 80 per cent of 
patients being offered an appointment within 20 days

 – A change in the type of patients referred, with more requiring biomechanical needs, has been 
noted. This is a change from previous trends where there has been greater demand on the 
general cases. To address this, diaries have been adjusted taking into account this change to 
ensure we work within the 80 per cent target

 – There will be further challenges on the service with the recent acceptance of another GP practice 
in Sutton. It is anticipated that recruiting a further member of staff will assist with covering the 
expected rise in demand.

Actions to improve our performance

 – A new clinic template with named clinicians will be introduced

 – A review of the demand for follow‑up appointments is underway

 – The service is currently looking to recruit additional staff

 – Regular staff supervision and training will be further established

 – Guidelines will be created for complex patient clinics, continuing treatment and discharge, 
and escalation in supervision.

How improvements will be measured and monitored

As of 1 April 2019, The Royal Marsden is no longer commissioned to provide community care. 
However, recommendations have been communicated to the new service providers to include the 
above, and this target should be measured by regularly reviewing the 20‑day access KPI.
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Actions to improve our performance

 – We will look at using short‑term locums to cover vacancies, with the main aim being to recruit 
permanent staff

 – We will secure additional capacity for assessment and treatment by off‑setting with follow‑ups 
in periods of low demand

 – We will review the peak period trends and put measures in place to combat these

 – We will increase clinic numbers on the days when clinics are scheduled around bank holidays.

How improvements will be measured and monitored

As of 1 April 2019, The Royal Marsden is no longer commissioned to provide community care. 
However, recommendations have been communicated to the new service providers to include the 
above, and this target should be measured by regularly reviewing the 20‑day access KPI.

What we did in 2018/19

 – We re‑designed our service to improve access for patients and to ensure that they see the right 
clinician at the right time

 – The model is iterative and we are regularly reviewing it to ensure that we are meeting and 
maintaining the desired targets.

How we performed in 2018/19

Table 7 shows the average wait days and percentage of patients offered an appointment within 
20 working days by the musculoskeletal service in 2018/19.

Table 7: Waiting times for musculoskeletal patients

Month Percentage of patients 
offered an appointment 
within 20 working days

Average number  
of wait days

April 2018 98.8% 20

May 2018 97.1% 21

June 2018 57.0% 24

July 2018 37.6% 25

August 2018 56.6% 26

September 2018 93.2% 15

October 2018 99.0% 14

November 2018 99.7% 14

December 2018 99.7% 15

January 2019 98.7% 14

February 2019 98.3% 16

March 2019 98.6% 17

 – We achieved our target of maintaining a waiting time of 20 days or less for 80 per cent of patients

 – There was a slight decrease from 2017/18, when 91 per cent of patients were offered an 
appointment within 20 working days; to 86.19 per cent in 2018/19. There was an increase in the 
average wait days from 17.25 days in 2017/18; to 18.41 days in 2018/19

 – There was an upward trend of waiting times from April 2018 for a combination of reasons, 
including the bank holidays falling on the day of assess and treat, and reduced capacity due 
to vacancies. While we managed this in April, the progressive increase in numbers and staff 
holidays in the June and July period proved more of a challenge

 – In August we secured a locum and took advantage of an anticipated reduced demand on 
follow‑ups. We moved more clinicians to assess and treat, and offered more new patient slots. 
We successfully recruited three new members of staff

 – From September onwards, the KPI has improved to above 90 per cent.
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Statements of  
assurance from  
the Board

Review of services

During 2018/19, we provided or subcontracted 
comprehensive cancer services and 
community services.

We have reviewed all the information we 
have on the quality of care provided by all our 
relevant health services.

The income generated by the health services 
reviewed in 2018/19 is equal to the total income 
generated from providing relevant health 
services in 2018/19.

The information provided in Part 3 of this 
Quality Account covers the three aspects of 
quality: patient safety, clinical effectiveness 
and patient experience.

Seven‑day services

During 2018/19, we have continued to make 
significant progress in putting into practice the 
sevenday clinical standards, building on the 
work undertaken in 2017/18.

Progress has been the result of a large 
programme of work, led by highly engaged 
clinicians, including:

 – Development of the Trust’s acute 
oncology service

 – Introduction of a joint oncology consultant 
rota, providing onsite oncology consultant 
presence at both hospitals at weekends

 – Implementation of a 14‑hour electronic 
review template

 – Review of handover arrangements and 
introducing electronic handover

 – Introduction and development of the 
Macmillan hotline

 – Implementation of ward‑based senior house 
officers (SHOs) at the Sutton site

 – Development of an out‑of‑hours standard 
operating procedure for specialist registrars 
(SpRs) and introduction of changes to the rota 
to support SHOs. This also includes further 
improvements to processes such as handover 
and improvements in night working

 – Continuing with a programme of work 
relating to discharge, therapies support and 
patient flow, including the implementation of 
the SAFER patient flow bundle, which blends 
five elements of best practice: Senior review, 
All patients, Flow, Early Discharge, Review.

An audit was carried out in April 2018 (100 
per cent sample of one week’s non‑elective 
admissions). Overall, for that period, the Trust 
achieved 96.4 per cent (weekdays) and 100 per 
cent (weekend), yielding a result of 96.8 per 
cent overall for the week, which is a significant 
improvement on previous audits and exceeds 
the 2020 target of 90 per cent of emergency 
admissions having a consultant review 
within 14 hours.

Reviewing progress of 
the quality improvements 
in 2018/19 and choosing the 
new priorities for 2019/20

In December 2018, NHS England published 
the ‘Quality Accounts: Reporting Arrangements 
for 2019/20’. We chose to include the mandatory 
(must‑do) set of quality indicators for 2019/20. 
Some of the indicators are not relevant to us 
(for example, ambulance response times),  
so we have not included them.

In December 2018, NHS Improvement 
issued ‘Detailed requirements for Quality 
Accounts 2019/20’. They also issued ‘Detailed 
requirements for external assurance for Quality 
Accounts for Foundation Trusts 2019/20’, as from 
2011/12, all acute trusts must have their Quality 
Accounts checked by external auditors. We also 
felt it was important to consult with our members 
and Council of Governors to incorporate their 
views about ‘quality’ into the Quality Account.

The process for agreeing the quality priorities 
for 2019/20 was as follows.

August 2018

Held a Patient Experience and Quality Account 
meeting to review progress in quarter 1 
(1 April 2018 to 30 June 2018) against our 
priorities for 2018/19.

October 2018

Sent out an online survey to Trust members to 
choose quality priorities for 2019/20.

November 2018

Held an event for Trust members on 10 
November 2017 to carry out a survey and vote 
on quality priorities for 2019/20.

December 2018

Council of Governors considered and agreed 
priorities for 2019/20.

Held a Patient Experience and Quality 
Account meeting to review progress in 
quarter 2 (1 July 2018 to 31 September 2018) 
against our priorities for 2018/19. Advisory 
Committee considered which quality priority 
to select for 2019/20.

Held a Council of Governors meeting to review 
the results of previous surveys and voting 
on quality priorities for 2019/20. Council of 
Governors chose a quality priority for 2019/20.

February 2019

The Nursing, Radiography and Rehabilitation 
Advisory Committee considered which quality 
priority to select for 2019/20.

Held a Patient Experience and Quality Account 
meeting to review progress during quarter 3 
(1 October 2018 to 31 December 2018) against 
our priorities for 2018/19.

March 2019

Drafted the final version of the Quality 
Account. External stakeholders were given 
the opportunity to review the draft over 
a 30‑day period.

The Trust Board Committee reviewed and 
agreed the quality priorities for 2019/20.

The Nursing, Radiography and Rehabilitation 
Advisory Committee reviewed and agreed the 
content of the draft Quality Account.

April 2019

Stakeholders returned comments and 
statements are included in Appendix 1.

Held a Patient Experience and Quality Account 
meeting to review progress during quarter 4 
(1 January 2018 to 31 March 2018) against our 
priorities for 2018/19.

The Quality Account was reviewed by the 
Integrated Governance and Risk Management 
Committee and circulated to the Non‑Executive 
Directors for review and comment.

May 2019

Quality Account approved at the Finance and 
Audit Committee, as delegated by the Board. 
Final annual Quality Account included as 
part of the Trust’s annual report and sent to 
NHS Improvement.

June 2019

Final annual Quality Account published with 
Plain English Campaign’s Crystal Mark. Annual 
Quality Account published on the NHS Choices 
website and the Trust’s website.
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Actions and learning from case record reviews and investigations of deaths:

 – Procedure‑specific Trust consent forms should be used wherever possible and should be  
scanned contemporaneously onto the EPR

 – For patients with known peritoneal metastases, bowel perforation should be considered if there 
is clinical deterioration and worsening abdominal pain

 – For patients with indwelling invasive medical devices, reviews should be undertaken daily  
to see if they are still required and, if not, they should be removed

 – Where there are any reasons to doubt a person’s capacity to consent to a procedure, teams should 
complete a mental capacity assessment and best interest decision using the Trust’s ‘Record of 
Mental Capacity Assessment and Best interests decision’ form

 – Deprivation of Liberty Safeguards (DoLS) paperwork needs to be scanned onto the EPR  
and emailed to the Adult Safeguarding team

 – A reminder that ‘Do Not Attempt Cardiopulmonary Resuscitation’ (DNACPR) forms need  
to be countersigned by the consultant themself within 24 hours of the form being completed.  
This section cannot be completed on behalf of a consultant

 – The Principles of Care for Dying Patients documentation should be used on recognition of dying 
by the whole clinical team

 – If a patient requires sedation, either for agitated distress or for acute confusion, the family  
(next of kin) should be informed as soon as possible

 – When a patient lacks capacity to consent to treatment, a best interests meeting and/or discussion 
needs to occur and be documented as such on the EPR using the Trust template

 – Paper consent forms need to be scanned onto the EPR in the consent form tab for all 
procedures undertaken

 – On‑site junior doctors and senior AHPs out of hours should have a low threshold to contact 
non‑resident on call registrars for advice and attendance to site

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

 – Timely discussions regarding treatment escalations plans should occur, particularly regarding 
resuscitation status

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

 – Referral to palliative care should be considered for inpatients with malignant bowel obstruction

 – All patients who have long hospital stays should have regular updates with their family/those 
closest to them and the clinical team

 – All new hospital admissions require a consultant review documented on the EPR within 14 hours

 – Documentation of performance status when prescribing inpatient chemotherapy.

Impact of the actions: We take seriously the learning provided from reviewing all patient deaths 
and, while it is too early this year, we hope to see an improvement in the next year once we have  
put the identified actions into practice.

Learning from deaths

During 2018/19, we continued to review all deaths in the hospital each month. Table 8 shows the 
number of patients who died between April 2018 to March 2019.

During 2017/18, a policy was introduced that outlined how we would make sure that all deaths at 
the Trust would be reviewed and how we would share learning across the Trust. The policy was 
approved at the Trust’s Board meeting and at the Integrated Governance and Risk Management 
Committee in September 2017.

Table 8: Number of patients who died and number of case record reviews and investigations

Time period Number 
of patients 

who died at 
The Royal 

Marsden

Number of 
cases where 

a record 
review or an 

investigation 
was completed

Number of 
cases where 

a record 
review and an 
investigation 

was completed

Number of 
deaths due to 
a problem in 

care provided

Percentage of 
deaths due to 
a problem in 

care provided*

April to June 2018 62 62 11 0 0%

July to September 2018 61 61 7 0 0%

October to December 2018 52 52 9 0 0%

January to March 2019 54 54 7 0 0%

Total 229 229 34 0 0%

*Note: The percentages have been estimated using the Royal College of Physician’s suggested framework  
‘Structured Judgement Review’ (SJR) to carry out the investigation.

From April 2018 to March 2019, 229 case record reviews and 34 investigations were carried out in 
relation to all of the deaths shown in Table 8. We use the Royal College of Physician’s suggested 
framework ‘Structured Judgement Review’ to carry out investigations.

In 34 cases, we carried out both a case record review and an investigation. The number of deaths in 
each quarter for which a case record review or an investigation was carried out is shown in Table 8.

There were no patient deaths during April 2018 to March 2019 that were judged to be more 
likely than not due to problems in the care provided to the patient. This is shown for each 
quarter in Table 8.

There were no case record reviews or investigations that finished in the reporting period 2018/19 
which related to deaths during the previous reporting period of 2017/18.
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Table 9: National clinical audits we took part in during 2018/19

No Name of national clinical audit or  
clinical outcome review programme

Cases submitted, expressed as a percentage  
of the number of registered cases required

1 National Oesophago‑Gastric (OG) Cancer Audit 100%

2 National Bowel Cancer Audit (NBOCA) 100%

3 National Lung Cancer Audit (NCLA) Data taken directly from the monthly Cancer 
Outcome Services Dataset (COSD) upload.  
Note: tertiary provider.

4 National Emergency Laparotomy Audit (NELA) 100% of cases identified

5 The Royal College of Surgeons of England National 
Prostate Cancer Audit (NPCA)

100%

6 Intensive Care National Audit & Research Centre 
(ICNARC): Case Mix Programme (CMP)

100%

7 National Cardiac Arrest Audit (NCAA) 100%

8 National Audit of Care at the End of Life (NACEL) 100%

9 National Comparative Audit of the use of fresh 
frozen plasma, cryoprecipitate and other blood 
components in neonates and children

Registered to participate. Project to be transferred  
to Sutton Health and Care on 1/4/19.

10 Sentinel Stroke National Audit Programme (SSNAP) 100%. Project to be transferred to Sutton Health  
and Care on 1/4/19.

11 The British Association of Urological Surgeons 
(BAUS) Nephrectomy Audit 2018

100%

12 BAUS Radical Prostatectomy Audit 2018 100%

13 BAUS Total Cystectomy Audit 2018 100%

14 Learning Disabilities Mortality Review 
(LeDeR) Programme

Continued to engage with Sutton LeDeR steering 
group and Trust mortality review group. Two staff 
trained as reviewers. One LeDeR review currently 
being completed and led by Dorset CCG for a patient 
known to the Trust.

15 National Audit of Breast Cancer in Older 
Patients (NABCOP)

Data from national organisations in England and 
Wales, including National Cancer Registration 
and Analysis Service (NCRAS) in England and 
Cancer Network Information System Cymru 
(CANISC) in Wales.

16 Seven Day Hospital Services April 2018 100%

17 National Audit of Intermediate Care 2018 Registered to participate. Project to be transferred  
to Sutton Health and Care on 1/4/19.

Other national audits

18 National Health Service Cancer Screening 
Programme (NHSCSP) Audit of Invasive 
Cervical Cancer

100%

19 The Association of Breast Reconstruction Surgery 
(ABS) and NHS Screening Audit

100%

20 ABS Breast Cancer Clinical Outcome Measures 
(BCCOM) Project

100%

21 BAUS Retroperitoneal Lymph Node Dissection 2017 100%

22 Royal College of Radiologists (RCR) National 
Audit of the Use of Radiotherapy in the Treatment 
of Vulval Cancer

100%

Taking part in clinical audits

At The Royal Marsden we undertake many clinical audits for quality improvement. We participate 
in all the national cancer audits that apply to our organisation. This allows us to compare ourselves 
against other hospitals in England and sometimes across the world. We also have a comprehensive 
programme of local clinical audits which clinical staff, including consultants, junior doctors, nurses 
and allied health professionals, conduct regularly to improve local areas of care.

Between April 2018 and March 2019, 30 national clinical audits and two national confidential 
enquiries covered relevant health services that The Royal Marsden provides.

National clinical audit and confidential enquiries

National confidential enquiries are ‘inspections’ that are carried out nationally to investigate areas 
of care where there may have been problems or where the patients may be particularly vulnerable. 
All hospitals are asked to take part in them so that all care across England can be monitored.

Between April 2018 and March 2019, The Royal Marsden registered or took part in 30 (100 per cent) 
national clinical audits and all national confidential enquiries in which we were eligible to take part 
in (Table 9). We cannot carry out many of the national audits carried out by other hospitals because 
we only have patients with cancer.

The national clinical audits and national confidential enquiries that The Royal Marsden took part 
in, and which we collected data for (for the period April 2018 to March 2019), are listed below, 
including cases submitted to each audit or enquiry as a percentage of the number of registered 
cases required by the terms of that audit or enquiry (Tables 9 and 10).
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No National Clinical Audit reports published in 2018/19 Description of actions

8 BAUS Analysis of Nephrectomy audit data Surgeons reflected on the findings.  
Within expected range.

9 BAUS Analysis of Radical Prostatectomy audit data Surgeons reflected on the findings.  
Within expected range.

10 BAUS Analysis of Cystectomy audit data Surgeons reflected on the findings.  
Within expected range.

11 National Prostate Cancer (NPCA) Urologists reflected on the findings.  
Within expected range. NCAB snapshot audit 
dataset reviewed at SSAC.

12 National Bowel Cancer Audit Report 2018 Reports reviewed at Clinical Audit Committee. 
NCAB snapshot audit dataset reviewed at SSAC. 
Note: The Royal Marsden is a tertiary cancer centre 
providing complex oncological surgery.

13 National Bowel Cancer Audit: The feasibility of 
reporting Patient Reported Outcome Measures as 
part of the national colorectal cancer audit

Report disseminated to Clinical Audit Committee 
for information. No action required. Note: The 
Royal Marsden is a tertiary cancer centre providing 
complex oncological surgery.

14 National Oesophago‑Gastric Cancer Report 2018 Reports reviewed at Clinical Audit Committee  
and Surgical Audit Group.

15 National Comparative Audit of Blood 
Transfusion: Transfusion associated circulatory 
overload (TACO) Audit

Recommendations reviewed and discussed at Blood 
Transfusion Committee. A formal pre‑transfusion 
risk assessment has been added  
to the prescription chart.

16 2017 Red Cell and Platelet Transfusion in Adult 
Haematology Patients (re‑audit)

Recommendations reviewed and discussed at  
Blood Transfusion Committee.

The reports of 54 national confidential enquiries were reviewed by The Royal Marsden in 2018/19. 
The Royal Marsden intends to take the following actions to continue to improve the quality of 
healthcare provided. Please see Table 11 for details of actions.

Table 11: National confidential enquiry reports published and actions

No National Confidential Enquiry into Patient Outcome 
and Death (NCEPOD) studies

Description of actions (local) taken on 
receipt of report

1 Each and Every Need: Chronic Neurodisability Report reviewed by community services teams.

2 Common Themes Report reviewed at Clinical Audit Committee 
and Surgical Audit Group (SAG). CEO NCEPOD 
presentation to the SAG on 17 January 2019.

3 Failure to Function: Acute Heart Failure Not applicable.

4 High and Lows: Perioperative Diabetes Report disseminated to SAG.

5 On the Right Course: Cancer Care in Children, 
Teens, and Young Adults

Report disseminated to paediatric unit for review.

Between April 2018 and March 2019, the reports of 114 local clinical audits, quality improvement 
projects and local action plans were reviewed by The Royal Marsden’s Clinical Audit Committee. 
Some examples of audits and quality improvement projects completed between April 2018 and 
March 2019, and the actions, are given below.

If more information about the local audits is required, please contact the Quality Assurance 
department on 020 7808 2702 or email qualityassurance@rmh.nhs.uk.

No Name of national clinical audit or  
clinical outcome review programme

Cases submitted, expressed as a percentage  
of the number of registered cases required

23 Bariatric Issues during General Anaesthesia relating 
to Airway (BIGAA): Pan‑London Perioperative Audit 
& Research Network (PLAN) project

100%

24 The British Association of Head & Neck Oncologists 
(BAHNO) National Head and Neck Cancer 
Surveillance Audit

100%

25 NHS Improvement Learning Disability Improvement 
Standards Project (Patient and Staff Survey)

100%

26 Motor Neurone Disease (MND) Association 
Transforming Care Audit

Registered to participate. Project transferred  
to Sutton Health and Care on 1/4/19.

27 Phase II Breast Angiosarcoma Surveillance Study 
(BRASS): A National Audit of Management and 
Outcomes of Angiosarcoma of the Breast and Chest 
Wall (Reconstructive Surgery Trials Network)

100%

28 The iBRA‑net – A national audit of Magseed© and 
wire localisation of breast lesions

Registered to participate. Project transferred  
to Sutton Health and Care on 1/4/19.

29 National Confidential Enquiry into Patient Outcome 
and Death (NCEPOD) Pulmonary Embolism

100%

30 NCEPOD Bowel Obstruction 100%

In 2018/19 we reviewed the reports of 16 national clinical audits. Where appropriate, we will 
take the following actions to improve the quality of healthcare we provide. Please see Table 10 for 
details of actions.

Table 10: National clinical audits reports published and actions taken

No National Clinical Audit reports published in 2018/19 Description of actions

1 End of Life Care Audit – Dying in Hospital National 
report for England 2016

Mean scores above average across all domains 
except workforce (score calculated using specialist 
nursing provision 9–5, 7 days a week; The Royal 
Marsden has SpR/consultant out‑of‑hours support 
24 hours a day). Report reviewed at Clinical Audit 
Committee and Palliative Care Unit Audit Meeting. 
Report shared with Executive/Non‑Executive lead 
for end of life care. Registered for NACEL 2019.

2 Sentinel Stroke National Audit Programme (SSNAP) Reports reviewed by community 
neuro‑services team.

3 The Fourth National Emergency Laparotomy Audit 
(NELA) Patient Audit 2018 Report

Annual report reviewed at Clinical Audit Committee 
Meeting and Surgical Audit Group Meeting. 
National Clinical Audit Benchmarking (NCAB) 
snapshot audit data set reviewed at Senior Surgeons 
and Anaesthetists Committee (SSAC). Areas for 
improvement are monitored by our local Surgical 
and Anaesthetic NELA Leads.

4 National Audit of Breast Cancer in Older Patients 
(NABCOP) 2018 Annual Report

Annual Report reviewed at the Breast MDT. No 
action required.

5 The Learning Disabilities Mortality Review (LeDeR) 
Programme Annual Report December 2017

Recommendations reviewed by safeguarding team 
and Clinical Audit Committee.

6 Intensive Care National Audit and Research Centre 
(ICNARC) Intensive Care Audit Report

Regular reports reviewed by the Critical Care Unit 
Team. Within expected range.

7 National Cardiac Arrest Audit Reports reviewed at Clinical Audit Committee.



The Royal Marsden NHS Foundation Trust Quality Account 2018/19

56 57

Name of local audit How did the clinical audit help patients and staff?

Retrospective audit of terminal 
sedation in a tertiary referral 
cancer hospital

Results shared with the palliative care team across both sites to improve 
awareness and understanding.

Teaching session arranged to refresh principles of care documentation.

Share results with Horder Ward and discuss methods for ensuring 
nursing staff are involved in discussions and mandatory nursing 
training updates.

Re‑audit by September 2019.

Imaging referrers experience survey Appoint interventional radiology consultant.

Utilise additional CT capacity on the Sutton site.

Additional CT and MRI capacity available from summer 2020 on 
Cavendish Square site.

Implementation of CT extended days on Sutton site.

Business case for either a mobile or a re‑locatable MRI unit on 
the Chelsea site.

Additional ultrasound sessions from newly appointed consultants.

Replacement of PET/CT scanner on Chelsea site.

Appointment of a second radioisotope supplier to reduce failure risk.

Protected Mealtimes Kitchen boards placed on all wards.

Results discussed at the Food and Drink Committee and 
disseminated Trust‑wide.

An audit of food service was undertaken in September 2018.

Food and Nutrition Policy reviewed.

Care of patients in the last 
days of life audit

Dissemination of audit results to palliative care team on a quarterly basis.

Reiterate need to use principles of care documentation at junior doctors’ 
induction and nurse mandatory training.

Bereavement lead and Patient Advice and Liaison Team (PALS) to ensure 
GP letters and paperwork completed after death.

Findings to be reiterated to clinicians across the trust in Learning 
from Deaths email.

Re‑audit on rolling basis to ensure compliance and momentum.

Re‑audit syringe pump Results reviewed with ward sisters to remind about need for 
accurate documentation on syringe pump charts and dissemination 
to ward nurses.

Palliative care clinical nurse specialists to use link wards as an 
opportunity for education at handover/catch‑up time.

Ward sisters reminded to return all syringe pumps to equipment library 
to allow for servicing.

Mandatory training programme now includes syringe pumps training.

Table 12: Examples of local audits reviewed and examples of some of the actions we plan to take

Name of local audit How did the clinical audit help patients and staff?

Prospective audit of radiographer 
cervical cancer soft‑tissue review

Radiographers achieved excellent concordance with clinical oncologists 
in cervical cancer soft‑tissue IGRT (Image Guided Radiotherapy).

The results of this audit supported the implementation of daily cervical 
cancer soft‑tissue IGRT as standard practice cross‑site.

Everyday application of this new image review process, by trained 
radiographers, improves confidence in attaining desired clinical target 
coverage and avoiding normal tissue.

Greater advice and guidance on patient hydration recommended.

Annual intravenous (IV) audit Annual audit results disseminated for staff awareness and understanding.

Results highlighted at mandatory training and in IV newsletter.

Development of a comprehensive documentation pack with relevant 
updated core care plans started.

Extravasation policy in pack updated.

Documentation related to care plans and fluid balance charts updated.

To ensure all continuous administration sets are labelled.

To ensure all central venous access device (CVAD) dressings are labelled.

To improve the documentation of Patient Group Direction (PGD) codes.

Mental Capacity Act hospital audit Audit report forwarded to safeguarding teams for review and comments.

Continue providing Mental Capacity Act training for hospital staff and 
managers of services.

Reported audit findings at safeguarding surgeries across ward areas.

Include learning and themes from audit in The Royal Marsden 
safeguarding newsletter.

Mental Capacity Act awareness hospital staff survey to be 
completed by March 2019.

Ensure safeguarding adults aide memoir (including Mental Capacity Act) 
is visible to support staff in all clinical areas.

Re‑audit by March 2019 as a part of the safeguarding adults audit plan.

Documentation of multidisciplinary 
team (MDT) outcomes in 
sarcoma patients

Training of junior doctors regarding the EPR proforma improved.

Update of existing EPR proforma to include easily accessible tick  
boxes to reflect information discussed.

Consensus amongst consultants to ensure stage and grade documented 
for the patient discussed.

Reducing unnecessary blood tests 
for inpatients at The Royal Marsden

Redesign the request form to help reduce the number of blood  
tests ordered.

Reorder the form so that glucose, urate and gamma‑glutamyl  
transferase (GGT) are removed from the common ‘tick box’ area.

Lactate dehydrogenase (LDH) will be moved to the tumour 
markers section.
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Taking part in clinical research

The Royal Marsden and the ICR form the largest centre for cancer research in Europe. This is 
important because it means that our patients and our staff are always aware of the latest research 
in treatments, medicines and therapies that make such a big difference to outcomes and patients’ 
experiences of care. If you would like to find out more about our research work, visit our website 
at www.royalmarsden.nhs.uk.

From 1 April 2018 to 31 March 2019, we recruited 3,334 patients as part of 490 different clinical 
studies in research approved by a research ethics committee. Overall, there are 490 clinical studies 
that the Trust participated in during this period.

Table 13: Number of patients taking part in clinical research studies

Year Number of patients Number of clinical studies

2018/19 3,334 490

2017/18 3,983 548

2016/17 4,239 542

Revalidation of doctors

This year (April 2018 to March 2019), there were 63 doctors due for revalidation (the process of 
making sure that doctors, except trainees, can stay registered). We made 59 (94 per cent) positive 
recommendations for revalidation, and there were four (six per cent) deferrals. Three were valid 
deferrals, with two being due to the doctors having joined the trust less than six months prior to 
their revalidation date, and one was due to maternity leave. There was one non‑valid deferral due 
to insufficient evidence, but after providing them with more time we have now been able to submit 
a positive recommendation this year.

At the end of March 2019, 97 per cent of eligible doctors (98 per cent of consultants) were 
recorded as having completed an appraisal in the last 12 months. An annual report on appraisal 
and revalidation was produced in September 2018, with a clear action plan to increase the 
number of doctors with a valid appraisal and reduce the number of deferrals to the General 
Medical Council (GMC).

We also have processes in place to support and improve our compliance and governance 
arrangements. We will complete an internal audit this financial year, and we report our appraisal 
rates to NHS England each quarter.

Commissioning for Quality and Innovation

CQUIN is a mechanism for commissioners to reward quality by linking a proportion of our income 
(2–2.5 per cent in 2018/19) to our success in meeting quality improvement goals.

The provisional total payment if we achieve the quality improvement and innovation goals in 
2018/19 is £3,244,186.

The total payment we received for the CQUIN in 2017/18 was £3,236,812.

CQUIN goals for 2018/19 have been agreed with commissioners in the following subject areas 
for cancer specialist services and for community services. Further details of the agreed goals 
for April 2018 to March 2019, and for the following 12‑month period, are available on the website 
at www.england.nhs.uk/nhs‑standard‑contract/cquin/cquin‑17‑19/. Please note we worked with 
commissioners to tailor the CQUIN for the Trust so there may be some variation from the national 
targets specified.

Name of local audit How did the clinical audit help patients and staff?

Audit of Dementia Practices:  
use of ‘This is Me’ 
Hospital Passport

Discuss audit results in the Integrated Safeguarding Committee and the 
Safeguarding Children and Adults Board.

Highlight audit results within appropriate management meetings.

Highlight use of ‘This Is me’ hospital passport within the pre‑assessment 
process and Frailty Team.

Highlight use of ‘This Is Me’ hospital passport within unit/ward where 
patient has been identified with dementia or Alzheimer’s disease.

Promotional awareness of ‘This is Me’ hospital passport through Trust 
media, such as the weekly newsletter produced by marketing and 
communications.

Incorporate the audit results within the Dementia Tier 1 awareness 
training and other relevant training as appropriate.

A multifaceted intervention to 
promote rational laboratory 
test ordering at The Royal 
Marsden in Sutton

Further education should be given to new SHOs, physician associates, 
advanced nurse practitioners, clinical nurse specialists, ward sisters and 
nurses to improve rational laboratory test ordering.

Explore alternative option to handover bloods test for the next day.

5 harms community documentation 
audit (adults services)

Results discussed at monthly senior community nurse meetings and local 
nursing team meetings.

To continue monthly audit involving ten records from Sutton and Cheam, 
five from Wallington, five from Carshalton, ten from Adult Specialist 
Services and five from the Night Nursing Team.

A full audit was completed in quarter 1 2018/19.

End of life care community 
documentation audit 
(adult services)

Results discussed at monthly senior community nurse meetings and local 
nursing team meetings.

To continue monthly audit.

Prescribing and Administration 
Practice of Lidocaine 5% patch

To establish a robust review reminder system from outpatient pharmacy 
to empower patients to ask for a review prior to their next outpatient 
appointment at week 4 of initiating Lidocaine 5% patch.

Dissemination of the audit results to the relevant clinical areas to raise 
awareness (i.e. pain, palliative care, chief pharmacist, breast, sarcoma 
and gastrointestinal clinics).

Re‑audit 12 months post‑implementation of review system to establish 
effectiveness. The next audit to involve the Sutton site, to gain a 
comprehensive insight to Lidocaine 5% medicated plaster usage 
across the Trust.

Cost savings post any implementation to be monitored based on the 
previous year’s average monthly spend (and reported).



The Royal Marsden NHS Foundation Trust Quality Account 2018/19

60 61

We continue to improve the services that we deliver to patients and have developed an internal 
action plan to monitor our progress. The inspector also meets quarterly as part of this new 
inspection and monitoring plan. During these visits, the inspector will visit some clinical areas, 
meet with junior and senior staff in focus groups, and meet with senior managers in the Trust.

Quality of information

Good quality information is very important for effectively providing the best patient care.

During 2018/19, the Trust sent all mandated commissioning datasets as required (these datasets 
are included in national databases which contain details of all admissions, outpatient appointments 
and Accident and Emergency (A&E) care at NHS hospitals in England). The percentage of the 
Trust’s records published in the statistics, and which included the patient’s valid NHS number, 
was 99.95 per cent for admissions, 99.95 per cent for outpatient appointments, and none for A&E 
care (The Royal Marsden does not have an A&E). The percentage of records that included the valid 
General Medical Practice Code for the patient’s GP practice was 99.87 per cent for admissions, 
99.81 per cent for outpatient appointments and none for A&E care. See Table 14 for more information.

Table 14: Percentage of complete records provided

Details included Admissions – 
inpatient and day case

Outpatient  
appointments

Patient’s NHS number 2015/16 99.9% 99.9%

2016/17 99.94% 99.93%

2017/18 99.95% 99.94%

2018/19 – first quarter 99.98% 99.96%

2018/19 – second quarter 99.96% 99.95%

2018/19 – third quarter 99.99% 99.95%

2018/19 – fourth quarter 99.94% 99.94%

2018/19 99.95% 99.95%

Patient’s GP practice 2015/16 99.8% 99.8%

2016/17 99.7% 99.7%

2017/18 99.80% 99.75%

2018/19 – first quarter 99.85% 99.79%

2018/19 – second quarter 99.79% 99.79%

2018/19 – third quarter 99.93% 99.84%

2018/19– fourth quarter 99.86% 99.78%

2018/19 99.87% 99.81%

Although the quality of information is very good, the Trust aims for continual improvement. 
The Trust performs the following actions to improve the quality of information:

 – A dedicated data quality team is responsible for running routine checks and reports to identify 
mistakes and inconsistencies

 – Monthly communications throughout the Trust promote the importance of accurate information 
and data collection for all Trust staff

 – Trust‑wide audits of the quality of key information points are conducted once a year.

NHS England Acute CQUIN schemes

From April 2018 to March 2019, we have agreed milestones for the following:

 – Nationally standardised dose banding for adult intravenous systemic anti‑cancer treatment

 – Hospital medicines optimisation

 – Enhanced supportive care access for advanced cancer patients

 – Sustainability and transformation plan

 – Stereotactic radiotherapy services dataset.

CCG CQUIN schemes

From April 2018 to March 2019, we have agreed milestones for the following:

 – NHS staff health and wellbeing

 – Reducing the impact of serious infections (antimicrobial resistance and sepsis)

 – Preventing ill health by risky behaviours – alcohol and tobacco

 – Sustainability and transformation plan.

Community Services CQUIN schemes

From April 2018 to March 2019, we have agreed milestones for the following:

 – NHS staff health and wellbeing

 – Children’s special educational needs and disabilities (SEND)

 – Oral medications administration.

Commissioner confirmation of achievement Acute NHS England (NHSE)

The Trust submitted its quarter 3 report on 31 January 2019, showing 100 per cent achievement. 
The Trust is in ongoing discussion with NHSE regarding confirmation of quarters 1 and 2.

Acute Clinical Commissioning Group (CCG)

Sutton CCG have agreed 100 per cent achievement for quarters 1 and 2 2018/19 milestones. 
The Trust submitted its quarter 3 report on 31 January 2019, showing 100 per cent achievement.

Community services

Sutton CCG has confirmed 100 per cent achievement for quarters 1 and 2 2018/19 milestones. 
The Trust submitted its quarter 3 report on 31 January 2019, showing 100 per cent achievement.

What others say about The Royal Marsden

Registration with the Care Quality Commission

The Royal Marsden NHS Foundation Trust (the Trust) must be registered with the Care Quality 
Commission (CGC). Their current registration status is ‘registered with no conditions’.

The CQC has not taken enforcement action against the Trust during 2018/19.

The Royal Marsden has not been involved in any of the CQC’s special reviews or investigations 
during 2018/19.

Care Quality Commission ratings

The CQC undertook an unannounced inspection of Sutton Community Services and 
The Royal Marsden Outpatients Department in May 2018. The well led inspection took place in July 
2018. We received the report in October 2018 and the Trust received a rating of ‘outstanding’.
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Part 3

Other information

Please see Part 2 of this report for an overview of the quality of care offered by the Trust.

Review of quality performance (previous year’s performance)

Table 16: National targets

Cancer waiting times targets
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All urgent GP referrals 
seen within 14 days

96.0% 93% 84.0% 88.1% 75.9% 84.6% 83.3%

All referrals for breast symptoms 
seen within 14 days

94.5% 93% 85.9% 90.5% 77.9% 94.6% 87.4%

Treatment within 31 days of decision 
to go ahead for first treatment

97.6% 96% 97.8% 97.1% 96.6% 96.7% 96.9%

Subsequent surgical treatment started 
within 31 days of decision to go 
ahead with surgery

95.8% 94% 96.6% 95.2% 95.0% 92.8% 95.0%

Subsequent drug treatment started 
within 31 days of decision to go ahead 
with drug treatment

98.8% 98% 98.4% 98.3% 98.9% 98.5% 98.6%

Subsequent radiotherapy treatment 
started within 31 days of decision to 
go ahead with radiotherapy treatment

95.4% 94% 96.1% 94.4% 97.3% 95.7% 95.8%

Treatment started within 62 days 
of urgent GP referrals (reallocated 
position shown in brackets)

74.7% 
(85.7%)

85% 77.9%

(84.7%)

75.0%

(80.7%)

79.2%

(85.2%)

76.7% 
(82.3%)

77.2% 
(83.2%)

Treatment started within 62 days 
of recall date for urgent screening 
centre referrals (reallocated position 
shown in brackets)

87.6% 
(87.1%)

90% 84.4%

(81.7%)

86.4%

(88.4%)

85.5%

(86.2%)

73.6% 
(68.9%)

82.9% 
(82.5%)

Note: The reallocated position adjusts the Trust’s figure for late referrals of patients to the Trust in accordance with 
updated national guidelines published in 2016.

Patients should start treatment within 18 weeks of referral. Complex rules and guidance apply 
to how performance against these targets are measured and reported. As a specialist provider, 
receiving referrals from other trusts, a key issue is reporting progression for patients who were first 
referred to other providers.

The ‘incomplete pathways’ measure in Table 17 is the proportion of patients at the end of the 
reporting period who are still waiting for treatment, and have waited for less than 18 weeks since 
their initial referral.

Data Security and Protection Toolkit (DSPT) attainment levels

The Information Governance Toolkit is a legal framework under which NHS organisations must 
assess themselves against Department of Health and Social Care policies and standards. However, 
this year’s toolkit has undergone a complete re‑design and has been renamed the ‘Data Security 
and Protection Toolkit’ (DSPT).

The requirements of the DSPT are designed to encompass the National Data Guardian (NDG) review 
and ten data security standards. The requirements of the DSPT support key requirements under the 
General Data Protection Regulation (GDPR), identified in the NHS GDPR checklist document.

Compliance with the new toolkit is achieved by submitting evidence for all mandatory questions. 
The Trust has submitted evidence for all mandatory questions for the toolkit. The DSPT is available 
on NHS Digital’s website (www.dsptoolkit.nhs.uk/).

Information governance incidents

Since the introduction of GDPR, which took effect on the 25 May 2018, and the Data Protection 
Act 2018, incident reporting requirements have changed. There are now three types of breaches 
reportable under the new regime: Confidentiality, Integrity and Availability. In addition, the UK 
is implementing the EU Directive on the security of Networks and Information Systems (the 
NIS Directive). The fines for a breach of the new data protection legislation have increased from 
£500,000 to a maximum €20,000,000, or four per cent of gross annual turnover. The Royal Marsden 
has reported two incidents in 2018/19. Neither met the requirements for reporting to the Information 
Commissioner’s Office. To date, The Royal Marsden has not been levied a fine for breaching data 
protection legislation and regulatory requirements. The Royal Marsden NHS Foundation Trust’s 
Information Governance Assessment Report overall score for the data security and protection 
toolkit was 100 per cent for all mandatory questions.

Payment by Results clinical coding error rate

Clinical coding is translating the medical terminology written by clinicians into a coded format 
for statistical, clinical and financial purposes. Clinical coding describes a patient’s complaint, 
diagnosis, treatment and reason for getting medical attention. We were not subject to the Payment 
by Results clinical coding audit during 2018/19.

Table 15: Clinical coding

Coding accuracy 2016/17

(figures taken from 
the Information 

Governance Clinical 
Coding Audit signed 
off in February 2017)

2017/18

(figures taken from 
the Information 

Governance Clinical 
Coding Audit signed 
off in February 2018)

2018/19

(figures taken from 
the Information 

Governance Clinical 
Coding Audit signed 
off in February 2019)

Primary diagnosis code correct 90.5% 91.5% 92.5%

Primary procedure code correct 95.5% 96.0% 96%

Secondary diagnosis code correct 93.25% 95.8% 94.6%

Secondary procedure code correct 92.25% 93.2% 94.7%

Reporting against core indicators

Please see Appendix 3 for the quality indicators where national information is available from the 
Health and Social Care Information Centre.
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Freedom to Speak Up

In 2018, the Trust approved a Speak Up Strategy, which sets out our strategic ambition ‘to cultivate 
an open, transparent and just culture where feedback is encouraged and staff feel confident and 
safe to raise concerns, and where we learn from our mistakes’.

The Trust recognises that effective speaking up arrangements help to protect patients and improve 
staff experience. The Francis Report highlighted the importance of developing a culture of openness 
and transparency within the NHS, and events at Gosport Hospital in 2018 reinforced the need to 
encourage staff to speak up and ensure that that there are mechanisms in place to respond to those 
concerns. At The Royal Marsden, we are working to further embed this approach and to ensure that 
staff feel safe, and aim to instil confidence in raising concerns throughout our organisation. There 
are mechanisms in place designed to enable staff to raise concerns and these include:

 – Datix reporting – staff can report concerns via the incident reporting system known as Datix

 – Line management – concerns can be raised via the staff member’s line manager

 – Trade Unions/HR Team – concerns can be raised directly with the HR Team or Trade Unions

 – Trust Guardian and Freedom to Speak Up Champion – Professor Martin Elliott is the 
Non‑Executive Lead for Raising Concerns. The Trust also recently appointed a new Trust 
Guardian, who is supported by a network of six divisional Freedom to Speak Up Champions. 
These champions work in tandem with the Trust’s arrangements for whistleblowing, ensuring 
that the individual raising the concern has the correct information about Trust policies and 
procedures, and feels supported to raise staffing or patient safety concerns

 – Guardian of Safe Working (for junior doctors) – Dr Andrew McLeod is the Guardian of Safe 
Working. This role is aimed at ensuring junior doctors work safely and that their schedule enables 
them to fulfil their education commitments. There is a formal mechanism for exceptions to agreed 
working patterns and educational commitments to be reported by junior doctors to the Guardian 
of Safe Working

 – Whistleblowing – the Whistleblowing Non‑Executive Director lead is Professor Martin Elliott 
and the Director of Workforce is the operational lead

 – Anti‑harassment advisers – we have listening service for staff who have concerns about 
harassment and bullying, which is run by trained staff volunteers.

Staff Survey results suggest that staff feel confident about raising concerns. The Trust achieved 
the highest score nationally for fairness and effectiveness of reporting procedures. These results 
reflect a strong patient safety culture.

Rota gaps and vacancies

The Trust, in partnership with the Guardian of Safe Working, regularly reviews Exception Reports 
to ensure safeguards are in place to maintain safe hours of work and service commitments do not 
comprise the educational experience of trainees.

A total of 73 exceptions were reported, of which none were highlighted as immediate safety 
concerns for 2018/19.

Of the 73 reports, 71 were due to hours/rest and two were based on unavoidable rota issues which 
were addressed immediately.

Work schedule reviews took place for 21 doctors across 15 rotas; 21 of these were resolved at the 
level 1 stage with either compensation, time off in lieu or no action required.

The latest information indicates that there are 13 vacant doctors in training posts as of March 2019.

Table 17: Referral time to treatment

O
verall 

2016/17

O
verall 

2017/18

Q
uarter 1 

2018/19

Q
uarter 2 

2018/19

Q
uarter 3 

2018/19

Q
uarter 4 

2018/19

O
verall 

2018/19

N
ation

al target 
2018/19

Referral time to treatment (RTT), 
incomplete pathways

96.3% 96.8% 98.2% 97.4% 97.7% 97.7% 97.7% 92%

This is the only NHS waiting time standard that is reported while the patient is still waiting. For 
this reason, it creates unique challenges in making sure the most up‑to‑date information is reported 
accurately each month. We rely on receiving information rapidly from external sources to assess 
whether the patient is on an 18‑week pathway (18 weeks of treatment) and to determine the start 
date of the pathway.

In order to tackle the challenges above, we calculated a revised figure for the RTT standard. This 
was in order to assess the size of the changes that are made to the information during the 18‑week 
pathway. The revised figure showed that the materiality was negligible (approximately 0.18 per cent).

Table 18: Access targets

Percentage of operations cancelled  
by the Trust at the last minute

Percentage of cancelled operations not 
subsequently performed within one month

2016/17 0.4% 0%

2017/18 0.3% 0%

Quarter 1 of 2018/19 0.4% 0%

Quarter 2 of 2018/19 0.1% 0%

Quarter 3 of 2018/19 0.8% 0%

Quarter 4 of 2018/19 1.1% 0.05%

Overall for 2018/19 0.6% 0.01%

Outpatient waiting times

The number of outpatients attending appointments has increased by between two per cent and five 
per cent a year, over the past five years. See Table 19 for the numbers for the years from 1 April 
2016 to 31 March 2019. Despite an increasing number of patients, the length of time patients wait 
has remained similar.

Table 19: Outpatient waiting times – number of patients seen and time waited

Period or quarter Patients seen 
within 30 minutes

Patients seen  
after 30 minutes  

but within one hour

Patients seen  
after one hour

Grand total

Total 2016/17 139,224 (83.6%) 17,846 (10.7%) 9,390 (5.6%) 166,460

Total 2017/18 145,824 (85.3%) 16,658 (9.7%) 8,487 (5.0%) 170,969

Quarter 1 2018/19 39,137 (88.0%) 3,399 (7.6%) 1,959 (4.4%) 44,495

Quarter 2 2018/19 39,286 (88.9%) 3,249 (7.4%) 1,650 (3.7%) 44,185

Quarter 3 2018/19 40,223 (90.0%) 3,141 (7.0%) 1,331 (3.0%) 44,695

Quarter 4 2018/19 40,772 (89.2%) 3,277 (7.3%) 1,279 (2.8%) 45,328

Total 2018/19 159,418 (89.2%) 13,066 (7.3%) 6,219 (3.5%) 178,703
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Overview and Scrutiny Committee (Chelsea) 
(received April 2019)

We welcome the opportunity to respond to 
The Royal Marsden NHS Foundation Trust 
Quality Account.

We commend the Trust on its performance 
against the quality priorities for 2018/19. We 
welcome the commitment of the Trust to its 
quality priorities for 2019/20 and to its four 
corporate objectives of improving patient 
safety and clinical effectiveness; improving 
patient experience; delivering excellence 
in teaching and research and ensuring 
financial and environmental sustainability. 
We welcome the commitment of the Trust to 
reduce chemotherapy waiting times and the 
introduction of the new priorities for 2019/20 
of earlier and faster diagnosis of cancer 
across Royal Marsden Partners; to develop an 
innovative mortality/palliative care metric and 
ensure a reduction in phlebotomy waiting times.

We congratulate The Royal Marsden NHS 
Foundation Trust on its Quality Account and 
its achievements in 2018/19. We look forward 
to continuing to work with The Trust in 
the coming year.

Robert Freeman, Chairman, Adult Social Care 
and Health Scrutiny Committee, Royal Borough 
of Kensington and Chelsea

Healthwatch Central West London 
Response to The Royal Marsden NHS 
Foundation Trust Quality Account  
(received April 2019)

We welcome the opportunity to comment on 
The Royal Marsden Quality Accounts (QA), 
and to comment on the quality of the services 
commissioned locally to meet the health needs 
of local residents.

We are pleased to have worked with the Trust 
this year through the Patient Experience and 
Quality Accounts Steering group.

Our members commend The Royal Marsden 
for its achievements this year, including; 
healthcare infections prevention, maintain 
patient safety, reduction of emergency 
readmission, reducing waiting times, research 
excellence and treatment.

Our members commend The Royal Marsden 
for its achievements this year, including; 
research excellence, high standards of academic 
performance and receiving ‘Outstanding’ 
following the CQC inspection for Sutton 
Community Services and The Royal Marsden 
outpatient’s department.

Comments on QA 2018/19

QA presentation and layout

Overall accessibility of QA 
We commend the Trust on its ‘What is a 
Quality Account overview’ and ‘Introduction 
to The Royal Marsden NHS Foundation Trust’ 
which provide a good background to the 
Quality Accounts and a good introduction of the 
Five‑Year Strategic Plan 2018/19 to 2023/24. We 
welcome the Trust’s clear use of headings and 
sub‑headings throughout the QA.

To make the QA more user‑friendly the Trust 
should consider using a more accessible font i.e. 
Arial or Calibri with a minimum font size of 12 
for the main body of the text.

Use of graphs and tables 
Our members welcome the use of tables to 
highlight key information. We feel that the table 
used on pages 8 – 12 clearly presents the 
quality priorities and targets for the year 2018/19.

Plain English Campaign’s Crystal Mark  
does not apply to Appendix 1

Appendix 1

Statements from  
key stakeholders

Director of Quality,  
Sutton Clinical Commissioning Group  
(received 2019)

The CCG has been working closely with the 
Trust during the year, gaining assurance of 
the delivery of safe and effective services. A 
range of indicators in relation to quality, safety 
and performance is presented and discussed 
at regular meetings between the Trust and 
CCG. The information presented within the 
quality accounts is consistent with information 
supplied to the commissioner throughout the 
year. We can confirm that we have no reason to 
believe this Quality Account is not an accurate 
representation of the performance of the 
organisation during 2018.

The Trust has actively worked to reduce the 
waiting times for children’s therapies. The 
CCG notes the continued challenge associated 
with workforce requirements for community 
services and has sought assurance regarding 
the impact on specialist nursing services. 
Community Services has consistently received 
positive feedback from patients, carers and 
families regarding services provided. The 
Trust has supported the CCG and partners 
in the development of proactive model of care 
through the development of locality based 
multi‑disciplinary team meeting.

The Trust has worked with the CCG to support 
the transition of community services to the 
new provider alliance Sutton Health and 
Care from 2019/20.

Agreed by Sutton Community Services CQRG 
Chair/Joint Clinical Director Karol Selvey
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Statement from the Council of  
Governors on the Quality Account  
(received May 2019)

Governors would like to acknowledge the 
impressive work so clearly and succinctly 
reported in the Quality Account for 2018/19. 
The Account summarises the performance and 
improvements staff at The Royal Marsden have 
made against the objectives within the three 
quality priority areas; safe care, effective care 
and patient experience.

Results highlighting the Trust’s performance 
in these quality areas are reported by the Chief 
Nurse to the Council of Governor’s meeting 
every quarter. A subset of governors, through 
their membership of the Trust’s Patient 
Experience and Quality Account Group (PEQA) 
which meets six times a year, then have the 
opportunity to comment in greater depth on the 
ongoing data, review feedback from patients, 
including the frequent feedback surveys, and 
influence the questions used in these surveys 
to reflect patients’ interests.

PEQA’s other roles are to monitor improvements 
in the outcome of the patient experience and to 
work with staff on the content and presentation 
of the Quality Account so that it accurately 
reflects the outcomes of the set priorities. All 
governors, alongside members of the Trust and 
staff also take part in choosing the priorities 
for quality improvement for the following year.

Cancer patients are highly susceptible to 
hospital acquired bacterial infections and 
we are fully supportive of the collaborative 
research work now underway with the Christie 
and Clatterbridge cancer centres to reduce 
patient infection risks and implement the joint 
gram‑negative bacterial infection Quality 
Improvement Project. The appointment of the 
Darzi fellow to work specifically in this area will 
also aid the development of enhanced control 
and prevention strategies for these infections. In 
addition, reducing harm from sepsis remains an 
extremely important priority for the Trust and 
measures are well established now to ensure 
that rapid, effective reviews and treatment 
are carried out. 

These priorities will be carried over to the 
2019/20 Quality Account. Governors are 
very pleased to note that all three quality 
priorities within the safe care and effective care 
categories met their targets in 2018/19 through 
the dedicated work of the staff caring for the 
Marsden patients.

The patient experience at outpatient clinics 
continues to improve with 80 per cent of 
patients now waiting 15 minutes or less for 
their appointment. For chemotherapy, where 
waiting times may be longer than 30 minutes 
for many patients, several initiatives are now 
underway to speed up the process of preparing 
and delivering the chemotherapy drugs to 
the relevant treatment clinics at both the 
Chelsea and Sutton sites. We acknowledge 
the tremendous hard work that is being done 
to contribute to patient satisfaction and the 
patient experience.

2018/19 is the last year that The Royal Marsden 
hospital Trust is responsible for Sutton 
Community Health Care Services. Governors 
are pleased that the priorities and targets 
that were set last year for patients requiring 
podiatry and musculoskeletal services were 
all achieved, and we wish the new providers 
of the community services all the very best 
for the future.

Finally, governors wholeheartedly endorse 
the continued improvements to the presentation 
and layout of the Quality Account, making 
it more interesting and easier to read by the 
general public and healthcare professionals 
alike. We congratulate the staff at 
The Royal Marsden for their tremendous efforts 
on behalf of patients to make their journey 
through cancer treatment as safe, effective and 
as pleasant as possible and fully support the 
new priorities outlined for 2019/20.

Council of Governors, 1 May 2019

Our members are pleased to see that tables 
were used across the QA to make it clearer 
visual and understanding.

Our members are also very pleased to 
see actions to improve the performance 
where was relevant.

Quotes 
We welcome the Trust’s use of quotes in all 
relevant sections.

Patient engagement

Friends and Family Test 
We commend The Royal Marsden for achieving 
95 per cent of inpatients and 95 per cent of 
outpatients saying that they would recommend 
you as part of the Friends and Family test. We 
would recommend adding a table or graph of 
the results of the question “How likely are you 
to recommend this service to friends and family 
if they require similar care or treatment?”.

Patient experience 
Our members were pleased to hear about 
the public meetings which gives patients 
the opportunity to vote on their behalf 
about priorities. Our members would like to 
congratulate The Royal Marsden for adding the 
priorities on their own reflecting the needs of 
their patients.

Targets 
Our members were pleased to find out about the 
new project to improve patient’ experience in 
waiting times at chemotherapy appointments. 
Our members are looking forward to finding 
more about the performance rates and are 
pleased to see action taken.

Conclusion

Our members commend The Royal Marsden 
for its ongoing commitment to patient care 
and engagement.

We are pleased to hear of developments from 
the new transformation project group around 
the chemotherapy appointment waiting times, 
especially regarding patient feedback captured 
and how The Royal Marsden will endeavour to 
improve the patient experience.

Healthwatch and our members would like 
to congratulate The Royal Marsden for a 
such good and comprehensive documents 
which informs all levels of interest 
knowledge and enquiries.

We look forward to continuing to work with 
The Royal Marsden in improving the care and 
support of patients.

Carena Rogers



The Royal Marsden NHS Foundation Trust Quality Account 2018/19

70 71

Plain English Campaign’s Crystal Mark  
does not apply to Appendix 2.

Appendix 2

Statement of Trust  
Directors’ responsibilities 
for the Quality Account

The Directors are required under the Health Act 
2009 and the National Health Service (Quality 
Accounts) Regulations to prepare quality 
accounts for each financial year.

NHS Improvement has issued guidance to NHS 
Foundation Trust Boards on the form and content 
of annual Quality Account (which incorporate 
the above legal requirements) and on the 
arrangements that NHS Foundation Trust Boards 
should put in place to support the data quality for 
the preparation of the Quality Account.

In preparing the Quality Account, directors are 
required to take steps to satisfy themselves that:

 – the content of the Quality Account meets the 
requirements set out in the NHS foundation 
trust annual reporting manual 2018/19 and 
supporting guidance Detailed requirements 
for Quality Accounts 2018/19

 – the content of the Quality Account is not 
inconsistent with internal and external 
sources of information including:

 – Board minutes and papers for the period 
April 2018 to March 2019

 – papers relating to quality reported 
to the Board over the period April 
2018 to March 2019

 – feedback from specialist commissioners 
dated April and May 2019

 – feedback from governors dated May 2019

 – feedback from local Healthwatch 
organisations dated April 2019

 – feedback from Overview and Scrutiny 
Committee dated April 2019

 – the Trust’s complaints report published 
under regulation 18 of the Local Authority 
Social Services and NHS Complaints 
Regulations 2009, dated May 2019

 – the National Inpatient Survey 2017 
published June 2018 and the National 
Cancer Patient Experience Survey 2017 
published September 2018

 – the [latest] National Staff Survey 
dated March 2019

 – the Head of Internal Audit’s annual 
opinion of the Trust’s control environment 
dated 21 May 2019

 – CQC inspection report dated 
18 September 2018

 – the Quality Account presents a balanced 
picture of the NHS Foundation Trust’s 
performance over the period covered

 – the performance information reported in the 
Quality Account is reliable and accurate

 – there are proper internal controls over the 
collection and reporting of the measures 
of performance included in the Quality 
Account, and these controls are subject to 
review to confirm that they are working 
effectively in practice

 – the data underpinning the measures of 
performance reported in the Quality Account 
is robust and reliable, conforms to specified 
data quality standards and prescribed 
definitions, is subject to appropriate 
scrutiny and review

 – the Quality Account has been prepared in 
accordance with NHS Improvement’s Annual 
Reporting Manual and supporting guidance 
(which incorporates the Quality Accounts 
regulations) as well as the standards to 
support data quality for the preparation of the 
Quality Account.

The Directors confirm to the best of their 
knowledge and belief they have complied 
with the above requirements in preparing the 
Quality Account.

By order of the Board.

Approval of the Quality Account:

Cally Palmer CBE 
Chief Executive 
23 May 2019

Charles Alexander 
Chairman 
23 May 2019

Chair, Patient Carer and Advisory Group 
(received April 2019)

Members of the Patient and Carer Advisory 
Group (‘PCAG’) of The Royal Marsden NHS 
Foundation Trust (‘the Trust’) have considered 
and commented on successive drafts of the 
Trust’s Annual Quality Account for the period 
2018/19, working alongside governors and 
staff in the Patient Experience and Quality 
Account Group. We have been pleased to see 
clear evidence of the steps taken by the Trust to 
maintain, and improve further, both the quality 
of care it provides and the experience of its 
patients, their carers and its staff. We commend 
the Trust in closely monitoring its performance 
against its stated objectives for the year.

We are pleased to see that all the quality 
priorities and targets to ensure safe and 
effective care have been achieved, and note 
particularly the successes in keeping the 
number of hospital acquired infections, 
incidence of pressure ulcers and medication 
incidents at very low levels. We also welcome 
the steps taken over the year to reduce 
harm from sepsis and look forward to 
continued improvement.

Considering patient experience targets, PCAG 
applauds the continued reduction in waiting 
times for patients in the Trust’s outpatient 
clinics: on average only three per cent of 
patients waited for more than an hour for 
treatment, with 80 per cent waiting for less 
than 15 minutes. We welcome the introduction 
of the new Day Care Improvement Programme 
to streamline chemotherapy pathways and the 
success of the batch chemotherapy pilot scheme. 
We look forward to seeing the full effects of 
these initiatives, as they are rolled out in both 
hospitals during the coming year, together with 
improvements in phlebotomy waiting times. The 
responses of patients to the Friends and Family 
Test again show overwhelming satisfaction 
with the treatment and care received with over 
95 per cent stating that they would recommend 
the Trust to their friends and family, should 
they require treatment. PCAG looks forward 
to working with Trust staff to ensure that any 
free‑text comments made as part of the Friends 
and Family Test are carefully considered and 
where appropriate acted upon.

Overall, PCAG congratulates the Trust on 
its Quality Account and its achievements 
over the year, in particular its well‑deserved 
CQC ‘outstanding’ rating. We look forward to 
working with the Trust to help bring further 
improvements to the care and experience of the 
Trust’s patients over the coming year.

Fiona Stewart, Chair of the Patient and Carer and 
Advisory Group at The Royal Marsden



The Royal Marsden NHS Foundation Trust Quality Account 2018/19

72 73

Trust quality priority 1 (please see page 13 for more information)

Core indicator 24.   The data made available to The Royal Marsden NHS Foundation Trust by 
the HSCIC with regard to the attributable cases of C. difficile infection reported within the Trust 
amongst patients aged two or over during the reporting period. The rate per 100,000 bed days of 
cases of C. difficile infection reported within the Trust amongst patients aged two or over during 
the reporting period.

Indicator 24: Rate of C. difficile infection

January 2017 
to March 2017: 
Number of 
apportioned 
C. difficile 
infections

October 2016 
to December 
2016: Number 
of apportioned 
C. difficile 
infections

January 2016 
to March 2016: 
National average 
apportioned 
C. difficile 
infections 
per provider

Comparator 
group

Comparator 
– Highest 
apportioned 
C. difficile 
infection rate 

(January 2017 
to March 2017)

Comparator 
– Lowest 
apportioned 
C. difficile 
infection rate 

(January 2017 
to March 2017)

12 10 7 All acute trusts 75 0

Although not yet published by NHS Digital during 2018/19, the Trust has reported 42 cases of C. 
difficile infection.

Trust quality priority 2 (please see page 15 for more information)

Core indicator 25.   The data made available to The Royal Marsden NHS Foundation Trust by NHS 
Digital with regard to the number, and where available, the rate of patient safety incidents reported 
within the Trust during the reporting period, and the number and percentage of such patient safety 
incidents that resulted in severe harm or death.

Indicator 25a: Patient safety incidents that resulted in severe harm or death

Indicator April 2018 to 
September 
2018

October 2017 
to March 2018

National 
average 
(April 2018 
to September 
2018)

Comparator 
group

Comparator 
– Highest 
(April 2018 
to September 
2018)

Comparator 
– Lowest 
(April 2018 
to September 
2018)

25a 0 0 1.4 Acute specialist 6 0

25b 0% 0% 0.1% Acute specialist 0.4% 0%

Trust quality priority 3 (please see page 17 for more information)

Core indicator 23.   The data made available to The Royal Marsden NHS Foundation Trust by NHS 
Digital with regard to the percentage of patients who were admitted to hospital and who were 
risk‑assessed for VTE during the reporting period.

Indicator 23: Patients admitted to hospital who were risk‑assessed for VTE

Quarter 3 
2018/19

Quarter 2 
2018/19

National average 
(Quarter 3 
2018/19)

Comparator 
group

Comparator 
– Highest 
(Quarter 3 
2018/19)

Comparator 
– Lowest 
(Quarter 3 
2018/19)

95.53% 95.77% 95.60% Acute trusts 100% 54.86%

Plain English Campaign’s Crystal Mark  
does not apply to Appendix 3.

Appendix 3

Quality indicators where national data is available from  
NHS Digital

Since 2012/13, NHS foundation trusts have been required to report performance against a core 
set of indicators, using data made available to the Trust previously by the Health and Social Care 
Information Centre (HSCIC), and now from NHS Digital.

The Royal Marsden NHS Foundation Trust considers that these data are as described, as taken 
from the nationally defined data sources.

The Trust has taken actions to improve the percentage and so the quality of its services (see 
priorities for each indicator in Part 2 of this Quality Account for further information).

Not all of the core indicators are relevant to The Royal Marsden, for example those relating to the 
ambulance response times (as there is no A&E at the Trust). The tables that follow show those core 
indicators that are relevant and how the Trust compares against other trusts. The tables show the 
highest and lowest national scores. The information is the latest that is made available nationally by 
NHS Digital. All information provided by the Trust is validated and checked before it is reported.

The Royal Marsden considers that these data are as described, as taken from NHS Digital.
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Trust quality priority 8 (please see page 32 for more information)

Core indicator 21.   The data made available to The Royal Marsden NHS Foundation Trust by NHS 
Digital with regard to the percentage of staff employed by, or under contract to, the Trust during the 
reporting period who would recommend the Trust as a provider of care to their family or friends.

Indicator 21: Staff who would strongly recommend the Trust to their family or friends

NHS Staff 
Survey 
Q2 2017/18

NHS Staff 
Survey 
Q1 2017/18

National average 
(Q2 2017/18)

Comparator  
group

Comparator – 
Highest  
(Q2 2017/18)

Comparator – 
Lowest 
(Q2 2017/18)

100% 96% 80% Acute 
specialist trusts

100% 46%

Indicator 12b: The percentage of patient deaths with palliative care coded at either diagnosis 
or specialty level 

October 2016 to 
September 2017

October 2015 to 
September 2016

National  
average

Comparator 
group

Comparator  
– Highest

Comparator  
– Lowest

Trust data not published nationally for this indicator.

Trust quality priority 4 (please see page 19 for more information)  
(more recent data not available from NHS Digital)

Core indicator 19.   The data made available to The Royal Marsden NHS Foundation Trust by NHS 
England with regard to the percentage of patients aged i) 0–14; and ii) 15 or over, readmitted to a 
hospital that forms part of the Trust within 28 days of being discharged from a hospital that forms 
part of the Trust during the reporting period.

Indicator 19a: Patients readmitted to a hospital within 28 days of being discharged  
(aged 0 to 14 years old)

Indicator 19b: Patients readmitted to a hospital within 28 days of being discharged 
(aged 15 or over) 

Indicator April 2011 to 
March 2012

April 2010 to 
March 2011

National 
average April 
2011 to March 
2012

Comparator 
group

Comparator  
– Highest 
April 2011 to 
March 2012

Comparator  
– Lowest 
April 2011 to 
March 2012

19a Data not published nationally as small numbers may allow identification of an individual

19b 9.47% 7.61% 11.45% Acute specialist 14.09% 0%

Trust quality priority 7a (please see page 28 for more information)

Core indicator 20.   The data made available to The Royal Marsden NHS Foundation Trust by NHS 
England with regards to the Trust’s responsiveness to the personal needs of its patients during the 
reporting period.

Indicator 20: Responsiveness to the experience of care

Adult Inpatient 
Survey 2017/18

Adult Inpatient 
Survey 2016/17

National average 
April 2017/18

Comparator 
group

Comparator – 
Highest  
April 2017/18

Comparator – 
Lowest  
April 2017/18

85.0% 85.2% 68.6% All trusts 85.0% 60.5%

Trust quality priority 7b (please see page 30 for more information)

Core indicator 21.1.   Friends and Family Test – Patient. The data made available to 
The Royal Marsden NHS Foundation Trust by NHS England for all acute providers of adult 
NHS‑funded care, covering services for inpatients and patients discharged from A&E (types 
1 and 2). The Trust’s score from a single question survey, which asks patients whether they 
would recommend the NHS service they have received to friends and family who need similar 
treatment or care.

Indicator 21.1: Patient Friends and Family Test: Inpatient

NHS Staff 
Survey 2018

NHS Staff 
Survey 2017

National average 
2018

Comparator 
group

Comparator – 
Highest (2008)

Comparator – 
Lowest (2008)

94% 92% 89% Acute 
specialist trusts

95% 77%
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Appendix 5

Sign Up to Safety patient safety improvement plan

We joined the national Sign Up to Safety campaign in summer 2015. The campaign ran from 2015 
until late 2018. Initially a patient safety improvement plan was set in June 2015. The priority areas 
were set and agreed with the aim of reducing avoidable harm in three distinct areas:

 – Sepsis

 – Medication errors

 – Pressure ulcers.

In each area, a safety group was established. The following sections show the aims and outcomes 
relating to each area. The campaign has now ended and going forward is the Harm Free Care 
agenda which started in April 2019.

Patient safety improvement plans – increasing awareness, identification and treatment 
of sepsis and reducing death from it

Aims:

 – Raise awareness and educate staff, patients and carers

 – Prevent and control infection

 – Identify and treat patients with sepsis as early as possible

 – Deliver the sepsis six care bundle

 – Escalation and review.

Primary goals Progress 2018/19

Raise awareness and educate staff, 
patients and carers

Annually we have held sepsis road shows at the Chelsea and Sutton sites 
to raise awareness. This has been achieved and continues.

Prevent and control infection This includes effective management of the use of antibiotics. This 
concept is known as ‘antimicrobial stewardship’. It balances the need to 
administer effective antimicrobial medications promptly when needed, 
with the need to reduce their use to prevent resistance to them from 
spreading (which will make them useless).

This goal developed into a CQUIN presented later in the table.

Identify and treat patients with 
sepsis as early as possible

This includes sepsis screening to increase the numbers identified in the 
‘Golden Hour’. This is the period in which early recognition and treatment 
can reduce the risk of sepsis progressing and so improve outcomes. We 
also put into practice SBAR training. To help healthcare professionals 
get appropriate advice and action in good time, the SBAR tool has 
been introduced to provide a structure for communication between 
colleagues. The four letters of SBAR indicate the Situation (problem being 
discussed), Background (the medical history of the patient and treatment 
to date), Assessment (of the patient) and Recommendation (of the person 
leading the discussion). This goal developed into a CQUIN presented 
later in the table.

Appendix 4

Our values

Our values updated

We, The Royal Marsden, are guided by 16 values that define our:

 – characteristics (what we are)
 – attitudes (how we act)
 – relationships (how we relate to others) and
 – emotions (how we feel).

Characteristics Attitudes Relationships Emotions

Pioneering Determined Collaborative Compassionate

Aspirational Confident Supportive Positive

Knowledgeable Open Trusted Calm

Driven Resilient Personable Proud

In 2018, the ‘Outstanding Care; Outstanding Culture’ programme, to refresh the current Trust values, 
was launched. This programme of work was designed to facilitate the development of a refreshed 
set of organisational values to support Trust’s Five‑Year Strategic Plan, through engagement with 
staff and patients.

Throughout 2018/19, more than 350 staff participated in workshops and surveys related to the 
refreshing of the values. As part of the workshops staff received valuable training in how to give 
feedback, and awareness was raised about the link between staff experience and patient experience. 
The new values will be rolled out in April 2019 and embedded into recruitment, induction, training 
and appraisals.
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Patient safety improvement plans – reducing harm from medication errors

Aims:

 – Improve the pharmacy‑led medicines reconciliation rates on admission to 100 per cent by 2018

 – Reduce the prevalence of chemotherapy prescriber errors by 20 per cent by 2018

 – Ensure accurate allergies are documented in 100 per cent of patients on admission.

Primary goals Progress 2018/19

Improve the pharmacy‑led 
medicines reconciliation rates on 
admission to 100% by 2018

The medication safety thermometer was set up in 2016. Medicines 
reconciliation is the first step to ensure that patients take their medicines 
correctly by reducing harm through omitted doses, avoiding taking 
unnecessary medicines, reducing wastage of medicines, and ensuring 
that medicines are prescribed and taken safely to improve outcomes 
from medicines use.

The ongoing audit is collected via a snapshot audit on one day every 
month for inpatients and shows that we are consistently achieving high 
rates of medicines reconciliation. The national average is 67% and we 
achieved 93% in Q3/4 in 2018/19. The monthly results are highlighted 
on ward dashboards and shared with nursing and pharmacy staff via 
a monthly newsletter.

Reduce the prevalence of 
chemotherapy prescriber 
errors by 20% by 2018

This aim was to review the benefits of implementation and utilisation 
of chemotherapy e‑prescribing technology to reduce the opportunity for 
harm from prescribing errors.

Chemotherapy e‑prescribing was introduced into the Trust. An audit was 
carried out in January 2016 following the majority of an e‑chemo roll out 
(excluding CTs). The audit showed a reduction in number of errors by 
35% in comparison to the last audit in 2011 pre‑e‑chemo implementation. 
This is largely due to the large number of type of errors now obsolete 
following e‑chemo implementation. The benefits of e‑chemo are reduced 
errors, efficiencies on non‑reliance on paper charts, and allowing multiple 
staff the ability to prescribe remotely and screen prescriptions with a 
clear audit trail.

Ensure accurate allergies 
are documented in 100% of 
patients on admission

This aim was to reduce the harm related to hypersensitivity and allergy 
reactions through consistent assessment and recording of patient 
medication patient allergy status at admission.

Data are collected via the medicines safety thermometer monthly 
snapshot audit. We record consistently high rates of inpatient 
documentation of allergy status and achieved 98% in Q3/Q4 2018/19.

Primary goals Progress 2018/19

Deliver the sepsis six care bundle The ‘sepsis six’ is a group of interventions that may help treat patients 
with sepsis. The six interventions are providing oxygen, taking blood 
cultures (a sample of blood sent to the microbiology laboratory to identify 
organisms making the patient unwell), giving antibiotics early on to 
fight the infection, measuring lactate (as high levels in the blood may 
indicate a severe infection), fluid challenge (administering fluid) and 
measuring urine production (which generally falls as the patient becomes 
more unwell and increases when the patient improves). The sepsis‑six 
has been introduced into the Trust in addition to the National Early 
Warning Score (NEWS2).

In terms of antibiotics, we aim to give antibiotics within an hour of 
suspected sepsis. We have improved our success in meeting the target. 
Currently, all patients who are admitted to CCU with sepsis were already 
on antibiotics, or received them within an hour of sepsis being suspected. 
This goal developed into a CQUIN presented later in the table.

Escalation and review This involves a senior review of the patient (by a registrar or a consultant). 
Escalation involves getting help from more senior members of the team, as 
well as increasing the amount of care for the patient, such as transferring 
them from the ward to the CCU.

Overall, the audit of cases admitted to the CCU shows a gradual increase 
in the survival of patients with sepsis, with a higher proportion of 
patients surviving and going home from the CCU. In Q3 2016/17, CCU 
survival was 55%; this has increased to 90% in Q3 2018/19. In Q3 
2016/17, survival to hospital discharge was 33%; this has increased to 
80% in Q3 2018/19.

CQUIN 2018/19: 90% of patients 
who require screening for sepsis

Achieved 97% of patients received sepsis screening.

CQUIN 2018/19: 90%of patients 
treated with antibiotics within one 
hour of diagnosis

Achieved 100% of patients treated with antibiotics within one hour.

CQUIN 2018/19: 90% of patients 
who received an antimicrobial 
review within 72 hours

Achieved 100% received an antimicrobial review within 72 hours.

CQUIN 2018/19: 75% of patients who 
received an antimicrobial review 
within 72 hours PLUS reviewed by 
an appropriate clinician PLUS a 
documented IV rationale

Achieved 100% received an antimicrobial review within 72 hours, PLUS 
reviewed by an appropriate clinician, PLUS a documented IV rationale.
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Plain English Campaign’s Crystal Mark  
does not apply to Appendix 6.

Appendix 6

Independent auditor’s 
assurance report

Independent auditor’s report to the council 
of governors of The Royal Marsden NHS 
Foundation Trust on the quality report

We have been engaged by the council of 
governors of The Royal Marsden NHS 
Foundation Trust to perform an independent 
assurance engagement in respect of 
The Royal Marsden NHS Foundation Trust’s 
quality report for the year ended 31 March 2019 
(the ‘Quality Report’) and certain performance 
indicators contained therein.

This report, including the conclusion, has been 
prepared solely for the council of governors of 
The Royal Marsden NHS Foundation Trust as 
a body, to assist the council of governors in 
reporting The Royal Marsden NHS Foundation 
Trust’s quality agenda, performance and 
activities. We permit the disclosure of this report 
within the Annual Report for the year ended 31 
March 2019, to enable the council of governors 
to demonstrate they have discharged their 
governance responsibilities by commissioning 
an independent assurance report in connection 
with the indicators. To the fullest extent 
permitted by law, we do not accept or assume 
responsibility to anyone other than the Council 
of Governors as a body and The Royal Marsden 
NHS Foundation Trust for our work or this 
report, except where terms are expressly agreed 
and with our prior consent in writing.

Scope and subject matter

The indicators for the year ended 31 March 
2019 subject to limited assurance consist of 
the national priority indicators as mandated by 
NHS Improvement (NHSI):

 – maximum waiting time of 62 days from 
urgent GP referral to first treatment 
for all cancers, reported in accordance 
with the 2016 National Cancer Breach 
Allocation Guidance; and

 – Percentage of incomplete pathways within 
18 weeks for patients on incomplete pathways 
at the end of the period.

We refer to these national priority indicators 
collectively as the ‘indicators’.

Respective responsibilities of the 
directors and auditors

The directors are responsible for the content 
and the preparation of the quality report in 
accordance with the criteria set out in the ‘NHS 
foundation trust annual reporting manual’ 
issued by NHS Improvement.

Our responsibility is to form a conclusion, based 
on limited assurance procedures, on whether 
anything has come to our attention that causes 
us to believe that:

 – the quality report is not prepared in all 
material respects in line with the criteria 
set out in the ‘NHS foundation trust annual 
reporting manual’ and supporting guidance;

 – the quality report is not consistent in all 
material respects with the sources specified 
in section 2.1 of the NHS Improvement 
2018/19 Detailed guidance for external 
assurance on quality reports; and

 – the indicators in the quality report identified 
as having been the subject of limited 
assurance in the quality report are not 
reasonably stated in all material respects in 
accordance with the ‘NHS foundation trust 
annual reporting manual’ and supporting 
guidance and the six dimensions of data 
quality set out in the ‘Detailed guidance for 
external assurance on quality reports’.

Patient safety improvement plans – reducing harm from pressure ulcers

Aims:

To reduce avoidable pressure ulcers by 50 per cent within hospitals and 50 per cent within the 
community by June 2018 through:

 – Early identification and detection of at‑risk patients

 – Prevention of pressure ulcers

 – Education and raising awareness

 – Reporting and review.

Primary goals Progress 2018/19

Early identification and detection of 
at‑risk patients

We have introduced the nationally recognised European Pressure Ulcer 
Advisory Panel (EPUAP) 2014 guidelines for six categories (categories 1, 
2, 3, 4, deep tissue injury and unstageable). The co‑produced aSSKINg 
bundle was launched in April 2019. We have held the first national 
prevalence audit.

Prevention of pressure ulcers We held ‘Stop the Pressure/End PJ Paralysis’ awareness days and 
recorded a 10‑minute Q&A session on pressure ulcer prevention on 
Marsden Radio. We launched the medical device selection guide and 
upgraded all inpatient beds. We have prevented 100% of heel‑related 
pressure ulcers in CCU and an overall reduction of 47% of pressure 
ulcers Trust‑wide.

Education and raising awareness We have held annual education events and designed quarterly training 
sessions for the new in‑house champion network. The aSSKINg 
prevention video has been launched. We have held a mock coroner’s 
court. We have also developed the Multi‑professional Pressure Ulcer 
Collaborative Group, which has designed a pressure ulcer prevention 
e‑learning module and new patient information leaflet.

Reporting and review The tissue viability nurses review and confirm type of pressure ulcer 
within 72 hours. We have introduced mini root cause analysis for 
category 2 pressure ulcers and completed the monthly quality report 
with narrative and actions.



The Royal Marsden NHS Foundation Trust Quality Account 2018/19

82 83

Limitations

Non‑financial performance information is 
subject to more inherent limitations than 
financial information, given the characteristics 
of the subject matter and the methods used for 
determining such information.

The absence of a significant body of 
established practice on which to draw allows 
for the selection of different, but acceptable 
measurement techniques which can result 
in materially different measurements and 
can affect comparability. The precision of 
different measurement techniques may also 
vary. Furthermore, the nature and methods 
used to determine such information, as well 
as the measurement criteria and the precision 
of these criteria, may change over time. It is 
important to read the quality report in the 
context of the criteria set out in the ‘NHS 
foundation trust annual reporting manual’ 
and supporting guidance.

The scope of our assurance work has not 
included testing of indicators other than 
the two selected mandated indicators, or 
consideration of quality governance.

Conclusion

Based on the results of our procedures, nothing 
has come to our attention that causes us to 
believe that, for the year ended 31 March 2019:

 – the quality report is not prepared in all 
material respects in line with the criteria 
set out in the ‘NHS foundation trust annual 
reporting manual’ and supporting guidance;

 – the quality report is not consistent in all 
material respects with the sources specified 
in 2.1 of the NHS Improvement 2018/19 
Detailed guidance for external assurance on 
quality reports; and

 – the indicators in the quality report subject to 
limited assurance have not been reasonably 
stated in all material respects in accordance 
with the ‘NHS foundation trust annual 
reporting manual’ and supporting guidance.

Deloitte LLP 
St Albans 
24 May 2019

We read the quality report and consider whether 
it addresses the content requirements of the 
‘NHS foundation trust annual reporting manual’ 
and supporting guidance, and consider the 
implications for our report if we become aware 
of any material omissions.

We read the other information contained in 
the quality report and consider whether it is 
materially inconsistent with

 – Board minutes for the period April 
2018 to May 2019;

 – papers relating to quality reported to the 
board over the period April 2018 to May 2019;

 – feedback from the Commissioners 
dated 11 April 2019;

 – feedback from the governors 
dated 8 May 2019;

 – feedback from local Healthwatch 
organisations, dated 26 April 2019;

 – feedback from Overview and Scrutiny 
Committee, dated 6 April 2019;

 – the Trust’s complaints report published under 
regulation 18 of the Local Authority Social 
Services and NHS Complaints Regulations 
2009, dated May 2019;

 – the latest National Patient Survey 
dated June 2018;

 – the latest National Staff Survey  
dated 28 February 2019;

 – Care Quality Commission inspection report 
dated 18 September 2018;

 – the Head of Internal Audit’s annual opinion 
over the trust’s control environment dated 
21 May 2019; and

 – any other information included in our review.

We consider the implications for our 
report if we become aware of any apparent 
misstatements or material inconsistencies with 
those documents (collectively the ‘documents’). 
Our responsibilities do not extend to any 
other information.

We are in compliance with the applicable 
independence and competency requirements 
of the Institute of Chartered Accountants in 
England and Wales (ICAEW) Code of Ethics. 
Our team comprised assurance practitioners 
and relevant subject matter experts.

Assurance work performed

We conducted this limited assurance 
engagement in accordance with International 
Standard on Assurance Engagements 3000 
(Revised) – ‘Assurance Engagements other 
than Audits or Reviews of Historical Financial 
Information’ issued by the International 
Auditing and Assurance Standards Board 
(‘ISAE 3000’). Our limited assurance 
procedures included:

 – evaluating the design and implementation of 
the key processes and controls for managing 
and reporting the indicators;

 – making enquiries of management;

 – testing key management controls;

 – limited testing, on a selective basis, of the 
data used to calculate the indicator back to 
supporting documentation;

 – comparing the content requirements of the 
‘NHS foundation trust annual reporting 
manual’ to the categories reported in the 
quality report; and

 – reading the documents.

A limited assurance engagement is smaller in 
scope than a reasonable assurance engagement. 
The nature, timing and extent of procedures 
for gathering sufficient appropriate evidence 
are deliberately limited relative to a reasonable 
assurance engagement.
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Information governance A process that makes 
sure that organisations achieve good practice 
relating to data protection and confidentiality.

Key performance indicators 
(KPIs) Organisations use key performance 
indicators to evaluate their success or the 
success of a particular activity.

Multidisciplinary team A team made up of 
healthcare professionals from different fields 
who work together.

Methicillin‑resistant staphylococcus aureus 
(MRSA) Bacteria that are a significant cause of 
infections arising in hospital.

NHS Improvement (NHSI) The independent 
regulator of NHS foundation trusts.

National Institute for Health and Care 
Excellence (NICE) NICE reviews medicines, 
treatments and tests. It makes clinical 
guidelines and public health recommendations.

National Early Warning Sign (NEWS) An 
early warning score is a guide used by medical 
services to quickly determine the degree of 
illness of a patient. It is based on the vital signs.

Patient Advice and Liaison Service 
(PALS) Provides information, advice and 
support to help patients, families and their 
carers. Each NHS trust has a PALS service.

Patient and Carer Advisory Group 
(PCAG) Works to improve the experience 
of patients at The Royal Marsden. It is a 
self‑managed group of patients, carers and 
members of the public who play a vital 
part in continually improving the care and 
services we provide.

Patient Group Directions (PGDs) PGDs 
provide a legal framework that allows some 
registered health professionals to supply and/or 
administer specified medicines to a pre‑defined 
group of patients, without them having to see a 
prescriber (such as a doctor or nurse prescriber).

Pressure ulcers Bed sores or pressure sores.

Radiotherapy The use of high‑energy rays 
to destroy cancer cells. It may be used to cure 
some cancers, to reduce the chance of cancer 
returning, or to control symptoms.

Root cause analysis (RCA) A method of 
identifying the root cause of a problem.

Sepsis Situation Background Assessment 
Recommendation (SBAR) The four letters 
of SBAR indicate the Situation (problem being 
discussed), Background (the medical history of 
the patient and treatment to date), Assessment 
(of the patient) and Recommendation (of the 
person leading the discussion).

Standardised mortality ratio An indicator 
of the quality of healthcare. It measures 
whether the death rate at a hospital is higher 
or lower than expected.

Venous thromboembolism (VTE) A blood clot, 
typically occurring in the leg but which can 
form in any blood vessel.

Appendix 7

Glossary

Bacteraemia Having bacteria in the blood.

Care Quality Commission (CQC) The 
independent regulator of health and adult 
social care services in England, including those 
provided by the NHS, local authorities, private 
companies or voluntary organisations. They 
also protect the interests of people detained 
under the Mental Health Act.

Chemotherapy Treatment with anti‑cancer 
drugs to destroy or control cancer cells.

Clinical coding The process whereby 
information written in the patient notes is 
translated into codes and entered onto hospital 
information systems. This usually happens 
after the patient has been discharged from 
hospital, and must be completed within strict 
deadlines so hospitals can receive payments for 
their services.

Clinical commissioning groups (CCGs) NHS 
organisations set up by the Health and Social 
Care Act 2012 to organise the delivery of NHS 
services in England. They took over many of the 
functions of primary care trusts.

Clostridium difficile infection (C. 
difficile) Bacteria that are a significant cause of 
infections arising in hospital.

CNS Clinical nurse specialist.

Commissioning for Quality and Innovation 
(CQUIN) A payment framework that lets 
commissioners link a proportion of a healthcare 
provider’s income to the achievement of local 
quality improvement goals.

Customer Service Excellence (CSE) 
Standard The Government’s standard for 
customer service. This scheme replaced 
the Charter Mark.

EPR Electronic patient record.

Escherichia coli (E. coli) Bacteria that live 
in the intestines of humans and animals. 
Although most types are harmless, but some 
cause sickness.

Foundation trust Foundation trusts have a 
significant amount of managerial and financial 
freedom when compared to NHS hospital trusts. 
They are considered to be like cooperatives, 
where local people, patients and staff can 
become members and governors, and hold the 
trust to account.

Friends and Family Test A simple 
questionnaire to get feedback about services. 
Patients are asked if they would recommend the 
services they have used and staff are asked if 
they would recommend the services offered at 
their workplace, or if they would recommend it 
as a place to work.

Healthcare‑associated infection An infection 
arising in a patient during the course of their 
treatment and care.

Healthwatch The new independent consumer 
champion to gather and represent the views of the 
public at a national and local level. Healthwatch 
England works with local Healthwatch groups 
and has the power to recommend that the CQC 
take action where there are concerns about health 
and social care services.
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NotesLife demands excellence

At The Royal Marsden, we deal with cancer 
every day so we understand how valuable life 
is. And when people entrust their lives to us, 
they have the right to demand the very best.

That’s why the pursuit of excellence lies at 
the heart of everything we do. No matter what 
we achieve, we’re always striving to do more. 
No matter how much we exceed expectations, 
we believe we can exceed them still further.

We will never stop looking for ways to improve 
the lives of people affected by cancer. This 
attitude defines us all, and is an inseparable part 
of the way we work. It’s The Royal Marsden way.

You can visit, write to or call The Royal Marsden 
using the following details:

Chelsea, London

The Royal Marsden 
Fulham Road 
London SW3 6JJ 
Tel 020 7352 8171

Sutton, Surrey

The Royal Marsden 
Downs Road, Sutton 
Surrey SM2 5PT 
Tel 020 8642 6011

www.royalmarsden.nhs.uk
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