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What is a quality account?

All NHS hospitals or 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 hospitals 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 2017/18 and

2. Set out our quality priorities and objectives for 2018/19.

Review of 2017/18
Quality information

Set out priorities
Quality improvement 2018/19

Look back Look forward
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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 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 2017/18:

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 2017 to 31 March 2018.

Care Quality Commission inspection

The Care Quality Commission (CQC) carried 
out a routine inspection in April 2016. The final 
report from this inspection was published in 
January 2017. We worked hard and completed 
the actions required following the CQC report 
to demonstrate improvements for the three 
regulations. The action plan was closed in 
October 2017. As part of CQC’s new monitoring 
schedule, the inspector meets junior and senior 
staff from a range of areas, visiting a different 
site each quarter.

Equality and diversity

At The Royal Marsden, equality, diversity, 
inclusion and human rights are central to 
the way we provide healthcare services 
to our patients and support our staff. We 
want to be known as an organisation that 
promotes equality and provides an inclusive 
environment for care and employment where 
diversity is valued.

During 2017/18, we commissioned DisabledGo, 
funded by The Royal Marsden Cancer 
Charity, to develop online access guides and 
best-practice recommendations to support 
our patients and visitors. We will launch 
DisabledGo in April 2018. We relaunched the 
Learning Disabilities buddy network to support 
our patients who have a learning disability, and 
the Equality, Diversity and Inclusion Steering 
Group members were trained as dementia 
friends. We trialled a cultural‑awareness 
training programme to support staff to provide 
the best services that are culturally inclusive for 
our patients from the Middle East.

We were a finalist for the Strengthening 
Diversity award in a national human resources 
competition. During this year we strengthened 
our joint staff networks for black, Asian and 
minority‑ethnic (BAME) staff and lesbian, gay, 
bisexual and transsexual (LGBT+) staff, with 
increasing membership for both. We celebrated 
the diversity of our staff by holding a cultural 
food celebration event for 100 people in October 
2017, and marking United Nations Day and 
Black History Month.

Customer Service Excellence

The Customer Service Excellence standard 
tests, in depth, those areas that research 
has shown are a priority for customers, with 
particular focus on delivery, speed of delivery, 
information, professionalism and staff attitude. 
Each year, we are assessed against a third of 
the standard. The latest assessment was held 
in March 2018 over one day, when the assessor 
visited the Chelsea site. The assessment 
showed we are fully meeting all elements 
of the standard except one, which we are 
meeting in part.

Food and nutrition

The Royal Marsden has been recognised for 
the food it serves to patients, staff and visitors 
by achieving two ‘Food for Life’ awards from 
the Soil Association. We have achieved the 
Silver award for patient catering services 
and the Bronze award for the staff and visitor 
catering areas.

The Chelsea and Sutton hospital sites serve 
hundreds of meals to patients, visitors and staff 
each day. The awards recognise the fact that the 
Catering Department uses fresh ingredients and 
is dedicated to serving ethical, sustainable food 
that meets nutritional guidelines.

To begin with, we will give details of how we performed in 2017/18 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 2018/19, under these same 
categories. We will explain how we decided upon these priorities and objectives, and how we will 
aim to achieve these and measure performance.

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 quality accounts 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 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 (CE)

Part 2 Performance against 2017/18 quality priorities and our quality 
priorities for 2018/19

Reviewing progress of the quality improvements in 2017/18  
and choosing the new priorities for 2018/19

Statements of assurance from the Board

Reporting against core indicators

Part 3 Other information
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United Kingdom Accreditation Service 
(UKAS) Imaging Services accreditation

On 21 and 22 November 2017, UKAS inspected 
The Royal Marsden imaging services, radiology 
and nuclear medicine services against the ISAS 
Standard V3.0, 2017. We were recommended for 
accreditation after completing 11 actions and 
these were submitted to UKAS by 20 February 
2018, to allow full accreditation status. We 
had very positive praise and feedback from 
the inspectors about our high‑quality services. 
We are one of 23 trusts in UK to have achieved 
this accreditation.

The standard is the product of a rigorous 
development process and review, and represents 
the judgements of panels of radiographers, 
radiologists and patients who have seen it 
created and revised. It reflects wide consultation 
and valuable comments and suggestions 
from professional colleagues and relevant UK 
government agencies and regulatory bodies. 
The standard is designed to:

 – be patient focused

 – cover the functions and systems of a whole 
diagnostic imaging and interventional 
radiology service and

 – deliver and support improvements in quality.

The standard is published by the Joint 
Accreditation Scheme Committee of the College 
of Radiographers and The Royal College of 
Radiologists. We are signed up to a four‑year 
contract. During the contract we must submit 
web‑based evidence to UKAS each year.

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 
24 May 2018

We have adopted the 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, we have agreed 
with commissioners the following targets 
for the end of the year. We are on track to 
meet these targets.

 – 70 per cent of drinks stocked are 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 contain less than  
400 kcals.

Research excellence

We continue to have a strong reputation within 
cancer‑care research. We have been awarded 
three research grants, totalling £400,000.

 – Macmillan Cancer Support has funded 
a study co-designing a virtual-reality 
intervention (this is used as a distraction to 
prevent side effects such as nausea, vomiting 
and pain) for people having cancer treatment.

 – Remedi has funded a study to trial a sexual 
difficulties assessment tool.

 – Global Challenge Research Fund has given 
an award to introduce a recovery package for 
women in Africa with breast cancer.

Also, Macmillan has funded a London trial 
co‑ordinator, which we host.

Alongside this, we have been awarded two D’Arzi 
fellows, part-funded by The Royal Marsden 
Cancer Charity – one to co-design therapy 
services to help patient recovery, and the other 
within tissue viability (care and management of 
the skin to prevent pressure sores).

The Experimental Cancer Medicine Centres 
(ECMC) and Cancer Research UK have 
chosen examples of our patient and public 
involvement work in the Drug Development 
Unit to showcase best practice for their 
nationwide centres. We continue to have a 
strong presence at national and international 
conferences, and publish widely in journals 
reviewed by our peers. We are trialling two 
chief nurse fellowships, which will pay for the 
award winners (one year full time or two year’s 
part time) to develop their CVs, portfolios and 
perhaps some foundation work on building a 
strong National Institute for Health Research 
Clinical Doctoral Fellowship Application.

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 high‑quality 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 blood‑based 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. We received the 
report from the inspection team in February 
2018. The report recognised improvements 
since the previous inspection, with a number 
of aspects of the service being highly praised. 
The inspection team did identify a number 
of areas for further improvements, which we 
are now addressing, but reported “The overall 
impression given was of an excellent transplant 
service with highly motivated and dedicated 
staff committed to providing high‑quality care”.
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C
ategory

Quality priority Target for 2017/18 Performance 
for the year 
from April 2017 
to March 2018

Target set for April 
2018 to March 2019

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 
stay above 95%.

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

c. Reassess 70% of 
patients within 24 hours.

a. Achieved

(Information 
provided by 
the Trust.)

b. Partially 
achieved

c. Not achieved

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

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%.

Not achieved 
(0.21%).

(Information 
provided by 
the Trust.)

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

E
ff

ective care

5 To reduce the incidence 
of category-3 pressure 
sores and category-4 
pressure sores developing 
in patients while they 
are receiving community 
care and hospital care.

2017/18 – applies to Sutton 
Community Healthcare 
Services, and The Royal 
Marsden inpatients.

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

b. For 90% of category-3 
and category-4 pressure 
sores, both already 
existing and developing 
while receiving 
community care or 
hospital 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. Achieved – 
community 
services

Achieved 
– hospital

(Information 
provided by 
the Trust)

b. Achieved – 
community 
services

Achieved 
– hospital

(Information 
provided by 
the Trust)

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

b. For 90% of 
category-3 and 
category-4 pressure 
sores, both 
already existing 
and developing 
while receiving 
community care 
or hospital 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.

Part 2

Performance against 2017/18 quality priorities and our quality priorities for 2018/19

Introduction

The quality priorities and targets for 2017/18 are shown in the table below. The priorities and 
targets in blue were mandatory in 2017/18 (that is, we had to include them following the guidance 
from NHS Improvement) and the priorities and targets in black are the ones we have set ourselves. 
Our performance against the targets is summarised in the table below. Table 1 also shows which 
quality priorities we have set ourselves for 2018/19.

Table 1: Quality priorities and targets for 2017/18 and 2018/19

C
ategory

Quality priority Target for 2017/18 Performance 
for the year 
from April 2017 
to March 2018

Target set for April 
2018 to March 2019

S
afe care

1 To reduce the  
number of cases of 
healthcare-related 
infections (MRSA, 
Clostridium 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’.

a. Achieved

b. Achieved

(Information 
provided by 
the Trust.)

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.

S
afe care

2 To maintain or increase 
the number of patient-
safety incidents and 
near misses that are 
reported, reducing the 
percentage of incidents 
that have resulted 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.)

(In 2016/17 the rate of 
severe harm or death from 
incidents per 1000 bed 
days was 0.033 for hospital 
and 0.0 for community.)

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

Achieved

(Information 
provided by 
the Trust.)

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 
deaths from incidents 
per 1,000 bed days 
was 0 for hospital and 
0 for community.)

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

Quality priority Target for 2017/18 Performance 
for the year 
from April 2017 
to March 2018

Target set for April 
2018 to March 2019

C
om

m
u

n
ity services

10a To increase the number 
of looked-after children 
having health assessments 
completed within the 
statutory timescale.

To increase the number 
of looked-after children 
receiving a leaving-
care summary by the 
time they leave care.

(Children who have 
been in local-authority 
care must leave that 
care before their 18th 
birthday. A leaving-care 
summary is provided 
before they leave.)

Applies to children’s 
community services.

a. For 100% of all looked-
after children to have 
a health assessment 
completed by a nurse 
or health visitor: every 
year for children over 
five; and every six 
months for children 
aged two to five.

b. For 100% of all looked-
after children receiving 
a leaving-care summary 
to have it completed 
by a nurse before they 
leave care (on or before 
their 18th birthday).

a. Not achieved

(Information 
provided by 
the Trust.)

b. Achieved

Does not apply 
for 2018/19.

C
om

m
u

n
ity services

10b To reduce waiting 
times for musculoskeletal 
patients and improve 
waiting times.

Applies to community 
services.

2018/19 wording

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

Applies to community 
services.

For 80% of patients to 
be satisfied with the 
time they wait for a 
first appointment at the 
Assess and Treat clinic.

Achieved

(Information 
provided by 
the Trust.)

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

N
ew

 for 2018/19

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

Applies to community 
services.

Does not apply for 2017/18. Does not apply 
for 2017/18.

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

The next section gives more detail of the quality priorities, the progress we made in meeting the 
targets set for 2017/18, how we will improve our performance, and how our performance will be 
monitored and measured.

C
ategory

Quality priority Target for 2017/18 Performance 
for the year 
from April 2017 
to March 2018

Target set for April 
2018 to March 2019

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.

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. New from July 2017. 
For more than 90% 
of patients to receive 
an antibiotic review 
between 24 and 72 
hours after starting 
the antibiotic.

a. Achieved

b. Achieved

c. Achieved

CQUIN for 2018/19 
is agreed in principle 
to be a continuation 
of 2017/18 CQUIN for 
CAU, with roll-out 
to inpatient wards 
across the year.

P
atien

t exp
erien

ce

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

b. 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.)

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

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

a. Achieved

b. Achieved

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

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

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

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)

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

P
atien

t exp
erien

ce

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

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

a. For 80% of patients 
attending chemotherapy 
appointments to wait no 
longer than one hour to 
start their treatment.

b. For no more than 6% of 
patients to have to wait 
more than one hour.

a. Achieved

b. Achieved

(Information 
provided by 
the Trust)

a. For 90% of 
patients to receive 
chemotherapy 
on time.

b. For no more than 
5% of patients to 
have to wait more 
than one hour.
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What we did in 2017/18

 – We carried out monthly audits to check that we are continuing to keep to screening policies for 
MRSA and Carbapenemase‑producing Enterobacteriaceae (CPE) and using antibiotics correctly.

 – We carried out regular audits of the patient environment and of clinical practices, along with 
monthly audits of commodes and hand hygiene, to monitor standards and identify any areas 
for improvement.

 – We developed the antimicrobial ward round to bring education and focus on what antibiotics 
are being used.

 – We actively encouraged the need for an antimicrobial review every 72 hours, using the 
review stickers.

 – We developed further online training for medical staff to cover the basics of preventing infection.

 – We improved our monitoring and understanding of gram‑negative organisms such as E.coli.

 – We are in discussions with The Christie and NHS Improvement (NHSI) to get better 
understanding of the challenges of E.coli in oncology at a national level.

How we performed in 2017/18

 – We achieved the first target with no cases of (MRSA) infection this year.

 – We achieved the second target. There have been four cases of C. difficile (to be confirmed 
in May). There were 52 cases of C. difficile arising more than three days after patients were 
admitted to hospital. Cases to the end of January have been reviewed by the commissioner and 
there were two lapses in care related to not collecting the stool (faeces) sample in good time.

 – We achieved the third target of 10 per cent reduction of hospitial attributable cases for the year. There 
were a total of 62 cases, with 37 occurring 48 hours after the patient was admitted to the hospital.

 – Our Infection Prevention Control team have noted a reduction in E.coli bacteraemia since 2014. 
This may be due to use of ciprofloxacin prophylaxis in patients with neutropenic sepsis or the 
introduction, in late 2015, of the film dressings for vascular access devices.

 – We achieved the sepsis CQUIN and the FLU CQUIN.

Actions to improve our performance

 – Performing monthly audits to make sure MRSA and CPE screening is carried out 
where necessary.

 – Continuing to use high‑level disinfection with hydrogen peroxide vapour (HPV) after patients 
who had healthcare‑related infections are discharged, to minimise the risk to new patients.

 – Regularly reviewing policies and publishing them on our intranet.

How improvements will be measured and monitored

 – Ward staff will carry out audits for hand hygiene, MRSA and CPE screening and environmental 
audits, and pass the results to staff.

 – All C. difficile infection that is identified in specimens will be reviewed with the clinical team, 
before being passed to the CQC as required.

 – We will carry out “root‑cause analysis” for MRSA bacteraemia or any infections where there 
is concern. (This means that we will review the notes of patients with infections to uncover  
ways to improve care for future patients.)

 – We will carry out a clinical review of all E.coli bacteraemia cases.

 – Data relating to infections will be reviewed at team meetings and the Infection Prevention and 
Control Committee.

Priority 1

To reduce the number of cases of healthcare-related infections – MRSA infection and 
C. difficile infection.

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

Targets

1. For there to be less than one case of meticillin-resistant staphylococcus aureus (MRSA) 
infection per year.

2. For there to be fewer than 31 cases of C. difficile infection caused by a failure 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 to spot trends.)

3. There is now a new requirement for reporting E.coli, Klebsiella sp. and Pseudomonas 
aeruginosa bacteremias on the Health Care Acquired Infections Data Capture System 
(HCAI DCS). This is an online system managed by Public Health England to monitor 
infections. These are all gram-negative bacteria and numbers of cases have been rising 
across the UK for some years. Gram-negative bacteria are often more resistant to antibiotics. 
These infections are often associated with urinary-tract infection, urinary catheterisation, 
dehydration (especially in the elderly), biliary sepsis (an infection such as cellutitis) and gut 
translocation (in patients receiving chemotherapy). These organisms are also increasingly 
prone to show antimicrobial resistance, making them difficult to treat. The UK Department 
of Health, through NHS Improvement, has issued an ambition to see a 50 per cent reduction 
in these gram-negative blood-stream infections by March 2021, starting with a 10 per cent 
reduction of E.coli bacteraemia in this financial year.

‘‘We are collaborating with colleagues across the Trust to look at novel ways 
to impact on the rates of E.coli bacteraemia. We are also extending outside 
the Trust to meet with colleagues from The Christie and University College 
London Hospitals to ensure we get a consistent approach to E.coli in the 
oncology population.”
Pat Cattini 
Deputy Director, Infection Prevention and Control
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What we did in 2017/18

 – 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 Integrated Governance and Risk 
Management (IGRM) Committee and then used widely across the Trust to help with learning.

 – Examples of incidents were shared during training.

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

How we performed in 2017/18

 – We have achieved our target for both the hospital and community services with a rate of  
0 per cent for this year (April 2017 to March 2018).

Comparison with national figures

The NRLS reports that for the period from 1 April 2017 to 30 September 2017, 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/content/
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 review 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 10 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 follow 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 the area that requires improvement is making sure that the patient 
and their relatives receive a copy of the final report if they would like one. In order to address this, 
the Risk Management Team are taking on more responsibility in the final part of the process.

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.

A patient-safety incident is an incident which could have harmed or did harm a patient. 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 2016/17 the rate of severe harm or death from incidents 
per 1,000 bed days was 0.033 for hospital and 0 for community.)

“All members of staff have a responsibility for risk management/patient 
safety and a commitment to identifying and minimising risks. This is achieved 
through an environment of openness and trust: where mistakes, adverse 
incidents and near misses are identified quickly and dealt with in a positive 
and responsive way.”
Chris Lafferty 
Risk Management
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What we did in 2017/18

 – We had patient representatives on the VTE Steering Board.

 – We completed an audit called “Snapshot survey of verbal and written information on blood 
clot prevention”.

 – We reduced the size of the “Blood Clot Alert – Recognise the Signs and Reduce the Risks” leaflet 
after receiving feedback suggesting that it is wallet‑sized.

 – We switched to using anti‑embolic stockings (AES) as a result of an up‑to‑date review.

 – We trialled a new AES product.

 – We developed a new VTE Care Plan for patients to sign off.

How we performed in 2017/18

 – We achieved the target of 95 per cent success in making sure all of our patients are appropriately 
assessed for the risk of developing VTE. An average of 96.38 per cent of patients were 
appropriately assessed from April 2017 to March 2018.

 – 72 per cent of patients who were assessed as high risk started on appropriate treatment.

 – We did not achieve the target of 70 per cent of patients having a reassessment within 24 hours. 
From January to March 2018, only 27 per cent of patients had a reassessment.

Actions to improve our performance

 – Making sure there are VTE posters in all clinical areas.

 – Developing the use of handheld tablets in the Medical Day Unit to show the patient‑safety film 
“Blood Clots and You”. We will put this into practice in 2018/19.

 – Auditing the delivery and understanding of information surrounding VTE checks, and 
monitoring VTE care plans on all wards.

 – Making sure there is training for Harm Free Care Champions, as well as for staff on 
mandatory training.

 – Where relevant, making sure we follow the NICE guidelines (NG89) published in March 2018.

 – Making sure VTE risk is part of the chemotherapy care bundle (a set of measures that, when 
carried out together, reduces the risk of a patient developing a blood clot).

How improvements will be measured and monitored

 – The VTE Steering Board will continue to monitor VTE incidents, assessments and prevention 
procedures. Performance will also be monitored at the Trust’s Steering Board and through the 
monthly Board scorecard. The scorecard is reviewed at each Trust Board meeting and contains, 
among other items, the number of patients assessed for risks associated with VTE.

 – We will continue to monitor our performance in raising awareness of VTE and VTE care plans.

 – Inpatient wards now include VTE assessments as part of their daily safety huddles. This raises 
awareness and makes sure there is extra focus, which will help to reduce the risk of harm.

 – We will look at using our incident‑reporting system (Datix) to record and assess incidents 
related to VTE.

 – Pharmacy staff will support the review of VTE risk assessments by medical staff at the time 
a patient is admitted to hospital.

 – We will review the number of hospital-acquired thromboses and take action if needed to make 
sure the correct treatment is in place.

Priority 3

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

Targets

For the percentage of patients who have been assessed to remain above 95 per cent. Of those 
patients assessed as high risk, appropriate treatment is started. Reassess 70 per cent of patients 
within 24 hours.

“The initiative to request a patient signature at the end of the VTE risk 
assessment has been useful to support compliance with understanding and 
preventative care.”
Ann Duncan 
Matron

Venous thromboembolism (VTE) is a single term for both deep‑vein thrombosis (DVT) and 
pulmonary embolism (PE). A deep‑vein thrombosis 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 pulmonary 
embolism, which can be life‑threatening. VTE can be avoided by giving preventative treatment (for 
example, 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.

Our VTE Steering Board is now well established, and VTE risk assessments are carried out for all 
appropriate patients. All planned inpatients are sent information leaflets before their appointment to 
tell them what they can do to help prevent clots forming, how to recognise the signs and symptoms 
of clots, and what to do if they develop any of these signs and symptoms. There are also posters 
and information leaflets available throughout the hospital, and from our Patient Advice and Liaison 
Service (PALS).

The VTE risk assessment may be carried out using either the patient’s drug chart or by using the 
electronic clinical documentation system.
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How we performed in 2017/18

Table 2 shows the number and percentage of patients who were readmitted within 28 days from 
April 2013 to March 2017. Readmissions have stayed below 0.4 per cent of all admissions since 
April 2012. Some emergency readmissions are an unavoidable consequence of the original 
treatment. However, some could be avoided by making sure that patients receive:

 – the best possible treatment according to their needs and

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

We have not met the target of avoidable admissions to be below 0.2 per cent. Our average 
percentage of avoidable admissions from April 2017 to March 2018 is 0.21 per cent.

Table 2: Number of patients who were readmitted within 28 days from 1 April 2017 to 
31 March 2018 

Month Number of patients readmitted 
within 28 days

Percentage of patients 
readmitted within 28 days

April 2017 12 0.29%

May 2017 7 0.15%

June 2017 12 0.25%

July 2017 10 0.23%

August 2017 14 0.29%

September 2017 7 0.15%

October 2017 16 0.33%

November 2017 8 0.16%

December 2017 12 0.28%

January 2018 12 0.23%

February 2018 7 0.15%

March 2018 1 0.02%

Total 118 0.21%

Actions to improve our performance

 – Introducing the acute oncology out-of-hours admission prioritisation guide, and updating 
the access policy.

 – Any unplanned inpatient admission is reviewed by the Acute Oncology Service (AOS) team, 
and this includes a review by a consultant within 14 hours of admission.

 – Using the national scoring system to identify patients at risk of developing sepsis, the AOS team 
will bring patients back as day cases to review.

 – Putting telephone triage into practice to reduce patient anxiety.

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.

“National information regarding emergency readmission is not robust due 
to multiple factors; not every readmission is the result of a poorly managed 
discharge. It is also possible that changes in the way that hospitals treat some 
patients, for example through increased use of frailty units and ambulatory 
care units, may have contributed to the rise in readmission figures nationally. 
Understanding reasons for readmission may be more helpful to get a better 
understanding of how we can avoid some readmissions for patients.”
Lara Roskelly 
Divisional Nurse Director, Cancer Services

Since 2012/13, quality accounts should show the percentage of patients of all ages and sexes 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.
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What we did in 2017/18

Community services

 – Community nursing staff continued to carry out risk assessments on their first visit to patients to 
support early identification of patients at risk of developing pressure ulcers.

 – Community nursing have improved the way they report incidents of patients being admitted to 
the community services with pressure sores.

 – We developed and put into practice the “pressure‑ulcer care bundle”, which makes sure 
community services follow a standardised approach to identifying, managing and preventing 
pressure sores. Along with providing training to staff before this is rolled out across community 
nursing services, we have held drop‑in sessions to make sure all nursing staff feel confident 
using the care bundle.

 – Through working with a Vanguard Care Home Commissioning Team, we developed a 
Safeguarding Vulnerable Adults staff resource handy pack, which included advice on identifying 
pressure ulcers and the process for reporting these.

The hospital

 – The hospital has secured the funding for a Clinical Nurse Specialist to specialise in tissue 
viability (aspects of skin care and preventing pressure sores).

 – The hospital has appointed a Tissue Viability Darzi Fellow. This is a prestigious 12‑month 
programme that aims to review and manage risk factors relating to tissue viability in 
patients with cancer.

 – We published a revised list of medicines that can be prescribed for caring for wounds.

 – We provided all ward areas with a clinical camera to help them record details of pressure sores 
accurately and in good time, especially out of hours.

 – We created a pressure ulcer multidisciplinary team working group, to identify and encourage 
further quality improvements in preventing and managing pressure sores.

 – We created a new patient information leaflet on pressure ulcers specifically for 
The Royal Marsden, and this is ready for approval.

How we performed in 2017/18

 – We met our first target of having less than 0.15 per cent of patients developing category‑3 and 
category‑4 pressure sores that were attributed to us while under the care of community services.

 – From April 2017 to March 2018, 0.05 per cent of patients developed category‑3 and category‑4 
pressure sores that were attributed to us while under the care of community services.

 – 100 per cent of category-3 and category-4 pressure sores improved to at least category 2 within 
three months of being diagnosed.

 – In the hospital, we had one category‑4 pressure sore and two category‑3 sores. This is rare, but 
we have learnt from these incidents and made changes to tissue-viability services, education and 
medical devices.

 – From April 2017 to March 2018, less than 0.01 per cent of patients developed category‑3 and 
category‑4 pressure sores that were attributed to us while under the care of the hospital.

 – We met our second target and those patients with category-3 pressure sores have healed, and 
the category-4 pressure sore continues to improve, but is complicated by the patient’s underlying 
medical condition.

Priority 5

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

Applies to patients of Sutton Community Healthcare Services and inpatients of 
The Royal Marsden.

Targets

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

2. For 90 per cent of category-3 and category-4 pressure sores, both already existing and 
developing while receiving community care or hospital care, to have healed within three months.

“The implementation of the developed pressure ulcer prevention, assessment and 
management of care bundle has really supported improvements to practice in 
both the identification of patients at risk of developing pressure ulcers, and the 
management of patients with a pressure ulcer admitted to community services 
caseload and acquired whilst under our care.”
Patricia Thompson 
Carshalton Integrated Locality Manager

This remains a challenging but important priority for community and hospital services, and we 
continue to focus upon the prevention and management of pressure sores for the benefit of patients.
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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.

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 suspecting 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 hours and 72 hours after starting the antibiotic.

“We are constantly aiming to improve the prevention, early identification and 
rapid treatment of sepsis in order to support patients with cancer, who are 
especially vulnerable to infections. Sepsis is one of the three Royal Marsden 
priorities of the national ‘Sign up to Safety’ programme.”
Dr 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).

Actions to improve our performance

Community services

 – Community services continue to support care agencies and care homes in providing training and 
sharing best practice.

 – We continue to make sure the “pressure‑ulcer care bundle” is fully used across the community 
nursing service to support best practice in identifying and managing pressure sores.

 – We continue to ensure we make full use of quality and safety boards, including the safety 
huddles (where nursing staff highlight key messages of the day), and share the results of monthly 
audits of the key areas of priority and details of improvements that are needed to practice areas.

The hospital

 – We will carry out an audit of the quality of our work to prevent and manage pressure ulcers, and 
share the results with staff.

 – We will develop a new pressure‑ulcer staff e‑learning module.

 – We will develop a new equipment‑selection guide for staff.

 – We will provide positive communications to patients about pressure ulcers through Radio Marsden.

How improvements will be measured and monitored

All diagnoses of suspected category-3 and category-4 pressure sores will be reviewed and 
confirmed by a community tissue viability nurse. They will then be investigated through a root‑
cause analysis and the findings will be presented at planned two‑weekly pressure‑sore panel 
meetings. This will identify root causes, whether or not the pressure sore was avoidable and, once a 
pressure sore has been identified, guide improvements that need to be made within practice.

The community nursing service will continue to monitor whether we are keeping to the “pressure-
ulcer care bundle”, through both the senior nurses’ clinical days and the yearly audit programme, 
which includes auditing the monthly rolling audit of the five harms and areas of high priority to 
support the full yearly audit programme.
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Actions to improve our performance

 – We will continue to make sure the audit form is used within CAU, and look to incorporate it into 
the electronic patient record (EPR).

 – We will continue to ask CAU staff to use the day‑case form to record observations to allow this 
information to be automatically passed on to other staff who need it.

 – We will start a weekly review of audit results.

 – We will further reinforce the use of the audit form in CAU to make sure there are enough time 
stamps available.

 – We will look into introducing a non‑neutropenic sepsis Patient Group Direction (PGD) as well 
as the existing neutropenic sepsis PGD.

 – The CQUIN guidance states that the clock starts at the time of diagnosis and treatment should 
be started at the time of diagnosis. Currently, we are using a patient’s arrival at the hospital as 
the starting point. It is important to improve the accuracy of the way we record the time sepsis is 
diagnosed or suspected.

 – We will continue with work to include the audit form in the EPR.

How improvements will be measured and monitored

We will measure and monitor improvements through the monthly sepsis CQUIN programme board, 
which includes representatives from all the main departments and staff groups.

What we did in 2017/18

 – In the 2017/18 contract, The Royal Marsden agreed with the Clinical Commissioning Groups 
(CCG) commissioners to put into practice the “Reducing the impact of serious infections 
(antimicrobial resistance and sepsis)” CQUIN.

 – We agreed to dedicate quarter 1 of 2017/18 to setting up the audit, focusing on patients at the 
CAU. The CQUIN elements which apply to The Royal Marsden are:

 – identifying cases of sepsis in emergency departments and acute inpatient settings as 
soon as possible

 – treating sepsis in emergency departments and acute inpatient settings as soon as possible and

 – carrying out antibiotic reviews for patients with sepsis.

 – In line with the milestones we agreed with CCG commissioners, The Royal Marsden set up the 
audit and a process for identifying and treating sepsis, which was approved by our Clinical Audit 
Committee on 21 June 2017.

How we performed in 2017/18

 – Initially the audit focused on non-elective patients at the CAU, but we are looking at rolling this 
out across the Trust.

 – We developed a form to collect the time stamps needed for the first two CQUIN goals relating to 
screening and the first dose of antibiotics given through a blood vessel (intravenous).

 – We are using the NHS England audit tool to support the third goal relating to a review of 
antibiotics (between 24 hours and 72 hours) for patients who are admitted to hospital.

 – The audit started on 1 July 2017, with a baseline audit completed during July to September 
2017. We agreed with commissioners to aim to reach 90 per cent in all three indicators by the 
end of March 2018.

 – We set up a monthly programme board, which will include medical, nursing, audit, pharmacy 
and performance colleagues. The programme board pushes forward the CQUIN and is 
responsible for monitoring performance against the indicators.

 – We have added fields to existing forms relating to clinical documents, and we are currently 
testing these before going live with them. The 2018/19 CQUIN is still under negotiation but is 
expected to involve rolling out the CQUIN to inpatient areas.

Identifying cases of sepsis in emergency departments and acute inpatient  
settings as soon as possible

We put in place the sepsis audit in the CAU in July 2017. The audit results from the non‑elective 
patients in quarter 4 (January to March 2018) and are as follows.

 – 96.9 per cent of people who met the criteria for screening were screened.

 – 90 per cent received intravenous antibiotics within an hour of arriving at the unit. One hundred 
per cent of patients received an antibiotic review within 72 hours.
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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.

What we did in 2017/18

 – Posters about the Friends and Family Test are displayed 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.

 – Along with our partner trusts in RM Partners, we standardised the questions patients are asked.

How we performed in 2017/18

 – 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/friends‑and‑
family‑test‑data/.

 – We achieved our target with an average across the year of 97 per cent of inpatients saying that 
they would recommend us. This is higher than the national average of 96 per cent.

 – We have achieved our target with an average across the year of 96 per cent of outpatients saying 
that they would recommend us. This is higher than the national average of 94 per cent.

Actions to improve our performance

 – Continuing to use the Friends and Family Test question to get feedback from patients on 
how we can improve our services.

 – Continuing to work with staff who are in contact with patients to increase the response rate 
for the Friends and Family Test.

 – Continuing to communicate results to Trust staff, patients, relatives and carers at meetings, 
and publicly displaying results on wards’ notice boards and our website.

 – Analysing the comments received to identify key areas for improvement.

 – Developing local and Trustwide improvement plans for identified areas of concern.

How improvements will be measured and monitored

Results will continue to be passed to the ward sisters and matrons each month, and we will take 
action following any comments for improvements. The results will continue to be included in our 
monthly quality account to the Board. The results are also reviewed by the Patient Experience 
Strategy Group, chaired by the Chief Nurse.

Priority 7a

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

Target

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

“The Friends and Family Test is a fantastic source of feedback. It not only allows 
improvements to be implemented where necessary but also ensures that the 
Trust maintains its high standards. It is a great resource for staff morale, which 
is so incredibly important for tailoring the needs of our patients. And it provides 
informative suggestions from service users. All round, it is an interesting 
and very worthwhile highlight and is most definitely proving itself effective 
as time goes on.”
Lesley-Ann Gooden 
Patient Information Administrative Support Officer 
Friends and Family Test Co-ordinator, Governor representative

The Friends and Family Test was introduced by the Prime Minister on 25 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.
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What we did in 2017/18

 – 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 has 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 an app on mobile devices.

 – 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 2017/18

Friends and Family Test

We met the overall target set for 2017/18 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 2017 to March 2018, we received feedback from 1,898 patients in total, 
an average of 98 per cent of whom would recommend our services to friends and family.

Some examples of patient feedback comments are as follows.

Children’s occupational therapy 
“The staff were extremely helpful and worked well with my son. In just three weeks of attending  
he has learnt a lot and become more confident.” 

Health visiting 
“The suggestions given were practical and reassuring. Very welcoming environment.  
All concerns well addressed without being rushed. Engaging with my child.” 

Community nursing 
“I have been looked after by a dedicated team all at times to suit me, can’t be improved.”

Actions to improve our performance

 – Including the feedback from patients in the weekly newsletter that is produced by the 
Divisional Director.

 – Service managers and patient champions in each team monitoring patient feedback each 
month to their clinical area at team meetings.

 – Teams discussing feedback that highlights possible improvements and taking appropriate action.

How improvements will be measured and monitored

 – Survey results will be reported back to the CCG (via the Clinical Quality Review Group) 
every three months.

 – Feedback will be provided to all services through divisional and service‑led team meetings.

 – Service managers are to report on “You said, We did” actions at monthly internal 
performance 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 clients receiving community services recommending 
our services to be more than 95 per cent.

“The feedback we receive from the patient surveys can be really motivating for 
staff. To see how much a patient appreciated the staff’s work and the difference 
it can make to an individual’s life is a reward for all the hard work that has gone 
into treating the patient. The positive feedback to show that an individual or 
team are doing a good job can increase job satisfaction for all those involved. 
The feedback also acts as a great measure of whether we are working according 
to the Trust’s value of being compassionate towards our patients and putting 
their needs first. It can highlight the need for changes in a service to make it a 
better experience for the patient.”
Carly Dalton 
Community Specialist Learning Disability Dietitian
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What we did in 2017/18

Over the past 12 months, in response to the previous year’s survey, we expanded our health and 
wellbeing programmes and introduced a range of other initiatives, including a Career Mentoring 
Scheme. We also created a new welcome and on‑boarding programme for new members of staff, 
and increased career development opportunities to prevent losing staff if this can be avoided.

 – We introduced a new welcome and on-boarding programme, including a refreshed induction 
process, to make sure new members of staff receive a warm welcome to the Trust.

 – We launched career‑development, mentoring and coaching schemes for staff looking to  
learn new skills and develop their careers within the Trust.

 – We expanded our health and wellbeing programmes to include events relating to winter 
wellbeing and financial wellbeing.

 – We put in place the Leadership Forum and new management‑training programmes.

 – We increased the number of listening events for staff by introducing “In your shoes” − 
a programme that focuses on exploring the behaviours that lead to good days at work.

 – We introduced a new joiners and leavers survey to gather information about the experience  
of staff and how we can improve this.

How we performed in 2017/18

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 2017/18 was similar to 
2016/17. There were 553 responses during January to March 2018, compared with 555 responses 
during January to March 2017. The survey for July to September 2017 focused on identifying ways 
to develop our leaders, and so was only circulated to the Leadership Team. The staff response 
rate was good. This survey is not carried out in October to December 2017 as it coincides with the 
National NHS Staff Survey.

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. There has been a reduction in the percentage of staff experiencing discrimination at work. 
Table 3 on page 32 provides a breakdown of four of the WRES measures from the results of the 
yearly 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.

“Every single member of staff is dedicated and passionate about providing the very best care 
to all patients.”

“I feel that the treatment at The Royal Marsden is probably the best in the world, the treatment provided 
is up to date. In my opinion the staff are very caring (all staff), I have also had this fed back to me from 
visitors and patients, they make comments like, everyone is so caring and friendly, not just the nurses 
and Drs but the admin staff, cleaning and catering staff.”

Each year during October to December, we carry out the National Staff Survey, and this provides 
us with a wider 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 2017/18, 96 per cent of staff either 
agreed or strongly agreed with the statement.
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Priority 9a

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

Target

For 80 per cent of patients to be satisfied with the length of time they had to wait to start 
their treatment.

‘‘We have noted an improvement in communication both externally and within 
our own teams. Staff are positively engaged in the QI work and huddles – they 
provide positive suggestions for improvement and are able to discuss difficult 
days openly as a team. Staff are proud of their input into the improved systemic 
anti-cancer treatment turnarounds.”
Kulpna Daya 
Chief Technician, Pharmacy Department

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

Table 3: Staff survey results

Key finding Ethnic  
group

Royal Marsden result Average 
for acute 

specialist 
trusts

2017 2016 2015

Percentage experiencing harassment, 
bullying or abuse from patients, relatives 
or the public in the past 12 months

White 18% 
(268)

17% 
(230)

17% 
(223)

21%

BME 14% 
(74)

17% 15% 18%

Percentage experiencing 
harassment, bullying or abuse from 
staff in the past 12 months

White 20% 
(298)

22% 
(298)

21% 
(275)

24%

BME 24% 
(126)

28% 
(110)

24% 
(92)

28%

Percentage believing we provide 
equal opportunities for career 
progression or promotion

White 92% 
(1369)

91% 
(1233)

90% 
(1178)

89%

BME 78% 
(410)

78% 
(307)

76% 
(292)

75%

Percentage who have personally 
experienced discrimination at work 
from a manager, team leader or other 
colleagues in the past 12 months

White 4% 
(60)

5% 
(68)

5% 
(65)

5%

BME 9% (47) 11% 
(43)

12% 
(46)

14%

During the last year, we introduced the Forum for Black, Asian and Minority Ethnic (BAME) staff 
and hosted a Cultural Food Celebration Event, which over 100 people attended. Three groups of 
staff started a Career Development Mentoring Scheme for staff bands 4 to 6. This scheme was open 
to all staff, but we wanted to encourage staff from BAME groups as data suggested this staff group 
is under‑represented at higher grades. It is positive that the scheme has been so well received and 
that 48 per cent of people receiving mentoring come from a BAME background, compared with the 
percentage of staff in bands 4 to 6 who come from a BAME background (28 per cent).

Actions to improve our performance

 – We will share the results of the staff survey with managers and staff.

 – We will create an overarching development plan with the Workforce and Education Committee 
following the results of the staff survey.

 – We will launch the Outstanding Care; Outstanding Culture project.

 – We will launch the Leadership Development Programme, which focuses on inclusion and 
diversity, and the Careers Advisory Service, and will make sure staff use these.

 – We will develop an Organisation Development Programme to refresh our organisational values 
and define behaviours associated with these. The aim of the programme is to further develop a 
high‑performing, positive and inclusive culture.

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.
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Priority 9b

To reduce waiting times in outpatient clinics and improve patients’ experiences relating 
to waiting times.

Target

For no more than 6 per cent of patients to have to wait more than one hour.

“As a department we understand that a patient’s first appointment with us is 
a scary and emotional time for them. Being a friendly, helpful face when they 
arrive is of upmost importance, it relaxes and comforts the patients. Clear 
direction and information through their outpatient appointment lets the patient 
know that we are the first point of contact and able to help with any queries.”
Joanne Thompson 
Deputy Administration Manager, Sutton Outpatients and Rapid Diagnostic Assessment Centre

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

What we did in 2017/18

 – The pharmacy aseptic unit made and issued pre-made chemotherapy for patients 
on a daily basis.

 – We set up a new quality‑improvement project group in October 2017 to understand what causes 
delays in ordering chemotherapy for patients, with a view to testing new ways of working and 
reviewing how these would affect waiting times.

 – We used a new daily tool to highlight data on chemotherapy turnaround times and causes of 
delay. We then reviewed these and reported them to the Chief Pharmacist.

 – We introduced daily multidisciplinary huddles at each site to identify causes of delays and to help 
us learn from successful ways of working.

How we performed in 2017/18

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.

There was sustained improvement in performance at Sutton from November 2017 to February 
2018. February 2018 saw the greatest improvement in performance since the start of the 
quality‑improvement project.

Performance at Chelsea has been stable, but staffing pressures and increased workload continue 
to challenge us.

We have achieved the target and the Friends and Family Test scores were consistent from 
November 2017 to February 2018. The scores for satisfaction were 4.86 out of 5 (Sutton) and 4.91 
out of 5 (Chelsea).

Actions to improve our performance

 – We found that a significant number of delays to delivering chemotherapy on time were due 
to being late ordering the medication, and changes to prescriptions before they arrived in the 
Pharmacy Department.

 – Despite the Pharmacy Department making sure they made chemotherapy in good time 
before a patient was due, there were still delays that were caused by factors outside the 
Pharmacy Department.

 – Highlighting the awareness of this new project group across the Trust, and working with 
the day units and ward areas, has helped improve the scheduling for patients, and this has 
reduced delays.

How improvements will be measured and monitored

We have set up a new transformation project group to cover the chemotherapy pathway from 
prescribing to scheduling and administering chemotherapy. This will be led from nursing, 
pharmacy and medical teams, and will aim to make quality improvements across the system, 
gather feedback from patients and improve the patient experience and waiting times.

The new Consultant Nurse and Consultant Pharmacist will lead and monitor this through the 
Quality Assurance in Chemotherapy Services Committee.
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Actions to improve our performance

 – We will put into practice the actions identified to improve the way all clinics are used, including 
reducing the time allocated for underused clinics, changing room allocations depending on clinic 
volumes, and identifying options for clinics that are consistently overused.

 – We are planning to further increase the number of clinic co‑ordinators within clinics.

 – We are planning to run a nurse‑led breast injection clinic in Chelsea.

 – We will introduce a PICC and Port Room for Chelsea Outpatients.

 – We will review the opening times in Chelsea.

 – We will set up extra clinics to make sure patients have access to appointments within two 
weeks of referral.

How improvements will be measured and monitored

 – We will continue to monitor progress at monthly Outpatients Department meetings, including:

 – clinic waiting times

 – patient safety incidents and

 – Friends and Family Test responses and action plans.

 – We will review and influence how we use clinics through the Outpatient Transformation project 
to make the best overall use of the Outpatient Departments and RDAC units.

What we did in 2017/18

 – Matron carried out observations of clinics and waiting areas twice a week to continuously 
identify where we could make efficiencies in staffing to improve waiting times.

 – We introduced a monthly report to identify how we can make better use of time in our clinics.

 – We increased the number of phlebotomy chairs in Sutton to improve patient flow so that patients 
don’t have to wait so long to have blood taken.

 – We produced a film for outpatients through a paired learning project, to provide patients with 
information about what to expect as an outpatient at the hospital.

 – We started multi‑professional authorisation clinics. This is where both nurses and pharmacists 
can see patients at certain times, rather than patients having to wait to see a doctor.

 – We completed a review of the information we give to patients in letters about what happens at 
a first appointment and at a follow‑up outpatient appointment.

 – We introduced a quality and safety board for Outpatients Departments to improve 
transparency for patients.

 – In March 2018, we opened a dedicated phlebotomy room (where blood samples are taken from 
patients) at the Rapid Diagnostic Assessment Centre (RDAC) Chelsea.

 – In Sutton Outpatients, we used volunteers to help deal with any queries or redirect patients who 
were waiting in the queue for reception.

How we performed in 2017/18

Table 4 shows that we achieved our target of less than 6 per cent of patients waiting more  
than one hour for treatment from April 2017 to March 2018. Across the year, the average was  
3 per cent. The number or patients waiting for more than one hour has been consistently at 3 per 
cent or less since September 2017.

March 2018 saw 74 per cent of patients seen within 15 minutes, which is a 6 per cent improvement 
on the same period last year.

Table 4: Chelsea and Sutton waiting times from April 2017 to March 2018

Waiting time

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

April 2017 64% 19% 13% 4%

May 2017 66% 19% 12% 3%

June 2017 65% 18% 13% 4%

July 2017 65% 19% 12% 3%

August 2017 66% 18% 12% 5%

September 2017 70% 17% 10% 3%

October 2017 74% 16% 8% 2%

November 2017 75% 14% 9% 2%

December 2017 73% 16% 9% 2%

January 2018 72% 15% 10% 3%

February 2018 73% 16% 8% 3%

March 2018 74% 15% 8% 3%
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What we did in 2017/18

 – We recruited a new part‑time member of staff to the team.

 – We booked appointments in advance to allow time for rescheduling if there were cancellations.

 – We made sure the health visiting and school nursing service were aware of timescales 
for assessments.

 – We arranged service level agreements and sent the paperwork to out-of-borough placements 
two months before the assessment due date.

 – We separated the looked-after children service from the safeguarding service to make better 
use of management resources.

 – We improved our tracking and reporting systems to identify areas where we need to take 
action to improve our performance.

How we performed in 2017/18

Target 1

 – We met the target for completing review health assessments in between 50 per cent and 
100 per cent of cases.

 – The failure to meet the required target is caused by a number of factors, such as:

 – receiving the paperwork from the borough late

 – young people cancelling their appointments or failing to attend

 – the assessments being sent to other areas to complete

 – staff annual leave

 – sickness in The Royal Marsden Looked After Children’s Service and

 – an increase in the number of looked‑after children.

 – If we do not include some of the above factors which are outside of our control (such as reviews 
sent to other areas), our average performance has been 72.5 per cent.

Target 2

 – During April 2017 to March 2018, we met our target for completing leaving-care summaries 
for 100 per cent of young people leaving care.

Actions to improve our performance

 – We will continue with the actions we started during April 2017 to March 2018.

 – We will continue to recruit for the remaining vacancies.

 – We will complete a training programme for school nurses and health visitors.

 – If we identify any quality issues, we will take these further with out‑of‑borough services.

 – We will fully put in place the tracking and reporting system to target actions within services 
and in partnership with other services.

 – We will maintain our record for carrying out leaving‑care summaries.

How improvements will be measured and monitored

We monitor our progress with assessments each week in the Looked After Children team meeting, 
and allocate assessments to appropriate staff members. We also report information monthly to 
the designated nurse at Sutton CCG, and monitor our progress through the quarterly Looked 
After Children Health strategy meetings chaired by Sutton CCG. Our current poor performance in 
meeting key performance indicators is also monitored on our risk register.

Priority 10a

To increase the number of looked-after children having health assessments completed 
within the statutory timescale. To increase the number of looked-after children receiving 
a leaving-care summary by the time they leave care. 

(Applies to children’s community services only.)

Target

a) For 100 per cent of all looked-after children to have a health assessment completed by a nurse 
or a health visitor:

– every year for children over five years of age and

– every six months for children aged two to five.

b) For 100 per cent of all looked-after children receiving a leaving-care summary to have it 
completed by a nurse before they leave care (on or before their 18th birthday).

“We recognise that children often enter the care system with a poorer level of 
physical and mental health than their peers and this often persists into their 
longer term outcomes. We are committed to delivering improvements for this 
vulnerable group.”
Claire Shiels 
Service Manager
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What we did in 2017/18

At the end of 2016 we reviewed the Musculoskeletal and Outpatient Physiotherapy service. We had 
a growing waiting list and needed to introduce a new model of working in April 2017.

We combined the Physiotherapy service and an established Musculoskeletal service to provide 
patients with a first contact assessment and treatment within the key performance indicator target 
of 10 working days for priority patients and 20 working days for routine patients.

The clinics were staffed by an average of two physiotherapy assistants (PTAs), 13 physiotherapists, 
two advanced physiotherapist practitioners, a consultant physiotherapist and four administrative staff.

We provided 160 new patient appointments twice a week to meet demand.

Introducing the model allowed us to reduce waiting times. However, to be sustainable, increase 
the choice of appointment days, and reduce the waiting times within the clinic in October and 
November 2017, we changed the format of the clinic to 4.5 hours over four days, with 90 patients 
per clinic. Also, within the clinic we added 18 fast‑track slots, which are booked appointments for 
acute patients and patients who have had surgery.

We have reviewed the improved waiting times (see Table 5) within the clinics, and the new format 
for the clinics compares well against the old format in terms of patient waiting times, with the vast 
majority of patients seen within an hour of their appointment time. This has increased from around 
half of all patients being seen within an hour of their appointment time to three quarters. Less than 
1 per cent of patients wait over two hours, compared with 3 per cent under the old format. We are 
continuing to monitor this and manage it with a combination of adjusting staff numbers when 
necessary, numbers of patients and managing the key performance indicator.

Table 5: Waiting times within the clinic

How long before patients are seen New format Old format

Within an hour of their appointment time 76.17% 53%

Within one to two hours of their appointment time 23.08% 43%

Over two hours after their appointment time 0.75% 3%

How we performed in 2017/18

The waiting times for a first appointment with the Adult Musculoskeletal service has shown great 
improvement during April 2017 to March 2018 (see Table 6 on page 42).

There was an increase in the waiting times in October to November 2017 due to managing the 
changeover to the four half-day clinics, balancing the follow-up appointments and a sharp increase 
in the number of referrals. We were expecting this increase in waiting times and had included it in 
a plan for December to reduce the waiting time.

Priority 10b

To reduce waiting times for musculoskeletal patients and improve waiting times.

(Applies to adult community services only.)

Target

For 80 per cent of patients to be satisfied with the time they wait for a first appointment at the 
assess and treat clinic.

“We pride ourselves in having a short waiting time to access the musculoskeletal 
service. This means we can provide the best advice speedily that can reduce 
chronicity and encourage long-term self management.”
Matthew Parkinson 
Physiotherapy Team Lead, Community Services
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Reviewing progress of 
the quality improvements 
in 2017/18 and choosing the 
new priorities for 2018/19

In January 2018, NHS England published the 
Quality Accounts: Reporting Arrangements 
for 2016/17. We chose to include the 
mandatory (must-do) set of quality indicators 
for requirements for 2016/17. Some of the 
indicators are not relevant to us (for example, 
ambulance response times), so we have 
not included them.

In February 2018, NHS Improvement 
issued “Detailed requirements for quality 
reports 2017/18”. They also issued “Detailed 
requirements for external assurance for quality 
reports for Foundation Trusts 2017/18” 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 2018/19 was as follows.

August 2017

Held a Patient Experience and Quality Account 
meeting to review progress in quarter 1 
(1 April 2017 to 30 June 2017) against our 
priorities for 2017/18.

October 2017

Sent out an online survey to Foundation 
Trust members to choose quality 
priorities for 2018/19.

November 2017

Held an event for Foundation Trust members 
on 10 November 2017 to carry out a survey and 
vote on quality priorities for 2018/19.

December 2017

Held a Patient Experience and Quality Account 
meeting to review progress in quarter 2 (1 
July 2017 to 31 September 2017) against our 
priorities for 2017/18.

Held a Council of Governors meeting to review 
the results of previous surveys and voting 
on quality priorities for 2018/19. Council of 
Governors chose a quality priority for 2018/19.

January 2018

The Nursing, Radiography and Rehabilitation 
Advisory Committee considered which quality 
priority to select for 2018/19.

February 2018

Held a Patient Experience and Quality Account 
meeting to review progress during quarter 3 
(1 October 2017 to 31 December 2017) against 
our priorities for 2017/18.

March 2018

Drafted the final version of the quality 
accounts. External stakeholders were given the 
opportunity to review the draft over a 30-day 
period. The draft was reviewed by the Integrated 
Governance and Risk Management Committee 
and the Trust Consultative Committee.

April 2018

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 2017/18.

Draft reviewed by the Trust Board Committee 
and quality priorities for 2018/19 agreed.

Plain English Campaign reviewed draft.

May 2018

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 NHSI.

June 2018

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.

Table 6: Number of days waiting for a musculoskeletal appointment

Days waiting for first appointment

January 2017 48

February 33

March 28

April 21

May 19

June 17

July 15

August 19

September 20

October 25

November 23

December 16

January 2018 8

February 8

March 14

12 per cent of patients completed the Friends and Family Test, and 99 per cent of these were likely 
or extremely likely to recommend the service.

At the end of March, we asked 100 patients if they were satisfied with the time they had to wait for a 
first appointment. (We asked 50 random patients at the assess and treat clinics at both St Helier and 
Jubilee Health Centre.) The results confirm that 90 per cent of the patients were satisfied with the 
length of wait. For the patients who were not satisfied, the average wait was two weeks.

Actions to improve our performance

 – We will continue to train and educate the team to reduce waiting times within the clinic.

 – We will continue to maintain our current capacity for accepting new patients (80 patients per 
clinic as long as we have enough staff for this).

How improvements will be measured and monitored

 – We will continue to measure patient satisfaction using the results of the Friends and Family Test.

 – We will continue to monitor waiting times to make sure they are within our target of 20 days. 
We will anticipate possible periods of increased demand and adjust the number of available 
appointments to meet this demand and maintain the target.

 – We will continue to monitor the numbers in the clinic to match the number of patients with 
the number of members of staff, as staffing is likely to change over the next few months.

 – We will continue to supervise clinicians to provide advice on assessment techniques to 
improve efficiencies within the clinic.

 – We will continue to provide an exercise sheet as well as increase the use of the 
pre‑assessment questionnaire.
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From April 2017 to March 2018, 230 case record reviews and 23 investigations have been carried 
out in relation to all of the deaths shown in Table 7. We use the Royal College of Physician’s 
suggested framework “Structured Judgement Review” (SJR) to carry out investigations.

In 23 cases, we carried out both a case record review and an investigation (as shown in Table 
7). The number of deaths in each quarter for which a case record review or an investigation was 
carried out is shown in Table 7.

There were no patient deaths during April 2017 to March 2018 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.

Table 8: Number of patients who died due to a problem in care at The Royal Marsden

(The process for this new review was put into place after August 2017.) 

Number of patients 
who died at The 
Royal Marsden

Number of deaths 
due to a problem 
in care provided

Percentage of deaths 
due to a problem 
in care provided 
(see note below)

April to June 2017 56 Not measured Not measured

July to September 2017 69 0 0

October to December 2017 45 0 0

January to March 2018 60 0 0

Total 230 0 0

Note: The percentages have been estimated using the Royal College of Physician’s SJR to carry out the investigation.

Actions and learning from case record reviews and investigations of deaths.

 – We have reminded the Acute Oncology Service to make referrals as soon as possible to the 
Palliative Care team.

 – When a patient is admitted for longer than first planned, their care should involve regular 
communication with their family members about their progress.

 – We need to act on worsening National Early Warning Score (NEWS) and take this to the next 
level of responsibility through the Situation Background Assessment and Recommendation 
(SBAR) tool to the Critical Care Unit (CCU) Outreach, and involve the CCU registrar at an early 
stage if the Outreach team is concerned.

 – All deaths will continue to be audited and reviewed by a palliative care consultant and a critical 
care consultant each quarter.

 – We will review all reported incidents related to the patients in the months before their death as 
part of the SJR process.

 – Any complaints or concerns raised by families relating to patient deaths in the six months 
following the death of a patient will be used to trigger an SJR if one has not already 
been carried out.

 – A death within 24 hours of admission at the Chelsea site should be referred to the coroner.

 – Doctors have been told that any conversations about the death with senior medical staff and 
family members should be recorded in the patient’s records.

 – Patients who require close nursing supervision should have the reasons for this explained 
to their family.

 – Patients who have intracranial lesions (inside the skull) are at risk of sudden deterioration due to 
changes in intracranial pressure (inside the skull).

Statements of assurance from the Board

Review of services

During 2017/18, 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 2017/18 is equal to the total income 
generated from providing relevant health services in 2017/18.

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

Over 2017/18, we have made significant progress in putting into practice the seven‑day clinical 
standards, including:

 – Introducing a joint clinical and medical oncology weekend rota to have more consultants on 
duty at weekends

 – Improving handover arrangements by using electronic handover (where handover is available 
online) and improving the way we categorise patients

 – Further developing our Acute Oncology service and

 – Improving our document system by developing a form on our clinical documentation system.

Audit results from September showed we beat the target for 2017/18, with 68 per cent of emergency 
admissions having a consultant review within 14 hours (69 per cent on weekdays and 60 per 
cent at weekends). We are currently carrying out the end‑of‑year national audit, which shows we 
have made further improvements taking us beyond the 2020 target of 90 per cent of emergency 
admissions having a consultant review within 14 hours.

Learning from deaths

During 2017/18, we wrote a policy that outlined how we would make sure that all deaths in 
the hospital 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 7 shows the numbers of patients who died during 
April 2017 to March 2018.

Table 7: Numbers of patients who died and number of case record reviews and investigations

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

April to June 2017 56 56 0

July to September 2017 69 69 7

October to December 2017 45 45 6

January to March 2018 60 60 10

Total 230 230 23
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Table 9: National clinical audits The Royal Marsden took part in during 2017/18 

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 Cancer (NAOGC) Audit 100% (65 cases)

2 National Bowel Cancer Audit (NBOCAP) 100% (79 cases)

3 National Lung Cancer Audit (NCLA) 100% (data is now taken directly from the monthly 
cancer outcomes and services dataset upload).

4 National Emergency Laparotomy 
Patient (NELA) Audit Year 3

100% (18 cases)

5 National Prostate Cancer (NPCA) 100% (573 cases)

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

100% (1,418 cases)

7 Sentinel Stroke National Audit 
Programme (SSNAP)

100% (45 cases)

8 National Audit Intermediate Care (NAIC) 100% (not available)

9 National Head and Neck Cancer 
Audit (DAHNO/HANA)

100% (15 cases)

10 National Comparative Audit of Blood Transfusion: 
2017 Repeat Audit of Patient Blood Management 
in Adults undergoing, elective, scheduled surgery

100% (17 cases)

11 The British Association of Urological 
Surgeons (BAUS) Nephrectomy Audit 2017

100% (90 cases)

12 BAUS Radical Prostatectomy Audit 2017 100% (265 cases)

13 BAUS Total Cystectomy Audit 2017 100% (59 cases)

14 Learning Disabilities Mortality 
Review Programme (LeDeR)

Registered to take part. Three staff 
trained. No eligible cases.

15 The Royal College of Physicians Fall and 
Fragility Fracture Audit Programme (FFFAP): 
Physiotherapy ‘hip sprint’ (Community Services)

100% (12 cases)

16 Breast Cancer in Older Patients (NABCOP) Organisational questionnaire

17 Cancer in Children, Teens and Adults (NCEPOD) 100% (25 cases)

18 Chronic Neurodisability (NCEPOD) Organisational questionnaire submitted

19 Acute Heart Failure (NCEPOD) Data-collection stage (study still open)

20 Perioperative Diabetes (NCEPOD) Data-collection stage (study still open)

21 Pulmonary Embolism Data-collection stage (study still open)

The Royal Marsden reviewed the reports of 14 national clinical audits from April 2017 to March 
2018. Where appropriate, The Royal Marsden will take the following actions to improve the quality 
of healthcare provided.

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.

There were no case record reviews or investigations carried out during April 2017 to March 2018 
that related to deaths before April 2017. This means there were no deaths before April 2017 that 
were judged to be more likely than not to have been due to problems in the care provided to the 
patients and a revised estimate of the number of deaths before April 2017 does not apply.

None of the patient deaths during April 2017 to March 2018 are judged to be more likely than not to 
have been due to problems in the care provided to the patients. This number was estimated using 
the SJR framework, as suggested by the Royal College of Physicians (See Table 8).

Taking part in clinical audits

At The Royal Marsden we undertake many clinical audits for quality improvement. We take part 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, regularly carry out to improve local areas of care.

During April 2017 to March 2018, 21 national clinical audits and five 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.

During April 2017 to March 2018, The Royal Marsden registered or took part in all 21 (100 per cent) 
of the national clinical audits and all national confidential enquiries which we were eligible to take 
part in (Table 15). At The Royal Marsden, 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 2017 to March 2018) are listed below, 
alongside the number of cases included in 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 11).
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In 2017/18, The Royal Marsden reviewed the report of one national confidential enquiries report. 
The Royal Marsden intends to take the following actions to continue to improve the quality of 
healthcare provided.

Table 11: National confidential enquiries reports published and actions taken

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

Description of local actions taken 
after receiving the report

1 Inspiring Change Acute Non-Invasive Ventilation Shared with the Surgical Audit Group for learning. 
The Local NCEPOD reporter presented the 
recommendations of the report to the Integrated 
Governance and Risk Management Committee.

Between April 2017 and March 2018, the reports of 75 local clinical audits, quality-improvement 
projects and local action plans were reviewed by The Royal Marsden’s Clinical Audit Committee. 
Some examples of audits completed between April 2017 and December 2017, and the actions taken 
to improve the quality of healthcare provided, are shown in Table 12.

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

Table 10: National clinical audits reports published and actions taken

No National clinical audit reports published in 2017/18 Description of actions

1 Sentinel Stroke National Audit 
Programme (SSNAP)

Report reviewed in community services. 
We have completed an action plan.

2 National Comparative Audit of Blood 
Transfusion: 2016 Audit of Red Cell and Platelet 
Transfusion in Adult Haematology patients

Report reviewed by the Blood Transfusion 
Committee. Results within expected range. 
Local standard operating procedure reviewed 
against national recommendations.

3 National Comparative Audit of Blood Transfusion: 
2016 Repeat Audit of Patient Blood Management 
in Adults undergoing elective, scheduled surgery

Recommendations reviewed and discussed at 
surgical audit group. No action required.

4 Breast Cancer in Older Patients 
(NABCOP) Annual 2017 Report

Breast multidisciplinary team reviewed the 
report and monitored an action plan.

5 National Oesophago-Gastric Cancer Audit Report presented to the Clinical Audit Committee 
and shared with Audit Leads for Surgery and 
Radiotherapy. No action required. National report 
presented to the Surgical and Anaesthetic Educational 
Meeting. National Clinical Audit Benchmarking 
(NCAB) snapshot audit data compared against 
national benchmarks reviewed at the Senior 
Surgeons and Anaesthetist Committee (SSAC).

6 National Bowel Cancer Audit Annual Report 2017 NCAB snapshot audit data compared against 
national benchmarks reviewed at the SSAC. Within 
expected range against national benchmarks. 
Report presented to Clinical Audit Committee 
and shared with surgeons. No action required.

7 National Lung Cancer Audit Report Annual report and NCAB snapshot audit data 
compared against national benchmarks reviewed 
by the Lung team. Note: tertiary provider, 
NLCA audit standards may not apply.

8 Third NELA Patient Audit 2017 Report Annual report reviewed at Surgical Audit Group. 
Performance levels against standards are high. 
Standard for the assessment by Elderly Medicine 
Specialist being reviewed by the Surgical Audit 
Group. Annual and quarterly NELA reports for 
quality improvement will continue to be reviewed 
at the bi-monthly surgical audit group meetings.

9 BAUS Analysis of Nephrectomy audit data Surgeons to reflect on the findings. Within 
expected range against national benchmarks.

10 BAUS Analysis of Radical Prostatectomy data Surgeons to reflect on the findings. Within 
expected range against national benchmarks.

11 BAUS Analysis of Total Cystectomy data Surgeons to reflect on the findings. Within 
expected range against national benchmarks.

12 National Prostate Cancer (NPCA) Urologists to reflect on the findings. Within 
expected range against national benchmarks.

No action required.

13 The Royal College of Physicians Fall 
and Fragility Fracture Audit Programme 
(FFFAP): Physiotherapy ‘hip sprint’ 
report 2017 (Community Services)

Report reviewed by the Community 
Services team. No action required.

14 National Audit Intermediate Care 
(NAIC) (Community Services)

Report reviewed by the Community 
Services team. No action required.



The Royal Marsden NHS Foundation Trust Quality Account 2017/18

50 51

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 April 2017 to March 2018, we recruited 3,983 patients as part of 286 different clinical 
studies in research approved by a research ethics committee. Overall, we are taking part in 
548 clinical studies.

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

Year Number of patients Number of clinical studies

2017/18 3,983 548

2016/17 4,239 542

2015/16 5,453 312

Revalidation of doctors

This year (April 2017 to March 2018), there were nine doctors due for revalidation (the process 
of making sure that doctors, except trainees, can stay registered), we made eight (89 per cent) 
positive recommendations for revalidation, and there was one (11 per cent) valid deferral due to 
the doctor only recently joining the Trust.

At the end of March 2018, 98.10 per cent of eligible doctors (98.51 per cent of consultants) were 
recorded as having completed an appraisal in the last 12 months. An annual report on appraisal and 
revalidation was presented in June 2017, with a clear action plan to increase the number of doctors 
with a valid appraisal and reduce the number of deferrals to the 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

Commissioning for Quality and Innovation (CQUIN) is a mechanism for commissioners  
to reward quality by linking a proportion of our income (2 to 2.5 per cent in 2017/18) to our 
success in meeting quality-improvement goals.

The provisional total payment if we achieve the quality improvement and innovation 
goals is £3,210,159.

The total payment we received for the CQUIN in 2016/17 was £2,887,134.

CQUIN goals for 2017/18 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 
2017 to March 2018, and for the following 12‑month period, are available on the website at www.
england.nhs.uk/nhs‑standard‑contract/cquin/cquin‑17‑19/. However, please note we worked with 
commissioners to tailor the CQUINs for the Trust.

Table 12: 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?

Audit of outcome following breast surgery 
patients contact with The Royal Marsden 
MacMillan Hotline (RMMH)

Form developed to help staff.

Post-breast surgery frequently 
asked questions developed.

Audit of whether the use of sub-cutaneous (under 
the skin) alfentanil outside the Critical Care Unit 
(CCU) setting is in line with local guidelines

Induction of junior doctors revised to include 
specific guidance on prescribing alfentanil.

Pharmacy now check the dose conversion involved, 
check that there is a record of the discussion with the 
pain or palliative care team, and that a senior team 
member has checked any dose conversion calculations 
as recorded on the electronic patient record (EPR).

Audit of non-diagnostic specimen from 
ultrasound guided aspiration of thyroid nodules, 
lymph nodes and superficial lesions

Audit findings are fed back to the clinical 
unit as well as the cytology and surgical 
leads to improve awareness.

Two new consultants appointed in 
September 2017 since the audit started.

The use of intravenous nurse-controlled analgesia 
(NCA) and patient-controlled analgesia (PCA) 
for children and teenagers experiencing pain 
as a side effect of treatment and disease

Nursing education programme to develop ward-
based nursing teaching with a practice nurse 
educator regarding the use of NCA and PCA.

Develop case-based learning for junior 
doctors relating to decision-making 
on the use of NCA and PCA.

Results presented at the Clinical Quality Forum 
to improve staff awareness and understanding.

Nasopharyngeal cancer in children and 
adolescents at The Royal Marsden

Toxicities documented and managed more proactively.

Radiologically inserted gastrostomy (RIG) or 
percutaneous endoscopic gastrostomy (PEG) 
considered early in the treatment pathway.

Better post-treatment recovery package laid 
out, outlining treatment summary, radiation 
dose to critical structure and possible late 
toxicities (poisons) or side effect.

Audit of the support and advice provided 
by Sutton Community Health Services to 
help mothers continue to breastfeed

Raised awareness about how to help mothers 
through a local newsletter for staff.

Offer all mothers an appointment at a 
health-promotion workshop on ‘starting 
solids’ at the six- to eight-week check.

Include information into staff training day 
and assess staff knowledge and skills 
during yearly staff assessments.
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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”.

To date, the CQC has not taken enforcement action against the Trust during 2017/18.

To date, The Royal Marsden has not been involved in any of the CQC’s special reviews or 
investigations during 2017/18.

Care Quality Commission ratings

We received the inspection report in January 2017 and, following the Quality Summit, we developed 
an action plan. The actions were completed and agreed by the CQC in October 2017. Our services 
have not been inspected from April 2017 to March 2018. The CQC inspector meets each quarter 
as part of the CQC’s 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 2017/18 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 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, 99.94 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 99.8 per cent for admissions and 
99.8 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 – first quarter 99.91% 99.93%

2017/18 – second quarter 99.95% 99.93%

2017/18 – third quarter 99.98% 99.94%

2017/18 – fourth quarter 99.98% 99.96%

2017/18 99.95% 99.94%

Patient’s GP 
practice

2015/16 99.8% 99.8%

2016/17 99.7% 99.7%

2017/18 – first quarter 99.72% 99.76%

2017/18 – second quarter 99.79% 99.74%

2017/18 – third quarter 99.84% 99.78%

2017/18 – fourth quarter 99.87% 99.79%

2017/18 99.80% 99.75%

NHS England Acute CQUIN schemes

From April 2017 to March 2018, we achieved all milestones for the following:

 – Enhanced supportive care access for advanced cancer patients

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

 – Making the most effective use of hospital medicines

 – Submitting data to Stereotactic Radiosurgery and Radiotherapy (SRS/T) Services dataset

 – Sustainability and Transformation Plan

 – Clinical Utilisation Review (CUR) – please note the continuation of this scheme is 
under negotiation.

CCG CQUIN schemes

From April 2017 to March 2018, we achieved all milestones for the following:

 – NHS staff health and wellbeing

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

 – E-referrals

 – Sustainability and Transformation Plan

 – Risk reserve.

Community Services

From April 2017 to March 2018, we achieved all milestones for the following:

 – NHS staff health and wellbeing

 – Improving the assessment of wounds

 – Personalised care and support planning.

Commissioner confirmation of achievement

Acute NHS England (NHSE)

NHS England has confirmed 100 per cent achievement for quarter 1 and quarter 2 2017/18 
milestones. We are waiting for final confirmation of achievement of quarter 3 and 4 milestones.

Acute Clinical Commissioning Group (CCG)

Sutton CCG has confirmed 100 per cent achievement for quarter 1, quarter 2 and quarter 3 2017/18 
milestones. We are waiting for final confirmation of achievement of quarter 4 milestones.

Community services

Sutton CCG has confirmed 100 per cent achievement for quarter 1, quarter 2 and quarter 3 2017/18 
milestones. We are waiting for final confirmation of achievement of quarter 4 milestones.
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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

N
ation

al target 
– 2016/17

P
erform

ance 
– q

uarter 1 
2017/18

P
erform

ance 
– q

uarter 2 
2017/18

P
erform

ance 
– q

uarter 3 
2017/18

P
erform

ance 
– q

uarter 4 
2017/18

O
verall 

p
erform

an
ce 

2017/18

All urgent GP referrals seen within 14 days 93% 97.38% 96.95% 96.81% 93.02% 95.95%

All referrals for breast symptoms 
seen within 14 days

93% 93.61% 95.71% 96.07% 93.47% 94.49%

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

96% 98.12% 98% 97.40% 97.26% 97.55%

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

94% 97.05% 95.73% 95.58% 94.65% 95.83%

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

98% 98.98% 98.92% 98.82% 98.57% 98.84%

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

94% 94.65% 95.87% 95.76% 95.51% 95.42%

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

85% 76.22% 
(85.6%)

75.53% 
(86.9%)

71.70% 
(82.6%)

75.70% 
(87.9%)

74.77% 
(85.7%)

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

90% 89.55% 
(91.25%)

92.96% 
(89.57%)

87.84% 
(87.95%)

81.18% 
(80.65%)

87.58% 
(87.09%)

(Note: The reallocated position adjusts the Trust’s figure for late referrals of patients to the Trust.)

Time from referral to start of treatment – patients should start treatment within 18 weeks of referral.

Complex rules and guidance apply to how performance against these targets is 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 represents 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.

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.

 – Trustwide audits of the quality of key information points are conducted once a year.

Information Governance Toolkit attainment levels

The Information Governance Toolkit is a legal framework under which NHS organisations must 
assess themselves against Department of Health policies and standards. The Trust’s Information 
Governance Toolkit assessment for 2017/18 provided a final score of 88 per cent for version 14.1, 
with all requirements scored at level 2 or above and so rated ‘satisfactory (green)’. The Information 
Governance Toolkit is available on the Health and Social Care Information Centre (HSCIC) website 
(www.igt.hscic.gov.uk/).

Information governance incidents

A number of fines have recently been issued to other NHS organisations for breaking the Data 
Protection Act 1998. The amounts of these fines have varied from £70,000 to £400,000 and 
have all been issued because personal information was released in some way or another. We 
reported one level‑two incident to the Information Commissioner’s Office (ICO) in September 
2017. After investigation, the ICO decided to take no action as they felt the incident did not meet 
the criteria for formal enforcement action. They felt that the incident had been contained and that 
the people involved were unlikely to suffer significant harm as a result of this incident. To date, 
The Royal Marsden has not had to pay a fine.

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 2017/18.

Table 15: Clinical coding

Coding accuracy 2014/15

(figures taken 
from the 

Information 
Governance 

Clinical Coding 
Audit in 

January 2015)

2015/16

(figures taken 
from the 

Information 
Governance 

Clinical Coding 
Audit in 

January 2016)

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)

Primary diagnosis correct 94% 95% 90.5% 91.5%

Primary procedure-code correct 93% 95.5% 95.5% 96%

Secondary diagnosis correct 92.3% 96.4% 93.25% 95.8%

Secondary procedure-code correct 90.3% 90.4% 92.25% 93.2%

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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Outpatient waiting times

The number of outpatients attending appointments has increased by between 2 per cent and 5 per 
cent a year over the past five years. See Table 19 for the numbers for the year from 1 April 2015 
to 31 March 2018. Despite an increasing number of patients, the length of time patients wait has 
been maintained.

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 2015/16 133,995 (82.4%) 18,744 (11.5%) 9,788 (6%) 162,527

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

Quarter 1 2017/18 34,872 (83.5%) 4,692 (11.2%) 2,177 (5.2%) 41,741

Quarter 2 2017/18 35,668 (83.9%) 4,583 (10.8%) 2,245 (5.3%) 42,496

Quarter 3 2017/18 37,527 (87.3%) 3,598 (8.4%) 1,852 (4.3%) 42,977

Quarter 4 2017/18 37,757 (86.3%) 3,785 (8.7%) 2,213 (5.1%) 43,755

Total 2017/18 145,824 (85.3%) 16,658 (9.7%) 8,487 (5%) 170,969

Cally Palmer CBE 
Chief Executive 
24 May 2018

Table 17: Referral time to treatment

O
verall 

2015/16

O
verall 

2016/17

Q
uarter 1  

2017/18

Q
uarter 2  

2017/18

Q
uarter 3  

2017/18

Q
uarter 4  

2017/18

O
verall 

2017/18

N
ation

al 
target 
2017/18

Referral time  
to treatment (RTT), 
incomplete pathways

95.2% 96.34% 96.5% 96.9% 96.4% 96.7% 96.6% 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 
0.15 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

2015/16 0.5% 0.04%

2016/17 0.4% 0%

Quarter 1 of 2017/18 0.4% 0%

Quarter 2 of 2017/18 0.1% 0%

Quarter 3 of 2017/18 0.2% 0%

Quarter 4 of 2017/18 0.3% 0%

Overall for 2017/18 0.3% 0%
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There is evidence of sound patient safety 
and risk management, including good levels 
of reporting of incidents across acute and 
community pathways, the auditing of the Duty 
of Candour process and applied learning. There 
is effective work around VTE risk assessments 
being carried out for appropriate patients and 
the development of a new VTE Care Plan. 
Others areas of best practice include:

 – implementing telephone triage to reduce 
patient anxiety

 – continued work around the early identification 
of patients at risk

 – effective management of pressure sores

 – focus on the prevention, early identification 
and rapid treatment of sepsis

 – the high profile of the Friends and 
Family Test, and

 – emphasis on improving chemotherapy and 
outpatient waiting times.

The Trust has highlighted a number of areas 
for improvement and presented comprehensive 
plans to take these forward. The Trust has also 
recognised the higher risk of Escherichia coli 
infection within cancer service and, along with 
colleagues at The Christie NHS Foundation 
Trust, is trying to further work on reducing 
incidents. There is also a challenge in respect 
of e-prescribing for the paediatric population, 
and the Trust is working with NHSE in trying 
to address issues. The Trust continues to show 
good leadership in driving forward improvement 
in care and services.

We support the priorities that have been 
identified for 2018/19 and remain committed 
to working with the Trust in an open and 
collaborative way to ensure patients at 
The Royal Marsden continue to receive the 
best quality care and clinical outcomes.

Gwen Kennedy 
Director of Nursing, NHS England  
on behalf of NHS England (London Region)

Sutton Clinical Commissioning Group 
(received 30 April 2018)

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 2017.

The Trust has had success in the 
implementation of the new musculoskeletal 
patient pathways, which has enabled patients 
to be treated in the right place at the right time. 
The Trust has shown significant improvement 
in performance against the waiting times 
targets for children’s therapies. Community 
services have been key to the success of the 
Care Home Vanguard in Sutton, which has now 
been embedded in core services and process. 
Going forward, this learning will be critical in 
delivering the Sutton Health and Care service 
model for older people.

The CCG is supportive of the quality priorities 
for 2018/19 and will work with the Trust 
over the coming year to ensure all quality 
standards are monitored as set out in the 
reporting requirements of the NHS Contract. 
The CCG will particularly support the Trust in 
improving Looked After Children assessments 
and working as a system to reduce pressure 
sores. The CCG notes the continued challenge 
associated with workforce requirements for 
community services and will work with the 
Trust to recruit to vacant posts.

Sharron Bawden 
Assistant Director of Commissioning

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

Appendix 1

Statements from 
key stakeholders

NHS England  
(Specialised Commissioning (London))  
(received 3 May 2018)

NHSE 23 April 2018 
Royal Marsden Quality Account

Statement from NHS England for 
The Royal Marsden NHS Foundation Trust 
Quality Account 2017/18

NHS England would like to thank 
The Royal Marsden NHS Trust for the 
opportunity to review and provide a statement 
response to their 2017/18 Quality Account. 
As part of our assurance processes, we have 
reviewed the Quality Account and the Trust’s 
approach to quality improvement. We can 
confirm that as far as it can be ascertained, 
it complies with the national requirements for 
such a report. We are satisfied with its clarity 
and accuracy (as far as it is based on the 
information available to NHS England).

Firstly, we congratulate the Trust on its 
achievements over the past year. The Trust’s 
commitment to proactive and responsible focus 
on quality is evident. There is strong leadership 
and commitment around the Trust’s quality 
corporate objectives, and good “buy‑in” by staff 
at all levels of the organisation, which supports 
the progress made. This is evidenced by:

 – The Trust demonstrating quality 
improvements following the CQC routine 
inspection in April 2016

 – The Trust's active promotion of equality and 
diversity, ensuring an inclusive environment 
for care and employment, and

 – Achievements in 2017 of two Food for 
Life awards from the Soil Association 
in respect of their healthy, ethical and 
sustainable food options.

The Trust has achieved good progress against 
both the mandatory and self-selected quality 
priorities. Of particular note is the collaborative 
work around infection prevention and control. 
This includes regular audits, the introduction of 
antimicrobial ward rounds and the development 
of additional on-line training covering the basics 
of preventing infection for medical staff. There 
is a proactive infection control environment 
within the Trust and there is clear commitment 
by the Trust to ensure the profile remains 
high, including the continuation of universal 
decolonisation of patients having surgery.
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Use of graphs and tables 
Our members welcome the use of tables to 
highlight key information. We feel that the table 
used on pages 8-11 clearly presents the 
quality priorities and targets for the year 2017/18 
and the progress the Trust has made to date. We 
would recommend including more up-to-date 
data to ensure that The Royal Marsden 
demonstrates it achievements across the board.

We would also recommend using some simple 
graphs (for example, Staff Survey results on 
page 32 and number of days waiting for 
musculoskeletal appointments on page 42) to 
break up the number of tables and have some 
other clear visuals throughout.

Quotes 
We welcome the Trust’s use of quotes for 
example patient experiences on page 12 
and 40; however, there are some missing 
quotes from staff and inconsistencies across 
the Quality Account. The formatting could be 
reviewed to ensure that the quotes are included 
across the Quality Account.

Patient engagement

Friends and Family Test 
We commend The Royal Marsden for achieving 
97 per cent of inpatients and 96 per cent of 
outpatients saying that they would recommend 
them as part of the Friends and Family test. Our 
members were impressed by the variety of ways 
in which patient feedback has been collected, 
including paper surveys (both written and 
picture, and easy‑read format), online surveys 
and through mobile apps.

Patient experience 
We commend the Trust for organising a Patient 
Experience Steering Group and are grateful for 
having the opportunity to be involved with this.

It would be useful to find out more about the 
emerging themes in patient feedback and what 
actions will be taken following comments 
for improvements and how they have been 
incorporated into service changes.

Targets 
We recommend for future patient experience 
targets to incorporate how the Trust performs 
on providing timely, correct and clear 
information to patients.

Conclusion

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

We are interested to hear of developments 
from the new transformation project group 
around the chemotherapy pathway, especially 
regarding patient feedback captured and how 
The Royal Marsden will endeavour to improve 
the patient journey.

The Trust may want to consider producing 
a short summary of the Quality Account with 
key points and quotes that could be advertised 
across the Trust’s services and be available 
online and in an easy‑read version.

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

Overview and Scrutiny Committee  
(received 5 April 2018)

Statement from Councillor Catherine Faulks 
(Chairman, Adult Social Care and Health 
Scrutiny Committee, Royal Borough of 
Kensington and Chelsea) on the Quality 
Account 2017/18

I am pleased to provide this brief 
statement for The Royal Marsden’s Quality 
Account for 2017/18.

The Royal Borough of Kensington and Chelsea 
has an excellent working relationship with 
The Royal Marsden. The Quality Account 
gives a useful overview of the work and 
performance of trusts.

It can be more difficult for a scrutiny committee 
to scrutinise with a specialist trust, such as 
The Royal Marsden, because only a small 
proportion of The Royal Marsden’s patients are 
from the scrutiny committee’s borough.

However, having said this, we are most 
proud of having The Royal Marsden based in 
the Royal Borough.

We note that the information contained 
within the Quality Account is well presented 
– performance is included against targets, 
and actions to improve are clearly set out as 
mechanisms for measurement and monitoring.

We look forward to working more closely 
with colleagues at The Royal Marsden over 
the coming year to better understand the 
priorities and issues covered in the Quality 
Account 2017/18.

Catherine Faulks 
Chairman, Adult Social Care and Health 
Scrutiny Committee, Royal Borough of 
Kensington and Chelsea

Healthwatch Kensington and Chelsea  
(received 23 April 2018)

Healthwatch Central West London Response 
to The Royal Marsden NHS Foundation 
Trust Quality Accounts

We welcome the opportunity to respond to 
The Royal Marsden NHS Foundation Trust 
Quality Accounts, 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 
NHS Foundation Trust for its achievements 
this year, including research excellence, sepsis 
prevention and treatment.

Our members commend The Royal Marsden 
NHS Foundation Trust for its achievements 
this year, including; research excellence, 
high standards of academic performance and 
receiving ‘Outstanding’ following the CQC 
inspection for the Chelsea site, Radiotherapy, 
Critical Care and Chemotherapy (Sutton Site).

Comments on Quality Accounts 2017/18

Presentation and Layout

Overall accessibility 
We commend the Trust on its “What is a 
Quality Account overview” and “Introduction 
to The Royal Marsden NHS Foundation 
Trust”, which provides a good background to 
the Quality Account. We welcome the Trust’s 
clear use of headings and sub-headings 
throughout the QA.

In order 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. Our 
members would like to see an easy-read version 
produced and available for comment as part 
of the Quality Account process. There are also 
some inconsistencies in formatting such as use 
of bullet points, which may want to be reviewed.
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Chair, Patient Carer and Advisory Group 
(received 25 April 2018)

Members of the Patient and Carer Advisory 
Group have considered The Royal Marsden’s 
Quality Account for the period 2017/18, as part 
of the Trust’s Patient Experience and Quality 
Account Group, working alongside Trust 
Governors and staff. We are encouraged to see 
clear evidence of the steps taken by the Trust 
to improve further both the quality of care it 
provides and the experience of its patients, their 
carers and its staff in the hospital and in the 
community. We commend the Trust in closely 
monitoring its performance against its stated 
objectives for the year.

We are pleased to see that the quality 
priorities and targets to ensure safe care and 
to improve the patient experience have been 
achieved [subject to the information still 
awaited for priorities 3, 7 and 9 being ok]. In the 
hospital, we particularly welcome the continued 
reduction in waiting times for patients in the 
Trust’s chemotherapy and outpatient clinics, 
despite an increase in the total number of 
patients seen. We applaud the steps taken over 
the year to reduce harm from sepsis and look 
forward to continued improvement. We note, 
however, that the target to limit the incidence 
of avoidable re-admissions to hospital within 
28 days of discharge to below 0.2 per cent was 
narrowly missed. We are confident that the 
Trust will take steps to identify the reasons for 
this and address any issues in the coming year. 
In community services, it is encouraging to see 
the on-going improvements in waiting times 
for musculoskeletal patients. With regard to 
looked-after children, we welcome the increase 
in the number of leaving-care summaries (to 
100 per cent) and in the number of health care 
assessments (although we note that the latter 
did not meet the Trust’s target of 100 per cent 
due to a number of factors, some of which were 
outside the Trust’s control).

The responses of inpatients, outpatients and 
community services patients to the Friends 
and Family Test again show overwhelming 
satisfaction with the treatment and care 
received; an average over the year of 97 per cent, 
96 per cent and 96 per cent respectively would 
recommend the Trust to their friends and family, 
should they require treatment. Members of the 
Patient and Carer Advisory Group look 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, the Patient and Carer Advisory Group 
congratulates the Trust on its Quality Account 
and its achievements over the year. We look 
forward to seeing further improvements in 
the experience of the Trust’s patients over 
the coming year.

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

Council of Governors 
(received 26 April 2018)

Statement from the Council of Governors 
on the Quality Account 2017/18

The Royal Marsden’s Quality Account 
summarises the performance and improvements 
it has made in 2017/18 in relation to the priorities 
and objectives that it has set itself for the year. 
These priorities and targets are included under 
three headings: safe care, effective care and 
patient experience. The Chief Nurse presents 
results to the Council of Governors at each of 
their quarterly meetings and highlights the 
Trust’s performance in relevant quality areas. 
One of the roles of the Patient Experience and 
Quality Account Group (PEQA), a working 
group of the Council of Governors that meets 
six times a year, is to review feedback from 
patients, including the frequent feedback 
surveys, and to influence the questions used 
in these surveys to reflect patients’ interests. 
PEQA’s other roles are to work with staff on the 
content and presentation of the Quality Account 
so that it accurately reflects the outcomes of the 
set priorities and to monitor improvements in 
the outcome of the patient experience.

Members’ events also provide the opportunity 
for patient, public and staff members to liaise 
with Governors in developing and selecting 
the priorities for quality improvement for 
the following year. For example, prior to our 
members’ event in November 2017, members 
were invited to complete a survey in preparation 
for the event and indicate what they thought 
the next set of priorities should be. Feedback 
from this survey was used for discussion at the 
members’ event, where members once again 
voted for their preferred priorities in areas 
relating to patient safety, clinical effectiveness 
and patient experience. The Governors are 
always grateful to get views from members 
and non-members that help with priority 
planning and setting.

Governors would like to acknowledge 
the impressive work carried out at 
The Royal Marsden, where it achieved all 
the targets it set for 2017/18 in the safe care 
category. Within the effective care priorities, 
the proportion of patients readmitted as 
an emergency within 28 days of discharge 
met the target for some months but not all – 
investigations are ongoing to understand these 
monthly differences. Reducing harm from sepsis 
remains an extremely important priority for 
the Trust and has been carried over into the 
2018/19 Quality Account to ensure that rapid, 
effective reviews and treatment are carried out 
where appropriate. We also note that a priority 
set for community services relating to health 
assessments for children in care could not be 
consistently achieved throughout the year due to 
factors outside the control of these services.

Enhancements in the presentation of data are 
introduced by The Royal Marsden each year 
to make the Quality Account more succinct, 
interesting and readable by the general 
public as well as by healthcare professionals. 
Governors continue to see improvements in 
the layout of the information, making it easier 
to read, and understand (in plain English). 
Based on their involvement and the feedback 
they have received from members and non-
members, Governors have fully endorsed the 
key priorities for improvement as set out in the 
Quality Account for 2017/18 and fully support 
the priorities outlined for 2018/19.
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Plain English Campaign’s Crystal Mark  
does not apply to this Appendix 3.

Appendix 3

Quality Indicators where 
national data is available 
from the Health and Social 
Care Information Centre

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 by the Health and Social Care 
Information Centre (HSCIC).

The Royal Marsden NHS Foundation Trust 
considers that this data is as described as taken 
from the HSCIC.

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

Not all of the core indicators are relevant 
to The Royal Marsden NHS Foundation Trust, 
for example those relating to the ambulance 
response times. The tables on page 66-68 
show those core indicators which 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 the HSCIC. 
All information provided by the Trust is 
validated and checked before it is reported.

The Royal Marsden NHS Foundation Trust 
considers that this data is as described as taken 
from the HSCIC.

Plain English Campaign’s Crystal Mark  
does not apply to this 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 report (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 report.

In preparing the quality report, directors are 
required to take steps to satisfy themselves that:

 – the content of the quality report meets the 
requirements set out in the NHS Foundation 
Trust Annual Reporting Manual 2017/18 and 
supporting guidance

 – the content of the quality report is not 
inconsistent with internal and external 
sources of information including:

 – Board minutes and papers for the period 
April 2017 to March 2018

 – papers relating to quality reported 
to the Board over the period April 
2017 to March 2018

 – feedback from commissioners 
dated 30 April 2018 and specialist 
commissioners 3 May 2018

 – feedback from governors dated 26 April 2018

 – feedback from local Healthwatch 
organisations dated 23 April 2018

 – feedback from Overview and Scrutiny 
Committee dated 5 April 2018

 – the Trust’s complaints report published 
under regulation 18 of the Local Authority 
Social Services and NHS Complaints 
Regulations 2009, dated 19 June 2017

 – the [latest] National Patient Survey  
1 June 2017

 – the [latest] National Staff Survey  
6 March 2018

 – the Head of Internal Audit’s annual 
opinion of the Trust’s control environment 
dated 23 May 2018

 – CQC inspection report dated 
19 January 2017.

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

 – the performance information reported in the 
quality report is reliable and accurate

 – there are proper internal controls over the 
collection and reporting of the measures 
of performance included in the quality 
report, 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 report is 
robust and reliable, conforms to specified data 
quality standards and prescribed definitions, is 
subject to appropriate scrutiny and review and

 – the quality report 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 report.

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

By order of the Board.

Charles Alexander 
Chairman 
24 May 2018

Cally Palmer CBE 
Chief Executive 
24 May 2018
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Trust quality priority 3 (please see page 16 for more information)

Core indicator 23) The data made available to The Royal Marsden NHS Foundation Trust by the 
HSCIC 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

December 2017 November 2017 National average 
(December 2017)

Comparator 
group

Comparator 
– Highest 
(December 2017)

Comparator 
– Lowest 
(December 2017)

96.44% 96.44% 94.92% Acute trusts 100% 71.81%

Trust quality priority 4 (please see page 18 for more information)

(more recent data not available from the HSCIC.)

Core indicator 19) The data made available to The Royal Marsden NHS Foundation Trust by 
the HSCIC 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 
description

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 26 for more information)

Core indicator 20) The data made available to The Royal Marsden NHS Foundation Trust by 
the HSCIC 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 2016/17

Adult Inpatient 
Survey 2015/16

National average  
April 2016/17

Comparator 
group

Comparator – 
Highest 
April 2016/17

Comparator – 
Lowest 
April 2016/17

85.2% 86.2% 68.1% All trusts 85.2% 60%

Trust quality priority 1 (please see page 12 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 34 0

Although not yet published by the HSCIC, during 02712/18, the Trust has reported 52 cases of 
C. difficile infection.

Trust quality priority 2 (please see page 14 for more information)

Core indicator 25) The data made available to The Royal Marsden NHS Foundation Trust by the 
HSCIC 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

25b: Patient safety percentage that resulted in severe harm or death 

Indicator April 2017 to 
September 
2017

October 2016 
to March 2017

National 
average 
(April 2017 
to September 
2017)

Comparator  
group

Comparator 
– Highest 
(April 2017 
to September 
2017)

Comparator 
– Lowest 
(April 2017 
to September 
2017)

25a 0 1 3 Acute specialist 11 0

25b 0% 0.04% 0.2% Acute specialist 1.7% 0%
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Appendix 4

Our values

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

Pioneering Determined

Aspirational Confident

Knowledgeable Open

Driven Resilient

Relationships Emotions

Collaborative Compassionate

Supportive Positive

Trusted Calm

Personable Proud

Over the past year we have continued to focus 
on a different value each month and explored 
how our staff adopt these values in their daily 
work. Below we have some quotations from staff 
on the values “pioneering” and “collaborative”.

Pioneering

Pioneering cancer treatments make sure our 
patients receive the very best treatment.

Installed in 2016, the MR Linac combines 
two technologies – a magnetic resonance 
imaging (MRI) scanner and a linear accelerator 
(MR Linac) – to precisely locate tumours, tailor 
the shape of X-ray beams when needed, and 
accurately deliver doses of radiotherapy to 
moving tumours.

The MR Linac’s ability to track a tumour as 
it moves is a “game changer”, according to 
Professor Robert Huddart, Principle Investigator 
for the PRIMER study, which assessed the 
visibility and value of the MR imagery.

He added, “Aiming at a moving target presents 
a real challenge in radiotherapy because we 
want to hit the tumour and avoid the healthy 
tissue. The MR Linac has been designed 
to overcome this challenge. If our trials are 
successful, we will be able to deliver much more 
effective treatment for cancer patients.”

Collaborative

Collaborative working is the action taken 
to make sure a common purpose or 
benefit is achieved.

Kulpna Daya, who has worked at 
The Royal Marsden for eight years, is Lead 
Technician in Pharmacy. She said: “We work 
with literally every professional within the 
hospital, including dietitians, community 
team, palliative care team, clinicians, nurses, 
healthcare assistants and operating department 
practitioners, as we all need to share 
information to provide care for the patients.”

Kulpna added: “We can only ensure a patient 
receives the right medication at the right dose 
and at the right time by collaborating with all 
the professions involved in the patient’s care, 
as well as the patient and their carers. By 
collaborating well we can ensure coordinated 
services are delivered by a team, which makes 
the patient’s experience a lot smoother.”

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

Core indicator 21.1) Friends and family Test – Patient. The data made available to 
The Royal Marsden NHS Foundation Trust by the HSCIC for all acute providers of adult 
NHS-funded care, covering services for inpatients and patients discharged from Accident and 
Emergency (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

January 2018 December 2017 National  
average  
(Jan 2018)

Comparator 
group

Comparator – 
Highest 
(Jan 2018)

Comparator – 
Lowest 
(Jan 2018)

99% 98% 96% All NHS Trusts 100% 75%

Trust quality priority 8 (please see page 30 for more information)

Core indicator 21) The data made available to The Royal Marsden NHS Foundation Trust by the 
HSCIC 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
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Patient-safety improvement plans – reducing harm from medication errors

Aims

To:

 – improve the pharmacy-led medicines reconciliation rates on admission to 100 per cent by 2018

 – reduce chemotherapy-prescribing errors by 20 per cent by 2018 and

 – make sure allergies are recorded accurately for 100 per cent of patients when they are admitted.

Primary goals Necessary actions Progress 2017/18

Prevention:

Reduce harm by 
improving pharmacy-
led medicines 
reconciliation rates

 – To tailor the medicines-safety 
thermometer to the medicines-safety 
drivers for The Royal Marsden.

(For example, we change the day 
we collect data each month as 
performance nationally varies 
depending on the day of the week the 
data is collected. By changing the 
day each month, we get a much more 
accurate picture of our overall rates.)

 – For 2017/18 the medicines 
reconciliation rate is 92%. Although 
this rate is good compared with the 
national average, it may improve as 
we have planned more work on this.

 – For 2017/18 the omitted medicine 
rate is less than 0.2%. We have taken 
steps to understand how we can 
target improvements to this rate by 
carrying out a Trustwide audit, which 
started in quarter 3 of 2017/18.

Reduce harm related 
to hypersensitivity 
and allergy reactions 
through consistent 
assessment and 
recording of patients’ 
allergies when they 
are admitted

 – Record details of any allergies 
on a patient’s medication chart 
when they are admitted.

 – Make sure we are consistently 
recording allergies (including details 
of how severe these are and the 
date of the patient’s last confirmed 
reaction) on the patient’s medication 
chart, and update this information 
on the EPR (data collected as part of 
the medicines-safety thermometer).

 – For 2017/18 we recorded 99% of 
allergies on medication charts.

Introduce and use 
chemotherapy 
e-prescribing 
technology to reduce the 
opportunity for harm 
from prescribing errors

 – Carry out regular chemotherapy 
audits to monitor error rates. 

(However, a Trustwide audit highlighted 
that there was room for improvement.)

 – A re-audit to assess chemotherapy 
prescribing errors at 
The Royal Marsden NHS Foundation 
Trust after e-chemo has been 
put into practice. There has been 
over a 42% drop in the number of 
errors detected from the 2011 audit 
cycle to the 2016 audit cycle.

Reduce harm from the 
incorrect medicines 
being prescribed, or 
necessary medication 
not being prescribed

 – Plans to carry out an interventions 
audit in 2018/19.

Education and 
raising awareness:

Produce a monthly 
dashboard showing 
progress with 
qualitative and 
quantitative metrics

 – Have visible information 
about the medicines-safety 
thermometer on all wards.

 – Regularly send out a medication 
incidents summary to nursing, 
medical and pharmacy staff.

Monthly dashboard produced with 
medicines-safety thermometer data for 
each ward area.

Appendix 5

Sign Up to Safety: patient 
safety improvement plans

We joined the national Sign Up to Safety 
campaign in summer 2015. The aim was 
to reduce avoidable harm in three distinct 
areas – sepsis, medication errors and 
pressure sores. In each area, a safety 
group has been established. The following 
sections show the aims and proposed actions 
relating to each area.

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

Please also refer to quality priority 6 (sepsis).

The Sepsis Safety Team have targeted 
a number of areas to improve. Initiatives 
include the following.

1. Raise awareness and educate staff, 
patients and carers

We have held sepsis roadshows at the Chelsea 
and Sutton sites to raise awareness.

2. 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).

3. 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 time 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).

4. Deliver the sepsis-six care bundle

The ‘sepsis-six’ are 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), and measuring urine production 
(which generally falls as the patient becomes 
more unwell and increases when the patient 
improves). In terms of antibiotics, we aim to give 
antibiotics within an hour of suspected sepsis. 
Since we joined the Sign up to Safety campaign, 
we have improved our success in meeting the 
target. Currently, all patients who are admitted 
to the Critical Care Unit (CCU) with sepsis were 
already on antibiotics, or received them within 
an hour of sepsis being suspected.

5. 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. Some patients from the January 2018 to 
March 2018 audit remain in hospital at the time 
of writing this report, so we are still waiting for 
the figure for “survival to hospital discharge”.
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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 2018 
(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 2018, 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 
2018 subject to limited assurance consist of 
the national priority indicators as mandated by 
NHS Improvement (NHSI):

 – Percentage of patients receiving first definitive 
treatment for cancer within 62 days of an 
urgent GP referral for suspected cancer; 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 
2017/18 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’.

Primary goals Necessary actions Progress 2017/18

Improve feedback given 
to doctors and NMPs 
about medication and 
prescribing errors

Learning from RCAs:

 – MDT huddles for every high-risk 
medication error detected when 
collecting information for the 
medicines-safety thermometer

 – Improved recording of near-miss 
prescribing errors

 – Introduce electronic prescribing for 
chemotherapy, and give prescribers 
feedback on common errors.

 – Near-miss reporting monitored 
monthly and bi-monthly through 
executive medication safety group.

Patient-safety improvement plans – reducing harm from pressure sores

Aims

To reduce avoidable pressure sores by June 2018:

 – by 100 per cent within hospitals and

 – by 50 per cent within the community.

Primary goals Necessary actions and progress in 2017/18

Identify patients with 
pressure sores, or at 
risk of pressure sores, 
as early as possible

 – Accurate assessment of risks and related conditions

 – Complete the Pressure Ulcer Assessment and the Prevention 
and Management booklet when patients are admitted

 – Have visible data – ward dashboards, safety thermometer and so on

 – Patient stories

 – Hold Pressure Ulcer Panel meetings

Prevent pressure sores  – Use suitable devices – Aderma, prophylactic meplix 
border, heel-lift boots, mattresses and cushions

 – Get patients moving around out of bed as early as possible

 – Provide patient-education video and leaflets

 – Follow the recommendations of the “Stop the Pressure” campaign

 – Intentional rounding

Raise awareness  – Raise awareness of the extent of incidents and the effect on patients 
through ward meetings, nurse meetings, matron’s meetings and so on

 – Take part in the Sign up to Safety Pressure Ulcer Strategy group

 – Learning from root-cause analsysis (Risk Management team feedback)

 – Develop a pressure-ulcer prevention strategy for in hospital and in the community

 – Include “Harm Free Care” as part of mandatory training

 – Correct identification of pressure sores and moist lesions

Reporting / review  – Community tissue viability nurses to confirm if a pressure sore is 
attributable and the category with 72 hours of reporting

 – Root-cause analysis to be completed within two weeks, followed 
by one week with the manager for review prior to panel

 – Panel reports to be completed by Divisional Nurse Directors within 48 hours

 – Quarterly audits to be presented to the quarterly strategy group 
by Community Divisional Clinical Nurse Director
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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 2018:

 – 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 2017/18 
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 
25 May 2018

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 
2017 to May 2018;

 – papers relating to quality reported to the 
board over the period April 2017 to May 2018;

 – feedback from the Commissioners dated 
23 April 2018 and 30 April 2018 and;

 – feedback from the governors dated  
26 April 2018;

 – feedback from local Healthwatch 
organisations, dated 23 April 2018;

 – feedback from Overview and Scrutiny 
Committee, dated 5 April 2018;

 – the trust’s complaints report published under 
regulation 18 of the Local Authority Social 
Services and NHS Complaints Regulations 
2009, dated June 2017;

 – the latest national patient survey dated  
31 May 2017;

 – the latest national staff survey dated  
6 March 2018;

 – Care Quality Commission inspection report 
dated 19 November 2017;

 – the Head of Internal Audit’s annual opinion 
over the trust’s control environment dated 
25 April 2018; 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 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.

Meticillin-resistant staphylococcus aureus 
(MRSA) Bacteria that are a significant cause 
of infections arising in hospital.

Meticillin-sensitive staphylococcus aureus 
(MSSA) Bacteria that are a significant cause 
of infections arising in hospital.

National Health Service 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.

PALS The 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) The Patient and Carer Advisory Group 
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.

Pressure ulcers Bed sores or pressure sores. 

Prophylaxis A measure taken to prevent a 
disease or condition.

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.

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.

TTAs Discharge prescriptions – medicine  
‘to take away’

Vancomycin-resistant enterococci 
(VRE) Bacteria that are resistant to the 
antibiotic vancomycin and can cause infections 
arising in hospitals.

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. 

Carbapenemase-producing Enterobacteriaceae 
(CPE) Screening for this ‘superbug’ that is 
resistant to most antibiotics.

Chemotherapy Treatment with anti-cancer 
drugs to destroy or control cancer cells.

Clinical coding Clinical coding is 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. diff) 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.

Enhanced Recovery Programme A national 
scheme that places the patient at the centre of 
a multi-professional team to plan for greater 
partnership in care, improved quality of care 
and shorter lengths of stay in hospital. 

EPR Electronic patient record.

Escherichia coli (E. coli) Bacteria that live in 
the intestines of humans and animals. Although 
most types are harmless, 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 co-operatives, 
where local people, patients and staff can 
become members and governors and hold the 
trust to account.

Friends and Family Test (FFT) 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 will work with local 
Healthwatch groups and has the power to 
recommend that the Care Quality Commission 
take action where there are concerns about 
health and social‑care services.

Holistic needs assessment (HNA) A process of 
gathering information from the patient or carer 
in order to lead discussion and develop a deeper 
understanding of what the patient knows, 
understands and needs.
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Life 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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