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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 2015/16; and

2. Set out our quality priorities and objectives for 2016/17.

Review of 2015/16
Quality Information

Set out priorities
Quality Improvement 2016/17
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To begin with, we have given details of how we performed in 2015/16 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 have explained why, and 
set out the plans we have to make sure improvements are made in the future.

Secondly, we have set out our quality priorities and objectives for 2016/2017 under the same 
categories. We have explained how we decided upon the priorities and objectives, and how we will 
achieve these and measure our performance.

Quality accounts are useful for our board, who are responsible for the quality of our services, and 
they can use it in their role of assessing and leading the trust. We encourage frontline staff to use 
quality accounts to compare their performance with other trusts and to help improve their service.

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

It is important to remember that some parts of this quality account are compulsory. They are 
about important areas, and are generally 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, 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 four 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 2015/16 quality priorities for improving quality and 
statements of assurance

Part 3 
Outline of improvements made in 2015/16

Part 4 
Review of quality performance

Part one

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, with The Institute 
of Cancer Research, is responsible for the 
largest cancer research programme in the UK.

This year has been another outstanding year for 
us as we have continued to achieve high ratings 
from our two major regulators – Monitor and the 
Care Quality Commission (CQC). We welcomed 
the CQC in April as they inspected our services 
and saw the excellent standards we deliver 
to our patients. 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 2015/16.

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 2015 to 31 March 2016.

Customer Service Excellence Standard

In February we once again achieved the 
Customer Service Excellence Standard. The 
standard recognises public services that are 
‘efficient, effective, excellent, equitable and 
empowering – with the citizen always and 
everywhere at the heart of public services 
provision’. We have held the standard for 
seven years, and are one of only a few 
hospitals to do so.

Equality and Diversity Award

We received a Global Equality and Diversity 
Impact Award for outstanding contribution to 
equality and diversity in the workplace.

The Royal Marsden School

The external annual assessment carried 
out by Health Education England found that 
The Royal Marsden School met all of their 
quality-performance targets.

Improving Patient Experience 
– Always Events

As part of our drive to continually improve our 
patients’ experience, we have been chosen to be 
part of NHS England’s ‘Always Event’ pilot. The 
Always Events programme aims to help provide 
‘person-centred care’ (that is, care where the 
patient is always put first). Always Events are 
behaviours and practices that are so important 
to patients and carers that they must be 
performed consistently for every patient, every 
time. This builds on the work we did in 2015 
to develop a set of 10 Always Events. We are 
co-designing an Always Event to be introduced 
with our haematology patients in Bud Flannigan 
Ambulatory Day Care throughout 2016.

Research excellence

In 2015/16, the National Institute of Health 
Research (NIHR) appointed two Applied 
Health Research staff members as ‘clinical 
academic advocates’. Professor Theresa 
Wiseman is an NIHR advocate for nursing 
and Dr Linda Wedlake is an advocate for 
dietetics. The clinical academic advocates 
work with other senior non-medical academics. 
Professor Wiseman has established a formal 
mentorship programme to support research 
trainees at each stage of their career (tasters, 
internships, coaching in applying for grants for 
higher degrees, navigating the higher-degree 
process and establishing a research career 
after a doctorate). 
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The NIHR praised this mentorship programme 
as an excellent training and development 
strategy for identifying the potential for research 
and increasing the opportunity for nursing staff 
and allied health professionals to be involved 
in clinical research at the Trust. In 2015 the 
Applied Health Research group saw six nurses 
and allied health professionals awarded PhDs. 
Further NIHR grants were awarded for two 
projects run by Applied Health Research 
members – ‘Clinical acuity measurement and 
workforce’ (run by Dr Natalie Pattison and Mr 
Andrew Dimech) and ‘Developing an IT tool 
for National Cancer Patient Experience Survey 
free text data analysis’ (run by Professor 
Wiseman and Dr Shelley Dolan). The research 
led by nurse and allied-health-professional 
researchers includes supporting, and reducing 
the toxic effects of systemic, new therapies 
and radiotherapy, the sexual consequences of 
treatment, and living with and beyond cancer.

Sign up to Safety

We joined the national Sign up to Safety 
campaign in 2015 and have identified three 
priority areas within our Safety Improvement 
Plan. They are reducing harm to patients from:

 – pressure ulcers;

 – sepsis; and

 – medication incidents (mistakes when giving 
medicines to patients).

We have held two very successful patient-safety 
roadshows, raising awareness of the risks from 
pressure ulcers and sepsis. We are developing 
a new patient-safety video to highlight how we 
can reduce harm from medication incidents.

We and our board have 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 I can confirm that, as far 
as I know and believe, the information in this 
quality account is accurate.

Cally Palmer CBE
Chief Executive
26 May 2016

Part two

Performance against 2015/16 quality priorities for improving quality

Introduction

The quality priorities and targets for 2015/16 are shown in the table below. The priorities and 
targets in blue were mandatory in 2014/15 (that is, we had to include them) and the priorities 
and targets in red are the ones we have set ourselves.

Table 1: Quality priorities and targets for 2015/16

C
ategory

Quality priority Target Progress  
(April 2015 to  
March 2016)

S
afe care

1 To reduce the number of cases of 
healthcare related infections (MRSA 
and clostridium difficile infections). 

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

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

For there to be fewer than 31 cases of 
clostridium difficile infection caused by 
a lapse in care per 100,000 bed days. 

(A lapse in care is where there is 
evidence that policies and procedures 
which are consistent with local 
guidance, and are written in line with 
national guidance and standards, 
were not followed by the relevant 
provider. A bed day is when a patient 
is in hospital overnight. It is measured 
in a large number to spot trends.)

Achieved

2 To reduce the rate of  patient-
safety incidents and the percentage 
resulting in severe harm or death.

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

(In 2014/2015 the rate of severe harm 
or death from incidents was 0.003 
per 100 admissions for acute care 
and 0.00 for community care.)

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

For the rate of reported patient-safety 
incidents that have caused severe harm or 
death to be below 0.01 per 100 admissions.

Achieved

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

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

Achieved 
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C
ategory

Quality priority Target Progress  
(April 2015 to  
March 2016)

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 0.3%.

Achieved 

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.  

Applies to Sutton and Merton 
Community Services.

For the percentage of category-3 and 
category-4 pressure sores arising 
in patients receiving community 
care to be less than 0.2%.

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

Achieved

P
atient experience

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

a. For us to still be in the top 20% of 
trusts for results in the friends and 
family test for hospital inpatients.

a. Achieved

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.)

b. For the friends and family test 
results to be above 85% and to 
increase patient satisfaction, using 
the CARE Measure tool, to over 
85% for community services.

b. Achieved

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

For more than 89% of surveyed 
staff to say that they would 
recommend The Royal Marsden.

Achieved

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

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

a. Achieved

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

b. For no more than 10% of patients to 
have to wait more than one hour.

b. Achieved

9 To reduce the length of time it takes 
for a medicine to be dispensed 
once the prescription has been 
received by the pharmacy.

For the number of patients who 
wait for more than two hours 
to be reduced by 10%.

Achieved 

C
h

ildren’s services 

10 a. To make sure that children in 
Sutton and Merton have high 
levels of protection against disease 
within the local communities. 

a. For the Children’s Immunisation Team 
to make sure that the percentage of 
girls in years 8 and 9 who get the first 
dose of the HPV immunisation stays 
above the national target of 90%.

a. Achieved

b. To measure the number of girls who 
receive the HPV (human papilloma 
virus) immunisation, and the number 
of school-leavers receiving the 
booster for diphtheria, polio and 
tetanus, and report findings across 
Merton and Sutton boroughs. 

b. For the Children’s Immunisation 
Team to increase the percentage of 
school-leavers having the booster for 
diphtheria, polio and tetanus, from 
72% to 80% (the national target) for the 
school year ending on 31 August 2015.

b. Achieved

Priority 1

To reduce the number of cases of healthcare related infections (MRSA infection 
and clostridium difficile infection). Applies to patients at The Royal Marsden and patients 
of Sutton and Merton Community Services.

Targets

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

 – For there to be fewer than 31 cases of clostridium 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.)

“Infection prevention remains a key priority for patient safety 
at The Royal Marsden.”
Pat Cattini
Lead Nurse/Deputy Director Infection Prevention and Control

Because of their reduced immunity, patients with cancer are more vulnerable to infection, even from 
germs that would normally be harmless. This makes preventing infection an important priority for 
patient safety.

Safe care
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What we did in 2015/16

 – The Infection Prevention and Control team looked at how they provide information to staff 
across the organisation to make sure staff have appropriate training and understanding to 
prevent infection

 – We introduced universal decolonisation, where patients use antiseptic skin wash and 
mouthwash, to kill germs, for patients having surgery. This is to reduce the risk of chest 
infection and infection of the area operated on

 – We reviewed the MRSA-screening policy and MRSA patient-management policy to make sure 
there is better targeted screening where necessary and avoid unnecessary sampling

 – We introduced new housekeeping checks of the clinical departments. This will help us to make 
sure we have a clean, safe environment

 – We made more efficient use of cleaning wipes across the Trust to make sure there are 
consistent standards

 – We introduced new practice-based checks to give extra support to staff in our clinical environments

 – We raised the profile of antimicrobial management with extra teaching and involvement in 
antimicrobial rounds on wards.

How we performed in 2015/16

 – We maintained excellent hygiene standards and made sure the correct cleaning products and 
standards were maintained to reduce the risk of clostridium difficile infection

 – The Infection Prevention and Control team prioritised the use of isolation rooms to reduce the 
risk of cross infection

 – In the period from April 2015 to March 2016 there was one case of clostridium difficile due  
to a failure in care, beating our target of 31

 – There were no cases of MRSA infection in the bloodstream, meaning that we met our target.

Actions to improve our performance

 – Continuing to reinforce the need for preventing clostridium difficile infection by promptly isolating 
patients with suspicious loose stools, thoroughly cleaning the environment, effectively managing 
the use of antimicrobials and promoting thorough hand washing with soap and water

 – Keeping accurate records of prescriptions for antimicrobials, hand washing, device care and 
cleaning audits

 – Encouraging staff to fill in infection-risk assessment forms

 – Making sure appropriate MRSA screening is carried out as part of a patient’s 
pre-operative assessment

 – Introducing a system of universal decolonisation for patients having surgery. This includes  
an antiseptic wash and mouthwash to help reduce their risk of developing an infection

 – Encouraging appropriate assessment and screening of patients who may be carrying 
multi-resistant organisms.

How improvements will be measured and monitored

Improvements will be monitored by the Infection Prevention and Control team at monthly meetings. 
This meeting is chaired by the Chief Nurse, who is our Director of Infection Prevention and Control. 
Infections caused by MRSA, methicillin-sensitive staphylococcus aureus, vancomycin-resistant 
enterococci (VRE) and E.coli will be reported to Public Health England, as will all confirmed 
clostridium difficile infections. The numbers of certain infections will be reported to our board and 
published in the Integrated Governance Monitoring Reports issued every three months.

Priority 2

To reduce the rate of patient-safety incidents and the percentage resulting in severe  
harm or death. (A patient-safety incident is an incident which could have harmed  
or did harm a patient.) Applies to patients at The Royal Marsden and patients of Sutton 
and Merton Community Services.

Target

For the rate of reported patient-safety incidents that have caused severe harm or death  
to be below 0.01 per 100 admissions. (In 2015/16 the rate of severe harm or death from incidents 
per 100 admissions was 0.003 for hospital and 0 for community.)

“Incident reporting continues to be a patient-safety priority, 
we strive to increase the number of near-miss and no-harm 
incidents reported by increasing the feedback that individual 
staff receive when they report an incident and also the 
trust-wide dissemination of learning from investigations.”
Chris Lafferty
Risk management

Safe care
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What we did in 2015/16

 – We made short films that highlight areas where staff need to learn from patient-safety incidents. 
Two of the titles are ‘Learning from incidents: the importance of escalation’ and ‘The Mental 
Capacity Act and Deprivation of Liberty Safeguarding’

 – We joined the Sign up to Safety campaign (a national campaign designed to help make the NHS 
the safest healthcare system in the world) and in May 2015 we published our three-year Safety 
Improvement Plan.

Our Safety Improvement Plan focuses on three priority areas:

 – increasing awareness, identification and treatment of sepsis, and reducing death from it;

 – reducing harm from medication errors; and

 – reducing harm from pressure ulcers.

(See appendix 3 for details of these priority areas.)

The strategic steering group is responsible for making sure the Safety Improvement Plan is 
followed, and reports on our progress. A significant amount of progress has been made in all 
three priority areas. Please see appendix 3 for details.

The steering group has planned an event in June 2016 to celebrate its progress against the 
Safety Improvement Plan and the successes achieved in the first year.

How we performed in 2015/16

 – We reported all attributable patient-safety incidents (those which we were caused by us) to the 
National Reporting and Learning Service (NRLS). Before NRLS produced their six-monthly 
reports, we re-submitted all changes made as a result of investigations. (These changes 
may not be reported by the NRLS so the information we hold may not be the same as that 
reported by the NRLS.)

 – The tables below separate out the information for the acute hospital sites of Chelsea and Sutton 
and for Sutton and Merton Community Services.

Table 2 shows that, at the Chelsea and Sutton sites, the rate of reported incidents that caused severe 
harm or death in 2015/16 was 0.003.

Table 2: Chelsea and Sutton patient-safety incidents

Measure 2013/14 2014/15 1st 
quarter  

of 2015/16

2nd 
quarter  

of 2015/16

3rd 
quarter  

of 2015/16

4th 
quarter  

of 2015/16

Overall 
for  

2015/16

Inpatient and daycase 
admissions and 
regular day patients

64106 66551 16463 17444 17700 17379 68986

Rate of reported 
patient-safety incidents 
(severe harm or death) 
per 100 admissions

0.008 0.003 0.006 0 0.006 0 0.003

Number of 
patient-safety incidents 
(severe harm or death)

5 2 1 0 1 0 2

Total patient-
safety incidents

2352 2780 745 741 804 943 3233

Patient-safety incidents 
(severe harm or death) 
as a percentage of all 
patient-safety incidents

0.21% 0.07% 0.13 0 0.12 0 0.06%

Note: the figures for the first, second, third and fourth quarter have been updated to reflect only incidents which we are 
responsible for.

Table 3 shows that in community services there have been no patient-safety incidents resulting 
in severe harm or death for the period 2015/16.

Table 3: Sutton and Merton Community Services patient-safety incidents

Measure 2013/14 2014/15 1st 
quarter  

of 2015/16

2nd 
quarter  

of 2015/16

3rd 
quarter  

of 2015/16

4th 
quarter  

of 2015/16

Overall 
for  

2015/16

Number of contacts 
(appointments attended)

541,387 513,707 168,222 168,612 173,735 166,724 677,293

Rate of reported 
patient-safety incidents 
(severe harm or death), 
per number of contacts 

0 0 0 0 0 0 0

Number of 
patient-safety incidents 
(severe harm or death)

0 0 0 0 0 0 0

Total patient-
safety incidents

983 1034 168,222 168,612 173,735 166,724 677,293

Patient-safety incidents 
(severe harm or death) 
as a percentage of all 
patient-safety incidents

0% 0% 0% 0% 0% 0 % 0%

Note: the figures for the first, second, third and fourth quarter have been updated to reflect only incidents which we are 
responsible for.
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Comparison with national figures

The National Reporting and Learning System (NRLS) reports that for the period from April 2015 to 
September 2015, the proportion of incidents resulting in severe harm or death was less than 1% of 
all incidents reported, which is consistent with national figures.

Recognising and reporting an incident resulting in severe harm or death is an indicator of 
an organisation’s culture of accurately reporting incidents. The NRLS’s reports show that 
The Royal Marsden is within the highest 25% of reporting organisations.

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 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 investigate every reported incident that is graded moderate harm 
and above. They start this investigation on the day 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 appropriate 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 Datix, 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 a copy of it. The Risk Management Team, with the support of the 
Complaints Team, make sure that the report is sent to the patient with an offer to meet 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 Integrated Governance and Risk Management Committee, Quality, Assurance and 
Risk committee and the Trust Board committee.

Priority 3

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

Target

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

“Nurses and doctors work together to ensure appropriate 
prophylaxis is delivered to patients. We know this is  
so important.”
Ann Duncan
Matron, Cancer Services

Venous thromboembolism (VTE) is a single term for both deep-vein thrombosis and pulmonary 
embolism. 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 (prophylaxis)  
to patients at risk. Patients with cancer are at greater risk of developing VTE, so this continues  
to be a safety priority for us.

The 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 have any of these signs and symptoms. There are also posters and 
information leaflets throughout the hospital and available from 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.

Safe care
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What we did in 2015/16

 – All clinical staff were invited to a master class on VTE with external speakers

 – The staff reviewed the patient information booklet given to all patients. In 2016/2017 we will 
invite a patient representative to join the VTE Steering Board

 – We developed a specific care plan about preventing blood clots for staff to use. When a patient’s 
care plan is agreed, both the nurse and patient will sign it. The patient will sign that they have 
received the information about how to minimise their risks of developing a blood clot, how to 
recognise a blood clot, and what to do if they suspect they may have one

 – We gave all inpatients a pack of information with leaflets about preventing blood clots, 
preventing falls and keeping safe while in hospital. Patients are also given information 
booklets about the ward

 – We made sure that a patient-safety video was available for all patients to watch when they are 
admitted. A tag is attached to the patient entertainment screen at the bed to remind patients to 
watch the video

 – We produced a reminder card for patients to help them recognise the signs and symptoms of 
developing a blood clot. In Sutton, nurses give the cards to patients at the patient-information 
sessions which are held before the patient starts chemotherapy

 – In all day units we put up posters displaying the signs and symptoms of developing a blood clot. 
The posters also explain that patients on anti-cancer treatment, particularly chemotherapy, are at 
greater risk of developing a VTE

 – We developed a poster and card campaign for patients to help them recognise the signs and 
symptoms of developing a blood clot. In Sutton, nurses give the cards to patients at the patient-
information sessions which are held before the patient starts chemotherapy. These cards are 
available in wards and day-care units.

How we performed in 2015/16

We achieved the NHS Commissioning for Quality and Innovation (CQUIN) target of 95% success 
in making sure all of our patients are appropriately assessed for the risk of developing VTE.

Table 4: Percentage of patients who have had a risk assessment completed

Percentage of patients who have had a risk assessment completed

2012/13 96.5%

2013/14 96.75%

2014/15 97.1%

2015/16 96.1%

1st quarter of 2015/16 96.93%

2nd quarter of 2015/16 96.3%

3rd quarter of 2015/16 95%

4th quarter of 2015/16 96.1%

Actions to improve our performance

 – Auditing how nurses are using the specific care plan about preventing blood clots

 – Having ‘harm-free care champions’ in each clinical area. This means that in each area there will 
be a registered nurse and a healthcare assistant who attend a meeting and education session 
every three months. The harm-free champions then share the outcome of the meeting and their 
learning with staff in their clinical areas. This promotes safety on each ward

 – The harm-free champions raising awareness of harm-free care in hospitals

 – Re-auditing what patient information is given to patients and who gives the information to 
patients, including day-case patients as well as inpatient wards.

How improvement will be measured and monitored

The VTE Steering Board will monitor VTE incidents, assessments and prevention procedures. 
Performance will also be monitored at the trust’s Key Performance/CQUIN 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 with a VTE. We have reached our targets, 
but this will continue to be included as a priority for 2016/2017 as this remains an important 
indicator of our improvement in protecting patients from avoidable harm.
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Priority 4

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

Target

For the number of avoidable readmissions to be below 0.3%.

“Helping patients understand how to keep themselves well 
while on chemotherapy, and recognising when to call for 
advice, is vital. Patients are given a chemotherapy alert 
card and 24-hour contact details.”
Lorraine Hyde
Matron, Medical Day Unit

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. 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.

Effective care What we did in 2015/16

 – We appointed two part-time Acute Oncology Medical Consultants to streamline the care of 
non-elective (emergency) outpatients in the Clinical Assessment Unit (Chelsea)

 – Patients can phone the Clinical Assessment Unit if they feel unwell and are seen as 
emergency patients

 – If these patients need to be admitted to hospital as an inpatient, then they are under the care of 
the Acute Oncology Medical Consultants for the first 72 hours of their care

 – We updated ward information booklets to remind staff to give patients the booklets which 
contain information about readmission

 – We started work with Macmillan to develop a helpline for patients to call.

How we performed in 2015/16

Graph 1 shows the percentage of patients who were readmitted within 28 days from April 2013 
to March 2016. Readmissions have stayed below 0.4% 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.

Table 5: Number of patients who were readmitted within 28 days from 1 April 2015 
to 31 March 2016.

Month Number of patients readmitted within 28 days

April 2015 10

May 2015 2

June 2015 5

July 2015 9

August 2015 2

September 2015 11

October 2015 9

November 2015 2

December 2015 2

January 2016 6

February 2016 10

March 2016 1

Total 69
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Graph 1: Percentage of emergency readmissions within 28 days

Actions to improve our performance

 – Continuously reviewing and evaluating medical care using the Enhanced Recovery 
Programme (ERP)

 – Developing an Enhanced Recovery Programme for after liver surgery

 – Developing closer links with community services

 – Developing short-stay surgical procedures

 – 10% of readmissions being reviewed and common themes explored

 – Introducing the acute oncology out-of-hours admission prioritisation guide and updating the 
access policy. This guide has a specific ‘triage’ sheet to help staff prioritise care. This is then 
recorded on the patient’s electronic record

 – Putting telephone triage into practice to reduce patient anxiety

 – Communicating better with the Acute Oncology Service (AOS) at other hospitals

 – Reviewing non-elective patients and the Acute Oncology Service team

 – The Acute Oncology Service team discussing, at monthly meetings, patients who have been 
readmitted within 28 days.
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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. Applies to Sutton and Merton Community Services.

Targets

 – For the percentage of category-3 and category-4 pressure sores arising in patients receiving 
community care to be less than 0.2%

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

Sutton and Merton Community Services

This remains a challenging but important priority for community services and we have continued to 
focus upon the prevention and management of pressure ulcers for the benefit of patients.

What we did in 2015/16

 – Community nursing staff worked to increase the number of patients who have a pressure-sore 
risk assessment.

Effective care
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How we performed in 2015/16

 – From 1 April 2015 to 31 March 2016, we met our first target of having less than 0.2% of patients 
developing category-3 and category-4 pressure sores while under the care of community 
services. See table 6 over the page for more details

 – From 1 April 2015 to 31 March 2016, 57 patients developed category-3 and category-4 pressure 
sores while under the care of community services

 – From 1 April 2015 to 31 March 2016, 91% of patients referred to community nursing received a 
pressure-sore risk assessment at their first appointment

 – From 1 April 2015 to 31 March 2016, 100% of category-3 and category-4 pressure sores improved 
to at least category 2 within three months of being diagnosed.

Table 6: Number of category-3 and category-4 pressure sores developed while receiving care 
from community services.

Number of patients with a category-3 
or category-4 pressure sore developing 

while under the care of Sutton and Merton 
Community Services

Percentage  
each month

Percentage  
over quarter

April 2015
Category 3 = 3 
Category 4 = 0

0.1%

Quarter 1  
(1 April to 30 June): 

0.14%
May 2015

Category 3 = 4 
Category 4 = 1

0.18%

June 2015
Category 3 = 4 
Category 4 = 0

0.14%

July 2015
Category 3 = 5 
Category 4 = 0

0.17%

Quarter 2  
(1 July to 30 September): 

0.15%
August 2015

Category 3 = 4 
Category 4 = 0

0.13%

September 2015
Category 3 = 4 
Category 4 = 1

0.16%

October 2015
Category 3 = 5 
Category 4 = 0

0.15%

Quarter 3 
(1 October to 31 December): 

0.15%
November 2015

Category 3 = 5 
Category 4 = 2

0.21%

December 2015
Category 3 = 3 
Category 4 = 0

0.09%

January 2016
Category 3 = 9 
Category 4 = 1

0.23%

Quarter 4 
(1 January to 31 March): 

0.19%
February 2016

Category 3 = 5 
Category 4 = 0

0.16%

March 2016
Category 3 = 5 
Category 4 = 0

0.14%

Actions to improve our performance

 – Community services continuing a large programme of work to adopt strategies for preventing 
and managing pressure sores.

How improvement will be measured and monitored

All diagnoses of category-3 and category-4 pressure sores will be investigated and the findings 
presented at panels every two months in order to identify root causes and to learn from incidents to 
improve care for patients.

Priority 6a

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

Target

For our results in the friends and family test for hospital inpatients to still be higher than the 
national average.

“Since launching the Friends and Family Test in early 
2013 we have received over 13,000 responses which have 
provided unprecedented insight into what patients think of 
our services. The overwhelming majority of patients rate 
our services highly with more than 96% likely or very likely 
to recommend us. However, the Friends and Family Test 
has also given us a wealth of information on where we 
could improve.”
Richard Schorstein
Matron, Private Care

The ‘friends and family test’ was announced by the Prime Minister on 25 May 2012. Under this test, 
all NHS patients are asked whether they would recommend a particular A&E department or ward 
to their friends and family. The results of the test will be used to improve the experience of patients 
and highlight priority areas for action.

Patient experience
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The question asked is:

‘How likely are you to recommend our ward to friends and family if they need 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.

We then ask a second question: ‘What was good about your care and what could be improved?’

Patients answer this question freely. Comments are reviewed by the matrons and ward staff and, 
where appropriate, action is taken.

What we did in 2015/16

 – We have a poster about the friends and family test, and a collection box 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 
gives us details

 – As well as the friends and family question, we have introduced extra questions to allow patients 
to rate our services in terms of dignity, involvement, information, cleanliness and staff.

How we performed in 2015/16

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

Graph 2 below shows the percentage of inpatients who would recommend the trust.

The Royal Marsden National (England)
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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. The information is 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% of outpatients saying that they 
would recommend us. This is higher than the national average of 92%.

Graph 3 below shows the percentage of outpatients who would recommend the trust.

Actions to improve our performance

 – Continuing to use the friends and family test question to encourage all patients to let us 
know 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 – by discussing 
them 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 trust-wide improvement plans for identified areas of concern.

How improvement 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 Royal Marsden National (England)
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Priority 6b

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.)

Target

For the friends and family test results to be above 85% and to increase patient satisfaction, using 
the CARE Measure tool, to over 85% for community services.

“Listening to what our patients say about our service really 
helps us understand how effective our service is. This 
feedback has helped us identify and focus on specific 
aspects of the service to become more patient centred. In 
addition patient feedback can provide a powerful source of 
evidence to support individual staff development which can 
feed into clinical supervision and staff appraisal.”
Sarah Murphy
Nurse Consultant CRISIS team 
Community Rapid and Intensive Integrated Service

As well as asking patients receiving community care the friends and family test question, we also 
use the Consultation and Relational Empathy (CARE) Measure (a questionnaire of 10 questions) to 
measure staff empathy in consultations. Adapted versions of the CARE Measure tool are used to 
capture views from patients with cognitive and communication difficulties. An amended version 
was developed to capture views from parents and children over the age of 12.

Patient experience What we did in 2015/16

 – We continued to routinely ask our patients receiving community services the friends and family 
test question as part of our patient experience surveys

 – We used the CARE Measure tool and produced an overall summary of findings for community 
services. From April 2015 to March 2016, we completed 2194 CARE Measure surveys.

How we performed in 2015/16

CARE Measure

 – A target of 80% satisfaction is set for each question of the CARE Measure tool (with satisfaction 
being defined as an ‘excellent’ or ‘very good’ response)

 – Survey responses in quarter 4 showed that patient satisfaction was 91.3%, with the total for the 
year being 89.76%.

Q.3 Making you feel at ease? Q.10 Explaining things clearly?

Excellent 
69%

Very good 
23%

Good 
7%

Fair 
1%

Poor 
0%

Excellent 
21%

Very good 
56%

Good 
19%

Fair 
2%

Poor 
2%

Feedback from patients included the following.

“Nurse is easy to talk to and a good person to turn to when needed.” (School Nursing)

“Very friendly team and lovely support for us as a family.” (Children’s Speech and Language Therapy)

“Excellent service with compassion.” (Heart failure)

“They consider you as a person and listen and respond appropriately. They are friendly, make you feel 
at ease and show compassion.” (Community Nursing)
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Friends and family test

For the period April 2015 to March 2016, the percentage of patients who would recommend our 
services to friends and family was 95%, so we achieved our target.

The responses to the question ‘How likely are you to recommend this service to friends and family 
if they needed similar care or treatment?’ are shown below.

95% of patients were likely or extremely likely to recommend the service, with 3% being unlikely 
or extremely unlikely to recommend the service.

Total year friends and family test responses

Actions to improve our performance

 – Routinely asking patients to give feedback through surveys or by using the kiosks or iPads 
in clinical areas

 – Including feedback from patients in the weekly newsletter that the Divisional Director produces 
each week and sends to staff

 – Service managers and key staff in each team monitoring patient feedback each month and 
reporting back to their clinical area at team meetings

 – Making sure that survey forms which mention specific members of staff are given to those staff 
to be included in their development records

 – Teams discussing feedback comments which highlight possible improvements and taking 
appropriate action.

How improvement will be measured and monitored

Immediately available reports will allow services to monitor and tackle issues throughout the year. 
Survey results will be reported back to the Clinical Commissioning Group (via the Clinical Quality 
Review Group) every three months. Feedback is also provided to all services through divisional and 
service-led team meetings. From 1 April 2016 we will be using the same service provider as the rest 
of The Royal Marsden use for gathering feedback. This will streamline the process of gathering, 
reviewing and acting on feedback.

Extremely likely 
69%

Likely 
26%

Neither likely or unlikely 
2%

Unlikely 
1%

Extremely unlikely 
2%

Don’t know 
0%

Priority 7

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

Target

For more than 89% of surveyed staff to say that they would recommend The Royal Marsden.

The quotes below are samples from the anonymous comments staff provided in quarter 1. 
(1 April 2015 to 30 June 2015) on why they would recommend The Royal Marsden to friends 
or family needing care.

“Everyone truly cares about what is best for patients and their families. They also believe in the 
organisation and the work it does. It gives me confidence in what we do and great pride to work here!”

“High levels of expertise and knowledge coupled with a compassionate and holistic approach.”

The quotes below are samples from the anonymous comments staff provided in quarter 2.  
(1 July 2015 to 30 September 2015) on why they would recommend The Royal Marsden to friends 
or family needing care.

“The compassion and care of the staff is amazing, they all go the extra mile. Also the treatment received 
is at the forefront.”

“Compassionate care delivered with kindness and technical skill.”

Patient experience
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Each year we carry out a staff survey (the annual staff survey) and ask 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 2015/16, 90% of staff agreed or strongly agreed with the statement, 
so we achieved our target.

Three times a year we also 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 quarter 4 (1 January to 31 March 2016), 96% of staff said that they would recommend us.

What we did in 2015/16

 – We ran the staff friends and family test to get feedback on how likely staff would be to 
recommend us for care or treatment

 – We continued to share the responses to this and the findings of patient surveys with staff.

How we performed in 2015/16

Friends and family test

The results of the friends and family test are shown in table 7.

Table 7: staff response to the question ‘How likely are you to recommend this organisation to 
friends and family if they needed care and treatment’

4th quarter of 
2014/15

1st quarter of 
2015/16

2nd quarter of 
2015/16

3rd quarter of 
2015/16

4th quarter of 
2015/16

Would recommend 96% 95% 96% NA 96%

Would not recommend 1% 2% 1% NA 1.8%

The number of staff responding to the friends and family test in quarter 2 (396) is similar to that 
of quarter 1 (419). The survey is not carried out in quarter three as we run the national NHS 
staff survey then.

The number of staff members responding fell in quarter 4, so we will review how we publicise 
the quarterly surveys.

Workforce Race Equality Standard

The Workforce Race Equality Standard 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 marked reduction in the percentage of staff experiencing bullying, harassment or abuse 
from other staff members. There has also been an increase in the number of staff from black and 
ethnic-minority backgrounds (BME staff) who believe that there are equal opportunities. Table 8 
provides a breakdown.

Table 8:

Royal Marsden 
2015/16

Average (median) 
for acute specialist 

trusts 2015/16

Royal Marsden 
2014/15

Percentage of staff experiencing 
bullying harassment or abuse from 
staff in last 12 months

White 21% 23% 23%

BME 24% 24% 27%

Percentage of staff believing that 
we provide equal opportunities for 
career progressions or promotion

White 90% 91% 90%

BME 76% 78% 72%

Over the last 12 months, we have taken a number of steps to support our Equality and Diversity 
Strategy, including developing a Black and Minority Ethnic Network to share the experiences and 
views of BME staff and consider appropriate action to take. We have also launched a mediation 
service to reduce the number of grievances that reach a formal level.

Actions to improve our performance

 – Promoting the surveys to all staff to encourage a greater response

 – Reviewing the comments given in response to the friends and family test question to identify 
areas where improvements can be made

 – Promoting greater accountability for taking action on the findings from local and 
national survey results

 – Raising awareness of the Workforce Race Equality Standard and actions being taken to deal 
with issues that come to light.

How improvement will be measured and monitored

Through responses to the quarterly ‘friends and family’ staff survey and annual staff survey.
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Priority 8a

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

Target

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

“As a sister my priority is to ensure that patient waiting 
times are kept to a minimum and I strive to ensure that the 
patient experience is as good as it can be.”
Sister
Medical Day Unit

Managing chemotherapy waiting times is a particular challenge for us because of the complexity of 
checking it is safe to go ahead with the chemotherapy. Chemotherapy drugs need to be prepared in 
an aseptic unit (where staff wear gowns and gloves). Also, several checking procedures have to be 
followed. Some chemotherapy drugs take up to four hours to prepare once they have had the go-
ahead for treatment.

Patient experience What we did in 2015/16

 – 80% of the chemotherapy supplied to our Medical Day Unit is produced in partnership with 
an external company (Hospira©). The pharmacy department worked with them to introduce a 
new system so that some products are available ‘off the shelf’. This system will create a more 
streamlined and efficient supply of doses for patients, particularly when their doses have had to 
be reduced or changed by the clinical teams at short notice, and reduce waste related to unused 
chemotherapy doses. The system will be introduced in quarter 1 2016/17

 – We developed an eChemo system and rolled this out across all adult clinical units. The 
system allows a patient’s charts to be sent electronically to the pharmacy before the patient’s 
appointments. This helps to save time screening, making and dispensing chemotherapy. It 
also shows the pharmacy the patient’s scheduled appointment times so they can prioritise their 
workload accordingly

 – The eChemo system allowed us to monitor pre-prescribing and pre-screening rates along with 
things such as release times. This information is vital to support quality improvement and 
reduce the time patients wait for chemotherapy

 – We introduced a ‘transformation group’ made up of key stakeholders to review the chemotherapy 
pathway (all processes of delivering chemotherapy to patients, from prescribing to administering 
the treatment) with the aim of reducing chemotherapy waiting times. This group is currently 
developing a new system for collecting in-depth information to identify the root cause of 
long waiting times.

How we performed in 2015/16

Graph 4a below shows the percentage of chemotherapy drugs prescribed more than five days in 
advance. It shows that the performance at Chelsea (70 to 80%) falls behind that at the Sutton and 
Kingston units (approximately 90%). The rates at Chelsea have increased over the period, and this 
can be explained by a change in the different types of chemotherapy treatment used. However, 
looking at the breast unit as an example (see graph 4b), it can be seen that across a group of 
patients where the chemotherapy procedures are essentially the same, there is still significantly 
more advance prescribing at the Sutton and Kingston sites.
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Graph 4a: Pre-prescribing more than five days in advance – all clinical units

Graph 4b: Pre-prescribing more than five days in advance – breast unit only
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Graph 5: Pre-screening more than four days in advance – all clinical units

Graph 5 shows whether the clinical pharmacy service is screening prescriptions in advance (that 
is, making sure that pre-prescribed prescriptions are processed and ready to order). Performance 
is limited by the pre-prescribing rates, so the Chelsea rate is again lower. However, with pre-
prescribing rates at Sutton being relatively level at about 95% since July 2015, screening 
performance has significantly improved over the period, from 75% to 85%.

Both pre-prescribing and pre-screening rates are now included as part of the pharmacy 
department’s pharmacy scorecard. These graphs will be available to staff in the Cancer Clinical 
Business Units to monitor and manage prescribing performance of individual clinical units.

Actions to improve our performance

 – The review of how the Medical Day Unit is performing will provide opportunities to 
improve the service

 – ‘Dose banding’ is a new project that will allow prompt turnaround of chemotherapy prescriptions

 – eChemo will be introduced across all units to deliver consistent efficiencies in screening and the 
prompt preparation of chemotherapy medicines.

How improvement will be measured and monitored

Results will continue to be discussed with the MDUs and outpatient teams and, where relevant, 
action plans will be produced to make improvements. The results will continue to be reviewed at the 
Sign Up to Safety Group, Patient Experience and Quality Account committee every quarter.
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Priority 8b

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

Target

For no more than 10% of patients to have to wait more than one hour.

“Knowing that you have been able to help implement and 
improve services within OPD is very rewarding and gives 
you great job satisfaction.”
Outpatients Clinic Co-ordinator
Chelsea

Within our Outpatient departments we aim to communicate well with our patients to make sure that 
they have a good experience, particularly at their first appointment.

Patient experience What we did in 2015/16

 – We launched an Outpatients Transformational Project to help identify, understand and improve 
any performance issues which may be having a negative effect on patient experience

 – Through the Outpatient Transformation Project we have done the following

 – Observed clinics and the waiting areas

 – Spoken to patients through their ‘patient journey’ on one visit;

 – Held ‘mapping’ sessions at each site to determine each administrative step in the process 
from the patient being referred through to them attending their outpatient appointments. This 
helped highlight problem areas, helped staff prevent repetitions and improved communication 
channels to improve the efficiency of bookings

 – Held events to listen to staff in outpatient departments

 – Reviewed how clinics are used in the Rapid Diagnostic Assessment Unit (RDAC) in Chelsea 
as a model to extend to outpatients and the RDAC on both sites

 – Identified the main priorities and the actions needed to make improvements

 – Established a complaints procedure specific to waiting times and the patient experience in 
outpatient departments.

 – Reception staff continued to make regular announcements to tell patients about clinics that 
were running late

 – We introduced a visual display screen that gives specific announcements about clinic delays 
or cancellations

 – We introduced monthly Outpatient Operational Management meetings to review the monthly 
scorecards, patient-safety incidents, feedback on the friends and family question, and 
information on staff and training issues

 – We have continued to have administrators in designated outpatient clinics to help with co-
ordinating the flow of patients. The clinic co-ordinators keep patients informed of waiting times, 
help doctors and nurses with administrative tasks, allocate tasks and fill in checklists and audits

 – We continually reviewed patient information in the outpatient department to make sure it is 
comprehensive and up to date

 – In 10 clinics we continued with a pilot of a patient-reminder system that uses text messages to 
remind patients of their appointments, and allows them to cancel or change their appointments 
more easily. We hope to roll this system out to all clinics by the end of the year

 – We created three extra clinic rooms in Chelsea

 – In Sutton we introduced waiting zones in the main waiting area to give patients better 
information on the running of their specific clinic

 – We introduced the friends and family test within outpatient departments. We make sure 
the feedback is shared with staff in outpatient departments, and that action is taken 
where necessary

 – We introduced an audit to record information about any patient-safety incident or staff shortage 
that causes delays to clinic running times.
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How we performed in 2015/16

Table 9 below shows that we achieved our target as less than 6% of patients waited more than one 
hour for treatment.

Table 9: Chelsea and Sutton waiting times 2015

Waiting time

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

April 2015 82.3% 13.7% 4.0%

May 2015 83.2% 12.6% 4.1%

June 2015 82.5% 12.8% 4.7%

July 2015 80.7% 13.6% 5.7%

August 2015 80.8% 13.4% 5.8%

September 2015 82.0% 13.0% 4.7%

October 2015 82.6% 12.8% 4.6%

November 2015 83.0% 12.6% 4.4%

December 2015 84.8% 11.9% 3.3%

Actions to improve our performance

 – Continuing with the Outpatients Transformational Project and using our findings to improve 
efficiencies across all clinics

 – Using the Outpatients Transformational Project and the responses from the friends and 
family test question to identify action points and prioritise new initiatives to improve patients’ 
experiences and communication

 – Launching a procedure in outpatient departments to help staff manage situations which affect 
patients’ experiences and waiting times

 – Continuing with the ‘Demand and capacity’ analysis for each clinic to make sure appropriate 
resources are in place

 – Working with the London Cancer Alliance to review the most appropriate course of treatment 
and care for patients

 – Redesigning patient information boards to give feedback about action we have taken in 
response to comments

 – Developing and launching ‘waiting zones’ for clinics to improve communication to patients 
in waiting areas.

How improvement will be measured and monitored

We will measure and monitor any improvement by:

 – reviewing and analysing responses to the friends and family question;

 – regularly reviewing waiting times; and

 – regularly reviewing feedback from the Outpatient Transformational Project and the Outpatient 
Operational Management meetings.

Priority 9

To reduce the length of time it takes for a medicine to be dispensed once the prescription 
has been received by the pharmacy.

Target

For the number of patients who wait for more than two hours to be reduced by 10%.

“I am pleased that there has been improvement in discharge 
times, however there are still some challenges to maintain 
this consistently. We continue to work with Boots, and the 
clinical pharmacy team, to improve patient waiting times 
and the patient experience further.”
Suraya Quadir
Associate Chief Pharmacist, Governance and Education and Training

Patient experience
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What we did in 2015/16

In quarter 2 (1 July to 30 September 2015) there was a significant change when discharge 
and outpatient medication started to be dispensed by Boots at The Royal Marsden. We also 
introduced prescription-tracking technology to monitor dispensing times for both outpatient and 
discharge prescriptions.

The contract with Boots has now been in place for six months. There has been a steady 
improvement in waiting times, but there are still some challenges. Boots has to report their 
performance against certain targets, including the waiting time for medication when a patient is 
discharged. Their performance for February and March 2016 is shown below.

Table 10: Waiting time for medication after being discharged

Waiting time

Less than 30 minutes 31 to 60 minutes More than one hour

Chelsea

February 2016 79.3% 17.6% 3.1%

March 2016 80.2% 16.8% 3%

Sutton

February 2016 70.5% 26.7% 2.8%

March 2016 61.8% 28% 10.2%

All targets are monitored monthly during performance review meetings and performance meetings 
each quarter will oversee the contract with Boots and help to guide the development of services. 
Also, a Quality Improvement Group with both Boots and trust staff will meet every two weeks to 
raise concerns and work together to solve problems. These meetings have proved effective and 
several improvements have been made as a result.

Information from 2014/15 showed that the main obstacle to medications being provided after 
discharge was the delay in medication being prescribed. To tackle this, the following initiatives 
were focussed on speeding up discharge.

 – ‘Discharge huddles’ were introduced on both sites in February 2015. These meetings, held 
twice a day, are short, regular reviews of patients who were nearly ready to be discharged, 
with the intention of identifying steps that could speed up the discharge process. The 
huddles are considered to be a success for encouraging better communications and support 
between wards and teams. There are plans for these huddles to focus on achieving more 
discharges before midday

 – The clinical pharmacy teams on the wards work closely with prescribers, nursing staff and 
Boots on inpatient wards to support smooth and prompt discharge for their patients once the 
prescription has been written

 – The Acute Oncology Service (AOS) is for patients who need to be assessed urgently due to their 
cancer or treatment. This has been running at Chelsea as part of the Inpatient Transformation 
Project, a group set up to look at improving the progress of patients’ care. AOS was set up to 
support more effective management of non-elective patients. Two consultant oncologists have 
been appointed to look after non-elective patients for their first three days in hospital and to 
help manage long-stay and acutely unwell patients on the ward. The team works closely with 
all departments to make sure that patients are given the most appropriate assessments and 
investigations early in the stay and so speed up discharge.

Actions to improve our performance

 – Continuing to hold monthly review meetings with Boots

 – Reviewing the medicines-management service on wards

 – Continuing to have discharge huddles twice a day

 – Pharmacies continuing to be committed to the acute oncology pilot.

How improvement will be measured and monitored

We will continue with monthly monitoring of prescribing and dispensing waiting times.
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Priority 10a

To make sure that children in Sutton and Merton have high levels of protection against 
disease within the local communities.

Priority 10b

To measure the number of girls who receive the HPV (human papilloma virus) 
immunisation, and the number of school-leavers receiving the booster for diphtheria, polio 
and tetanus, and report findings across Merton and Sutton.

Target a

For the Children’s Immunisation Team to make sure that the percentage of girls in years 8 and 9 
who get the first dose of the HPV immunisation stays above the national target of 90%.

Target b

For the Children’s Immunisation Team to increase the percentage of school-leavers having the 
booster for diphtheria, polio and tetanus, from 72% to 80% (the national target) for the school 
year ending on 31 August 2015.

“The Children’s Immunisation Team provides co-ordination and support 
to ensure the delivery of effective immunisation programmes. As a team 
we strive to ensure the optimum number of eligible cohorts are vaccinated 
through our school-based programmes and clinics, to offer not only personal 
protection for each individual child and young person but to protect the wider 
community from diseases. We aim to meet national targets to ensure herd 
immunity is gained and to stop the transmission of such diseases.”

Emma Collins
Immunisations Clinical Nurse Specialist
Clinical Children’s Services
Sutton and Merton Community Services

Children’s services

Teresa Wood
Immunisations Staff Nurse
Clinical Children’s Services
Sutton and Merton Community Services

What we did in the 2014/15 school year

HPV uptake:

 – We have maintained the HPV immunisation uptake above the national target of 90% for dose 1, 
and have achieved 90% overall for dose 2.

Table 11: Rates of HPV immunisation

Sutton Merton Overall

Number Percentage Number Percentage Number Percentage

Received first dose 1312 94% 765 96% 2077 95%

Received second dose 1256 90% 708 88% 1964 90%

We continue to offer catch-up clinics for those who missed their first dose of the HPV immunisation.

School-leavers’ booster:

 – This year we have continued to improve on the uptake of the school-leaver’s booster and the 
meningitis C immunisation. We have succeeded in increasing the uptake of the school-leavers 
booster in Sutton from 72% to 86.6% in year 9 and to 85.6 % in year 10, and in Merton from 
72% to 79.9 % in year 9 and 77.7% in year 10.

Table 12: School-leavers’ booster

Year 9 Year 10

Sutton Merton Total Sutton Merton Total

Total number of pupils in year 2878 1811 4689 2834 1747 4581

Number of pupils having the 
school-leavers’ booster

2493 1447 3940 2427 1357 3784

Percentage of pupils having the 
school-leavers’ booster

86.6% 79.9% 84.0% 85.6% 77.7% 82.6%

Number of pupils having the 
meningitis C immunisation

2444 1448 3892 2412 1360 3772

Percentage of pupils having the 
meningitis C immunisation

84.9% 80.0% 83.0% 85.1% 77.8% 82.3%

Childhood flu vaccine:

 – We offered all children in years 1 and 2 in the boroughs of Sutton and Merton the childhood flu 
vaccine as part of a school-based programme between October and December 2015. At the end 
of the programme we had immunised 5486 children, which is about 50.11% of eligible pupils. 
The figures are broken down as follows.

Table 13: childhood vaccine

Year 1 Year 2

Sutton Merton Sutton Merton

Total number of pupils in year 2899 2639 2826 2582

Number given the childhood-flu vaccine 1458 1401 1258 1369

Percentage of eligible pupils 50.29% 53.09% 44.52% 53.02%

A number of other children in this age group were immunised by their GP. We are gathering figures 
for this to work out the final percentage immunised in the borough.
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What we will do in the 2015/16 school year

The meningitis C vaccine has now been replaced with the new meningitis ACWY vaccine. This 
immunisation programme has already started in GP surgeries and at universities to make sure 
that students are immunised before they start university. It started in schools for year-9 pupils in 
January 2016, and alongside this we will run a catch-up campaign for children in year 11. There are 
no percentages to report at this time.

Actions to improve our performance

 – Following up consent forms to make sure they are returned on time

 – Our Immunisation Team holding an information assembly in schools to explain the reasons for 
and benefits of immunisation

 – Taking phone calls from parents who have questions about immunisation, including whether or 
not their child is eligible

 – Running catch-up sessions where the Immunisation Team goes into school to immunise young 
people who missed the main school session

 – Providing community-based clinics in both Sutton and Merton for young people who have a fear 
of needles, those who would rather have the immunisation in a community clinic, and those who 
missed the sessions in school

 – Improving the quality of information by contacting local CHIS (Child Health Information 
System) teams to get of immunisations given to young people who go to a school out of the 
borough. A system of sharing information has been introduced into the standard procedures 
of the CHIS teams

 – Introducing a ‘data cleansing’ procedure to make sure that the Child Health Information System 
only holds details of children with current school referrals who we have responsibility for 
immunising and those registered with Sutton or Merton GPs

 – Reporting by school and the borough the child lives in

 – Information being collected and analysed by borough and school to allow us to pinpoint where 
there are particular challenges and to tackle this

 – Developing stronger partnerships with schools to make sure that they support the 
immunisations programme in the most effective way possible and increase the uptake 
of immunisation

 – Using the ‘Gillick Competency’ assessment so that young people, where appropriate, can give 
their own consent for immunisation. We will analyse the number of assessments performed 
and the reason why

 – Analysing performance each month to help the Immunisation Team target the lowest 
uptake in schools

 – Considering the possibility of starting Saturday immunisation. This will improve access for 
young people and their families.

How improvement will be measured and monitored

 – Having reliable quality-assurance processes

 – Gathering information on immunisations from GP practices in Sutton and Merton.

Part 3

Outline of quality improvements in 2015/16

In December 2015, Monitor issued NHS 
Foundation Trust Annual Reporting Manual 
2015/16. From 2011/12, all acute trusts must 
have their Quality Accounts checked by 
external auditors. In December 2015, Monitor 
published detailed guidance on what had to be 
included in annual quality accounts. In March 
2016, NHS England published guidance on 
how to report quality accounts. We chose to 
include the mandatory (must do) set of quality 
indicators for requirements for 2015/16. Some 
of the indicators are not relevant to us (for 
example, ambulance response times), so we 
have not included them.

However, 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 2016/2017 was as follows.

August 2015

Hold a Patient Experience and Quality Account 
meeting to review progress in quarter 1 
(1 April 2015 to 30 June 2015) against our 
priorities for 2015/16.

October 2015

Send out a survey to choose quality 
priorities for 2016/2017.

November 2015

Hold an event for foundation trust members on 
5 November 2015 to carry out a survey and vote 
on quality priorities for 2016/2017.

December 2015

Hold a Council of Governors meeting to review 
results of previous surveys and voting on 
quality priorities for 2016/2017.

February 2016

Hold a Patient Experience and Quality Account 
meeting to review progress during quarter 3 
(1 October 2015 to 31 December 2015) against 
our priorities for 2015/16.

March 2016

Draft the final version of the quality accounts. 
Draft reviewed by external stakeholders and 
Plain English campaign.

April 2016

Draft reviewed by the Trust Board committee 
and stakeholders returned comments and 
statements to be included in appendix 4.

May 2016

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 sent to Monitor

June 2016

Final Annual Quality Account published with 
Plain English Campaign’s Crystal Mark. Annual 
Quality Account published on the NHS Choices 
website and the Trust’s website.
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The quality priorities for 2016/2017

The quality priorities and targets for 2016/2017 are shown in the table below. The priorities and 
targets in blue were mandatory in 2015/16 (that is, we had to include them) and the priorities and 
targets in red are the ones we have set ourselves.

Table 14: Quality priorities and targets for 2016/2017

C
ategory

Quality priority Target

S
afe care

1 To reduce the number of cases of healthcare 
related infections (MRSA and clostridium 
difficile infections). 

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

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

For there to be fewer than 31 cases of clostridium 
difficile infection 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.)

2 To reduce the rate of patient-safety incidents and 
the percentage resulting in severe harm or death.

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

(In 2015/2016 the rate of severe harm or death 
from incidents was 0.003 per 100 admissions for 
acute care and 0.00 for community care.) 

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

For the rate of reported patient-safety incidents 
that have caused severe harm or death to be below 
0.008 per 100 admissions. 

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

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

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

Reassess 70% of patients within 24 hours. 

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%.

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.  

Applies to Sutton Community Services.

For the percentage of category-3 and category-4 
pressure sores arising in patients receiving 
community care to be less than 0.2%.

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

C
ategory

Quality priority Target

P
atient experience

6 For patients to be given information about 
the side effects of medicines to take after 
being discharged.

For 75% of patients to receive information 
about side effects of medicines before they are 
discharged home.

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

a. For our results in the friends and family test for 
hospital inpatients to still be higher than the 
national average.

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.)

b. For the friends and family test results to be 
above 90% and to increase patient satisfaction, 
using the CARE Measure tool, to over 90% for 
community services.

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

For more than 89% of surveyed staff to say that 
they would recommend The Royal Marsden.

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

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

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

b. For no more than 8% of patients to have to wait 
more than one hour.

A
du

lt services (com
m

u
n

ity services)

10 a. To increase the number of relevant community 
services patients who have a falls risk 
assessment completed.    

  

a. For the adult services team to develop an 
integrated  falls risk assessment.

 Ensure that 65% of patients who are identified 
as being at risk of falls have a falls risk 
assessment undertaken.

b. To reduce the number of medication incidents 
causing moderate or low harm to patients under 
the care of community services to less than 
four for the year.   

b. To ensure a medicines review (reconciliation) 
takes place during the first assessment of a 
patient post hospital discharge or secondary 
care consultation. 
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Table 15 below summarises our quality priorities for the last six years. Priorities for community 
services are provided from 2010/11 onwards.

2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

Safe care

Reduce the incidence 
of healthcare-
associated infections

Reduce the incidence 
of healthcare-
associated infections

Reduce the incidence 
of healthcare-
associated infections 
(mandatory priority)

Reduce the incidence 
of healthcare-
associated infections 
(mandatory priority)

Reduce the incidence 
of healthcare-
associated infections 
(mandatory priority)

Reduce the 
number of cases 
of healthcare-
related infections 
(mandatory priority)

Reduce the number 
of medication 
incidents

Reduce the number 
of medication 
incidents

Reduce the rate 
of patient-safety 
incidents and 
the percentage 
resulting in severe 
harm or death 
(mandatory priority)

Reduce the rate 
of patient-safety 
incidents and 
the percentage 
resulting in severe 
harm or death 
(mandatory priority)

Reduce the rate 
of patient-safety 
incidents and 
the percentage 
resulting in severe 
harm or death 
(mandatory priority)

Reduce the rate 
of patient-safety 
incidents and 
the percentage 
resulting in severe 
harm or death 
(mandatory priority)

Reduce the 
number of falls

Reduce the number 
of falls in hospital

Increase by 15% 
the number of falls 
screens (applies 
to Sutton and 
Merton Community 
Services)

Assess, monitor 
and treat venous 
thromboembolism (a 
blood clot in a vein)

Reduce the 
incidence of venous 
thromboembolism 
(blood clots)

Maintain the 
percentage of 
admitted patients 
assessed for the 
risk of venous 
thrombo-embolism 
(mandatory priority)

Maintain the 
percentage of 
admitted patients 
assessed for the 
risk of venous 
thrombo-embolism 
(mandatory priority)

Maintain the 
percentage of 
admitted patients 
assessed for the 
risk of venous 
thrombo-embolism 
(mandatory priority)

Maintain the 
percentage of 
admitted patients 
assessed for the 
risk of getting a 
venous thrombo 
embolism – a blood 
clot in the vein 
(mandatory priority)

Meet national health-
visit targets – new 
birth visits (applies 
to Sutton and 
Merton Community 
Services)

Meet national health-
visit targets – new 
birth visits (applies 
to Sutton and 
Merton Community 
Services)

Meet national 
guidance and 
training – 
safeguarding 
children (applies 
to Sutton and 
Merton Community 
Services)

Reduce the hospital 
standardised 
mortality ratio 
(HSMR)

Reduce the hospital 
standardised 
mortality ratio 
(HSMR)

Reduce the hospital 
standardised 
mortality ratio 
(HSMR)

Effective care

2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

Reduce the incidence 
of pressure sores 
arising in hospital

Reduce the incidence 
of pressure sores 
arising in hospital

Reduce the incidence 
of pressure sores, 
especially categories 
3 and 4, developing 
in patients receiving 
community 
services (applies 
to Sutton and 
Merton Community 
Services)

Reduce the incidence 
of category-3 and 
category-4 pressure 
sores developing in 
patients receiving 
community services

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 
(applies to Sutton 
and Merton 
Community 
Services)

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 
(applies to Sutton 
and Merton 
Community 
Services)

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

More than 42% 
of patients to die 
where they have 
chosen to die

Increase the number 
of patients who die 
where they have 
chosen to die

Reduce the 
length of stay

Reduce the 
length of stay

Increase the number 
of patients offered 
a holistic needs 
assessment

Increase the number 
of patients who have 
a holistic needs 
assessment (an 
assessment that 
considers all aspects 
of a person’s needs, 
such as emotional, 
social and cultural 
needs, not just their 
medical needs)

Increase the number 
of patients who have 
a holistic needs 
assessment (an 
assessment that 
considers all aspects 
of a person’s needs, 
such as emotional, 
social and cultural 
needs, not just their 
medical needs)

Reduce the number 
of emergency 
readmissions to 
hospital within 28 
days of discharge 
(mandatory priority) 

Reduce the number 
of emergency 
readmissions to 
hospital within 28 
days of discharge 
(mandatory priority)

Reduce the number 
of emergency 
readmissions to 
hospital within 28 
days of discharge 
(mandatory priority) 

Reduce the number 
of emergency 
admissions to 
hospital within 28 
days of patients 
being discharged 
(mandatory priority)

Patient experience

Be in the top 20% 
of trusts for key 
areas in the national 
inpatient survey

Be in the top 20% 
of trusts for key 
areas in the national 
inpatient survey

Improve or 
maintain a high 
score in relation 
to responding 
to inpatients’ 
personal needs in 
the national survey 
(mandatory priority)

Make sure that we 
are responding 
to inpatients’ 
personal needs 
(mandatory priority)

Introduce a patient 
survey for Sutton 
and Merton 
Community Services 
(mandatory priority)

Make sure that we 
are responding 
to inpatients’ 
personal needs 
(mandatory priority)

Introduce a patient 
survey for Sutton 
and Merton 
Community Services 
(mandatory priority)

Make sure that we 
are responding 
to inpatients’ 
personal needs 
(mandatory priority)

To continue using 
the ‘friends and 
family test’ question 
for patients receiving 
community care 
(mandatory priority)

Be in the top 20% 
of trusts for key 
areas in the national 
outpatient survey

Be in the top 20% 
of trusts for key 
areas in the national 
outpatient survey

Improve 
communication, 
particularly at first 
appointments

Improve 
communication, 
particularly at first 
appointments

Immediately gather 
patient feedback 
throughout the trust

Immediately gather 
patient feedback 
throughout the trust
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2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

Reduce 
chemotherapy 
waiting times

Improve patients’ 
experiences of 
hospital transport

Improve 
communication at 
every part of the 
patient’s experience

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

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

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

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

Reduce waiting 
times in outpatient 
clinics and 
improve patients’ 
experiences relating 
to waiting times

Increase the 
percentage of 
staff who would 
recommend The 
Royal Marsden to 
friends or family 
needing care 
(mandatory priority)

Increase the 
percentage of 
staff who would 
recommend The 
Royal Marsden to 
friends or family 
needing care 
(mandatory priority)

Increase the 
percentage of 
staff who would 
recommend The 
Royal Marsden to 
friends or family 
needing care 
(mandatory priority)

Increase the 
percentage of 
staff who would 
recommend The 
Royal Marsden to 
friends or family 
needing care 
(mandatory priority)

Reduce the length 
of time a patient 
waits for medicines 
or equipment when 
they are discharged

Reduce the length 
of time a patient 
waits for medicines 
or equipment at the 
point when they 
are discharged

Reduce the length of 
time a patient waits 
for medicines when 
they are discharged.

Increase the uptake 
of immunisation, 
working in 
partnership with 
primary care

Improve health 
outcomes for 
children in reception 
class, in line with 
the ‘Healthy Child 
Programme 5-19. 
(This programme 
sets out a framework 
of services for 
children and young 
people to promote 
good health and 
well-being.)

Make sure that 
children in Sutton 
and Merton have 
high levels of 
protection against 
disease within the 
local communities.

Measure the number 
of girls who receive 
the HPV (human 
papilloma virus) 
immunisation, 
and the number 
of school-leavers 
receiving the booster 
for diphtheria, polio 
and tetanus, and 
report findings 
across Merton and 
Sutton boroughs.

Statements of 
assurance from the Board

Review of services

During 2015/16, we provided or subcontracted 
comprehensive cancer services and 
community services.

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

The income generated by the health services 
reviewed in 2015/16 is equal to the total 
income generated from the relevant health 
services in 2015/16.

The information provided in part three of this 
quality account covers the three aspects of 
quality – patient safety, clinical effectiveness 
and patient experience.

Taking part in clinical audits

At The Royal Marsden we carry out many 
clinical audits for improving quality. We take 
part in all the national cancer audits which are 
appropriate to us. 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, carry out regularly to 
improve local areas of care.

During 2015/16, 26 national clinical audits and 
five national confidential enquiries covered 
health services that we provide.

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 the enquiries so that all care 
across England can be monitored.

During 2015/16, we registered for or took part 
in 100% of the national clinical audits and all 
national confidential enquiries we were eligible 
to take part in. We could not take part in many 
of the national audits other hospitals took part 
in because we only have patients with cancer.

The national clinical audits and national 
confidential enquiries that we took part in, 
and for which we collected information for 
2015/16, are listed on the next page in table 16, 
which also shows the percentage of registered 
cases we provided information on for that 
audit or enquiry.
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Table 16: National clinical audits we took part in during 2015/16

National clinical audit Percentage of cases used

1 National Oesophago-Gastric cancer audit (OG) Audit 100%

2 National Bowel Cancer Audit (NBOCAP) 100%

3 National Lung Cancer Audit (NCLA) 100%

4 National Emergency Laparotomy Patient Audit (NELA) Year 2 100%

5 National Prostate Cancer (NPCA) 100%

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

100%

7 Sentinel Stroke National Audit Programme (SSNAP) 100%

8 National Head and Neck Cancer Audit (HANA) The national audit 
programme is being 
reorganised with a new 
national database. Data 
collection with new 
dataset is planned to 
start from 1 May 2016.

9 NHS Blood and Transplant (NHSBT) National comparative audit of red cell and 
platelet transfusion in Adult Haematology patients

100%

10 NHSBT National comparative audit of lower gastrointestinal bleeding and 
the use of blood

100%

11 The British Association of Urological Surgeons (BAUS) Nephrectomy audit 2015 100%

12 BAUS Radical Prostatectomy audit 2015 100%

13 BAUS Total Cystectomy audit 2015 100%

14 BAETS (British Association of Endocrine & Thyroid Surgeons) 100%

Other National Audits

15 BAPRAS (British Association of Plastic, Reconstructive and Aesthetic 
Surgeons) National Flap Registry

100%

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

100%

17 BAUS Retroperitoneal Lymph Node Dissection (RPLND) 2015 100%

18 The iBRA (implant breast reconstruction evaluation) Study: a national audit of 
practice and outcomes of implant breast reconstruction 

100%

19 The Royal College of Radiologist national reaudit of Adjuvant Breast 
Radiotherapy Technique and Tumour Bed Boost Practice in Early Breast Cancer 
after Breast-Conserving Surgery 2014

100%

20 The Association of Breast Surgery (ABS) & NHS Screening Audit 100%

21 The Breast Cancer Clinical Outcome Measures (BCCOM) Project 100%

22 The Sloane Project (specific breast screening audit) 100%

23 National Mastectomy Decisions Audit (MASDA) 100%

24 The incidence of Postoperative Pneumonia following Oesophagectomy and 
Gastrectomy: a multi-centre prospective audit (POP)

100%

25 Multi-institutional retrospective case-notes audit of outcomes of NSCLC  
(Non-Small Cell Lung Cancer) patients with RET Fusions

100%

26 London Surgical Research Group National Margins 100%

Table 17: National clinical audit reports published and actions taken

In 2015/16 we reviewed the reports of 13 national clinical audits. Where appropriate, we will take 
the following actions to improve the quality of healthcare we provide.

National clinical audit reports published in 2015/16 Description of actions

1 First Patient Report of the National Emergency 
Laparotomy Audit 2015

Findings of the report discussed at Surgical Audit 
Group. Local Action Plan agreed.

2 National Prostate Cancer Audit Second 
Year Annual Report

Report issued for comment. No change in practice. 
Local Action Plan reviewed.

3 National Bowel Cancer Audit (NBOCAP) Findings of the report discussed at Surgical Audit 
Group Meeting. Local Action Plan reviewed.

4 National Head and Neck Cancer Audit Findings of the report reviewed at Surgical Audit 
Group Meeting. Best practice confirmed.

5 National Oesophago-Gastric Cancer (NAOGC) Audit Findings of the report discussed at Surgical 
Audit Group Meeting.

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

Results reviewed at the Surgical Audit Group meeting. 
No change in practice. Local Action Plan reviewed. 
The team will be focusing on delayed discharge from 
the Critical Care Unit.

7 Sentinel Stroke National Audit Programme (SSNAP) Report issued to community services.

8 National Audit of Intermediate Care Report issued to community services.

9 BAUS Analyses of Prostatectomy 2014 Dataset Surgeons reflected on the findings at the surgical 
audit group meeting. Outcomes compared 
favourably nationally.

10 BAUS Analyses of Cystectomy 2014 Dataset Surgeons reflected on the findings at the surgical 
audit group meeting. Outcomes compared 
favourably nationally.

11 BAUS Analyses of Nephrectomy 2014 dataset Surgeons reflected on the findings at the surgical 
audit group meeting. Outcomes compared 
favourably nationally.

12 Audit of Patient Blood Management (PBM) in adults 
undergoing elective, scheduled surgery

Report discussed at the surgical audit group meeting. 
Local audits of Patient Blood Management given to 
clinicians for improvement.

13 TVS (Tissue Viability Society) & NHS England 
Audit: Wound prevalence

Report discussed at Clinical Audit Committee.
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Table 18: National confidential enquiries we were eligible to take part in during 2015/16

National Confidential Enquiry into Patient Outcome 
and Death (NCEPOD) studies

Took part? Percentage of cases used

1 Gastrointestinal Haemorrhage Study Yes 100%

2 Sepsis Study Yes 100%

3 Mental Health in General Hospitals Yes We have returned 
the organisational 
questionnaire.

4 Chronic Neurodisability Yes We have returned 
the organisational 
questionnaire.

5 Acute Pancreatitis Study No – does not apply Does not apply

In 2015/16 we reviewed the reports of three national confidential enquiries (see below). We intend to 
take the following action to continue to improve the quality of healthcare we provide.

Table 19: National confidential enquiries reports published and actions taken

National Confidential Enquiry into Patient Outcome 
and Death (NCEPOD) studies

Description of local actions

1 Lower Limb Amputation: Working Together The report was noted by the Surgical Audit Group

2 Gastrointestinal Haemorrhage: Time to Get Control? The recommendations of the report reviewed 
at Surgical Audit Group

3 Sepsis: Just Say Sepsis! The recommendations of the report reviewed 
at Surgical Audit Group.

In 2015/16 our Clinical Audit Committee reviewed the reports of 77 local clinical audits and 
local action plans to improve the quality and outcomes of patient care. The following actions are 
examples of some of the actions we have taken to improve the quality of the healthcare we provide. 
If you want more information about the local audits, phone the Quality Assurance department on 
020 7808 2702 or email QualityAssurance@rmh.nhs.uk.

Table 20: Local audits reviewed and examples of some of the actions we plan to take

Name of local audit Actions and learning arising from the audit

Audit to evaluate the time for histology samples 
of newly referred patients with metastatic/
recurrent lung cancer to reach The Royal Marsden 
hospital from district general hospitals and time 
for the mutational analysis result to be issued

The electronic patient record will include:

 – the date we asked for a tumour sample;

 – the date of breach dates (the dates when 
histology samples arrived with us too late 
and analysis results were issued too late);

 – the date we received the sample; and

 – the date we issue each mutational 
analysis results report.

After 12 months, re-audit the time taken for histology 
samples to arrive with us and the time taken for 
us to issue the mutational analysis results.

Audit to measure current practice of critical illness 
rehabilitation against the recommendations 
in the National Institute for Health and 
Care Excellence (NICE) guideline.

IntelliSpace Critical Care and Anaesthesia 
(ICCA) documents have been updated.

Information has been transferred onto 
the electronic patient record (EPR).

Results of the audit sent to the critical care Multi 
Disciplinary Team and the physiotherapy team.

The critical-care rehabilitation 
folder has been updated.

Audit of the use of the LHRH (luteinizing hormone 
releasing hormone) analogue and norethisterone to arrest 
menstrual periods in girls undergoing chemotherapy

The guidelines on using hormonal therapy 
to stop the periods of girls and young women 
undergoing chemotherapy have been revised.

Management of bowel obstruction – 
a multidisciplinary approach

Medical and surgical teams are contacted 
each week to pick up any new cases of bowel 
obstructions not already referred.

Guidelines on managing bowel obstructions have 
been issued to oncology and surgical teams.

This audit will be carried out for patients 
with gastrointestinal cancer.

After 12 months, re-audit the 
management of bowel obstruction.

New patient referrals to breast diagnostic clinic The referral template has been redesigned to 
help GPs identify any urgent referrals.

The Breast Unit has introduced an education 
plan with the Transforming Cancer Services 
education lead and the education lead for NHS 
Sutton Clinical Commissioning Group (CCG).

Acute lymphoblastic leukaemia mortality 
and severe adverse events (SAE) audit

All deaths are reviewed at the mortality and 
morbidity meetings held every three months.

The toxicity grading for acute lymphoblastic 
leukaemia trials has been improved. (Toxicity 
grading helps to define different levels of toxicity.)
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Name of local audit Actions and learning arising from the audit

Safeguarding assessment of 12 and 13 year olds in 
the Sutton and Merton Community Services (SMCS) 
Contraceptive and Sexual Health (CaSH) service

We introduced a risk-assessment tool.

We agreed limited access to CaSH records for 
members of the safeguarding team working 
in the multi-agency safeguarding centres.

Re-audit of the process and outcome of getting 
compression garments for the management 
of lymphoedema on prescription

Lymphoedema therapists are making sure that 
patients understand how important the prescription 
request is in managing their swelling, and to 
discard old garments that need replacing.

We remind patients that they should deliver the 
prescription request letter to their GP within a week.

We have reinforced our understanding 
of the current process of developing a 
prescription for compression garments.

Survey of patient experience with 
The Royal Marsden’s multi-faith chaplaincy

We have reviewed and updated the chaplaincy 
information on out intranet and website.

We have introduced chaplaincy posters 
on notice boards for patients.

Staff induction training will now include chaplaincy.

Audit of Vincristine, Doxorubicin, Cyclophosphamide 
and Ifosfamide, Etoposide (VDC IE) use and toxicity

Patients with Ewing’s sarcoma are being carefully 
assessed to choose appropriate chemotherapy regime.

The duration of granulocyte colony stimulating 
factors (GCSF), which stimulates the bone 
marrow to produce granulocytes and stem cells 
and release them into the bloodstream, has been 
increased to reduce the risk of neutropenia, 
which leads to an increased risk of infection.

Doses are being reduced appropriately, 
as per clinical trial guidelines.

Intravenous (IV) Audit 2015 We have updated our policy on extravasation 
(intravenous drugs accidentally being 
administered into the space or tissue around the 
injection site, however caused (for example, by 
leakage or incorrectly positioned devices).

We have improved documents relating 
to care plans and fluid charts.

Making sure all continuous administration and central 
venous access device (CVAD) dressings are labelled.

We have improved documents relating to the 
codes used on the patient’s medicines chart to 
indicate that the nurse has given the medicine.

Name of local audit Actions and learning arising from the audit

Radiology patient experience survey We discussed the audit tool (the patient experience 
survey used to collect the information for the audit) 
with all clinical speciality leads to make sure all 
information is relevant to the particular clinical area.

We made amendments to the survey questionnaire.

Good practice is reinforced at 
radiographers’ meetings.

Neuro-oncology patient experience survey We have developed a new patient-experience 
survey for iPads as surveys by email and post 
were not working well for this group of patients.

All new patients are given a holistic needs assessment 
at their first clinic appointment when they check 
in to outpatients. (A holistic needs assessment 
makes sure that a cancer patient’s physical, 
emotional and social needs are identified and met 
in a timely and appropriate way, and that resources 
are targeted to those who need them most.)

Communications with other 
departments have improved.

We applied for Macmillan funding for 
a trainee clinical nurse specialist.

We are developing a neuro-oncology web page.

Audit to measure current compliance of weaning 
guidelines and standards on Critical Care Unit 
for ventilated and tracheostomy patients

We have changed the IntelliVue Clinical Information 
Portfolio (ICIP) documents to include compliance 
(performance in keeping to the weaning standards 
and guidelines), the reason for any non-compliance 
(where the weaning standards and guidelines 
are not kept to) and respiratory parameters for 
weaning (that is, the criteria and checks that should 
be used when taking patients off ventilation).

We have introduced routine respiratory parameters 
that can be used when taking patients off ventilation.

After 12 months, re-audit our performance in 
keeping to the weaning standards and guidelines 
for ventilated and tracheostomy patients.
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Name of local audit Actions and learning arising from the audit

Complaints handling audit We continue to make sure that the responses we give 
do not use technical language.

We make sure that information on how to make a 
complaint is clearly displayed, and we have created a 
poster to advertise our complaints procedure.

We make sure anyone who makes a complaint is kept 
up to date with the progress of our investigations and 
when they should receive a final response.

We share information with lead investigators and 
divisional directors so we can learn from complaints.

What we have learnt from complaints is reported back 
to the complaints team and PALS every month.

We continue to increase ‘Patient Advice and Liaison 
Service (PALS) by the bedside’ contacts to explain the 
role settling complaints as soon as possible.

Taking part in clinical research

The Royal Marsden and The Institute of Cancer Research 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 2015 to March 2016, we recruited 5453 patients as part of 312 different clinical studies in 
research approved by a research ethics committee.

Revalidation of doctors

In the year from 1 April 2015 to 31 March 2016, 103 doctors were due for revalidation (the 
process of making sure that doctors, except trainees, can stay registered). We made 78 positive 
recommendations for revalidation to the GMC. This is 76% of all doctors due for revalidation in 
quarter 3. We also recommended 25 deferrals to allow individuals to complete their appraisal 
documents. At the end of December 2015, 79% of eligible doctors were recorded as having 
completed an appraisal in the last 12 months. An annual report on appraisal and revalidation 
was presented in May 2015, with a clear action plan to increase the number of doctors with a 
valid appraisal.

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.

Local Quality Incentive Schemes (LQIS)

Commissioning for quality and innovation guidelines (CQUINs) are not available to us for 
2015/16. In the place of CQUINs, we have agreed several local quality incentive schemes (LQIS) 
to make sure we continue to work innovatively and introduce projects which best benefit patients.

 – In 2014/15, our cancer specialist services achieved 99.5% of its acute CQUIN goals, which 
equated to approximately £2.8 million. Sutton and Merton Community Services (SMCS) achieved 
100% of its CQUIN goals. This equated to approximately £750,000 of income

 – In 2013/14 our cancer specialist services achieved 100% of their CQUIN goals. This equated 
to approximately £3.7 million of income. In 2013/14, SMCS achieved 94% of its CQUIN goals, 
equating to approximately £800,000 of income

 – LQIS goals for 2015/16 were agreed with commissioners in the following subject areas for cancer 
specialist services and for SMCS.

 – Acute LQIS – £47,000

 – SMCS LQISs – £800,000.

Cancer specialist services

Lymphoedema

An audit carried out by the Lymphoedema team found that patients often do not receive the correct 
prescription, which leads to wastage and can delay patients’ treatment. We are working with key 
stakeholders within Clinical Commissioning Groups to improve this process and make sure that 
patients get the correct garment, first time.
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Sutton and Merton Community Services

Preventing admissions

This scheme aims to reduce the proportion of hospital admissions of patients known to the 
integrated locality teams.

Venous leg ulcers

This scheme aims to introduce a new pathway (process) for treating venous leg ulcers using 
‘Doppler’ testing and compression treatment. Staff are being trained to deliver this pathway, and the 
number of patients being treated on this pathway is being measured.

Wellness and promoting self-care

This scheme aims to provide information and support to allow patients with diabetes and 
respiratory conditions to help manage their conditions and stay healthy. The number of patients 
accessing these programmes is being measured.

Acute LQIS goals 2015/16

Table 21 below shows our position as at 28 April 2016. We are waiting for confirmation of 
our achievement.

LQIS target Description of goal Quarter 4 2015/16

Lymphoedema Introduce action plan and measure progress against it Achieved

SMCS LQIS goals 2015/16

Table 22 below shows our position as at 29 April 2016. We are waiting for confirmation of 
our achievement.

LQIS target Description of goal Quarter 4 2015/16

Preventing admission Put the Project Initiation Document into practice and 
meet the key milestones included

Achieved

Venous leg ulcers Performance in line with targets Achieved

Progress in line with key milestones in the action plan

Audit patients’ experiences

Wellness and 
promoting self-care

Progress against action plan and measure against the 
target for achievement 

Achieved

What others say about The Royal Marsden

Registration with the Care Quality Commission (CQC)

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

To date, the Care Quality Commission has not taken enforcement action against the Trust 
during 2015/16.

To date, The Royal Marsden is not having to have regular reviews carried out by the Care 
Quality Commission.

To date, The Royal Marsden has not been involved in any of our special reviews or investigations 
during 2015/16.

Care Quality Commission ratings

During the year 2015/16, we were not inspected by the CQC. An inspection took place in April 
2016. As part of a self-assessment before the inspection, we have rated ourselves as shown 
below in table 23.

Table 23: self-assessment

Five key questions Rating

Are they safe? Good

Are they effective? Good

Are they caring? Outstanding

Are they responsive to people’s needs? Good

Are they well-led? Good
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Quality of information

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

During 2015/16 the Trust sent the Secondary Uses Service records to be included in the Hospital 
Episode Statistics (a database containing details of all admissions, outpatient appointments and 
Accident & 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 99.92% for 
admissions, 99.85% 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 99.54% for admissions and 99.64% for outpatient appointments. 
See table 24 below.

Table 24: Percentage of complete records provided

Details included Admissions – 
inpatient and day case

Outpatient appointments

Patient’s NHS number 2012/13 99.9% (see note below) 99.8% (see note below)

2013/14 99.9% 99.9%

2014/15 99.9% 99.9%

2015/16 – first quarter 99.9% 99.9%

2015/16 – second quarter 99.9% 99.9%

2015/16 – third quarter 99.9% 99.9%

2015/16 – fourth quarter 99.9% 99.9%

Patient’s GP practice 2012/13 99.7% 99.7%

2013/14 99.8 % 99.8%

2014/15 99.5% 99.6%

2015/16 – first quarter 99.6% 99.7%

2015/16 – second quarter 99.7% 99.7%

2015/16 – third quarter 99.8% 99.7%

2015/16 – fourth quarter 99.9% 99.7%

Note: The percentages shown for 2012/13 are different from those reported in the Annual Quality Account for 2012/13. This is 
because the NHS number completeness reported in Quality Accounts previously included private patients, and the figures above 
only apply to NHS patients (in line with updated guidance).

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

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

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

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

Information Governance Toolkit attainment levels

The Information Governance Toolkit is an online system which allows NHS organisations to 
assess themselves against Department of Health policies and standards. On 31 March 2016, our 
Information Governance Toolkit assessment provided a final score of 89% for version 13. This 
is equal to our previous year’s score of 89% for version 12. The Information Governance Toolkit 
is available on the Health and Social Care Information Centre (HSCIC) website (www.nww.igt.
hscic.gov.uk/).

Payment by Results clinical coding error rate

In 2015/16, the ‘Payment by Results (PbR) data assurance framework’ provides assurance over the 
quality of the information that payments in the NHS are based on. 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. The accuracy of clinical coding was audited at 50 acute trusts. Forty 
of those trusts were chosen because of the high number of cases where there was a change in 
payments in previous audits. We were not chosen to take part in this audit.

Table 25: Clinical coding

Coding errors 2012/13 2013/14  
(figures taken from 

the Information 
Governance 

Clinical 
Coding Audit 

in December 2013)

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)

Primary diagnosis correct records 92.0% 94.0% 94.0% 95.0%

Primary procedure-code errors 95.3% 94.9% 93.0% 95.5%

Secondary diagnosis errors 94.9% 97.5% 92.3% 96.4%

Secondary procedure-code errors 91.2% 95.8% 90.3% 90.4%
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Part 4

Review of quality performance (previous year’s performance)

Table 26: National targets

Cancer waiting times targets

N
ation

al target 
– 2015/16

P
erform

ance 
– q

uarter 1 
2015/16

P
erform

ance 
– q

uarter 2 
2015/16

P
erform

ance 
– q

uarter 3 
2015/16

P
erform

ance 
– q

uarter 4 
2015/16

Overall  
performance  

2015/16

All urgent GP referrals seen within 14 days 93% 96.2% 95.9% 96.9% 95.3% 96.1%

All referrals for breast symptoms 
seen within 14 days

93% 94.2% 94.3% 95.4% 96.1% 95%

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

96% 99.5% 98.9% 98.8% 99.0% 99.1%

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

94% 96.3% 98.8% 96.4% 97.6% 97.3%

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

98% 99.8% 99.8% 100% 100% 99.1%

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

94% 98.3% 96.9% 98.5% 98.3% 98.0%

Treatment started within 62 days of 
urgent GP referrals

85% 85.4% 88.7% 88.4% 85.3% 87.0%

Treatment started within 62 days of recall 
date for urgent screening-centre referrals

90% 93.0% 96.3% 93.7% 94.0% 94.2%

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. However, the complexity and range of the services we provide mean that we need to 
apply local policies and interpretations, including those set out in our Access Policy. 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 the table below 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.

Table 27: referral time to treatment

 Overall  
2014/15

Quarter 1  
2015/16

Quarter 2  
2015/16

Quarter 3  
2015/16

Quarter 4  
2015/16

Overall  
2015/16

National target  
2015/16

Referral time to 
treatment (RTT), 
incomplete pathways

95.8% 94.9% 95.1% 94.8% 95.9% 95.2% 92%

This is the only NHS waiting-time standard which 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, especially 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.

Last year our 18-week reporting received limited assurance from our external auditors for the 
first time, and we became of some process issues which affected the precision of our reported 
performance. These issues were addressed immediately and similar problems have not been seen 
since. This year’s limited assurance did, however, identify further issues that affect our reported 
figures. The most notable issue was that we received late or incorrect pathway information from 
trusts referring patients to us and, although the limited assurance noted this was outside our 
control, it does affect the accuracy of our reported performance. The limited assurance also found 
internal process issues which should be improved to strengthen our 18-week reporting, as well as 
two human errors (mistakes) which, if corrected, would actually improve our performance against 
the 92% target.

Our auditors have found that that most trusts struggle with reporting against this target due to 
its unique challenges and the lack of sophisticated technology to track pathways across the NHS. 
The manual nature of this reporting brings with it some risk of human error. We will continue to 
introduce further procedures to minimise the risk of human errors happening.

The issues above relate only to the technical counting of the reported position and they have no 
effect whatsoever on how patient pathways are managed. Despite the accuracy issues noted above, 
we continue to report about 3% above the target. We also continue to monitor 18-week pathways 
that were stopped (which does not suffer from some of the complexities of the incomplete pathway 
reporting), and we are confident that it meets the 18-week standard.
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NHS 18-week targets

Table 28: NHS 18-week targets

Patients needing 
admission who waited 

less than 18 weeks from 
referral to treatment 

Patients not needing 
admission who waited 

less than 18 weeks from 
referral to treatment

National target 2013/14 90% 95%

Percentage achieved in quarter 1 of 2013/14 95.4% 99%

Percentage achieved in quarter 2 of 2013/14 96.1% 99.1%

Percentage achieved in quarter 3 of 2013/14 94.9% 99%

Percentage achieved in quarter 4 of 2013/14 96% 98.5%

National target 2014/15 90% 95%

Percentage achieved in quarter 1 of 2014-2015 95.9% 97.5%

Percentage achieved in quarter 2 of 2014-2015 95.1% 97.8%

Percentage achieved in quarter 3 of 2014/15 95.4% 98.2%

Percentage achieved in quarter 4 of 2014/15 95.2% 98.9%

National target 2015/16 90% 95%

Percentage achieved in quarter 1 of 2015/16 95.7% 98.6%

Percentage achieved in quarter 2 of 2015/16 95.4% 98.7%

Percentage achieved in quarter 3 of 2015/16 95.5% 98.7%

Percentage achieved in quarter 4 of 2015/16 94.6% 98.6%

Table 29: Access targets

Percentage of operations 
cancelled by the Trust at 

the last minute

Percentage of cancelled 
operations not 

subsequently performed 
within one month

2011/12 0.3% 0%

2012/13 0.5% 0%

2014/15 0.7% 0%

Quarter 1 of 2015/16 0.6% 0.1%

Quarter 2 of 2015/16 0.5% 0%

Quarter 3 of 2015/16 0.3% 0%

Quarter 4 of 2015/16 0.8% 0.05%

Overall for 2015/16 0.5% 0.04%

During the first half of 2014-2015, the Trust failed the 62-day screening standard in quarter 1 and 
failed the 62-day GP standard in quarter 2.

Outpatient waiting times

The number of outpatients attending appointments has increased by between 3% and 5% 
a year over the past five years. See the table below for the numbers for the year from 1 April 
2015 to 31 March 2016. Despite more patients attending, the length of time patients wait has 
been maintained.

Table 30: Outpatient waiting times

Patients seen 
within 30 minutes 

Patients seen after 
30 minutes but 
within one hour

Patients 
seen after one hour

Grand total

Total 2014/15 129369 20702 992 159993

Quarter 1 2015/16 32696 4726 2330 39752

Quarter 2 2015/16 33401 4805 2880 41086

Quarter 3 2015/16 34126 4423 2149 40698

Quarter 4 2015/16 33772 4790 2429 40991

Total 2015/16 133995 18744 9788 162527

Financial quarter Patients seen 
within 30 minutes 

Patients seen after 
30 minutes but 
within one hour

Patients 
seen after one hour

Grand total

Total 2014/15 80.9% 12.9% 6.2% 100.0%

Quarter 1 2015/16 82.2% 11.9% 5.9% 100.0%

Quarter 2 2015/16 81.3% 11.7% 7.0% 100.0%

Quarter 3 2015/16 82.9% 10.8% 5.2% 100.0%

Quarter 4 2015/16 82.4% 11.7% 5.9% 100.0%

Total 2015/16 82.4% 11.5% 6.0% 100.0%
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Appendix 1

Quality Indicators where national data is available  
from the Health and Social Care Information Centre 
(Updates available nationally-end March 2016)

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.

The Royal Marsden NHS Foundation Trust considers that this data is as described as taken 
from the Health and Social Care Information Centre. 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 below show those core indicators which 
are relevant and how the Trust compares against other trusts. The tables show the highest and 
lowest national scores.

Trust quality priority 1

Core indicator 24) The data made available to The Royal Marsden NHS Foundation Trust by 
the Health and Social Care Information centre with regard to the attributable cases of C.difficile 
infection reported within the trust amongst patients aged 2 or over during the reporting period.

Indicator 24: Rate of C.difficile infection.

March 2015 
to February 

2016: Number 
of apportioned 

C-difficile 
infections.

February 2015 
to January 

2016 Number 
of apportioned 

C-difficile 
infections.

National 
Average 

apportioned 
C-difficile 

infections 
per provider.

(March 2015 to 
February 2016)

Comparator 
Group

Comparator 
– Highest 

apportioned 
C.difficile 

infection rate 
(March 15 to 
February 16)

Comparator 
– Lowest  

apportioned 
C.difficile 

infection rate 
(March 15 to 
February 16)

42 37 34.2 All Acute Trusts 142 0

Trust quality priority 2

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

Indicator 25a: Patient Safety incidents that resulted in severe harm or death 
Indicator 25b: Patient Safety percentage that resulted in severe harm or death

Indicator April 2015 to 
September 

2015

October 2014 
to March 

2015 

National 
Average 

(April 2015 
to September 

2015)

Comparator 
Group

Comparator 
– Highest 

(April 2014 
to September 

2014)

Comparator 
– Lowest 

(April 2014 
to September 

2014)

25a 1 1 2 Acute Specialist 9 0

25b 0.1% 0.1% 0.2% Acute Specialist 1.8% 0.0%

Trust quality priority 3

Core indicator 23) The data made available to The Royal Marsden NHS Foundation Trust by 
the Health and Social Care Information Centre with regard to the percentage of patients who 
were admitted to hospital and who were risk assessed for venous thromboembolism during the 
reporting period.

Indicator 23: Patients admitted to hospital who were risk assessed for venous thromboembolism

Quarter 3 2015/ 
2016

Quarter 2 
2015/16

National 
Average (Q3 
2015/ 2016)

Comparator 
Group

Comparator – 
Highest (Quarter 

3 2015/16)

Comparator – 
Lowest (Quarter 

3 2015/ 2016)

96% 96% 95.4% Acute Trusts 100% 62%

Trust quality priority 4

Core indicator 19) The data made available to The Royal Marsden NHS Foundation Trust by the 
Health and Social Care Information Centre with regard to the percentage of patients aged – i) 0-15; 
and ii) 16 or over, readmitted to a hospital which forms part of the trust within 28 days of being 
discharged from a hospital which 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 15 years old)

Indicator 19b: Patients readmitted to a hospital within 28 days of being discharged 
(Aged 16 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% 7.94% 11.45%
Acute 

Specialist
14.09% 0%

Trust quality priority 6a

Core indicator 20) The data made available to The Royal Marsden NHS Foundation Trust by 
the Health and Social Care Information Centre 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 

April 2014 to 
March 2015

Adult Inpatient 
Survey April 

2013 to 
March 2014

National 
Average 

April 2014 to 
March 2015

Comparator 
Group

Comparator 
– Highest 

April 2014 to 
March 2015

Comparator 
– Lowest 

April 2014 to 
March 2015

87.4 87.0 76.6 All trusts 88.2 66.8
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Trust quality priority 6b

Core indicator 21.1) Friends and family test – Patient. The data made available to 
The Royal Marsden NHS Foundation Trust by the Health and Social Care Information Centre 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

February 2016 January 2016 National 
Average 

(Feb 2016)

Comparator 
Group

Comparator 
– Highest 

(Feb 2016)

Comparator 
– Lowest 

(Feb 2016)

97% 97% 95.7% All Trusts 100% 74%

Trust quality priority 7

Core indicator 21) The data made available to The Royal Marsden NHS Foundation Trust by the 
Health and Social Care Information Centre 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 recommend the Trust to their family or friends.

NHS Staff 
Survey 2015

NHS Staff 
Survey 2015

National 
Average (2015)

Comparator 
Group

Comparator – 
Highest (2015)

Comparator – 
Lowest (2015)

87% 89% 84%
Acute Specialist 

Trusts
89% 72%

Indicator code 12a:

The Value of the Summary Hospital-Level mortality Indicator (“SHMI”) 
The banding of the Summary Hospital-Level mortality Indicator (“SHMI”)

October 2014 to 
September 2015

July 2014 to 
June 2015

National 
Average

Comparator 
Group

Comparator 
 – Highest

Comparator 
 – Lowest

Trust data not published nationally for this indicator. Not applicable Not applicable

Trust data not published nationally for this indicator. Not applicable Not applicable

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

October 2014 to 
September 2015

July 2014 to 
June 2015

National 
Average

Comparator 
Group

Comparator 
 – Highest

Comparator 
 – Lowest

Trust data not published nationally for this indicator.

Appendix 2

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 last 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 relationship ‘trusted’ and the 
characteristic ‘driven’.

Trusted

Trust means believing in the reliability, 
integrity and character of something. At 
The Royal Marsden, patients trust our staff  
to deliver the best care.

Richard Trouncer is a Radiotherapy Physicist 
who has worked at The Royal Marsden for 
seven years. He said:

‘It is vitally important that we operate within 
a network of trust in order to do our job 
effectively. There needs to be trust between us, 
the clinicians, radiographers, engineers and 
suppliers, to ensure that the treatment is correct 
and is the best option for the patient.

‘Patients may never see a radiotherapy physicist, 
but we are vital to them being able to receive 
state-of-the-art treatment.’

Driven

We are driven when we are determined to 
achieve success. Our staff are driven to improve 
the lives of patients with cancer.

Cheryl Richardson is a Superintendent 
Radiographer who has worked at 
The Royal Marsden for 14 years. She said:

‘Our drive has always been to ensure quality 
for patients and to improve efficiency. The new 
Reuben Foundation Imaging Centre has allowed 
us to develop new imaging techniques and to 
improve the quality of the research that we 
are involved in.

‘Delivering quality, efficiency, excellence and 
pushing the boundaries of research is the way 
we are driven. We never rest on our laurels and 
always want to be looking to the future and 
improving the service we give, so we are the 
worldwide leaders in imaging techniques.

‘However, you must always put the patient first 
and never let your drive for efficiency take over 
your drive for compassion.’
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Appendix 3

Sign Up to Safety

We joined the national Sign Up to Safety campaign in the summer of 2015. The aim was to reduce 
avoidable harm in three distinct areas – sepsis, medication errors and pressure ulcers. In each 
area, a safety group has been established.

The following tables show the aims and proposed actions relating to sepsis, medication errors and 
pressure ulcers.

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

Aims Primary goals Necessary actions

To: 

 – increase 
awareness of sepsis;

 – prevent sepsis;

 – recognise and manage, 
as early as possible, 
patients with sepsis;

 – reduce emergency 
admissions through 
early intervention 
strategies; and

 – have no avoidable 
deaths from severe 
sepsis and septic shock 
from 1 June 2018.

Prevent and 
control infection

Effective handwashing.

Training in vascular access devices 
(for example, cannulas).

Central venous catheter bundles. These are 
a set of measures that, when carried out 
together, reduce the risk of infections from 
having tubes inserted into large veins.

Urinary catheter bundles. These are a set of measures 
that, when carried out together, reduce the risk of 
infections from having tubes inserted into the bladder.

Identify and treat 
patients with sepsis 
as early as possible

Effective management of the use of antibiotics. 

Sepsis screening - 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.

Educate patients and volunteers.

Management of neutropaenic sepsis. This 
happens when there is an infection related 
to a reduction in the number of white blood 
cells (neutrophils), which fight infections.

Patients with a NEWS points score of more than 
four are referred to the Critical Care Outreach Team 
(CCOT). The National Early Warning Score (NEWS) 
allocates points for changes to patient parameters 
such as heart rate, temperature, blood pressure and 
respiratory rate. The greater the abnormality, the 
higher the number of points. The points are added 
and if they are above four, this prompts a review 
by the Critical Care Outreach Team to decide if 
the patient needs to go to the critical care unit.

Lactate measurement available 24/7 in hospitals. 
A raised lactate level in the blood of patients may 
be a sign of a severe infection. Measurement 
should be possible in patients all day, every day.

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. 

Aims Primary goals Necessary actions

Trigger tools for patients calling in from home. 
Patients, for instance those receiving chemotherapy, 
are given information on when to get medical 
advice (for example, if they have a temperature). 
Collectively, trigger tools are the parameters that 
should lead to patients phoning for medical advice.

Early referrals to the Critical Care Outreach Team are 
available in the hospitals at Fulham Road and Sutton, 
all day and every day. The Critical Care Outreach 
Team is made up of nurses trained in identifying, 
stabilising and increasing the level of care for patients 
who are critically ill for any reason. They work with 
the teams on the wards and in the critical care unit.

Reliable communication at handover 
about patients who are at risk. 

Clinical Site Practitioner to tell CCOT about 
after-hours emergency admissions.

Reporting to senior team, critical care and CCOT.

Deliver the 
sepsis-six care bundle

Delivery of sepsis-six (02, Blood cultures, 
Antibiotics, Fluids, Lactate measurement and urine 
output monitoring). The ‘sepsis-six’ are a group 
of interventions that may help treat patients with 
sepsis. The 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).

Escalation of patients with severe sepsis or septic 
shock for critical-care review and admission. 
Patients who are severely unwell may need a 
higher level of care and be ‘escalated’ to get the 
Critical Care Team’s opinion on whether a patient 
needs to be moved to the critical care unit. 

Giving antibiotics within an hour of suspected sepsis.

Early control of the source of the sepsis.

Increase the number of nurses for administering 
antibiotics to the Patient Group Direction (PGD). 
Normally, medications are given on prescription 
by a doctor. Patient Group Directions (PGDs) are 
a mechanism by which authorised professionals 
can administer medications to groups of patients 
without there being a prescription from a doctor. In 
this case, if a patient is suspected of having a severe 
infection, a trained nurse could give an antibiotic 
to reduce the delay of getting a prescription.



The Royal Marsden NHS Foundation Trust Quality Account 2015/16

74 75

Aims Primary goals Necessary actions

Increase the number of nurses who can insert cannulas 
and have access to portacath devices. Portacaths are 
devices (ports) placed under the skin, attached to a tube 
tunnelled under the skin to enter a large vein. A needle 
can be inserted through the skin into the port to allow 
blood to be taken or medication to be given. The skin 
over the port reduces the risk of infection from the 
device staying in the body for a long period of time.

For sepsis patients admitted, gather information 
relating to IT Coding, morbidity and mortality rates, 
root-cause analysis. Identifying patients with sepsis 
allows us to gather valuable information on the 
number of patients with sepsis and their outcomes 
(morbidity – how unwell they become and how long 
they stay in hospital as well as mortality – whether the 
patient dies due to the severe infection). Reviewing 
the notes of patients with sepsis can uncover ways 
to improve care for future patients. This is called 
root-cause-analysis and is based on the idea that 
several factors (roots) can contribute to a problem 
(sepsis) developing. One way of identifying patients is 
by using information technology (IT) coding. This is 
where each episode of a patient’s care is summarised 
into a variety of codes by dedicated professionals 
(clinical coders). This allows a large database to 
be searched to find information (for example, those 
patients with severe sepsis or septic shock).

Raise awareness and 
education for staff, 
patients and carers

The Royal Marsden School formal 
teaching programmes.

Nurses new to cancer care module and Acute 
Cancer Care Module. We have a teaching school 
for nurses. It is planned to educate nurses in 
identifying sepsis, getting early help and starting 
treatment promptly. There are two modules – 
‘Nurses new to cancer care’ and ‘Acute cancer 
care’ – which sepsis training can be part of.

Mandatory refresher training for staff on the six 
signs of sepsis and managing the condition.

Hold a Sepsis Roadshow twice a year, 
both on-site and in the community.

Standardise the approach to managing 
sepsis across all sites.

Simulation training.

Ward-based and community-based teaching sessions.

Embedding training for serious incidents. If there 
was a serious incident related to sepsis (where there 
is significant harm to the patient), then learning from 
investigations will be incorporated into training in 
order to reduce the risk of the event happening again.

Escalation and review. 
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 critical care unit)

Senior review of the patient (by a 
registrar or a consultant).

Review critical care and CCOT. 

Review unplanned emergency admissions.

Aims Primary goals Necessary actions

Produce clear 
management plans

Clear criteria for emergency admission.

Clear management plans for those with ward-based 
ceilings of care. For some patients, transferring them 
to the critical care unit is not appropriate. They have 
a ‘ceiling of care’ in place, where medical treatment 
is offered up to a limit (the ‘ceiling’) on the ward. 
Treatment options only available in the critical care 
unit include breathing support from a mechanical 
ventilator, support to increase blood pressure and 
some artificial kidney support (dialysis). Patients 
staying on the ward will not receive these treatments.

Reporting on the ‘Datix’ form when patients meet 
the criteria for emergency admission but no bed 
is available. If a patient is severely unwell with 
an infection at home, they should be admitted to 
hospital as an emergency. Very occasionally it 
may be that the patient cannot be admitted due 
to a lack of beds. This would be reported as an 
incident on the Datix form, which is a summary 
of what happened and whether the patient came 
to any harm. These incidents are analysed by the 
risk management department to determine the 
risk of the situation arising again, and how severe 
the harm was, before making recommendations 
to reduce the risk of it happening again.
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Patient-safety improvement plans – reducing harm from medication errors

Aims Primary goals Necessary actions

To:

 – improve the pharmacy-led 
medicines reconciliation rates on 
admission to 100% by 2018;

 – reduce chemotherapy-prescribing 
errors by 20% by 2018; and

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

Prevention:

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

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

 – Reduce harm from the incorrect 
medicines being prescribed, 
or necessary medication 
not being prescribed, by 
improving pharmacy-led 
medicines reconciliation at 
admission and discharge

 – Implementation of the Medication 
Safety Thermometer

Education and raising awareness:

 – Produce a monthly dashboard 
showing progress with qualitative 
and quantitative metrics

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

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

 – Undertake regular chemotherapy 
audits to monitor error rates.

Use the medicines-safety 
thermometer. (The medicines-safety 
thermometer is a national tool to 
reduce the number of medication 
mistakes causing serious harm. 
The information is collected from 
wards. Each month, the results 
are fed back to all nursing and 
pharmacy staff. The results are 
also published on the monthly 
dashboards displayed in all ward 
areas. This raises awareness and 
empowers the nursing teams to 
make improvements locally.)

 – Have the medicines-safety 
thermometer tailored to the 
medicines-safety drivers for 
The Royal Marsden.

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

 – 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.

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

Patient-safety improvement plans – reducing harm from pressure ulcers

Aims Primary goals Interventions

To reduce avoidable pressure ulcers:

 – by 100% within hospitals; and

 – by 50% within the community; 

by June 2018

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 
& 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 Learn from community work

Use suitable devices – Aderma, 
prophylactic meplix border, 
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 RCAs:

Risk Management 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 
ulcers and moist lesions
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Appendix 4

Statements from key stakeholders (these 
statements will be added once the draft 
quality account has been reviewed during 
the 30 day period).

Council of Governors

Statement from the Council of Governors on 
the Quality Account 2015/16

The Council of Governors of The Royal Marsden 
reviews the Quality Account presented by 
the Chief Nurse, Dr Shelley Dolan, at each of 
its quarterly meetings where it discusses the 
priority quality issues. The Patient Experience 
and Quality Account Group, a Working Group 
of the Council of Governors, reviews feedback 
from patients, including the frequent feedback 
surveys, and has influenced the questions used 
in these surveys to reflect patients’ interests. 
Members’ events provide the opportunity to 
liaise with Governors and staff to help develop 
and select the forthcoming priorities for quality 
improvement. Prior to our Members’ event 
in November 2015, members were asked to 
complete a survey in preparation for the event 
and indicate what they thought the priorities 
should be for the following year. Feedback 
from this survey was used for discussion at 
the Members’ event and for the first time, 
members used electronic voting pads to vote 
for their preferred priorities in areas relating 
to patient safety, clinical effectiveness and 
patient experience.

Improvements in the presentation of data are 
introduced by The Royal Marsden each year 
to make the Quality Account, now in its sixth 
year of publication, more succinct, interesting 
and readable by the general public as well 
as by healthcare professionals. Governors 
continue to see enhancements 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 fully endorse the key priorities for 
improvement as set out in the Quality Account.

Council of Governors
April 2016

Healthwatch Sutton

Healthwatch Sutton’s work programme for 
2015/16 has not carried out any investigations 
that looked specifically at any of the services 
provided by Sutton and Merton Community 
Services. The views that we had collected 
over the previous year from local people had 
not highlighted any major issues in relation to 
community services in Sutton.

However Healthwatch Sutton has been actively 
involved in the CCGs retendering process 
for the new contract to provide Community 
Services in Sutton by having representation 
on the tender panel and ensuring that a lay/
patient perspective is considered in the process. 
Healthwatch Sutton also has representation 
on The Royal Marsden NHS Foundation 
Trust’s Patient Experience Group that covers 
community services alongside other services 
provided by the Trust.

In addition, Healthwatch Sutton has worked in 
partnership with Sutton and Merton Community 
Services on local initiatives including the sub 
committees involved in delivering the Better 
Care Fund and the Urgent Care Working Group. 
We look forward to maintaining our positive 
relationship with The Royal Marsden NHS 
Foundation Trust.

Many thanks,

David

David Williams
Chair – Healthwatch Sutton

Merton Clinical Commissioning Group

The Royal Marsden: QUALITY ACCOUNT 
in relation to Sutton and Merton 
Community services

This is the final review of the Quality Accounts 
produced by The Royal Marsden NHS Foundation 
Trust for Sutton and Merton Community Services 
(SMCS) by Merton Clinical commissioning Group 
(MCCG), on behalf of both Merton and Sutton 
CCGS. For the period 2015/16.

MCCG, as the lead commissioner for this 
service working closely in partnership with 
Sutton CCG, Public health colleagues and 
the wider health economies has reviewed 
the Quality improvements as set out in NHS 
England’s guidance for this Royal Marsden 
(RMH) NHS Foundation Trust document, 
paying particular regard to community health 
service priorities.

MCCG has enjoyed a healthy working 
relationship with SMCS and has continued 
to work very closely in partnership with the 
community teams to monitor the quality of 
community care services through attendance 
at multi agency GP led Clinical Quality 
Review Meetings.

It is encouraging to see that all ten priorities 
are met for this period. MCCG has noted that 
the priorities not only include the mandatory 
NHS England requirements but RMH locally 
set priorities that focus on waiting times and 
children’s immunisation.

With regard to community services we 
commend the Trust for achieving Priority 5, 
reducing the incidence of pressure ulcers grade 
3 and 4 for clients receiving community care 
and congratulate you for your commitment to 
increasing the uptake of school leavers receiving 
boosters for diphtheria, polio and tetanus.

MCCG would like to take this opportunity 
to thank SMCS for their commitment to 
maintaining a quality service for our patients 
that is reflected in this and previous reports, and 
for the commitment of your staff throughout our 
working relationship.

Lynn Street
Director of Quality and Performance
Merton Clinical Commissioning Group

Mary Hopper
Director of Quality
Sutton Clinical Commissioning Group
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NHS England

NHS England’s response to 
The Royal Marsden NHS Foundation Trust 
Quality Accounts 2015/16

NHS England would like to thank 
The Royal Marsden NHS Foundation Trust 
for the opportunity to review and provide a 
statement response to their 2015/16 Quality 
Accounts. From reviewing the Trust’s Quality 
Accounts, 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 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. We note the 
detailed narrative of the key quality priorities and 
challenges the Trust has faced over the past 12 
months. We commend the Trust for its Customer 
Service Excellence Standard achievement, and 
how when triangulated with the wider patient 
experience metrics, there is evidence of positive 
patient experience in using the Trust’s services. 
We are pleased to see the plans in place to further 
build on these achievements, and particularly 
look forward to working further with the Trust in 
NHS England’s Always Event initiative.

Extensive work has been undertaken to 
manage chemotherapy waiting times, and 
to reduce the number of patients waiting for 
medication for which we commend the Trust as 
we feel these have been keys in improving the 
patients’ experience.

Whilst we have acknowledged areas of 
achievements, we have identified areas in the 
report where the Trust can highlight where 
it has made strides in its ambition to provide 
world class quality services:

 – We note the number of clinical audits the 
Trust has participated in however; we are 
unclear why this is reported as being at the 
‘data collection stage’. The Quality Accounts 
would benefit from further details on the key 
lessons arising from some of these audits 
and some actions taken to address the issues

 – The section on the reduction of the 
incidences of category 3 and 4 pressure 
sores we felt presented good examples of 
improvement; however, we would have found 

it additionally useful to see further details on 
some of the key actions taken to reduce the 
two categories for pressure sores in 2015/16

 – Given the achievements made over the past 
year in reducing the incidences of C. difficile 
and maintaining zero MRSA bacteraemia, 
the plan to improve performance in 
2016/17 is sound. The Trust can consider 
applying the lessons learnt from this 
achievement to minimise other health care 
associated infections

 – We congratulate the Trust on its internal 
cancer performance and we are aware of 
the work undertaken in the South West 
London sector to improve performance. We 
are disappointed that this has not enabled 
the Trust to meet the national target, and 
NHS England would have expected more 
detail in the Trust’s 2016/17 priorities of the 
remedial action to be undertaken to ensure 
cancer waiting targets are met and clinical 
harm monitored. We were unclear from 
the Quality Account whether the Trust has 
reviewed the quality impact of the cancer 
waiting times, and we consider this to be 
essential going forward.

We felt the Trust values and principles outlined 
in Appendix 2 underpinned service provision 
and felt it to be an important component of the 
paper. We feel the Trust can be particularly 
proud in how this has been translated into 
compassionate quality care, and positive patient 
and staff experience.

We support the priorities identified for 2016/17, 
and would suggest the inclusion of nurse 
revalidation which will be a key development in 
nursing and midwifery commencing in 2016/17. 
Though there are clearly areas for further 
progress towards achieving the Trust’s aims, we 
are satisfied the Trust has identified these areas 
for improvement and the key actions required 
to meet these goals. We are satisfied that on the 
whole the plans outlined in the Trust’s Quality 
Account will maintain and further improve the 
quality of services delivered to patients.

We look forward to working closely with the 
Trust over the coming year to further improve 
the quality of Iocal health services.

Will Huxter
Regional Director of Specialised 
Commissioning (London)

Public Health Medicine, 
London Borough of Sutton

I am pleased to commend The Royal Marsden’s 
Quality Account and to note the maintenance 
of excellent standards within the cancer 
services. I am most familiar with the Children’s 
Community Services and it has been a privilege 
to work with such committed and passionate 
staff. It would be interesting to see some 
more quality indicators around the Children’s 
Community Services which, hopefully, would 
reflect their good work.

Dr Sue Levi
Consultant in Public Health Medicine, London 
Borough of Sutton.

Patient Carer and Advisory Group

Members of the Patient and Carer Advisory 
Group have considered The Royal Marsden’s 
Quality Account for the period 2015/16. 
We believe the Quality Account clearly 
demonstrates that the Trust remains focussed 
on listening to its patient,career and staff 
community, and that it has robust arrangements 
in place to monitor its performance. The 
objectives set out provide evidence that the 
Trust continues to strive to improve and 
challenge the quality of care and services 
it provides, both in the hospital and in the 
community. We commend this approach.

We are pleased to note that all the quality 
priorities and targets (both those mandated 
and those set by the Trust itself) to ensure safe 
and effective care and to improve the patient 
experience were achieved in the 2015/16. 
In particular, we endorse the actions taken 
over the period to reduce the waiting times 
for chemotherapy treatment, for outpatient 
appointments (despite an increase in the number 
of out-patients) and for medicines on discharge. 
We look forward to seeing further improvements 
over the coming year from continued use of 
the new E-chemo system, the partnership with 
Boots and the actions taken following the out-
patients transformational project. 

We also endorse the continued efforts to 
improve care for patients in community 
services, including the steps taken both to 
reduce the incidence of pressure sores arising 
in patients receiving community care and to 
heal and improve any pressure sores already 
existing. It is pleasing to see that the Trust has 
met national targets for HPV immunisation and 
for the school leavers booster for diphtheria, 
polio and tetanus.

The excellent response to the Friends and 
Family Test from both out-patients and 
in-patients of the Trust and from those receiving 
community services is well deserved by the 
Trust. It is also good to see that well over 
89% of staff surveyed say that they would 
recommend The Royal Marsden to friends or 
family needing care.

Overall, the Patient and Carer Advisory Group 
congratulates the Trust on its Quality Account 
and its achievements over the year. We hope 
to work with the Trust to achieve further 
improvements in the patient experience over 
the coming year.

Anita Gray
Chair, Patient Carer and Advisory Group
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Plain English Campaign’s Crystal Mark does not apply 
to this appendix 5.

Appendix 5

Statement of Trust Directors’ 
responsibilities for the quality account

Under the Health Act 2009 and the National 
Health Service Quality Accounts Regulations, 
the Trust Directors must prepare quality 
accounts for each financial year. Monitor 
has issued guidance on the form and content 
of annual quality accounts and on the 
arrangements that trusts should put in place 
to support the quality of information given 
in the accounts.

In preparing this quality account, the Trust 
Directors have taken steps to make sure that 
it meets the requirements set out in the NHS 
Foundation Trust Annual Reporting Manual 
2014/15 and supporting guidance.

The content of this quality account is 
consistent with internal and external sources 
of information, including the following.

 – Board minutes and papers for the period from 
1 April 2015 to 31 March 2016

 – Papers relating to quality reported to the 
Board over the period from 1 April 2015 
to 31 March 2016

 – Feedback from the commissioners 
dated 23/03/2016

 – Feedback (dated 02/04/2016) from the 
governors, through the Council of Governors

 – Feedback (dated 22/03/2016 ) from local 
Healthwatch organisations

 – Feedback (dated 06/04/2016 from Overview 
and Scrutiny Committee

 – The Trust’s complaints report (dated 
16/09x/2015) published under regulation 18 
of the Local Authority Social Services and 
NHS Regulations 2009

 – The 2014 national in-patient survey results 
(dated 05/02/2016)

 – The 2014 national staff survey 
(dated 09/02/2016)

 – The Head of Internal Audit’s annual opinion 
over the Trust’s control environment 
(dated 20/01/2016).

The Trust Directors have concluded  
the following.

 – The quality account gives a balanced picture 
of The Royal Marsden NHS Foundation 
Trust’s performance over the period covered

 – The performance information reported in 
the quality account is to the best of our 
knowledge reliable and accurate

 – There are proper internal controls for 
collecting and reporting the measures of 
performance included in the quality account, 
and these controls are reviewed to confirm 
that they are working effectively in practice

 – The information supporting the measures 
of performance reported in the quality 
account is comprehensive and reliable, 
meets specified standards and prescribed 
definitions, and is reviewed as appropriate

 – The quality account has been prepared 
in line with Monitor’s annual reporting 
guidance (which incorporates the Quality 
Accounts Regulations) as well as the 
standards to support data quality for the 
preparation of the quality account.

The Trust Directors confirm that as far as 
they know and believe, they have met all the 
relevant requirements when preparing the 
quality account.

By order of the Board

Mr R Ian Molson
Chairman 
26 May 2016

Cally Palmer CBE
Chief Executive 
26 May 2016

Plain English Campaign’s Crystal Mark does not apply 
to this appendix 6.

Appendix 6

Independent assurance report

Independent auditor’s report to the Council 
of Governors of The Royal Marsden NHS 
Foundation Trust

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 
2016 (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 2016, 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 
2016 subject to limited assurance consist 
of the national priority indicators as 
mandated by Monitor:

 – maximum time of 18 weeks from point of 
referral to treatment in aggregate – patients 
on an incomplete pathway; and

 – maximum waiting time of 62 days from 
urgent GP referral to first treatment 
for all cancers.

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 Monitor.

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’;

 – the Quality Report is not consistent 
in all material respects with the 
sources specified; 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 the six 
dimensions of data quality set out in the 
‘Detailed guidance for external assurance 
on Quality Reports’.
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We read the Quality Report and consider 
whether it addresses the content requirements 
of the ‘NHS foundation trust annual reporting 
manual, 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 the documents 
specified within the detailed guidance.

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.

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 the explanation 
of the basis of preparation of the 18 week 
Referral-to-Treatment incomplete pathway 
indicator set out on page 65 which sets out 
the approach the Trust has taken.

The scope of our assurance work has not 
included testing of indicators other than the two 
selected mandated indicators, or consideration 
of quality governance.

Basis for qualified conclusion – 18 week 
Referral-to-Treatment indicator

The annualised 18 week referral to treatment 
indicator is calculated as an average based on 
the percentage of incomplete pathways which 
are incomplete at each month end, where the 
patient has been waiting less than the 18 week 
target. We have tested a sample of pathways 
which were listed as incomplete at a month 
end, selected on both a random and risk 
focussed basis.

As explained on page 65 we found a number 
of errors in our sample in relation to patients 
incorrectly included on the pathway due to 
incorrect information received from the referring 
Trust, and pathways which were captured at 
the incorrect waiting time due to human error. 
We have been unable to isolate these errors. 
We have therefore concluded that there are 
errors in the calculation of the 18 week Referral-
to-Treatment incomplete pathway indicator. 
We are unable to quantify the effect of these 
errors on the reported indicator for the year 
ended 31 March 2016.

Qualified conclusion

Based on the results of our procedures, except 
for the matters set out in the basis for qualified 
conclusion paragraph above, nothing has come 
to our attention that causes us to believe that, 
for the year ended 31 March 2016:

 – 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’;

 – the quality report is not consistent in all 
material respects with the sources specified 
in ‘Detailed guidance for external assurance 
on quality reports 2015/16’; 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’.

Deloitte LLP
Chartered Accountants
St Albans
26 May 2016
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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.

London Cancer Alliance 15 NHS trusts and 
two health-science networks (Health Innovation 
Network South London and Imperial College 
Health Partners) who work together across 
west and south London. It is responsible for 
delivering specified care for different types of 
tumour and for providing safe and effective care 
for the populations it serves.

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.

Monitor 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 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.

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.

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 (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 
providers’ 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 Healthwatches 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 (HLA) 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.

Standardised mortality rate An indicator 
of healthcare quality that measures whether 
the death rate at a hospital is higher or 
lower than expected.



The Royal Marsden NHS Foundation Trust

88

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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