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Public meeting of the Board of Directors  
Thursday 24th June 2021 at 12.45 pm 

By virtual means 
 
Present: Chair:  Chris Outram (CO), Chairman 
  Dr Jane Maher (JM), Non-executive Director 
  Robert Ainsworth (RA), Non-executive Director 
  Neil Large (NL), Non-executive Director  
  Kathryn Riddle (KR), Non-executive Director 
  Tarun Kapur (TK), Non-executive Director 
  Roger Spencer (RS), Chief Executive   
  Bernie Delahoyde (BD), Chief Operating Officer 
  Eve Lightfoot (EL), Director of Workforce 
  Prof Chris Harrison (CJH), Executive Medical Director (strategy) 
  Joanne Fitzpatrick (JF), Executive Director of Finance  
  Prof Janelle Yorke (JY), Executive Chief Nurse 
  Dr Neil Bayman (NB), Interim Medical Director 
   
In attendance: Stuart Keen, Director of Capital & Estates 
   Eileen Jessop, Chief Information Officer 
   Laura Smoult, HR Engagement Manager 
   Sarah Hanbridge, CCIO Nursing 

Colin Bamford, Public Governor 
   Jo Darcy, Assistant Company Secretary 
 
Minutes:  Louise Westcott (LW), Company Secretary 
 
Clinical presentation:  Teenagers and Young Adults (TYA) and Endocrinology, Anna Castleton, 
Consultant Haematologist TYA and Hanna Simpson, Lead Nurse for TYA 
AC introduced herself as one of the consultant haematologists and the TYA lead. 
HS outlined the challenges TYA with cancer have including emotional fragility, formation of self-
identity etc. This is a unique group with a unique spectrum of cancer types, there are also issues 
with this group presenting with different biology in their cancers and increased heredity cancer 
issues. There’s a focus on research and increasing the number of patients in clinical trials. 
Survival rates are not showing improvements as some are in adult groups. 
There are complex needs for this group of patients – psychosocial care, a holistic approach, 
fertility, environment, advocacy, patient and public involvement, survivorship & transition and end 
of life. 
Outreach staff are used across the network so that they can access the same level of support 
across the North West. Young people can often fall between the paediatric / adult gap – this is 
particularly relevant in palliative care. 
The Christie TYA service focusses on turning fragility into a resource. The bespoke service at The 
Christie is aligned to national policy to provide optimum clinical care and experience. 
HS outlined the geographical spread of the patients across the region and the outreach service 
that supports those who live in the furthest parts of this region. HS outlined the TYA MDT where all 
patients are considered and discussed. 
HS showed some examples of the environment the young people have when they come in 
including the rooms, family rooms, music room, common room and kitchen as well as the wide 
variety of staff that support the service. 
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AC outlined the issues around establishing a TYA NW Operational Delivery Network. This is 
hosted by the Christie and brings together 2 TYA PTCs, 15 regional DHs, cancer alliances, 
commissioners, clinicians, research networks etc. 
The network is looking at training, service configurations, arrangements for joint care, access to 
trials etc. 
Patients have access to the ambulatory care service. Innovative ways to deliver care really benefit 
these patients. This promotes independence and normality, encourages peer support and gives 
them choice and control. 
The ambulatory care model reduces time spent in hospital and improves patient experience 
significantly. The new 4 bedded unit next to the ambulatory care unit will create more flexibility. 
AC outlined the need to provide holistic support to these patients and the implementation of a tool 
to assess how a patient wants to be treated and supported throughout their cancer journey. 
Psychological care is being prioritised to this group of patients but there is a gap for the 16/17 year 
olds and the neuro patients. Development of a more robust service is very important to our 
patients. A business case for a TYA psychologist has been approved by CFC. 
Peer support interactions are very important for this group and there are online support services 
that have been put in place during covid. There is also a Young Voices Network that involves the 
patients in service developments and improvements. 
There is a piece of work around transition to adult services and survivorship to support them in 
these aspects. 
AC talked about the barriers to clinical trials recruitment for this group – all patients are now 
discussed for suitability for a trial here or at Manchester Foundation Trust and wider region. The 
team are looking to enhance the portfolio of trials for this group. Examples of TYA education 
events were outlined. 
Nursing / Allied Health Professional staff development was outlined and the focus of engaging with 
national policy & research groups to develop TYA services on a national level. The objectives for 
the next 5 years were outlined. 
CO thanked AC and HS for their presentation and the fantastic service provided. 
RA asked about whether patients having psychology support at MFT will be a problem. AC noted 
that this is an SLA with Royal Manchester Children’s Hospital, but the service will be delivered at 
The Christie. 
KR noted that the presentation was inspiring and asked why diagnosis is difficult / delayed. AC 
noted that GPs don’t think of cancer as a first thought in children. We continue to work with GPs in 
raising awareness of cancer as a diagnosis. 

Item Action 

21/21 Standard business   

a Apologies  

 Prof Kieran Walshe (KW), Non-executive Director  

b Declarations of Interest  

 No declarations of interest received  

c Minutes of the previous meeting – 27th May 2021  

 Minutes accepted as a correct record.  

d Action plan rolling programme, action log & matters arising  
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 All items from the rolling programme are noted as on the agenda.  

22/21 Reports   

a Chief executive’s report   

 RS drew attention to the following items in his report; 
The Trust situation report, we remain in Trust escalation level 1 which is normal 
business with covid adjustments. There is an impact on staff absence, 
approximately 50 are absent currently due to the increased prevalence of covid 
in the community. We have a small number of patients on treatment who are 
affected by covid. 
In the rest of the acute hospital system there is a lot of pressure from acute 
work. 
There have been some developments for the requirement of a TYA network. 
We’ve gone through a process of hosting the NW network at The Christie. 
One of our clinical oncologists, Ganesh Radhakrishna was awarded a COVID-19 
Outstanding Contribution Award for contributing huge amounts of time and 
making rapid decisions allowing the Royal College of Radiologists to provide 
continued high-quality online CPD support in an uncertain environment. 
There is also additional information relating to the development of ICS’s. 
CO congratulated those receiving long service awards and to Ganesh. 

 

b Integrated performance, quality & finance report  

 BD outlined the key points from the report for month 2. 
There were no SI incidents, no Never Events, 7 moderate incidents, 1 of which 
was StEISS reportable relating to a patient fall resulting in a fracture.  
There are 7 Corporate risks at 15+, 1 corporate risk at 20 (digital risk relating to 
the approved business case for a data centre), 2 risks at 16 and 4 risks at 15. 
There is a new risk relating to the leavers process and access to information 
when staff retain their NHS.net email address and a task & finish group has 
been established to deal with this. 
There were no cases of MRSA bacteraemia and 4 cases of CDiff, none due to 
lapses in care. There’s a regional increase in CDiff due to increased antibiotic 
prescribing as a result of the pandemic. There have been 3 cases of E-Coli post 
48 hours and no Covid nosocomial infections. 
7 new complaints were received in month, 28 PALS contacts, 2 inquest requests 
and 2 new clinical negligence claims. 
In terms of the waiting time standards they have improved in month in many 
cases; 
 18 Weeks is at 99.4% 
 62 day performance is 85.2% 
 24 day performance is 86.8%  
 31 day performance is 99% 
 104 day waiters has increased to 11 – these have been referred in to us late 

in the pathway. 
There were no cancelled operations in month and referrals have been within the 
predicted range. New appointments are still slightly under 2019/20 levels. Other 
activity is in line with the recovery plan. 
BD showed graphs relating to month 1 activity – predicting to be at 70% of 
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2019/20 levels of activity. All activity is above the predicted levels apart from 
SACT. 
Sickness is at 3.41% excluding covid and 4.35% including covid. This is a rising 
trend. PDR’s are at 85.5% compliance and essential training compliance is at 
89.3%. There is a consistent improvement with these measures. 
Finance; 
 Surplus £782k against H1 (months 1-6) plan 
 EBITDA surplus £8.646m 
 I&E surplus £3.069m 
 Cash balance £140,657k 
 Debtor days of 14 
 Capital expenditure at 93.4% against the revised NHSI plan 

Questions were invited. CO noted the improvement in the waiting standards and 
thanked the team for these improvements. BD noted this must be sustained. 
NL noted the great results this month. NL asked about risks. BD noted that staff 
absence as a result of covid is the risk as we are seeing a rise in staff absence. 
This is being managed on a daily basis. SACT delivery is on track and activity is 
being managed. Surgery are confident they can deliver their plan. It’s a constant 
challenge to manage the waiting standards. 

23/21 Other Reports  

a Workforce quarterly report  
 EL updated Board on the progress with the Christie People Plan. 

We are setting a longer-term approach to remote working and policy & guidance 
have been established and teams are discussing this. This is a voluntary 
process. This is to balance the service needs and will be a blended approach. 
Divisional managers have been doing targeted work on wellbeing conversations 
as part of PDRs. 
There’s an overview of the staff survey comments that are being worked through 
to enhance the action plan. There are more positive comments than negative. A 
Grand Round was undertaken around the staff survey and issues in estates to 
show what we have done in response to the feedback received. 
EL passed over to LS to talk about the Wellbeing Guardian role. The role of the 
wellbeing guardian is championed in the NHS People Plan, this is one of the 
priorities around employee support. The wellbeing guardians have a role to play 
around the recovery post pandemic as well as culture change. TK has taken on 
this role. 
TK noted the great support that LS provides. The Guardian is about caring for 
those who care for others. It’s really important that there’s the right information 
that can be fed through to help champion diversity, inclusion and ensuring the 
Board take wellbeing seriously. This is about championing this with the Board. 
An overview of the work was outlined by LS. TK has attended the Healthy 
Workplace Steering Group, spoken to the FTSU team, a role descriptor has 
been developed and we are tapping into the national steering group. 
The 9 board principles were outlined, a diagnostic of these will be undertaken. 
TK noted that we want to do a few things really well to enable buy in for further 
development. We are at an early stage and there’s lots to do. 
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CO thanked everyone for their support and to TK for taking this role on. She 
noted that it is the whole Boards responsibility to support staff wellbeing. This is 
an operational responsibility that is being championed. 
RS noted that LS and the workforce team have delivered a lot that makes a 
difference to staff. 

b Digital update report  

 

CH introduced the item and welcomed EJ and SH. CH noted that this is an area 
of challenge in the Trust at the moment, in terms of completing an existing 
strategy and developing and approving a new one. Historical systems require 
updating and clinical engagement is particularly important and needs 
addressing. Lots of good things are happening but the challenges are very real. 
SH noted that the report provides an update on the current work and 
development of the strategy. 
EJ noted the challenges with cyber and digital delivery. 
SH noted the summary position, it’s been a very challenging last 16 months as 
essential teams have not been on site. Digital enablement projects have been 
impacted, the report summarises some of the key aspects of work that have 
been completed. Big projects are underway to update systems including the 
move to Windows 365, e-Rostering, single sign on etc.  
Digital strategy – work started in 2019 and was progressed until Covid hit which 
required things to change rapidly. We are in a very different place post-pandemic 
and a refresh is now planned for the strategy development over the summer. 
SH noted the requirement to update the digital health record. 
EJ noted the worry that cyber threats present and the early alerts we are given 
around weaknesses in our systems. There is a need to patch systems at pace to 
ensure systems are secure and safe. Cyber security is everyone’s responsibility 
and staff need to be aware. 
Electronic health record – looking to shape and change the record to show 
history and patient pathway. There’s great AHP and nursing engagement to 
shape how this will look going forward. Looking to broaden this to medical teams 
with the support of Dr Fabio Gomes as outcomes medical lead. 
Order comms is the focus for the year going forward. This will modernise the 
Electronic Health Record to enable better use of this resource. This is an area 
that will require a lot of clinical engagement to develop new systems. 
There is a lot of continued work around data and data analytics working with 
NHSx on a number of projects. 
An Implementation Team has been put in place to help the delivery and training 
of new forms and system changes to CWP. Show and tells have been 
successful and digital education is in place for nurses. CNIO regional network 
has been established. 
Electronic prescribing and management of content Boards are being formed. 
Clinical engagement and the shape of the workforce in the future are being 
looked at. Virtual clinic and MDT reform are being addressed. We must continue 
to modernise to keep us safe from Cyber-attacks. 
CO thanked EJ and SH for their presentation. 
CH stressed the issue of clinical engagement and the challenge in building the 
confidence of clinical medical staff in the development of digital services. JY 
echoed this and noted SH’s work to engage nurses and provide leadership even 
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though there are still challenges. Senior clinical engagement is really important. 
TK asked about cyber security and what national support there is. EJ noted that 
there is some central investment and this is very complex, there is a business 
continuity plan we can fall back on. We do stop most attacks and are reasonably 
secure to be ready for most things. EJ noted the importance of training staff to 
spot malware. We have good patching processes and we do have exercises to 
test our practice. 
JM noted the clinical leadership and asked what the plan is around future 
recruitment of clinicians. EJ noted that we have Fabio but are looking at further 
appointments. 
NB noted that the medical side need to do what’s been done in nursing to 
enable clinicians to do their job in an easier way. 
RS noted the great work and stressed clinical leadership is a recurrent issue that 
Board will want to see more of going forward with some empirical data on what 
clinicians want from digital enablement. EJ agreed that this must be done with 
medical staff and agreed to undertake an engagement exercise for digital 
services. 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
EJ/SH 

24/21 Approvals  

a Annual report, financial statements and quality accounts  

 This was approved at the Joint meeting of the Audit & Quality Committees. This 
is noted by Board and approved. 

 

b Draft Trust Sustainable Development Management Plan 2021 - 2024  
 JF introduced the draft sustainable management plan 2021-24. This is a 

requirement as part of the standard NHS contract. This has been through the 
Management Board and shared with the Governors. We have had feedback 
asking about how much this will cost. Each business case that comes up will be 
assessed against the plan. 
SK presented this and noted that we need the plan to focus on net zero NHS 
carbon emissions. The CQC require this as part of their well led review. 
We have already approved the move to the energy centre, approval of the plan 
does not commit us to any specific costs but means that we will consider future 
business cases against this plan to ensure we are doing what we can. 
RA asked if we are ahead of where we need to be with progress against the 
requirements. The commitments in here require money, pleased that any 
developments will be based on a business case, and asked if any of these 
commitments do incur a cost then have business cases been done. 
SK responded that this updates an existing plan, we are about on the curve but 
behind some other Trusts. Our Green Travel Plan is ahead of others. SK noted 
that with asset replacement of vehicles is part of existing budgets. 
RS stressed that there is a regulatory requirement to have a sustainable 
development plan. 
JF noted that this is part of the standard contract and everything will be subject 
to a business case if it is required. 
The plan was approved. 

 

25/21 Board assurance  

a Board assurance framework 2021/22  
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 RS noted the updated BAF for 2021/22 that reflects the risk to the achievement 
of corporate objectives. No changes were suggested at month 2. 

 

b Audit Committee report  

 The report was noted.  

c Quality assurance committee report  

 The report was noted.  

d Joint Audit & Quality Assurance Committee report  

 The report was noted.  

26/21 Any other business  

 No items raised.  
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Agenda item 27/21d

Month From Agenda No Issue Responsible Director Action To Agenda no
Annual reporting cycle Integrated performance report COO Monthly report 28/21b

Compliance with NICE Safe Staffing Guidelines CN&EDoQ Six month review 30/21a
Annual reporting cycle Emergency Preparedness, Resilience and Response assurance 

process
COO Approval of compliance status 30/21b

MIAA audit recommendation Anti-bribery briefing CEO Provide update to Board 29/21a

Annual reporting cycle Corporate objectives & board assurance framework CEO Interim review
Annual reporting cycle Executive medical directors report - Research review (key issues, 

progress against objectives and future plans)
DoR Six month review

Workforce update DoW Quarterly review
Freedom to speak up guardian FTSUG Annual report

Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Executive medical directors report - Education review (key issues, 

progress against objectives and future plans)
DoSoO Six month review

Annual reporting cycle Risk Management strategy CN&EDoQ Annual review 29/21a
Digital update CIO/CCIO/CCIO 

(nursing)
Progress report

Annual sustainability report EDoF&BD Update

December 2021 - no meeting Integrated performance & quality report and finance report COO Monthly report By email

Annual reporting cycle Integrated performance report COO Monthly report
Workforce update DoW Quarterly review

February 2022 - no meeting Integrated performance & quality report and finance report COO Monthly report By email

October 2021

Meeting of the Board of Directors - 2021

Action plan rolling programme after June 2021 meeting 

January 2022

November 2021

Sepember 2021
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Month From Agenda No Issue Responsible Director Action To Agenda no
Annual reporting cycle Corporate planning (corporate objectives / BAF 2022/23) Executive directors Approve next year's BAF / note delay in 

planning
Annual reporting cycle Letter of representation & independence Chair Directors to sign
Annual reporting cycle Register of directors interests Chair Report for approval
Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Declaration of independence (non-executive directors only) Chair For completion by NEDs

Responsible Officer report IEMD Medical Appraisal & Revalidation Annual 
report

Annual reporting cycle Chair Approve
Six monthly compliance with NICE safe staffing guidelines CN&EDoQ Review

Annual reporting cycle Integrated performance report COO Monthly report
Register of matters approved by the board CEO April 2020 to March 2021

Annual reporting cycle Medical directors report - Research update (key issues, progress 
against objectives and future plans)

DoR Review

Annual reporting cycle Annual Corporate Objectives CEO Review 2020/21 progress
Modern Slavery Act update CEO Approve
Board effectiveness review Chairman Undertake survey
Workforce update DoW Quarterly review
Freedom to speak up Guardian report FTSUG Quarterly update

Annual reporting cycle Integrated performance report COO Monthly report
Provider licence Self certification declarations EDoF&BD To approve the declarations

Annual reporting cycle Annual compliance with the CQC requirements CN&EDoQ Declaration / approval
Annual reporting cycle Medical directors report - Education update DoSoO Review
Annual reporting cycle Annual reports from audit & quality assurance committees Committee chairs Assurance

Emergency Preparedness, Resilience and Response (EPRR) 
annual report 2021-22

COO For approval

Annual reporting cycle Integrated performance report COO Monthly report
Workforce update DoW Quarterly review
Digital update CIO/CCIO/CCIO 

(nursing)
Progress report

Trust Draft Sustainable Development Management Plan 2021 - 
2024

DoC&E Approve

Annual reporting cycle Annual report, financial statements and quality accounts (incl 
Annual governance statement / Statement on code of 
governance)

EDoF&BD Approve

July 2021 - no meeting Integrated performance & quality report and finance report COO Monthly report By email

August 2021 - no meeting Integrated performance & quality report and finance report COO Monthly report By email

Jun-22

May 2022

April 2022

March 2022
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Agenda item: 27/21d 

 

Action log following the board of directors meetings held on  

Thursday 24th June 2021 

 
 

No. Agenda Action By who Progress Board review 

1 23/21b Undertake an engagement exercise in digital 
services CIO In progress Board report November 2021 
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Agenda item 28/21a 

Meeting of the Board of Directors 
Thursday 30th September 2021 

Subject / Title Chief executives’ report 

Author(s) Chief executive 

Presented by Roger Spencer 

Summary / purpose of paper To keep the board of directors updated on 
key external developments & relationships 

Recommendation(s) The board is asked to note the contents of 
the paper 

Background Papers n/a 

Risk Score n/a 

Link to: 

 Trust’s Strategic Direction

 Corporate Objectives

Achievement of corporate plan and objectives 

You are reminded not to use acronyms 
or abbreviations wherever possible.  
However, if they appear in the attached 
paper, please list them in the adjacent 
box. 
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Agenda item 28/21a 
Meeting of the Board of Directors 

Thursday 30th September 2021 
Chief executive’s report 

 
1. Situation Report 

The Christie trust escalation is currently at level 2 – service/divisional mitigations are in 
place.  The level of escalation has increased due to the rise in Covid positive patients 
on site, increased prevalence in the community, impacting on staff absence and a rise 
in activity.  We have continued to provide all cancer care and treatment for our 
patients, including those who have been affected by Covid.  To ensure we maintain 
infection prevention and control measures we continue to keep all our biosecurity 
measures in place, so that we can continue to provide treatment and care for our 
patients.  Our biosecurity measures are reviewed monthly via the clinical advisory 
group, any changes are risk assessed taking into account levels of Covid in the 
community, activity levels and the resources required to meet demand.  We continue to 
implement plans for the sustained delivery of our services going forward as well as 
supporting the full recovery of cancer services together with other care providers in our 
Greater Manchester system. 
 

2. Annual Members Meeting and Annual Report & Accounts 
 Our Annual Report & Accounts 2020/21 has now been laid before Parliament following 

a delay as a result of the Covid-19 pandemic on our reporting timetable.  We have now 
published the full report on the Trust website alongside the Highlights of the Year.  You 
can view them here: https://www.christie.nhs.uk/about-us/the-foundation-trust/annual-
reports/annual-report-and-highlights-of-the-year-202021.  

 
We have set a new date for our postponed Annual Members Meeting for Wednesday 
3rd November at 12.30.  The meeting will be held virtually and is open to all. Details, 
including the link to join the meeting, can be found on the website here: 
https://www.christie.nhs.uk/about-us/the-foundation-trust/membership/annual-
members-meeting .  For further details please contact louise.westcott1@nhs.net. 

 
3. Staff Survey 

The NHS Staff Survey commences on Tuesday 28th September 2021.  The survey 
asks questions about employees’ job, team, people in their organisation, their 
managers, their health, wellbeing and safety at work, their personal development, the 
organisation and the Covid-19 pandemic.  Some local questions have also been added 
on Freedom to Speak Up and transport and sustainability.  The survey will gather 
information to help us improve the working lives of staff, and ultimately provide better 
care for patients. 
 
Local improvement plans were rolled out in Quarter 1 2021 and Divisions have had the 
opportunity to act on staff feedback with some great examples shared via a Grand 
Round, Divisional Boards and ‘You Said We Did’ communications.  The focus for this 
year’s survey is that after the unique demands of the last 18 months, it is more 
important than ever that our NHS people can share their views on their working 
experience and how it can be improved. 
To find out more about the actions taken since the last survey please visit HIVE 
 

4. Pride 
The end of August and beginning of September marked the celebration and education 
of LGBTQ+ Pride.  Manchester Pride was held over the August bank holiday weekend 
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where the staff network group and EDI workforce worked together to ‘light up the 
Christie’ statue in Pride colours.  To raise awareness of LGBTQ+ health the staff 
network constructed a series of tweets that were sent out via the Health and Wellbeing 
Twitter account during Manchester Pride weekend.  Over NHS Pride from 6th-10th 
September the NHS online Pride festival was also advertised via the scrolling digital 
boards in staff areas.  A Hive page was also added to educate on the use of personal 
pronouns in email signatures, as a way to actively support LGBTQ+ people.   
HIVE - Using Pronouns in email signatures (xchristie.nhs.uk) 

 
5. Black History Month  

October is Black History month and EDI workforce and the Ethnic Diversity staff 
network are working on digitally online ways to promote, celebrate and educate.  
Again, considering the use of the external lighting to signify our support, the relevance 
of the Twitter account to have a public voice and internal communication through Hive 
Banners and pages with information about key black medics, researchers and people 
of note through recent history. 

 
6. NHSI Review 

The NHSI rapid review of concerns raised in R+I announced in October 2020 has not 
yet reported  
 

7. Anti-Bribery Strategy 
An MIAA anti-bribery strategy is appended to this report at Appendix 2. The strategy 
outlines the legal position and organisational requirements relating to bribery as well as 
counter measures in place and action required by the organisation. The Board are 
asked to note the paper, and continue to support the Trust’s Top-Level Commitment 
with respect to adopting and applying bribery counter measures on an organisation-
wide basis. 
 

8. Estate Developments 
Paterson Redevelopment 
Site works are progressing well with the contractor currently forming the penultimate, 
level 9, floor.  The external cladding and glazing have commenced and internally work 
on the partitions, power and electrical services are well advanced.  Design 
development is entering the final stages with coordination for the laboratory equipment.  
The scheme is currently on budget and on programme. 

 
 
The Christie at Macclesfield Cancer Centre  
Work continues on site with very good progress being made with the works currently 
scheduled to complete in December 2021.  The external cladding is nearing 
completion and some internal areas are fully complete.  The linacs and CT scanner 
have been delivered and are being assembled.  Attention is transferring to clinical 
readiness and ensuring the clinical and non-clinical agreements are in place.   
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Tiered Car-Park 
The new facility is due to be available in December 2021 and will fully complete in 
March 2022.  The structure is complete and about 75% of the parking decks are 
complete with the spray painting of the fire protection in progress.  We have 
commenced the removal of the remaining trees as approved in the planning consent 
and the new and additional trees will be planted around February 2022.  Planning for 
the re-issue of parking permits has commenced via the Project Steering Group. 
 

 
 
Replacement of Energy Centre and Energy Efficiency 
A programme of works to replace old light fittings with modern LED fittings with 
advanced controls has commenced and we are in the early stages of preparing for the 
new energy centre, high-efficiency pumps and additional photo-voltaic panels. 
 
More information about our new developments can be found at: 
http://christie.nhs.uk/about-us/our-future/our-developments/  
 

9. Greater Manchester  
ICS Development 
The Greater Manchester system continues to progress its transition into an Integrated 
Care System.  The ICS chair interviews have taken place and the recruitment of the 
CEO has been initiated.  Spatial level planning and care coordination is progressing 
with developing models across a range of services.  The cancer model has progressed 
well and plans are developing for moving into shadow running.  All operating models 
will be aligned to the financial flows work developing in tandem. 
 
NHSEI has published the ICS implementation guidance detailing the process for the 
closedown and transition of CCG property and workforce.  GM workstream leads are 
progressing this transition in line with the published framework.  
 
The Provider Federation Board has developed a proposal for the role of providers in 
the GM system with specific GM functions in acute, elective, cancer, mental health and 
specialist services.  The narrative draws on the presence of provider trusts both in 
localities and as part of a GM wide network in the coordination and delivery of GM 
health services.  
 
Cancer Services Planning 
The Greater Manchester Cancer operating model continues to develop through close 
engagement between the Cancer Alliance, providers and localities teams.  Proposal 
for transition to this model are now in work up with stakeholders.  The operating model 
is based on the below three key principles 
 
• Single GM planning, and design function for cancer provided through the cancer 

alliance 
• GM Cancer responsibility for system operational delivery and financial planning.  
• Total population pathway based approach that draws on full system expertise in the 

planning and delivery. 
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Cancer Services Recovery 
In order to support accelerated recovery, 3 improvement initiatives to achieve recovery 
trajectories have been developed through the cancer alliance. 
 
Initiative 1 - consolidation of oncology outpatient 
Initiative 2 – additional oncology diagnostics capacity 
Initiative 3 - increasing volume of dedicated green site surgery for cancer 
 
The initiatives have been supported by the system partners and further work on their 
implementation is under way. 
 
The most recent Greater Manchester Health and Social Care Partnership Weekly 
Update is attached as appendix 1. 
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THURSDAY 23RD SEPTEMBER 

GREATER MANCHESTER HEALTH AND SOCIAL CARE PARTNERSHIP 
WEEKLY UPDATE 

This briefing is intended to update stakeholders on how NHS and care services in Greater 
Manchester are managing an increase in demand. It is split into service areas and provides 
an update on the latest situation and actions being taken to address issues, as well as public 
advice and guidance on accessing services, and for specific issues.  

NHS England publishes a weekly online report showing verified data across provider 
organisations including all hospital trusts. You can access the latest reports here. Our 
weekly briefing gives an up-to-date overview of the situation across the whole of Greater 
Manchester system including primary care, urgent and emergency care, mental health and 
adult social care, as well as the Covid-19 situation. We are only able to share data that forms 
part of national data sets in line with NHS England publication dates. There is an exception 
for data that is unique to Greater Manchester and where the data controller is not NHS 
England.  

1. Urgent and emergency care update and actions
2. Primary care update, data and actions
3. Mental health services update and actions
4. Adult social care and community services update, data and actions
5. Covid-19 update
6. Covid 19 vaccination update
7. Tackling the waiting list backlog
8. Statement from Greater Manchester Health and Care Partnership
9. Public advice and guidance: choosing the right service if you’re ill or injured, attending

appointments and contact information for specific issues

1. Urgent and Emergency Care
Hospitals are experiencing high levels of demand with increased higher acuity (significant
need) presentations to emergency departments. Parallel increases in lower acuity
presentations to emergency departments are also contributing to rising attendances. The
ambulance service is facing significant demand. There is additional pressure from the drive
to recover elective (planned) services. Workforce constraints across all staff groups within
urgent and emergency care and wider are a growing challenge. Maternity services continue
to be very busy.

Data: 
• National data published monthly shows attendances to A&E, ambulance statistics and

hospital admissions. Definitions of category types for calls / attendances can be found
here: NHS England » Ambulance Response Programme.

• Calls to 999 and 111 remain high. Additional clinical assessment capacity has been
commissioned to provide senior clinical assessment input for 999 and 111 patients,
preventing 999 responses and emergency department attendances. This is currently
managing over 500 patients a day.

2. Primary Care

Appendix 1
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• Primary care continues to experience high demand and remains under significant 
pressure. Over the past few months there has been a rise in the instances of abuse 
towards practice staff. Abuse in any form towards our staff and patients will not be 
tolerated, accepted, or ignored. All staff have the right to work in a safe environment 
and in Greater Manchester we are taking a zero-tolerance approach to abuse and 
aggression. 

 
• Primary care staff have worked incredibly hard throughout the pandemic to provide 

much needed care and continue to do so. Work has already taken place across the 
region to improve the public’s understanding of and support for the role of primary care. 
We are currently working on a range of resources to help further support that public 
messaging. The pandemic accelerated changes already underway in general practice, 
with a move to greater use of digital technology including video consultations, 
alongside more traditional approaches. Face-to-face consultations remain available as 
they have been throughout the pandemic.  

 
• Like many other health services, Greater Manchester’s dental services have faced 

unprecedented challenges since the beginning of the Covid-19 pandemic in March 
2020. Staff continue to work hard to see as many patients as possible, whilst ensuring 
that services are safe. National guidelines from NHS England known as Standard 
Operational Procedures are in place to maintain appropriate infection prevention 
measures which does limit the number of patients able to be seen in person. Any 
dental procedure that is an aerosol generating procedure requires dentists to close the 
room for up to 30 minutes before it can be disinfected to bring in the next patient.  Most 
procedures are aerosol generating and practices are doing their best to prioritise the 
most urgent patients. 

 
• Early on in the pandemic, we set up 92 urgent dental centres across Greater 

Manchester. These centres continue to operate, supporting practices that may be 
struggling due to staffing levels and offer urgent care to people who do not have a 
regular dentist. Patients can access the centres by referral from their dentist. We are 
investing £2 million in dental care to provide additional support for priority groups, such 
as children and those needing urgent dental care. We anticipate this will help to free up 
capacity for patients seeking routine appointments. 

 
• A ‘pulse check’ system has been introduced in Greater Manchester as a means of 

monitoring and supporting increasing demand and pressure within primary care – GPs, 
pharmacies, optometrists, and dental practices. GP practices are asked to share a 
rating each week to reflect their current circumstances. A higher rating highlighting 
significantly increased demand triggers an offer of additional support from the local 
primary care network (groups of practices working together) and clinical commissioning 
group (they buy services for the local community on their behalf). The majority of 
practices across all 10 localities are now participating in the pulse check system.  

 
Data 
The majority of practices (60.82%, 253) have submitted a rating of six indicating that they 
are facing increased demand. Just over one in four (27.40%, 114) are rated at seven or 
eight, showing a significant or very significant increase in demand. 7 (1.68%) practices have 
shared a rating of 9 or above representing extreme demand and are receiving extra support. 
416 practices in Greater Manchester are now using the pulse check. Increased demand and 
reduced staffing are reflected in the pulse check. It is hoped staffing will stabilise now the 
self-isolation rules have changed for double vaccinated adults. 
 
3. Mental Health Services 
It is widely acknowledged that there are significant backlogs within mental health services, in 
the face of both rising demand and long-standing challenges which have been exacerbated 
by the pandemic. All services are experiencing an increase in demand from the start of 2021 
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with referrals to community mental health teams growing significantly.  We are seeing more 
complex needs for children and young people as well as adults of working age and later in 
life who we are working hard to care for.  
 
There is much work underway and planned to try to tackle issues and drive recovery 
including recruiting staff to expand services and capacity such as running additional clinics 
and digital appointments. We are also working closer with housing and voluntary sector 
partners to support people leaving hospital, increasing online services, and supporting 
access to early help and prevention.  
 
A 24/7 crisis helpline has been developed for anyone who needs it [numbers below in public 
advice and guidance] and work has started in setting up mental health urgent care centres at 
each acute hospital across Greater Manchester to provide a safe space for people to access 
support and assessment, away from busy high stimulus departments.   
 
4. Adult Social Care and Community Services 
Data 
• From 11th November, all care home workers and anyone entering a care home to 

provide service will be required to be fully vaccinated, unless medically exempt. Across 
Greater Manchester, there are 7.1% (1,055) of care home staff who have not yet had 
their first dose of the Covid-19 vaccination. The number of care home staff 
unvaccinated is coming down. 

 
• We are continuing our work with local teams to check and cleanse this data and 

remove staff no longer working at the home e.g., bank staff who haven’t worked for 
some time. It is likely that the figure for unvaccinated staff will continue to reduce as 
this information is updated.  

 
• The issue of mandatory vaccinations is compounded by longstanding recruitment and 

retention challenges, intensified by burnout from the pandemic.  Some staff are leaving 
to other sectors with greater financial incentives that aren’t affordable or accessible to 
social care. These issues are not unique to Greater Manchester though a regional 
workforce pressures group has been set up to address these issues.  We continue to 
support practical recruitment and retention support to social care providers.  

 
5. Covid-19 

 
• The hospital admission figures are of people who had a confirmed case of Covid-19 in 

the 14 days prior to admission. 
• The weekly inpatient diagnoses are patients who received a confirmed Covid-19 

diagnosis after being admitted to hospital. 
• Figures only include data for NHS acute trusts. 
• The in-hospital data used is a subset of the data that is published monthly by the NHS 

here. It will not be made available at an organisational level. 
 
  

 Number of Covid-19 cases occupying 
hospital beds in   Greater Manchester 

6/09/21 13/09/21 20/09/2021 
Weekly admissions to hospitals for Covid-19 154 160 138 
Weekly in-patient diagnoses for Covid-19 145 190 143 
Number of HOU/ITU beds with Covid-19 
patients on specified date 

58 60 48 

Number of beds (excluding HOU/ITU) 
with Covid-19 patients on specified date 

325 328 298 
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6. Covid-19 Vaccination (Flu to follow when vaccination figures live)  
• 3,750,219 total doses have been given to Greater Manchester residents as of 

20/09/2021. 
• 1,966,889 are first doses and 1,783,330 are second doses. 
 
All pregnant women in Greater Manchester are being encouraged to take up the offer of a 
lifesaving Covid-19 vaccine whatever stage of pregnancy they are at. 
 
Vaccinations are now beginning to be offered to 12-15-year-olds. The majority of these 
young people will receive the vaccine at school.  
 
7. Tackling the Waiting List Backlog 
Greater Manchester was one of the areas hardest hit by Coronavirus in the country and this 
has impacted the speed of our recovery, with elective care resuming later than in other 
places. The latest publicly available statistics can be found here. Local data show that the 
number of people on the total waiting list to start treatment continues to increase though the 
number of people waiting over 52 and 104 weeks has reduced. The three specialties with 
the biggest number of over 52-week waits are trauma and orthopaedics, general surgery, 
and oral surgery. Daily elective work has slowed due to urgent care requirements. To note, 
the waiting list includes those waiting for treatment and people waiting for an outpatient 
appointment (the majority).  
 
Work is underway on a ‘While You Wait pack to bring helpful resources into one place to 
support people whilst they are waiting for their appointment / procedure. Information will be 
provided on managing expectations on priority and where people are on the list, optimising 
their health for surgery and addressing concerns about a decline in an individual’s condition. 
This will be available online and in paper format and is being developed with patients. 
Across Greater Manchester, we have a range of measures to reduce waits including 
clinically prioritising the most urgent, providing weekend clinics, mutual aid between 
hospitals, greater use of technology and outsourcing to alternative providers.  
 
As part of the recovery of children’s surgery, a ‘Walk In Walk Out’ model of surgery has been 
introduced at Royal Manchester Children’s Hospital. This has resulted in an increase in the 
number of children receiving ear, nose and throat and oral surgery in each theatre session 
(these specialities make up the largest number of paediatric waits in Greater Manchester). 
This approach is now being shared with other hospitals in Greater Manchester 
 
8. GMHSC Partnership Statement 
Sarah Price, interim chief officer of Greater Manchester Health and Social Care Partnership, 
said:  
 
“There is sustained high demand for services such as GP appointments and treatment in 
emergency departments (A&E) across Greater Manchester. We are working under 
significant pressure to deliver the best outcomes for our patients as hard, fast, and safely as 
possible, prioritising those with the most urgent need. 
 
“GPs, as with other NHS services in Greater Manchester and across the country continue to 
operate under significant pressure, providing usual, routine health services, whilst also 
supporting the continued delivery and roll-out of the Covid-19 vaccine and starting seasonal 
flu vaccinations.  
 
“At the start of the pandemic, we had to quickly change how care was provided and people 
were asked to support the NHS, which they overwhelmingly did. We know many people now 
have a need to resolve problems they have perhaps been putting off, and that for some 
accessing services is difficult because of demand.  
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“We recognise that high demand in changed circumstances are causing frustrations for 
people in how GP appointments are given, and how fast.  We know it is difficult, and also for 
staff, who despite working tirelessly, are struggling to keep up. We are doing all we can, and 
more to support people in Greater Manchester, and will continue to update the public on how 
they can access and choose services.” 
 
“Our staff are human and doing their best to provide care to everyone who needs it as fast 
as they can. We would urge everyone to be kind and treat each other with respect.” 
 
Spokespeople available on request include but are not limited to: 
• Sarah Price, interim chief officer Greater Manchester Health and Social Care 

Partnership 
• Dr Tracey Vell, GP and clinical lead primary and community care, Greater Manchester 

Health and Social Care Partnership 
• Dr Chris Brookes, A&E consultant, joint interim Greater Manchester Medical Executive 

lead for acute care and local medical director  
• Professor Jane Eddleston, consultant in intensive care medicine, joint interim Greater 

Manchester Medical Executive lead for acute care and local medical director 
• Dr Rachael Barber, consultant in paediatric intensive care and local deputy medical 

director  
• Mohsan Ahmad, dentist and chair of Greater Manchester Local Dental Network 
• Christine Khiroya, nurse consultant, senior screening and immunisation manager, 

Greater Manchester Health and Social Care Partnership   
• Silas Nicholls, Greater Manchester Gold command chair and hospital chief executive  
 
Contacts for more information 
For more information from the GMHSC Partnership team, please contact Laura Conrad, 
senior communications, and engagement manager on laura.conrad@nhs.net / 07815 
655212 or Jim Morrison, communications officer on james.morrison2@nhs.net / 07973 
833777.  
 
9. Public Advice and Guidance 
How to choose the right NHS service if you are unwell or injured 
There are high levels of demand across all services. We want to make sure that people 
choose well to get the help they need. The NHS is always there for anyone who needs it, but 
we are asking people to think about the best way they can get the help they need. Our staff 
are working incredibly hard to care for everyone who needs our help. 
 
Greater Manchester has large numbers of people living with complex, chronic, or multiple 
conditions such as diabetes, cancer, heart disease and dementia. People who live in Greater 
Manchester continue to experience higher levels of ill health and early death than other 
major cities and towns in England due to long-standing economic and social inequities. Build 
back fairer in Greater Manchester report includes a framework setting out how to reduce 
inequalities.  
 
Looking after yourself means knowing how to keep fit and healthy, maintaining good 
mental health, knowing how to manage self-treatable conditions and when to seek further 
help. Self-care is recommended when people have a minor condition which doesn’t need 
someone to be seen by a doctor.  
 
Lots of illnesses can be managed safely at home, or with a trip to a local pharmacist. 
This includes things like nappy rash, hay fever, head lice, dandruff, oral thrush, teething and 
warts. Your local pharmacist can give advice on lots of health issues and there’s no need for 
an appointment. Over 95% of community pharmacies now have a private consultation room 
from which they can offer advice to patients and a range of services. Almost 90% of the 
population has access to a community pharmacy within a 20-minute walk from their home. 
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GP practices are open and have remained open throughout the Covid-19 pandemic. 
People often see their GP about minor short-term problems that have lasted longer than they 
expected or keep coming back; as well as support to manage long-term conditions. Many 
GPs are now working in a different way, asking patients to get in touch online initially (where 
possible) and operating a triage (order of treatment) system to ensure patients with more 
urgent concerns are prioritised, including for a face-to-face appointment. Online services 
don’t replace contacting your GP by phone rather they are another helpful, fast and 
convenient way to get in touch. Practice nurses can also help with lots of different problems 
and most practice nurses carry out cervical screening (smear tests) and childhood 
immunisations (vaccinations).  
 
Reasons to contact your GP may include concerns regarding ongoing conditions such as 
diabetes or asthma, ear discharge / pain, unexplained rashes and skin conditions, persistent 
stomach-ache, and any cancer symptoms such as a lump in your breast, changes in bowel 
habits, blood in your wee or poo, unexplained weight loss, moles that appear to change or 
cough that you’ve had for three weeks or more. GPs, or calling 111, can also help parents 
and carers if their child suddenly becomes unwell.  
 
Dental practices are open and providing services. Practices are working hard to see as 
many patients as possible while ensuring that services are safe for the public. They can be 
contacted by phone or online for advice, or to book an appointment if needed. The Greater 
Manchester dental helpline (0333 332 3800) is available from 8am to 10pm every day, 
including weekends and Bank Holidays for those who need help urgently when their practice 
is closed, or do not have a regular dentist.  
 
People can seek help in the community to avoid a visit to hospital for accident and 
emergencies related to eyes. A service has been set up so patients can access free urgent 
NHS care at some optometry practices locally. Some optometrists have equipment to take 
scans of the eye and others have had additional training to allow them to prescribe eye 
medications. Optometrists can share information with the Manchester Royal Eye Hospital to 
get an extra opinion when required. Sometimes patients may be sent onto the hospital if 
further care is needed. You can find more information here Find a Practice - Search for your 
nearest participating optical practice (primaryeyecare.co.uk) or if you live in Salford, call 
0161 2590595. 
 
The emergency department (A&E) is for life-threatening emergencies including but not 
limited to severe chest pain, stroke, difficulty breathing, bleeding you can’t stop, possible 
broken bones, severe allergic reactions, severe burns, loss of consciousness and other 
major conditions. 7 trusts provide accident and emergency services across 10 sites.  The 
NHS has a service finder on its website and a link is provided here.  
 
Choosing well helps keep A&E free for emergencies and those who are critically ill. Anyone 
attending who is considered by a health professional to be a non-emergency will instead be 
supported to access an alternative, more appropriate service such as a pharmacist, minor 
injuries unit, community service such as nursing, long-term condition support and therapy 
services, or other primary care service. We want to ensure that people aren’t unnecessarily 
waiting for long periods of time in our emergency departments when they could have been 
seen and treated more appropriately and quicker elsewhere. This is something we have 
always done though it is becoming more frequent. This is to manage demand, access and 
service provision across Greater Manchester and ensure all hospitals are acting consistently 
and giving the same message to patients. 
 
Anyone who has an urgent medical need and isn’t sure what to do can contact NHS 
111 online (https://111.nhs.uk/) or call for free. It’s available around the clock, seven days 
a week. Around half of those who call 111 speak to a clinician such as a GP, nurse, or 
pharmacist. The NHS 111 service can provide self-care advice, signpost to an appropriate 
local service, or book people in to be seen at their local pharmacy, GP practice or 
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emergency department.  NHS 111 can book you an appointment at your local A&E or 
emergency department. This means you will have an allocated time to attend hospital and 
be treated, so you don’t have to wait a long time to be seen and can also help services avoid 
becoming overcrowded. 
 
Attending appointments 
• In healthcare settings, we need to do all we can to help protect our staff and patients 

and reduce the risk of infection for those working in our services and those who need 
our care - therefore we are reminding people that staff, patients, and visitors will all be 
expected to continue to follow social distancing rules when visiting any care setting as 
well as using face coverings, mask and other personal protection equipment.  

• NHS visitor guidance remains in place across all health services including hospitals, 
GP practices, dental practices, optometrists, and pharmacies to ensure patients and 
staff are protected. 

 
Advice for specific issues  
RSV / bronchiolitis advice for parents/carers: 
Respiratory Syncytial Virus is a common seasonal winter virus which causes coughs and 
colds and is the most common cause of bronchiolitis in children aged under 2 years. Most 
case of bronchiolitis are not serious, but you should contact your GP or call NHS 111 if: 
• You’re worried about your child 
• Your child has taken less than two or three feeds, or they have had a dry nappy for 12 

hours or more 
• Your child had a persistent high temperature of 38°C or above 
• Your child seems very tired or irritable  
 
Childhood immunisations:  
• You'll usually be contacted by your GP surgery when your child is due for a routine 

vaccination. This could be a letter, text, phone call or email.  
• Vaccines are given at eight weeks, 12 weeks, 16 weeks and 1 year then less 

frequently after this. Call your GP practice to make sure your child has any 
vaccinations they've missed, whatever the reason.  

• More information here.  
  
How to book a Covid-19 vaccination:  
• All adults are now eligible for Covid-19 vaccine. 
• Appointments can be booked online here or by calling 119 between 7am and 11pm 
• More information can be found here: Book or manage your coronavirus (COVID-19) 

vaccination - NHS (www.nhs.uk) 
• Details of walk-in vaccination sites in Greater Manchester can be found here.  
• Useful information on the NHS Covid pass can be found here.  
 
How to register with a GP: 
• Anyone in England can register with a GP surgery. It's free to register 
• You do not need proof of address or immigration status, ID or an NHS number 
• How to register with a GP 
 
Mental Health  
• Mental Health support can be found at: https://hub.gmhsc.org.uk/mental-health/covid-

19-resources/.   
• Greater Manchester crisis phone helplines provide support 24 hours a day, seven 

days a week to people of all ages, including children, who need urgent mental health 
support. Our crisis lines aim to help people who need urgent mental health support 
because they are experiencing emotional distress and are struggling to cope.  

• The crisis helplines also take calls from family members, carers or anyone who is 
concerned that someone they know is experiencing a mental health crisis. 
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• The crisis helpline phone numbers are as follows: 
 
Bolton, Manchester, Salford, and Trafford: 0800 953 0285 (freephone) 
Bury, Heywood, Middleton & Rochdale, Oldham, Stockport, and Tameside & 
Glossop: 0800 014 9995 (freephone)  
Wigan: 0800 051 3253 (freephone)  

 
Healthwatch  
• Healthwatch information and signposting services can support you to make choices 

about the health and care services you may need. This service will help you to find out 
what information is available and how to access the support you need to live well within 
your local area. 

• Healthwatch can provide help over the phone, by email and in some circumstances 
face to face.  

• Healthwatch also listens to feedback about patient experience so that they can help 
providers of health and social care improve services. 

• You can find useful guides and contact details about your Local Healthwatch here.  
 
 

24

https://www.healthwatch.co.uk/your-local-healthwatch/list


Bribery Act 2010 & Anti-Bribery Strategy 

The Christie NHS Foundation Trust 

 

 

To: Trust Board 

CC: Director of Finance and Fraud Champion 

From: AFS 

Date: 22/07/2021 

Re: Bribery Act 2010 & Trust Anti-Bribery Strategy 

 

1 Introduction and Background 

1.1. The Bribery Act 2010, which came into force on 1st July 2011, reformed the criminal 

law of bribery making it easier to tackle this offence proactively in the public and 

private sectors. In additional to the main offences under Sections 1, 2 and 6 of the 

Act, which carry custodial sentences of up to 10 years and potentially unlimited 

fines, it introduced a corporate offence (under Section 7), exposing commercial 

organisations to criminal liability, punishable by an unlimited fine, for failing to 

prevent bribery. 

1.2. Any organisation that is incorporated under the law in the United Kingdom falls 

under Section 7 of the Act, including NHS bodies such as CCGs, NHS trusts, 

foundation trusts, and special health authorities are all deemed to be relevant 

corporate bodies. Applicable organisations must ensure ‘adequate preventative 

procedures’ are in place for acts of bribery and corruption committed by ‘persons 

associated’ with them, in the course of their work, else the organisation will become 

liable. 

1.3. ‘Persons associated’ can mean employees, temporary and agency personnel, 

contractors, agents, suppliers, partners and Joint Ventures, as well as other 

individuals or organisations (whether incorporated or not) that may provide a 

service. 

1.4. For the purposes of the Bribery Act, a ‘trade’ or ‘profession’ is considered a 

business. This means that, whether individually or in partnership, GPs, pharmacists, 

dental practitioners, opticians, finance professionals etc will also be subject to, and 

personally liable under, the Bribery Act. 

2 Definition 

2.1. Bribery is generally defined as an inducement or reward offered, promised or 

provided to someone to perform their functions or activities improperly in order to 
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gain a personal, commercial, regulatory and/or contractual advantage, on behalf of 

oneself or another. 

3 Risks of Non-Compliance 

3.1. There are a number of risks entailed in breaching the Bribery Act. These include:  

3.1.1. Criminal justice sanctions against directors, board members and other senior 

staff (under Section 14); 

3.1.2. Damage to the organisation’s reputation; 

3.1.3. Conviction of bribery or corruption may lead to the organisation being 

precluded from future public procurement contracts. [Under the Public 

Contracts Regulations 2006 (which gives effect to EU law in the UK), a 

company is automatically and perpetually debarred from competing for public 

contracts where it is convicted of a corruption offence. There are no current 

plans to amend the 2006 Regulations for this to include the crime of failure 

to prevent bribery. Organisations which are convicted of failing to prevent 

bribery are not automatically barred from participating in tenders for public 

contracts; however, there is discretion to exclude organisations convicted of 

this offence if it is deemed appropriate.] 

3.1.4. Potential diversion and/or loss of resources; 

3.1.5. Unforeseen and unbudgeted costs of investigations and/or defence of any 

legal action; 

3.1.6. Negative impact on patient/stakeholder perceptions. 

4 Bribery Act Offences 

4.1. In summary, there are 5 key offences under the Act: 

4.1.1. Section 1 - Offering, promising or giving a bribe to another person to perform a 

relevant ‘function or activity’ improperly, or to reward a person for the improper 

performance of such a function or activity. 

4.1.2. Section 2 - Requesting, agreeing to receive or accepting a bribe to perform a 

function or activity improperly, irrespective of whether the recipient of the bribe 

requests or receives it directly or through a third party, and irrespective of whether 

it is for the recipient’s benefit. 

4.1.3. Section 6 - Bribing a foreign public official (probably of limited applicability to most 

NHS organisations/staff). 

4.1.4. Section 7 - Failure of a commercial organisation to prevent bribery (the corporate 

offence). This is a ‘strict liability’* offence and an organisation can be found guilty of 

‘attempted’ or ‘actual’ bribery on the organisation’s behalf, even if the organisation 

and its officers were not aware of the bribery itself. It should be noted that a 
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corresponding Section 1 or Section 6 offence needs to be proven for a section 7 

offence to apply. 

* Strict liability offences do not require proof of intention or recklessness – in other 

words, it is not necessary for the prosecution to show that the organisation intended 

to make the bribe in bad faith, or that it was negligent as to whether any bribery 

activity took place. 

4.1.5. Section 14 - where an offence under sections 1, 2 or 6 is committed with the consent 

or connivance of a ‘senior officer’ of an organisation, that person (as well as the 

organisation) is guilty of the offence and liable to be proceeded against and 

punished accordingly. 

4.2. An organisation has a defence to the corporate offence if it can show that it had in 

place ‘adequate procedures’ as part of a cohesive and integrated corporate Anti-

Bribery Strategy designed to prevent bribery by, or of, persons associated with the 

organisation. 

5 Adequate Procedures 

5.1. The Act is not prescriptive as to what constitutes ‘adequate procedures’, although 

both the Ministry of Justice (MoJ) and NHS Counter Fraud Authority have provided 

guidance as to what form these procedures might take, depending on the nature, 

size and type of organisation. Adequate procedures need to be applied 

proportionally, based on the level of risk of bribery across the organisation, and form 

part of an NHS body’s overall governance arrangements. 

5.2. Adequate procedures relate to relevant compliance protocols and transparent 

procedures and measures which an organisation can put in place to prevent bribery 

by individuals associated with it. These might include training, briefings or new 

internal controls and procedures. Whether the procedures are adequate will 

ultimately be a matter for the courts to decide on a case by case basis. 

5.3. The MoJ suggests that an effective Anti-Bribery Strategy framework could be 

informed by six principles: 

5.3.1. Principle 1 – Proportionate Procedures. An organisation’s procedures to prevent 

bribery by persons associated with it are proportionate to the bribery risks it faces 

and to the nature, scale and complexity of the organisation’s activities. They are also 

clear, practical, accessible, effectively implemented and enforced. 

5.3.2. Principle 2 – Top-Level Commitment. The top-level management of an 

organisation (be it a board of directors, the owners or any other equivalent body or 

person) are committed to preventing bribery by persons associated with it. They 

foster a culture within the organisation in which bribery is never acceptable. 

5.3.3. Principle 3 – Risk Assessment. The organisation assesses the nature and extent 

of its exposure to potential external and internal risks of bribery on its behalf by 

persons associated with it. The assessment is periodic, informed and documented. 
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5.3.4. Principle 4 – Due Diligence. The organisation applies due diligence procedures, 

taking a proportionate and risk based approach, in respect of persons who perform 

or will perform services for or on behalf of the organisation, in order to mitigate 

identified bribery risks. 

5.3.5. Principle 5 – Communication (inc. Training). The organisation seeks to ensure 

that its bribery prevention policies and procedures are embedded and understood 

throughout the organisation via internal and external communication, including 

training, which is proportionate to the risks faced. 

5.3.6. Principle 6 – Monitoring & Review. The organisation monitors and reviews 

procedures designed to prevent bribery by persons associated with it and makes 

improvements where necessary. It considers independent assessment and/or 

certification of its arrangements. 

6 Existing Counter Measures & Action Required 

6.1. Bribery should be seen as another business risk to the organisation and should be 

treated accordingly. It is the responsibility of everyone in the organisation playing 

their part to ensure both the likelihood of bribery occurring, and its adverse impact 

if it does, are kept to an absolute minimum. However, as with the counter fraud 

strategy, the implementation of an anti-bribery agenda backed by a zero tolerance 

culture should be driven from the very top of the organisation, at Board level. 

6.2. MIAA’s Internal Audit and Counter Fraud Services directly assist and support the 

Trust and its senior management with maintaining adequate procedures on an 

ongoing basis, primarily through existing IA and CF plans. 

6.3. However, changes to the environment in which the Trust operates such as the 

introduction of new legislation and global pandemics, as well as organisational and 

operational changes for the Trust over time, can result in alterations to risk 

exposure. As a consequence, this brings the need for a more thorough review of 

the appropriateness of the anti-bribery measures in place. 

6.4. The most significant change to the Trust’s operating environment in recent times is 

the COVID-19 global pandemic, which has affected all organisations, and the NHS 

in particular. It is therefore timely for the Trust to reflect on whether changes in 

recent years, particularly the response to the COVID-19 pandemic, have had impact 

on the Trust’s bribery risks, such as procuring PPE from non-typical sources and 

restricted procurement processes.  

6.5. An anti-bribery review has been conducted by MIAA, which was primarily structured 

around the MoJ’s six principles, and also gave consideration to the Trust’s response 

to the COVID-19 pandemic, to identify and evaluate any additional or increased 

bribery risks for the Trust. 
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6.6. The anti-bribery review resulted in a report on findings and an action plan, aimed to 

support the Trust to strengthen controls and arrangements around bribery, thereby 

improving the adequacy of procedures in place. The actions proposed are not 

exhaustive and should be subject to periodic review in light of experience, practice 

and any relevant developments, internally or externally.  

6.7. A key step in this process is ensuring that the Anti-Bribery Strategy is driven from 

the very top of the organisation. To this end, it is requested that the Board note this 

paper, and continue to support the Trust’s Top-Level Commitment with respect to 

adopting and applying bribery counter measures on an organisation-wide basis. 
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EXECUTIVE SUMMARY

The Integrated Performance, Quality & Finance report presents a summary dashboard that provides an overview of performance.

Safe
• There were 7 moderate incidents reported in August (3 StEIS reportable), details of which can be found on slide 8. All 7 moderate incidents are still progressing through to full root

cause analysis. No never events or serious incidents were reported in month.
• Slide 9 provides details of shared learning from incidents following Executive Reviews.
• There are 7 Trust level risks scored at 15+. One new corporate risk has been identified from last month, details of this and the other 7 risks can be found on slide 12.

Responsive
• The 62 day cancer waiting time standard has not been met in August. Our position subject to validation is 81.8%. Within that performance we also failed to meet the internal 24 day

standard with 83.6%. The large majority of breaches are shared breaches due to missing the internal target of 24 days. All 62 and 24 day breaches are reviewed to ensure delays
are understood. The number of patients waiting over 104 days as at the end of the month continues to be low and has remains below pre-covid levels. Performance against the
CWT thresholds is constantly monitored.

• Referrals in August are back at levels consistent with 2019/20.
• Activity levels in most aspects are above GM recovery plans and in some areas back to 19/20 levels. New attendances are behind 19/20. Outpatient follow ups are above 19/20

levels whilst surgical operations and radiotherapy fractions remain behind 19/20 levels.

Effective
• There have been no cases of MRSA bacteraemia. There have been 5 C-Difficile cases attributable to the trust in month with no lapses in care identified.
• There was 1 hospital acquired nosocomial Covid-19 infection in month.

Well – Led
• The trust position as at month 5 is a surplus of  £1.302m against an agreed nil balance control total for H1  which reflects the new GM financial arrangements in place for M1-6.
• The month 5 I&E surplus is £7.587m, prior to adjusting for donated depreciation, charitably funded capital donations and impairments.
• The cash balance is £158,327k
• The trust is showing a Capital underspend at month 5 of £3,378K, which equates to 8.5% underperformance against the NHSEI plan. This underspend is driven mainly by 

underspends on the Paterson project and Macclesfield and is expected to be recovered to a breakeven position in the coming months.

Introduction
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6

1. Safe 1.1 - Incident Reporting
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7

1. Safe 1.2 - Serious Incidents and Never Events 

Never Events – are defined are serious incidents that are wholly preventable

The last Never Event occurred in January 2020 which was the only incident in the
last 5 years.
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1.3 - Moderate Incidents 

8

1. Safe

August 2021

Reference Description Outcome

W64001 Inpatient fall Patient sustained fractured neck of femur. Progressing to full patient safety investigation. Reported 
to StEIS.

W64113
Medication incident. Prescription of insulin on two 
different charts leading to administration of incorrect 
dose of insulin

No ongoing clinical impact. Progressing to full patient safety investigation. Reported to StEIS

W64338
Medication incident. Prescription of insulin 
misinterpreted leading to administration of incorrect 
dose of insulin

No ongoing clinical impact. Progressing to full patient safety investigation. Reported to StEIS

W64313 Radioisotope procedure potentially identified the 
incorrect site for sentinel lymph node biopsy Assessing ongoing clinical impact. Progressing to full patient safety investigation. 

W64466 A delay of two days to act on a patient’s chest drain 
catheter falling out. 

Patient experienced pneumothorax with surgical emphysema requiring further chest drain 
insertion. Progressing to full patient safety investigation

W64118 Significant delay to availability of results to determine 
BRAF targeted therapy.

Impact of this delay came very late  in providing the only treatment option to improve quality of life. 
Progressing to full patient safety investigation. NB: samples processed at MFT, joint investigation 
to determine how the delays occurred.

W64203 Patient lost to follow up following SABR treatment. 
Assessing ongoing clinical impact. Will progress to full patient safety investigation if impact 
remains of moderate severity.
NB: 12 month audit of all SABR patients lost to follow up completed. Action plan in place
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1. Safe

1. Safe 1.4 – Learning - Patient Safety Incidents 

9

Agreed learning and revised severity outcome following executive reviews July 2021 

Ref Description Root cause Learning Outcome

W62116

Missed referral for 
radiotherapy following 
chemotherapy treatment for 
lung cancer.

Referral to the Clinical Oncology 
Lung team was delayed due to 
administrative/human error

If staff are absent/unable to access systems this must be shared with the 
other members of the team to ensure that cover is provided for that role, 
minimising work being missed

Where incidents extend to peripheral sites the relevant incident 
findings/learning should be shared with the staff at the peripheral sites.

Moderate

W62307
Unsafe transfer of patient 
related to in adequate 
provision of oxygen.

Administration of Oxygen In Adults 
policy were not followed due to 
communication issues and a lack of 
awareness of the policy details.

Patients receiving oxygen must have an escort on transfer in accordance 
with 02 policy

Patients should only remain on portable oxygen whilst on transit to and 
from departments 

Minor
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1. Safe 1.5 - Radiation Incidents 

All incidents have been subject to full investigation and action plans. Learning
shared extensively.

There have been 4 IRMER reportable patient safety incidents in August, 2 of
no harm and 2 minor severity.

IRMER – Ionising Radiation (Medical Exposure) Regulations
39
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1. Safe 1.6 – Harm Free Care

Year to date total in-patient falls with harm = 18
There were 6 in-patient falls with harm in August, including 1 of moderate 
severity

All falls resulting in harm are reviewed within 7 days using a screening tool. If 
the screening tool dictates it will proceed to a full root cause analysis 
investigation. 

Year to date total hospital acquired pressure ulcers = 13

There were 4 hospital acquired pressure ulcers in August., 2 category 2 and 2
Deep Tissue Injuries

All harms are discussed at Friday FoCUS (a multi-professional forum for shared learning)
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1.7 - Corporate Risks

12

1. Safe

There are 7 Trust-wide 15+ risks in August 

Description Score Controls

Financial risk 2021/22
(ID 2958 *NEW*) 16

Divisional teams are working to identify cost efficiencies in order to deliver the required £1.3m CIP within the plan.  The finance team are meeting 
with Divisional Management to understand the planned timing of filling vacancies and understand any emerging pressures.

In terms of mitigation of the reduced capital budget, a significant effort was made to identify and address capital risks at the end of 2020/21 to 
reduce the risk in 2021/22. Emerging issues will be addressed as identified.

Stress Risk Assessments
(ID 2945) 16

The audit is scheduled to take place annually. Another audit will take place in June 2021. The policy has been reviewed to simplify the process. 
The new policy will be communicated following ratification at DRC and stress awareness sessions have taken place. We aim to record another 
session to ensure all staff can watch a session at their own convenience. 

Risk to recruitment, with 
capability and capacity risks in 

regard to regulatory compliance 
(IRR17 & IRMER17)

(ID 2714)

16

Imaging Physics & Radiation Protection Business Case approved Jan 21.  Now in recruitment phase.  Two posts will be filled from Sept 21.
Established new roles and increased training posts. Working on assistant JDs for skill mix.  
Appointing to chief technologist role July 21 to manage training of practitioners and take pressure of senior staff.
Now a NW regional service and significantly reduced private workload to free staff resources.
Escalation of risk due to ‘Richards report’ Oct 2020 growth forecast and recent incidents (W56898 and W57371. W57371 reported to CQC with 
added risk of inspection of MPE services). 
Imaging Network workforce and service quality work may help future sustainability.
Increasing service charges to grow workforce in region from April 22.

Trust Glucometers require 
upgrade to a multi-purpose 
device in order to test for 
capillary blood ketones.

(ID 2443)

16

Glucometer training is available.  
Audit of compliance with the policy completed annually and results shared with key stakeholders.
Diabetes updates available for all staff.
Diabetes Link nurses in all areas.
Business case being prepared to replace current meter with Novostat meter which will remove all the above risks.
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1.7 - Corporate Risks

13

1. Safe

There are 7 Trust-wide 15+ risks in August 

Description Score Controls

Failure to meet 24 / 62 day 
target

(ID 2407)
15

Process implemented to review  patient impact of each breach – reported to Quality Assurance Committee
Covid 19 impact - treating patients in line with the national priority categories as part of GM Hub - weekly escalation with GM cancer and other 
organisations   
Review of all breach pathways and referral pathways
Weekly PTL  
Pathway and Harm reviews for all breaches PTL focused meeting for patients over 80 days 
surgery - (6 week forward view, Weekly scheduling review, Daily operational review, GM hub) 
med onc – (Monitoring of first appointment times, Additional OP capacity to reduce delays to first appt, Monitoring of first appointment times)
clinc onc – (weekly scheduling review for brachy, Close monitoring of seed delivery times, Review of breach pathways to identify trends and 
issues, Monitoring of first appointment times)

Risk to confidentially and 
reputation, due to staff retaining 

inappropriate access to 
communications and systems 

after leaving
(ID 3118)

15

Staff sign conditions of acceptable use for e.g NHSmail
Staff professional conduct to handle sensitive data appropriately, advise and report issues and concerns reasonably.
Staff leaving the organisation to work at other NHS trusts are normally considered trusted partners in containing sensitive data.
Staff marked as leavers in ESR by managers for process to close Trust managed account access.
Staff equipment re-patriated by managers to limit system access (e.g laptop that allows Christie network access)
Action plan to enhance leavers process and controls established following review of incident W61189

Agency Staff Booking 
procedure
(ID 2574)

15

Agency booking procedure updated and communicated following MIAA audit in 2017. On going communication. Monthly audit taking place 
(paused during covid but restarted for May 2021). 
Exploring use of Healthroster to improve agency booking and audit
Escalation through R&QGC
Temporary staffing function has been set up within the workforce team. A full review of all temp staff booking processes will be undertaken. 
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1.8 – Safe Staffing

14

1. Safe

The Trust has achieved above the 90% fill rate standard in August.
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2.1 – Patient Experience

15

2. Caring

From: A very frightened patient who is also a nurse. 

I observed the Nursing 6 Cs ( care, compassion, courage, communication, commitment and competence ) from every member of the Trust.
Having a biopsy under CT is a daunting procedure but the radiologist was clear and reassuring. A radiographer who held my hand was just 
what I needed.
The individualised care and respect from everyone who I encountered.

THANK YOU

Positive feedback received…..

Compliment from the patient regarding the fast referral for an appointment with a Consultant. Patient states it has been a great benefit 
for her that she received treatment quickly.

Patient complimented the care, support and kindness she has received during their treatment at The Christie. She would like to thank the 
Consultant and their team. She would also like to thank the team in Radiotherapy Suite 1, with a special mention to the staff who looked 
after her. She is also pleased with the reception team who helped with appointment times whilst making it convenient for travelling.
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2.2 – Friends & Family Test

16

2. Caring

The patient Friends & Family Test recommenced in January 2021 with new guidance relating to the process and reporting mechanisms.

Inpatient & Daycases – Monthly Summary

Outpatients – Monthly Summary

Inpatient & Daycases – August Summary by Location

FFT Developments
• PEC is now receiving bi-monthly FFT results reports.
• Data insights has been updated making it more user friendly and easier to extract specific 

departmental data.
• FFT Improvement Group now fully established – plan of work produced and focus now on 

establishing processes in Divisions for acting on feedback from patients.
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17

In August performance against the 62 day standard was 81.8%.

The following areas are causing some delays and are currently being reviewed.

• Radiotherapy planning times
• Medical Oncology 1st appointment waiting times

62 Day / 31 Day / 18 Weeks

3. Responsive 3.1 - Cancer Standards

*All target positions are subject to validation and are correct as of the time of reporting
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3. Responsive 3.2 – Referrals Analysis
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3. Responsive 3.3 – Length of Stay

Length of stay across all admission types decreased in August following a small increase in July.  All figures are within control limits. 
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3. Responsive 3.4 – Activity
Recovery planning figures are based on a proportion of 2019 monthly totals. The percentages used are: (Apr 21 – 70% of Apr 19) (May 21 – 75% of May 19)
(Jun 21 – 80% of Jun 19) (Jul 21 – 85% of Jul 19) ) (Aug 21 – 90% of Aug 19) ) (Sep 21 – 95% of Sep 19) (Oct 21 – Mar 22 – 100% of Oct 19 – Mar 20)
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3. Responsive 3.4 – Activity
Recovery planning figures are based on a proportion of 2019 monthly totals. The percentages used are: (Apr 21 – 70% of Apr 19) (May 21 – 75% of May 19)
(Jun 21 – 80% of Jun 19) (Jul 21 – 85% of Jul 19) ) (Aug 21 – 90% of Aug 19) ) (Sep 21 – 95% of Sep 19) (Oct 21 – Mar 22 – 100% of Oct 19 – Mar 20)
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3. Responsive 3.5 - Complaints

9 new complaints have been received in August 2021.

19 complaints were closed in August 2021. Four of those complaints identified
learning;

• Complaint in regards to blood test mislabelled - system being implemented
by digital services team to prevent the occurrence of mislabelling.

• Complaint in relation to medication incident – discussed with the staff
involved & rest of team (re-education on process). Medicine Chart has also
been reviewed and re-drafted to make it clearer due to this discrepancy
that led to this error.

• Complaint regards to communication issues in OPD – team discussions
held on updating of clinic information & training needs.

• Complaint regards transport service answering phone – 2 new staff
employed and new voicemail monitoring system & call return log
implemented.

Ombudsman Cases
Complainants have the right to refer their case to the Parliamentary and Health
Service Ombudsman (PHSO) if they are not satisfied it has been resolved by
the Trust.

0 cases were referred to the PHSO in August 2021. 2 cases remains under
investigation.
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3.5 - PALS

55 PALS contacts have been received in 
August 2021. 

32 of those raised concerns about their 
experience at The Christie but did not wish to 
take them down the formal complaints route. 
The other  reasons for contacting PALS are 
captured in the graph.

3. Responsive
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3. Responsive 3.6 - Inquests

2 Inquests were concluded in August 2021.

• 1 concluded as recognised complication of necessary treatment

• 1 concluded that patient died of natural causes following a fall
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3. Responsive 3.7 - Claims

1 new clinical negligence claim was received in August 2021

0 claims settled in August 2021.
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C-Difficile

4. Effective 4.1 - Healthcare Associated Infections

There were 5 cases of C-Difficile in August that were deemed attributable to the Trust and a total of 22 attributable cases YTD. No lapses in care have been identified.

Definitions
COCA - Symptoms commenced more than 2 days after admission
COIA - Symptoms commenced within first two days of admission and has been an inpatient in the trust in the past 4 weeks
COHA - Symptoms commenced within first two days of admission and inpatient in the past 12 weeks (but not past 4 weeks)
HOHA - Symptoms commenced within first two days of admission (No admission in past 12 weeks)55
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Other Alert Organisms

4. Effective 4.1 - Healthcare Associated Infections
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4. Effective 4.2 – COVID-19 Testing

Patient testing in August showed 27 positive cases.

Staff testing in August showed 19 positive cases.
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CCU Mortality Rate

4. Effective 4.3 - Mortality Indicators & Survival Rates 

The Christie process for learning from deaths follows the 2017 NHSI
guidance. All in-patient deaths are screened and where flagged by
one or more triggers an independent structured case note review
(SCR) is undertaken. Reviews are discussed by the Mortality
Surveillance Group and the findings and actions from these are
reported to the Executive Review meetings. Quarterly reports are
made to Patient Safety and the Trust Quality Assurance Committees.

Inpatient Deaths – Onsite Deaths

Survival Rates 

Unit mortality represents the proportion of patients who had spells on
the CCU who passed away on the unit. Total mortality represents the
proportion of patients who had spells on the CCU who then passed
away on either the CCU or another hospital ward.
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4. Effective 4.4 - Quality Improvement & Clinical Audit

QICA programme – Quality Improvement and Clinical Audit
Including service evaluations and patient surveys

Reminders are sent mid-quarter which lead to increased number
of closed projects
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4. Effective 4.5 - NICE Guidance

The trust aims to close guidance within 6 months of 
publication. Guidance may be:
• compliant
• not applicable to the trust
• non or partially compliant with actions managed via the risk 

register

Note: normal trust processes for NICE guidance were paused 
during the Covid19 pandemic, affecting timescales

Implementation of nationally agreed best practice
The trust has a risk based process with divisional support to
assess applicability and implement relevant guidance.
Guidance that is not resolved or on the risk register is monitored
and escalated if there are issues.
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4. Effective 4.6 - HR Metrics (Sickness)

The sickness rate excluding COVID for August is 3.76%

The sickness rate including COVID for August is 6.51%
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4. Effective 4.7 - HR Metrics (PDRs & Essential Training)

PDR Compliance for August is 80.1%

Essential Training Compliance for August is 88.2%
62
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4. Effective 4.8 - Workforce Metrics

Total FTE & Total Headcount

Leavers
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This report outlines the consolidated financial performance of The
Christie NHS Foundation Trust and its wholly owned subsidiary The
Christie Pharmacy Ltd.

5. Well-Led 5.1 - Finance (Executive Summary)

I&E
• The trust position as at month 5 is a surplus of  £1.302m against an agreed nil 

balance control total for H1 which reflects the new GM financial arrangements in 
place for M1-6.

• The month 5 EBITDA position is a surplus of £21.488m
• The month 5 I&E surplus is £7.587m, prior to adjusting for donated depreciation, 

charitably funded capital donations and impairments.
• CIP has been achieved through underspends on pay within divisions
Balance sheet / liquidity
• The cash balance is £158,327k.
• Debtor days increased from 10 to 13 days from the previous month.
• Capital expenditure is 91.5% of the NHSI plan.
Other
• In line with the contractual arrangements, the Trust received the first £2,492k 

generated by TCPC in 2020-21 financial year. The Trust is therefore is not 
guaranteed to receive further profits until January 2022. However, based on 
historic and current trading performance, TCPC expect to generate sufficient 
profits in 2021 to trigger additional distributable profits in excess of contractual 
levels to the Trust.  

• 30 day PSPP is at 98% for trade and 93% NHS.

YTD Actual

£'000
NHS Clinical - Block Contract Income (127,516)
NHS Clinical Income (3,425)
Charitably funded capital donations (11,031)
Other non clinical income (21,298)
Income (163,270)
Pay 64,038
Drugs 41,677
Other non pay 36,067
Total expenditure 141,782
EBITDA (21,488)
Non operating income (309)
Non operating expenditure 14,210
(Surplus) / Deficit (7,587)
Exclude impairments (3,333)
Exclude charitably funded capital donations 11,031
Exclude donated depreciation (1,413)
Adjusted financial performance (surplus) / deficit (1,302)

£25,000

£50,000

£75,000

£100,000

£125,000

£150,000

£175,000
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£'0
00

Exchequer Cash Balances 2021-22

Cash balances
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The Trust received total income of £163,270k, including £127,516k block
payment income up to 31st August 2021; operating expenditure for this period
equated to £141,782k.

5. Well-Led 5.2 - Finance (Income)

The table above illustrates the total operating expenditure alongside total Trust
activity. The run rate of expenditure includes COVID-19 related revenue
spend.
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5. Well-Led 5.3 - Finance (Expenditure)

The agency spend is £573k for the period ending 31st August 2021; there are 
an increased level of vacancies within the Trust which is driving some of this 
increase in agency expenditure.

-50.00

-25.00

 -

 25.00

 50.00

 75.00

 100.00

 125.00

 150.00

 175.00

 200.00

£'
00

0

Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21
Covid 15.40 22.38 21.52 21.64 18.46 27.38 26.05 28.94 - - - - -
Non Covid 67.98 94.02 57.10 -49.36 49.07 86.88 72.17 63.71 114.96 77.07 93.13 109.38 178.43

Agency Spend

Covid

Non Covid

-5,000

 -

 5,000

 10,000

 15,000

 20,000

 25,000

 30,000

 35,000

 40,000

£'
00

0

Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21
 Pay - Clinical 8,013 8,354 8,023 8,021 8,150 8,248 8,138 8,296 8,036 8,200 8,091 8,206 8,087
 Pay - Non Clinical 3,078 3,138 2,922 2,861 2,908 2,940 2,982 2,918 2,952 2,963 2,998 2,901 2,994
 Pay - Other 1,525 1,218 1,607 1,678 1,852 1,890 1,902 8,825 1,541 1,640 1,640 1,697 1,518
 Pay - Agency 83 116 79 -28 68 114 98 64 115 77 93 109 178
 Non Pay - Drugs 8,179 8,911 7,391 8,216 8,013 8,511 7,595 8,213 9,435 7,765 8,698 8,129 7,650
 Non Pay - Other 4,919 6,067 6,034 6,929 5,991 10,000 5,775 10,910 5,874 7,634 6,778 9,260 6,521

Run Rate

 Pay - Clinical

 Pay - Non Clinical

 Pay - Other

 Pay - Agency

 Non Pay - Drugs

 Non Pay - Other

66



38

5. Well-Led 5.4 - Finance (CIP)

Divisions initially identified productivity and cost saving schemes during the planning process.  The schemes identified are in the process of being 
worked up and reviewed along with further Trust-wide schemes as result of new ways of working and will be reported on in monthly reports from month 
7 onwards.  The CIP targets to date are non-recurrently being delivered through underspends against pay budgets that have arisen from vacancies not 
being filled. 

Division H1 Target In Month Target In Month Achieved In Month 
Outstanding YTD Target YTD Achieved YTD Outstanding

01 Clin Support & Spec Surgery (394,327) (65,721) 0 65,721 (328,606) 0 328,606
02 Network Services (486,766) (81,128) 0 81,128 (405,638) 0 405,638
04 Trust Administration (14,143) (2,357) 0 2,357 (11,786) 0 11,786
04a Corporate Development (4,746) (791) 0 791 (3,955) 0 3,955
04b Performance Management (5,358) (893) 0 893 (4,465) 0 4,465
04C Strategy (4,417) (736) 0 736 (3,681) 0 3,681
05 Quality & Standards (15,470) (2,578) 0 2,578 (12,892) 0 12,892
06 Finance & Business Developm (26,994) (4,499) 0 4,499 (22,495) 0 22,495
07 School of Oncology (15,258) (2,543) 0 2,543 (12,715) 0 12,715
08 Estates & Facilities (100,060) (16,677) 0 16,677 (83,383) 0 83,383
09 Human Resources (16,837) (2,806) 0 2,806 (14,031) 0 14,031
14 Christie Medical Physics (131,329) (21,888) 0 21,888 (109,441) 0 109,441
17 Research & Innovation (4,700) (783) 0 783 (3,917) 0 3,917
23 Digital Services (55,595) (9,266) 0 9,266 (46,329) 0 46,329
Grand Total (1,276,000) (212,667) 0 212,667 (1,063,333) 0 1,063,333
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5. Well-Led 5.5 - Finance (Capital)

The Trust is showing a Capital underspend at Month 5 of £3,378k, which equates to 8.5% underperformance against the NHSEI plan. This underspend is driven mainly 
by underspends on the Paterson project and Macclesfield and is expected to be recovered to a breakeven position in the coming months.

Capital Summary 2021-22 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22
Total 

2021-22

Total Capital Plan 5,282 6,954 5,578 14,982 6,916 10,076 7,776 8,613 7,841 7,640 6,127 6,527 94,312

Total Capital Spend in month 5,202 6,227 5,462 8,305 11,138 36,334

Variance to Plan (80) (727) (116) (6,677) 4,222 (3,378)
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Subject/Title Six Monthly Compliance with NICE Safe Staffing Guidelines 

Report of Janelle Yorke – Chief Nurse and Executive Director of Quality 
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Janelle Yorke – Chief Nurse and Executive Director of Quality 

Theresa Plaiter – Deputy Chief Nurse (Interim) 

Sharan Ingram – Quality and Standards Matron and NMP Lead 

Presented by Janelle Yorke – Chief Nurse and Executive Director of Quality 

Summary/Purpose of Paper 
To review and approve the nurse staffing levels as assessed using 
the Safer Nursing Care Tool in line with recommendations within 
NICE Guidance. 

Recommendation(s) To endorse the findings and conclusion of this six monthly nursing 
establishment review and approve the nurse staffing levels. 

Background Papers 

NICE Safe staffing guideline [SG1]; 
NHS England November 2014: Safer Staffing, a guide to care contact 
time 
National Quality Board (July 2016): Supporting NHS providers to 
deliver the right staff, with the right skills, in the right place at the 
right time – safe sustainable and productive staffing 

NHS Improvement (June 2018) Care Hours per Patient Day 
(CHPPD) Guidance for Acute and Acute Specialist Trusts 

National Quality Board (Jan 2019): Safe sustainable and productive 
staffing,  An improvement resource for the deployment of nursing 
associates in secondary care 

Link to: 

 Trust’s Strategy 

 Corporate Objectives 

Implementation of NICE Guidance  
Our Strategy 

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, 
if they appear in the attached 
paper, please list them in the 
adjacent box. 

Safer Nursing Care Tool© - SNCT 
National Quality Board - NQB 
Whole Time Equivalent – WTE 
The National Institute for Health & Care Excellence - NICE 
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Agenda Item 30/21a 

Meeting of the Board of Directors 
30th September 2021 

Six Monthly Compliance with NICE Safe Staffing Guidelines 

 
1. Background 

The Trust has carried out a bi-annual audit of patient acuity and dependency since 2010 
using the Safer Nursing Care Tool© (SNCT). The SNCT is embedded within the e-
rostering system and calculates the baseline nursing establishment required to meet 
patient care need and has been used successfully to inform and support workforce 
planning over this period. 

In the wake of the final report of the Mid Staffordshire NHS Foundation Trust Public 
Inquiry published in February 2013 and the Government’s commitment to safe staffing 
requirements outlined in a succession of publications, NICE Safe Staffing Guidelines 
were published in July 2014 and updated by NHS Improvement in January 2018. 

The NICE guidance on safe staffing addresses five overarching elements which need to 
be met: 

•   Organisational strategy; 
•   Principles for determining nursing staff requirements; 
•   Setting the ward nursing establishment; 
•   Assessing availability of nursing staff on the day to meet patient need; 
•   Monitoring and evaluation of nursing staff establishments. 

The Trust continues to meet the expectations of the National Quality Board relating to 
nursing, midwifery and care staffing capacity and capability, which were published in 
2013. It is also compliant with the NICE guidance and publishes this data publically 
including the care hours per day on a monthly basis through the integrated performance 
report and on The Model Hospital website via returns to the Strategic Data Collection 
Service (SDCS). 

The Chief Nursing Officer’s paper Safer Staffing: A Guide to Care Contact Time 
published in November 2014, sets out the expectations of commissioners and providers 
to optimise nursing, midwifery and care staffing capacity and capability so that they can 
deliver high quality care and the best possible outcomes for their patients. The Trust 
meets this expectation. 

In February 2018 NHS Improvement updated their guidance on agency staffing rules, 
these rules set a ceiling on total agency spending by each trust and are set in the light 
of each trusts’ agency spend percentage of their total staff spend.          

As a requirement of the guidance, the board of directors has monthly review of the details 
and summary of planned and actual staffing on a ward-by-ward basis through the 
integrated quality and performance report. Furthermore, the guidance requires that 
organisational responsibility and accountability for budgeted nurse staffing 
establishments sits with the Board of Directors and must encompass a formal board level 
review. This paper provides the board with the information required for it to discharge 
this duty. 
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2. Introduction 
Following the last review in February 2021 The Christie and the wider NHS has continued 
to be dominated by the unprecedented and exceptional circumstances faced by the 
COVID-19 global pandemic.     
The review routinely considers a range of data including the nursing care requirement of 
patients determined by acuity and dependency data (SNCT data). It also includes 
consideration of all the other factors that can influence the nursing staff requirement 
including patient flow, the care environment, staff turnover, sickness rates, patient harm 
and patient experience data. 
For the 6 months covered by this paper, nurse staffing levels, together with all medical 
and allied health professional staffing levels, have been managed as part of the national 
alert level 3 and trust escalation level 2.  
As a result this paper will describe how nurse staffing has been monitored throughout 
this 6 month period, together with the ward managers overall professional judgement of 
staffing during that time and any recommendations they wish to make. 
 

3.        Nurse Staffing during the Pandemic 
Previously in the pandemic there was a reduction in non-essential activity. Where 
services were paused, for example, in research, nurses were redeployed to support 
clinical areas where additional staffing was required. Teams of nurses with additional 
skills such as those with critical/intensive care experience received refresher training and 
were placed on a shadow rota to be deployed into clinical services as required. However, 
as activity began to return to pre-pandemic levels these nurses have returned to their 
substantive posts. The ongoing impact of the pandemic with the continued caution of 
managing the risks of COVID-19 has seen an impact in patient capacity. This has been 
evident with the reconfiguration of wards.   
In addition, fifteen Aspirant Nurses also chose to support pandemic by joining The 
Christie in the final months of their nurse training with most being recruited into a band 5 
post as registered nurses with the trust.   
The opening of Ward 2 as the new elective oncology ward has significantly improved the 
flow of elective chemotherapy and interventional radiology patients through the trust. By 
keeping it as a short stay ward, the beds are readily available at the beginning of the 
week and thereby preventing a delay and/ or deferral of procedures/ chemotherapy 
treatments. 
The acute assessment unit (AAU) continued to admit patients with or suspected of having 
COVID 19.  
To maintain social distancing requirements and trust infection prevention control 
measures the bays on the inpatient wards continue to accommodate two to three patients 
in the four bedded bays.  
  

4.       Ensuring the correct staff with the correct skills 
The daily nurse staffing meeting continued to take place with the senior ward sisters, 
matrons, patient flow staff and the discharge team, and when required a second meeting 
would take place further on in the day. In addition a twice daily sitrep/incident control 
room meeting led by the Chief Operating Officer and Executive on Call was established. 
This meeting is a multi-professional operational meeting focused on the daily 
management of the organisation. Ward level staffing, patient acuity, required skill mix and 
any other clinical concerns were reviewed and immediate actions put into place. 
 
Overall summary  
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• Ward managers with their matrons have reviewed their specific ward budgets and in 
some areas had an increase in their nursing and health care assistant (HCA) 
establishments, in which they have had an opportunity to review models of working. 
Therefore, recruitment remains ongoing to ensure the correct skill mix. 

• All ward managers reported that there have been some challenges ensuring sufficient 
numbers of registered nurses to meet safe staffing requirements but no patient safety 
concerns raised. Processes have been in place with the use of temporary nurses and 
deployment of staff to ward areas to ensure patient safety. 

• The Aspirant Nurses were a welcomed addition to the wards, supporting the core 
team as additional supernumerary staff. Eleven of the 15 nurses secured substantive 
roles at the Christie, and have successfully integrated into the ward and departmental 
teams. The Trust continues to support the recruitment of aspirant nurses on qualifying 
and are valued members of the teams. 

• The implementation of an inpatient initiative has seen the successful recruitment of 
12 HCA’s into substantive posts to work flexibly across the inpatient wards. This is to 
ensure a high standard of quality care, in particular for our patients with additional 
needs who may require 1:1 supervision and/or enhanced care due to complex needs. 
It has also contributed to the reduction in the need for temporary staff to provide this 
important enhanced care. 

•  A number of these HCA‘s have been successful in obtaining posts in a permanent 
ward or department but remain within the organisation. However due to the success 
of this initiative there is an ongoing recruitment process to maintain the HCA flexible 
model of working.    

• Whilst the changes to bed numbers and ward movements made collecting sufficient 
and consistent data complex, the wards inpatient wards continue to report a steady 
staffing ratio of 1:6. 

• Despite the challenges of the pandemic Palatine Unit, Ward 4 and the new AAU 
achieved reaccreditation of their GOLD status in the Trust CODE quality scheme, 
which included compliance with two newly introduced standards (end of life care and 
diabetes management). This meant all the wards have achieved their reaccreditation 
of GOLD status. 

 
5. Individual ward/area key aspects 

The following tables give a summary of the key feedback from the ward managers. 
 

Ward 2 
Ward Managers professional judgment (achievements & challenges) 
As a team we feel the greatest achievement with the opening of Ward 2 is that patients are 
admitted to the ward to receive their chemotherapy and undergo interventional radiological 
procedures. As a team we feel they are being nursed in the right place now on Ward 2, 
receiving the right care for their treatments/interventions at the right time. Nurses are able to 
spent sufficient time with the patients without the distraction and complexity of an acute 
medical ward. They are able to ensure a holistic assessment of patients’ first chemotherapy 
treatment by exploring their feelings/ thoughts/ apprehension of the proposed treatment plan. 
 
Nurses believe they now have sufficient time to deliver this fundamental care and the patients 
are very appreciative of this. Patients admitted to Ward 2 are often at the same stage of their 
cancer journey and are able to share experiences with each other and forge friendships. 
Small changes can make the biggest difference in regard to patients’ experience.  
Additionally, the nurses on Ward 2 are receiving supplementary training for the post-
procedure care of the radiology patients and are liaising closely with the radiology team to 
provide the best possible care and efficient discharges. 
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The clinical environment on Ward 2 continues to be a challenge particularly now compared to 
new areas such as Outpatients or the Acute Assessment Unit which are bright and modern in 
appearance. The ward requires updating and lack of natural light in some areas of the ward is 
a particular concern for patients. 
 
Ward 4 
Ward Managers professional judgment (achievements & challenges) 
Due to an ongoing high number of COVID related absence and isolation, the wards have 
been required to support each other more with staff, which has seen an increase in the 
number of staff movements between areas. Following a review of Ward 4 and the BMRU we 
can confidently say that we have a sufficient number of budgeted registered nurses with the 
required specialised knowledge and skills to be able to deliver the service that we continue to 
provide to a high standard. I do however, recognise the increase in patient acuity and 
complexities and therefore feel that to meet the increasing needs of our patients we need to 
review our budget for HCA’s. Over the last 12 months we have decreased our bed capacity to 
comply with social distancing measures which has meant that we have been able to provide a 
nurse to patient ratio of around 1:6, which is what we feel is required to sustain our high 
standards of care and quality. This is reflected in the reduction of pressure ulcers acquired 
during admission, falls with harm and staff and patient feedback. 
 
The challenges when adhering to COVID guidance has meant that we have had to adapt and 
change our methods of working to ensure that staff are supported to maintain their 
attendance at work as much as possible and this has included changing working patterns, 
shift days and times, facilitating working from home, removing staff from a patient facing role 
and in some cases transferring staff to an area considered less at risk of COVID exposure 
(early pregnancy/COVID assessed-high risk) and initiating pre maternity isolation. Working 
collaboratively with all ward areas has been fundamental in facilitating this safely across all 
areas to ensure safe staffing levels. 

 
 

Ward 11 
Achievements 
I commenced in post as the new ward manager in April 2021 and supportive measures by me 
and the senior nursing team were put in place, e.g. proactive engagement with the ward team 
regarding future changes and further recruitments for the team for various roles/grades. The 
staff have and continue to adapt accordingly and I’m immensely proud of their continued 
positive professional attitude throughout these uncertain times, their exceptional teamwork, 
their resilience and their unwavering care and compassion for the patients.  I am engaging in 
coaching to develop my leadership skills to support the ward further. 
A staffing consultation has been completed to re-establish Ward 11 and Ward 2 as 
standalone Wards, and to contribute to improvements in patient pathways. 
Challenges 
Ward 11 has had many challenges over the 6 months with the ward team being initially split 
between Ward 2 and 11. Ward 11 became an independent ward in March 2021 This has 
presented some challenges with a number of longstanding Ward 11 experienced staff 
choosing to reallocate to Ward 2.   
Due to the ongoing challenges of the global pandemic there is a sense of some fatigue and 
anxiety within the workforce however we have a number of Trust wide health and well-being 
initiatives which are easily accessible and staff are encouraged to explore.  
All sickness and absence is robustly managed and appropriate support and reasonable 
adjustments are offered and made  
The clinical environment is tired and requires refurbishment. 
 
All incidents are reviewed, with any increases or identified  trends monitored.  
Ward Managers professional judgment 
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The budget is now set correctly with additional funding allocated to increase the nurse 
establishment. There is an ongoing recruitment programme to fill existing and emerging 
vacancies. The bed capacity will increase incrementally with the successful appointment of 
staff into post. 
 
By utilising the Nurse Associate role to complement the Registered Nurse establishment and 
take a team of patients, we have achieved a RN/NA:patient ratio of 1:6 during the first part of 
the year. As bed capacity pressures have increased, alongside the current level of vacancies, 
this has caused the ratio to be increased to 1:7 or 1:8. However, this will be rectified once we 
have recruited the staff that we are budgeted  

 
 
 

Ward 12 
Achievements 
Sustaining our CODE accreditation throughout the last 6 month review maintaining quality. 
Continued to progress ‘Red 2 Green’ and ‘Virtual Board’ round work in order to ensure our 
patients receive a senior review, have a plan of care and are promptly discharged. 
Ward 12 has continued to support the inpatients with COVID/COVID contact within the 
escalation plan. I am exceptionally proud of my team they have shown resilience and bravery 
and delivered care to our patients despite their own anxieties or worries. 
Ward 12 has dealt with a COVID outbreak professionally and bravely, they rose to the 
challenge, supported patients and their relatives, eased anxieties and worries. They also 
displayed real resilience daily, which I am so proud of. 
Challenges 
The clinical environment does require an update, and this is causing challenges for the ward 
team. 
Increase in staff stress and anxiety, contributing factors are COVID and its impact on 
individuals personal and work life balance but also the rise in patient numbers and their 
complexity in nature the acuity has definitely increased amongst our patients. 

Ward Managers professional judgment 
The budget for ward 12 is set correctly, however we do not currently have sufficient 
substantive staff in post to fully staff the ward. This is mainly due to an increase in beds from 
18 to 24 as part of the trust wide plans to manage increasing activity.  However, this is being 
addressed as additional budget has now been allocated to increase our nursing 
establishment and we are actively recruiting to these posts (see below). 
By utilising the Nurse Associate role to complement the Registered Nurse establishment and 
take a team of patients, we have achieved a RN/NA: patient ratio of 1:6 during the first part of 
the year.  As bed capacity pressures have increased, alongside the current level of 
vacancies, this has caused the ratio to be increased to 1:7 or 1:8.  This occurred form April 
2021, any increase in nurse sensitive quality indicators or increase in staff reports of low 
morale are monitored and acted on appropriately. I do not believe that running the Ward with 
a ratio of above 1:6 is sustainable – this will be rectified once we have recruited the staff that 
we are budgeted for, for the 24 open beds and will reduce staff anxiety and stress but also 
allow time for the team to continue to invest in their own personal development. 

 
 

Acute Assessment Unit (AAU) 
Achievements 
Pandemic management: Successful management of safety protocols and infection control 
standards to protect all patients and staff on the unit and within the wider hospital. 
Continuation of infection control procedures and managing challenging times with full PPE 
insitu; use of ‘red’ and ‘green’ entrances, lifts and routes around the ward to maintain safety 
for both patients and staff. Full wide team approach to new covid screening for all emergency 
admissions. 
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Successful recruitment of 5 aspirant nurses into band 5 posts and since the last review we 
have hired 7 new staff nurses into vacant posts maintain safe staff levels. 
Successful GOLD standard CODE Accreditation 2021.  
Consistent positive patient feedback including patient video of positive experience 
Made a difference award given to long service health care assistant for her dedication and 
patient compassion. 
Challenges 
Through all of the change it has been a challenge for the team to adapt to the ever 
challenging environments and new procedures however these 12 months have shown how 
adaptable and resilient the team have been and how dedicated to their work they all are. 
Full PPE wearing at all times for all ‘red’ patients has been a particular challenge for the staff 
not only for their comfort but to be able to communicate effectively with their patients and also 
to have segregation working between the ‘red’ and ‘green’ sections of the ward when we were 
caring for higher numbers of patients with COVID-9. 
The team have adapted to working effectively as a team to ensure safe staffing levels and 
due to long term and short term sickness we have been working under less than ideal staffing 
levels at times. Due to the pressure on other departments staffing establishments the AAU 
has also been heavily supporting the wards with nurses and healthcare assistants who have 
put significant pressure on the AAU and the staff morale despite this being understood for 
patient safety. 
Ward Managers professional judgment 
Overall, the last 12 months have been challenging, however I have been proud to be part of a 
dedicated and innovative team who have rose to the challenge and provided a high standard 
of safe care to all of our patients. My professional judgement is that we have a safe 
establishment of staff and patient to nurse ratio however we need to ensure protection of the 
AAU staff to ensure we maintain our staffing levels to manage the acute and unplanned 
nature of the units demands including the support of the new staff on the unit to develop and 
support them effectively. My professional recommendation for the AAU vision is to create a 
specific acute oncology educator who can support all new and existing staff in their 
development but also work closely with the senior sister, consultant and ANP team to review 
and educate on acute oncology guidelines and training. 

 
 

Surgical Oncology Unit (Ward 10) 
Achievements 
Maintaining surgical activity with bed numbers spread between ward 10 and TCPC, and 
ensuring surgical hub patients are treated in a timely manner to ensure best outcomes is our 
biggest achievement. 
Consistently high positive patient feedback team using emails and newsletter. 
The surgical oncology ward continually receives positive annual student feedback. Student 
nurses report having an excellent enthusiastic student leader who is well prepared for their 
arrival with all relevant resources. 
Environmental improvements include a new sink outside SR 3 and SR 4 complying with 
infection control measures and a new equipment store this ensures the environment is clean, 
tidy and clutter free. 
Staff resilience. 
Challenges 
Direct COVID challenges: track and trace/staffing. 
Indirect COVID challenges: Reduced capacity on ward, outlying patients. 
Ward Manager and clinical practice educator supporting clinical shifts  since February 2021  
Individual Ward Managers professional judgment 
In my professional judgement I believe that the staffing establishment (between Jan and 
June) was challenging but adequate to maintain this service. This is currently being 
addressed and outstanding vacancies now filled and new staff awaiting start dates. During 
this period, we have had an average of 5 RN vacancies at one time, but investment has been 
made into the budget and a full recruitment process has taken place. Over the coming months 
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this means we hope to have the correct nursing establishment in order to care for up to 28 
patients. I feel the surgical nursing team deliver excellent patient centred care which is 
reflected in the outstanding feedback we receive from patients and their relatives. 
Staff wellbeing and team engagement have been a central focus with significant direct 
positive feedback from the ward 10 team and wider team/management. The ward 10 team 
now have regular clinical supervision and HR led staff surveys contributing to a greater sense 
of job satisfaction and team cohesion. Staff continue to report feeling a deeper sense of 
teamwork, positive reengagement and well supported and listened to with ideas being 
allowed to flourish. Working together in collaboration and maintaining a shared vision is vital 
to me. 

 
 

Palatine Ward 
Achievements 
GOLD CODE achieved in March 2020- Very high scores – Actions: improved communication/ 
cascade. 
Innovative treatments have continued to be undertaken. Increase in Haematology Trials 
activity – first hospital in Europe to deliver TILS (Tumour infiltrating Lymphocytes).  Also new 
CAR T licensed product - TESCARTA for Mantle cell lymphoma requiring high level training 
and support from CPF team. 
Implemented innovative Electronic CAR T care plans for neurotoxity and TLS. 
Matrons quality rounds continue - excellent way to highlight issues and gain live patient 
feedback. 
PDR’s and essential training compliance has improved. 
We have continued to reduce over-due datix incidents. 
Challenges 
Visitor restrictions have been challenging, especially in TYA group. 
Utilised shielding/self-isolating/ OH restricted staff ,  to attend virtual training days, undertake 
roster management, audits etc- 
Ward Managers professional judgment 
I feel all the team within Palatine ward have continued to work diligently throughout the 
extended pandemic with professionalism and a motivated ‘can do’ attitude. They have 
tirelessly swapped shifts at short notice and undertaken additional bank shifts to ensure the 
ward is adequately covered to provide safe and effective care and the service we provide has 
remained at a high standard. Patient feedback remains highly positive. The recent increase in 
bank pay rates has been appreciated; however, this increase in pay has not yet reflected an 
increase in shift allocation/ staffing figures. Nevertheless, as the pandemic continues we need 
to be mindful to ensure all staff continue to have regular 1 to 1’s with their team leaders to 
ensure everyone’s health and wellbeing is supported effectively and staff are encouraged to 
take regular annual leave in order to rest and re-cooperate.  
As expected, there continues to be a need to support staffing shortages within PTC and 
across the Trust due to the on-going pandemic, general sickness/ absence levels and 
recruitment shortages, however, with increased acuity levels in the inpatient area due to 
significant changes to patient admission criteria due to extended ambulatory care services 
within Haematology/ TYA, recognition and protection of safe staffing levels is required to 
ensure patient safety is maintained within Palatine ward given our area of speciality and 
guidance on national staffing: patient ratios. We are keen to work with expert colleagues from 
National & International groups (EBMT/ NICE) to review Haematology and TYA specific 
staffing :patient ratio levels that were set over 15 years ago to ensure we can maintain high 
standards of clinical care and keep our workforce motivated and well cared for.  
It has been a struggle at times over the last 6 months, our team have coped well to provide 
excellent care with below minimal staffing levels on several occasions, we have kept a close 
eye on incident trends, especially medication errors, pressure ulcers and falls and these have 
remained stable, although there has been an increase in datix reporting from staff due to 
reduced staffing levels.   
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We look forward to the reimplementation of the SNCT which will assist all ward coordinators 
to complete the required documentation effectively and equally, this will assist with 
discussions and actions at the daily staffing meetings and ensure staff are redeployed 
appropriately as required.   
In spite of a difficult few months of reduced staffing levels on many shifts, the team continue 
to support each other and work well together. Staff morale remains good overall and is 
assessed regularly by the ward manager and matron, with opportunities for both formal and 
informal 1 to 1’s and smaller team meetings. The team on Palatine ward are proud to deliver 
high quality patient care and are motivated to improve overall patient experience and the 
service they deliver.   
Future Service development initiatives–  
Within the next 12 months we aim to continue to improve patient care and sustain and 
improve staff motivation, development and well-being by facilitating various projects both 
within the Trust, and by sharing experiences with other centres on a national and international 
platform. These include:- 
 
New ways of working-  
-Look towards creating a service to enable apprenticeships 
-Employ Nursing Associates x 2 WTE posts- recruitment Sept 2021 
-Deputy Matron & Palatine ward manager /seconded B7 clinical ward manager post- 
Recruitment Sept 2021 
-Review CPF team roles and responsibility -? Band 5 role and admin support 
-Recruit Band 5 Data manager to support Quality Manager  
 
• B6 development opportunities- increase knowledge and skills in HR management, 
recruitment, governance – allocate 1 per week- (career development & succession planning 
opportunity) 
• HCA/ House keeper team development opportunities, repeat the successful study day 
undertaken in March, share learning experiences with other wards within the Trust  
• Increase team member attendance at Friday Focus/ ERG/ Quality meeting/ M&M to 
increase awareness of Trust wide Governance initiatives.  
 
• JACIE accreditation inspection Nov 2021. 
• Continue providing care at CODE- Gold- Action plan: Improved communication with 
staff 
• On-going Team Engagement/ listening events-  
• Review admissions and discharge processes to improve patient flow and experience 
• Right staff, right skills, right place, right time team initiatives- Team focus groups  
• Working with recruitment and marketing teams to inspire and attract experienced new 
recruits 

 
 

Oncology Critical Care Unit (OCCU) 
Achievements 
The OCCU continues to provide excellent care despite extremely challenging times; this is 
testament to the hard work of all the whole team.  We remain to be a well-connected 
multidisciplinary team who are motivated and supportive of each other. 
It has been recognised that to continue to work this way we will need additional staffing and 
we have been recently given additional budget for 5 more nurses.  We expect to see the 
benefit of this recruitment in October when those staff will be in the numbers.   I would 
recommend we try to maintain our nursing number baseline though a regular OCCU 
recruitment process or a fast track recruitment process therefore reducing the length of time 
we have vacancies for. I would also like to look at our current nursing acuity model (workload 
score) and modify this to meet with the changing clinical environment 
As previously identified in the last safe staffing review operating a mixed unit treating Covid 
and non Covid patients places increased pressure on the nursing team in terms of patient 
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acuity, unit capacity and how we provide support to each other.  The regular proning of Covid 
patients had relied on each shift leaving later to help prone/unprone, to ensure that nursing 
care is delivered to those patients and that there is minimal risk of cross infection on the unit. 
This is always done with good grace because the team wants to support each other and 
ensure that we provide the best care we can for our patients.   
Challenges 
There have been challenging shifts, we are fortunate to have junior nurses who have risen to 
the challenge and an experienced group of solid Band 6 nurses who have displayed excellent 
clinical leadership skills.  There have been ongoing challenges in maintaining GPICS 
standards in terms of patient nurse ratio; however this is also reflected in other organisations 
across the GM Critical Care Network and nationally. On one occasion we provided care of 
two level 3 patients with one critical care nurse which is not to our usual standard. There have 
also been shifts where the band 6 nurse in charge has worked clinically. There have been no 
patient harms reported which are attributable to these staffing ratios and we have been able 
to maintain excellent standards of care.      
In addition to ensuring adequate staffing the main priority will be to support staff 
psychologically following the pandemic. We will look to invest in the overall well-being of our 
staff and invest time in clinical supervision and debriefing. General well-being and resilience 
has obviously been a real challenge for the whole team working in difficult and challenging 
circumstances, we have been positive in our approach and met the demands placed on us 
As previously identified in the last safe staffing review operating a mixed unit treating Covid 
and non Covid patients places increased pressure on the nursing team in terms of patient 
acuity, unit capacity and how we provide support to each other.  The regular proning of Covid 
patients had relied on each shift leaving later to help prone/unprone, to ensure that nursing 
care is delivered to those patients and that there is minimal risk of cross infection on the unit. 
This is always done with good grace because the team wants to support each other and 
ensure that we provide the best care we can for our patients.   
Individual Ward Managers professional judgment 
The ability of OCCU to provide the same standard of nursing care will require increased 
nursing numbers as planned but also programme of additional support in terms of health and 
well-being.  I have recently completed The Professional Nurse Advocate Module, I am really 
enthusiastic to introduce restorative supervision into the OCCU team and the wider trust 
however this will require additional support and resource from within trust.  In the short term 
OCCU will pilot ‘Ten Team Minutes’ in October in an attempt improve staff well-being before 
leaving each shift. This quality initiative has been well received by the nursing team and this 
and the introduction of restorative supervision will hopefully make the nursing team feel that 
we have their health and well-being as a priority.  
We receive positive feedback in our Patient and Relative Surveys, we always have a plethora 
of thank you cards and patients do come back to see us.  We have continued to ensure that 
we support families despite visiting restrictions taking additional measures to ensure that 
excellent communication is maintained and that families are together when they need each 
other the most. 

 
 

6. Conclusions 
The past 6 months have been challenging for nursing staff. It is apparent from this report 
that the in-patient senior nurses have supported staff throughout this period and have 
demonstrated exemplary team work when coordinating nurse:patient ratios across the 
trust to keep patients safe.   
The trust has supported the in-patient wards to review nursing establishments and have 
taken positive steps to increase nursing and HCA establishments where required. The 
teams have good recruitment plans in place with great success in recruiting nursing 
students who have had Christie placements and aspirant nurses.  
Throughout the pandemic major incident there has been effective use of the daily sitrep 
escalation processes, to ensure a safe care environment for patients 
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Patients’ experience as an in-patient remained consistently high throughout during this 
period.  
 
The in-patient wards continue to implement bio-security and infection prevention 
measures in this 6 month period and continue to utilise the safer nursing care acuity tool 
together with their clinical judgement to ensure the nursing establishments continue to 
align with the needs of the patients.  
 
This review confirms that the trust’s nurse leaders feel confident that the staffing 
establishment is safe and effective.  
 

7. Recommendations 
The Board of Directors is asked to support the findings and conclusion of this six monthly 
nursing establishment review and approve the nurse staffing levels. 
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Agenda item 30/21b 
Board of Directors meeting 

30th September 2021 
 

Report of Bernie Delahoyde, Chief Operating Officer and 
Accountable Emergency Officer  

Paper Prepared By Jane Hadfield, Health, safety and emergency 
planning lead 

Subject/Title 2021-22 Emergency Preparedness, Resilience and 
Response assurance process 

Background Papers 
Civil Contingencies Act 2004 
NHS Act 2006 
NHS Standard Contract Conditions (SC30) 

Purpose of Paper To provide assurance of the trust’s EPRR readiness  

Action/Decision Required To confirm the trust’s EPRR readiness  

Link to: 

 NHS Strategies and Policy 

NHS Standard Contracts 
NHS England EPRR Framework  

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Corporate Objectives 6 and 8 

Resource Impact None 

Risk Rating  

You are reminded not to use 
acronyms or abbreviations wherever 
possible.  However, if they appear in 
the attached paper, please list them in 
the adjacent box. 

AEO Accountable Emergency Officer 
CBRN Chemical, Biological, Radiological and 
Nuclear threats 
CCG Clinical Commissioning Group 
EPRR Emergency Preparedness, Resilience and 
Response 
HTM Health Technical Memorandum 
LHRP Local Health Resilience Partnership 
MIAA Mersey Internal Audit Agency 
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Agenda item 30/21b 

 
Greater Manchester Emergency Preparedness, Resilience 

 and Response (EPRR) assurance 2021-22 
 

 
1. Introduction and background 
 
The trust is required to undertake an annual self-assessment against the EPRR core 
standards for 2021-22.  In addition to the core standards trusts were asked to self-assess 
against a key area, this year the ‘deep dive’ area related to oxygen supply.  This is part of the 
NHS England Emergency Preparedness, Resilience and Response (EPRR) framework 
where providers of NHS funded services must show they can effectively respond to major, 
critical and business continuity incidents whilst maintaining services to patients.  The number 
of standards has been reduced for 2021-22 to minimise the impact of the Core Standards 
process at a time when trusts continue to respond to the Covid pandemic.   
 
To comply with the national requirements, the Local Health Resilience Partnership (LHRP) 
has requested that the trust: 
 

• Undertakes a self-assessment against the relevant core standards for specialist 
trusts, identifying the level of compliance for each standard (red, amber, green – not 
compliant, partially compliant, fully compliant) 

• Identifies any required actions for partially and non-compliant standards 
• Provides an overall assurance rating – full, substantial, partial, non-compliant 
• Presents a report to the Board of Directors for approval 
• Submits the statement of compliance and completed self-assessment tool to Greater 

Manchester Shared Services Resilience Team by 29 October 2021 to allow the CCGs 
to prepare a health economy position summary and assurance report for the LHRP’s 
meeting on 16 November 2021. 

 
Evidence against the standards is not required, however it must be provided on request. 
 
 
2. EPRR self-assessment 2021-22 
 
As a specialist trust our self-assessment has been against 38 standards out of a total of 48 
core standards that are applicable to all acute trusts.  The trust has rated itself as fully 
compliant for 35 standards and partially compliant for 3 standards.  These relate to non-
executive support for the Accountable Emergency Officer (AEO), auditing business continuity 
plans and managing self-presenting patients who have inadvertently turned up at The 
Christie rather than a hospital with an A&E (a receiving hospital). 
 
The deep dive includes 7 standards relating to oxygen supply.  The trust has rated itself fully 
compliant with 4 of these standards and partially compliant with 3 standards. The self-
assessment against the deep dive standards does not contribute to the trust’s overall EPRR 
assurance rating. 
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2.1 Core standards action plan 
 

Core 
standard 

ref 

Core standard description Action to deliver 
improvement 

Deadline 

1 Senior leadership – A non-
executive board member, or 
suitable alternative, should be 
identified to support the AEO in 
their role 

Discuss benefits and 
feasibility of this March 2022 

53 Business continuity audit – The 
organisation has a process for 
internal audit, and the outcomes 
are included in the report to the 
board 

Undertake a gap analysis of 
local business continuity, 
content and review dates (NB 
MIAA include business 
continuity as part of their 
rolling audit programme).   

March 2022 

60 
CBRN Equipment and supplies 

Update major incident plan 
with details of how to manage 
self- presenters 

March 2022 

 
 
2.2 Deep dive action plan 
 

Deep 
dive 

standard 
ref 

Deep dive standard description Action to deliver 
improvement 

Deadline 

DD2 Medical gasses – planning – 
Training for duty managers and 
senior nursing staff is not up to 
date 

Plan and deliver training 
sessions to duty managers 
and senior nursing staff 

March 2022 

DD4 Medical gasses - workforce – 
The organisation has reviewed 
the skills and competencies of 
identified roles within the HTM 
and has assurance of resilience 
for these functions 

DD7 Oxygen systems – The 
organisation has undertaken a 
risk assessment in the 
development of medical gas 
installation to produce a safe and 
practical design and ensure that 
a safe supply of oxygen is 
available for patient use at all 
times as described in Health 
Technical Memorandum HTM02-
01 6.6 

Enhance information and 
control measures on patient 
safety risks within the medical 
gas risk assessment 

March 2022 

 
 
5. Recommendation 
The Board is requested to confirm that the Accountable Emergency Officer may declare 
substantial compliance with the EPRR core standards (Appendix 1). 
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APPENDIX 1 

 
Greater Manchester Local Health Resilience Partnership (LHRP) 

Emergency Preparedness, Resilience and Response (EPRR) assurance 2021-2022  
 

STATEMENT OF COMPLIANCE 
 

The Christie NHS Foundation Trust has undertaken a self-assessment against required 
areas of the EPRR Core standards self-assessment tool v1.0. 
 
Where areas require further action, The Christie NHS Foundation Trust will meet with the 
LHRP to review the attached core standards, associated improvement plan and to agree a 
process ensuring non-compliant standards are regularly monitored until an agreed level of 
compliance is reached. 
 
Following self-assessment, the organisation has been assigned as an EPRR assurance 
rating of Substantial (from the four options in the table below) against the core standards. 
 

 
 
I confirm that the above level of compliance with the core standards has been agreed by the 
organisation’s board / governing body along with the enclosed action plan and governance 
deep dive responses. 
 

________________________________________________________________ 
 Signed by the organisation’s Accountable Emergency Officer 

 
 
 

________30.09.2021______ _________30.09.2021________ __________2022______ 
 

Date of Board/governing body 
meeting 

Date presented at Public Board Date published in organisation’s 
Annual Report 

____________________________ 

Date signed 
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Agenda Item 31/21a 

 
Meeting of the Board of Directors 

Thursday 30th September 2021 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Subject / Title Audit Committee report – July 2021 

Author(s) Louise Westcott, Company Secretary 

Presented by  Committee chair  

Summary / purpose of paper 

This paper provides the board with a summary of the 
assurance items considered by the Audit Committee 
at their July meeting and any subsequent actions 
required by the Board. 

Recommendation(s) To note the report and any actions 

Background papers Audit Committee papers 29th July 2021 

Risk score N/A 

Link to: 

 Trust strategy 

 Corporate objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• Our Strategy 

• Key stakeholder relationships 

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, 
if they appear in the attached 
paper, please list them in the 
adjacent box. 
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Agenda item 31/21a 

Meeting of the Board of Directors 
Thursday 30th September 2021 

 
 

Audit Committee report – July 2021 
 
 
1 Introduction 

The Audit Committee took place on 29th July 2021. As minutes will not be available to 
be shared for the Board of Directors meeting, the following summary gives the Board 
information on the items that were considered and any actions required by the Board. 

 
 
2 Audit Committee agenda items 

The items listed below were all presented to the Audit Committee for assurance.  
 
• Audit recommendation tracking report 
• Executive Director of Finance report  
• Board assurance framework 2021-22 
• Internal audit progress report 
• Information Governance MIAA audit report 
• Data Protection issues 
• Anti-Fraud progress report July 2021 

 
The Committee Chair will note any actions required by Board and make escalations to 
Board as necessary. 
 
 

3 Recommendation 
 The Board are asked to note the reports received for assurance by the Audit 

Committee in July. 
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Agenda Item 31/21b 

 
Meeting of the Board of Directors 

Thursday 30th September 2021 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Subject / Title Quality Assurance Committee report – June and 
September 2021 

Author(s) Louise Westcott, Company Secretary 

Presented by  Committee chair  

Summary / purpose of paper 

This paper provides the board with a summary of the 
assurance items considered by the Quality Assurance 
Committee at their June meeting and any subsequent 
actions required by the Board. 

Recommendation(s) To note the report and any actions 

Background papers Quality Assurance Committee papers 17th June 2021 

Risk score N/A 

Link to: 

 Trust strategy 

 Corporate objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• Our Strategy 

• Key stakeholder relationships 

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, 
if they appear in the attached 
paper, please list them in the 
adjacent box. 
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Agenda item 31/21b 

Meeting of the Board of Directors 
Thursday 30th September 2021 

 
 

Quality Assurance Committee report – June and September 2021 
 
 
1 Introduction 

The Quality Assurance Committee took place on 17th June and 23rd September 2021. 
The following summary gives the Board information on the items that were considered, 
and any actions required by the Board. 

 
 
2 Quality Assurance Committee agenda items 

The items listed below were all presented to the Quality Assurance Committee for 
assurance in June.  
 
• Board assurance framework 
• Briefing from the Risk and Quality Governance Committee 
• Patient safety and experience quarterly report January – March 2021 
• Health and safety quarterly report January – March 2021 
• Quality report – for approval 
• Learning from hospital acquired COVID-19 deaths 

 
The items listed below were all presented to the Quality Assurance Committee for 
assurance in September.  
 
• Board assurance framework 
• Briefing from the Risk and Quality Governance Committee and 
 Leavers Process Task and Finish Group Briefing Paper  
• Patient Safety and Experience Quarterly Report April - June 2021 
• Health and Safety Quarterly Report April - June 2021 
• QICA Annual Report 2020-21 and Clinical Audit Plan  
• Research & Innovation Governance Update Report 
• WRES and WDES Progress Update Report 
• Equality and diversity Annual Report 2020/21 
• Internal Audit Progress Report 
• Referrals Thematic Review Update 

 
The Committee Chair will note any actions required by Board and make escalations to 
Board as necessary. 
 
 

3 Recommendation 
 The Board are asked to note the reports received for assurance by the Quality 

Assurance Committee in June and September 2021. 
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Agenda Item 31/21c 
 

Meeting of the Board of Directors 
Thursday 30th September 2021 

 
 
 

 
 
 
 
 
 
 

Subject / Title Board Assurance Framework 2021/22 

Author(s) Louise Westcott, Company Secretary 

Presented by  Chief Executive Officer  

Summary / purpose of paper 

This paper provides the board with the latest version of 
the Board Assurance Framework that summarises the 
risks to achievement of the corporate objectives 2021/22. 
The cover paper gives detail of any recent changes and 
risks that require further consideration. 

Recommendation(s) To note the refreshed Board Assurance Framework (BAF) 
2021/22 and consider any further updates 

Background papers 
Board assurance framework 2020/21. Corporate 
objectives 2021/22, operational plan and revenue and 
capital plan 2020/21. 

Risk score N/A 

Link to: 

 Trust strategy 

 Corporate objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• Our Strategy 

• Key stakeholder relationships 

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, if 
they appear in the attached 
paper, please list them in the 
adjacent box. 

BAF Board assurance framework 
CN&EDoQ Chief nurse & executive director of quality 
EDoF&BD Executive director of finance & business 

development 
EMD Executive medical director 
COO Chief operating officer 
DoW Director of workforce 
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Agenda Item 31/21a 

 
Meeting of the Board of Directors 

Thursday 30th September 2021 
 
 

Board Assurance Framework 2021/22 
 
 
1 Introduction 

The board assurance framework (BAF) 2020/21 was presented to the Board of Directors 
and the Quality Assurance Committee in June and Audit Committee in July. Further review 
of the board assurance framework has taken place by the executive team and company 
secretary since the meetings. 

 
 
2  Updates to the risks 

Minor updates have been made to the assurance and gaps in control sections relating to 
some of the risks.  
 
The wording has been amended for risk 6.5 - Reputational damage, service disruption and 
financial loss due to cyber-attack [as a result of out of date IT systems / not conforming to 
NHS digital standards]. The wording has been removed to better reflect the risk that a cyber 
attack could impact the Trust whether we are conforming with NHS Digital standards or not. 
This risk score has increased from an 8 (2/4) to a 12 (3/4) to reflect the increased risks 
around cyber attacks at the current time. 
 
New Risk – 6.6 Networked infrastructure failure due to out of support computer room 
hardware and capacity limitations. Risk score 12. This risk reflects the operational risk that 
has been mitigated by the approval by the Board of Directors of the Co-location data centre 
business case in April 2021. 

 
 
3 Suggested updates  

There are no suggested updates to the risks identified in the Board Assurance Framework 
in September. 

 
 
4 Recommendation 

The Board is asked to note the board assurance framework (BAF) 2021/22 that reflects the 
risks to achievement of the corporate objectives.  
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BOARD ASSURANCE FRAMEWORK 2021-22
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1.1 Risk to patients and reputational risk to trust of 
exceeding the HCAI thresholds CN&EDoQ 3 3

Patients with known or suspected HCAI are isolated. Medicines management policy contains prescribing 
guidelines to minimise risk of predisposition to C-Diff & other HCAI's.  Need to maintain low levels of Gram 
negative bacteraemia. RCA undertaken for each known case. Induction training & bespoke training if 
issues identified. Close working with NHS England at NIPR meetings. 

None identified. No formal threshold 
set by commissioners. 9

NIPR meetings continuing. Levels reported through 
performance report to Management Board and Board of 
Directors and quarterly to NHS Improvement. 

None identified 9 9 0

1.2
Failure to learn from patient feedback (patient 
satisfaction survey / external patient surveys / 
complaints / PALS)

CN&EDoQ 2 4
Monthly patient satisfaction survey undertaken and reported through performance report. Negative 
comments fed back to specific area and plans developed by ward leaders to address issues. Action plans 
developed and monitored from national surveys. Complaints and PALs procedures in place.

None identified 8

Management Board and Board of Directors monthly Integrated 
performance and quality report. National survey results 
presented to Board of Directors. Action plans monitored through 
the Patient Experience Committee

None identified 8 8 4

1.3 Risk of exceeding the thresholds for harm free care 
indicators (falls, pressure ulcers) CN&EDoQ 2 4

Collaborative projects in place. All falls come through executive nursing panel process. Call don't fall 
initiative. Falls group. Introduction of the TAB system. Executive review group looks at attribution of 
avoidable / unavoidable. Trust aim to maintain 16/17 levels.                                                                                          
System for assessment of ulcers / grading used. Training across the trust (focus on theatres/critical care). 
NHSI criteria for assessment & expectations around pressure ulcers - internal review undertaken.New 
NHSI requirments for reporting pressure ulcers from Nov 18, reported from Dec 18. Maintain low rates of 
catheter associated UTI's and maintain 95%+ VTE assessments. Increase in low harm

None identified 8 Regular reports to Quality Assurance committee and board 
(through the integrated performance report). None identified 8 8 4

1.4 Impact of the COVID-19 pandemic on clinical 
outcomes, safety and experience CN&EDoQ 3 4

Clinical Advisory Group in place.Updates to all staff. Daily monitoring of staffing / patient impact. Following 
national guidance and internal escalation process. Leading cancer care through the Cancer Hub. 
Biosecurity measures on site to maintain a COVID secure environment. Adherence to surgical standards 
around safe surgery during COVID-19. Continued planning for next phase in terms of capacity & demand. 
Modifications made to treatments as approved through Clinical Adsvisory Group. Review of harm 
undertaken.

Uncertanties associated with the 
virus & the timeframes of the 
impact

12
Clinicl Advisory Group meeting every 2 weeks. Regular 
communication with internal and external stakeholders. Reports 
to Board.

None identified 12 12 8
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2.1
Disruption to delivery of the Research strategy due 
to the impact of COVID 19 creating strategic, 
financial and operational risks 

EMD 3 4

Performance management system in place to track real time delivery;  set-up review group in place to 
make recommendations for improvements; regular review at disease team quarterly assurance meetings; 
SLAs established with each service department involved in set up and delivery.  COVID19 Task & Finish 
Groups established to manage impact of finance, activity, workforce challenges along with the need for 
further digital enablement of the business. Director of Research appointed March 2021.

Uncertainty around impact of 
COVID-19 12

Weekly review of 70 day performance. All industry metrics 
reported through to the Research Divisional Board and 
Management Board; quarterly review of Disease Group 
performance. 6 monthly reports to Board. COVID-19 T&F Group 
monthly oversight meetings

None identified 12 12 3

2.2
Risk to research profile and output through reduced 
funding & changes to clinical trial legislation as a 
result of EU Exit 

EMD 2 4
Regular dialogue with national funding organisations on potential impact; open dialogue with strategic 
pharma partners; strong academic investment strategy to retain and attract world leading academics. 
Reporting to NHSE/I as and when required. Engaging in national webinars and updates.

Oversight of potential  legislative 
impact and consideration of any 
impact from COVID-19 pandemic

8 Levels of risk and mitigation reported through Research Division 
Board and Christie Research Strategy Committee None identified 8 8 8

2.3 Failure to deliver the Paterson building replacement EDoF&BD / 
EMD(S) 3 5

Programme board established with UoM & CRUK. Funding plan agreed in principle. Preliminary review to 
Board in June 18. MoU finalised. Detail at each Board. Draft full business case (FBC) to November Board, 
FBC approval to Jan 19 Board. Additional board sessions to discuss complex case. Planning application 
will be considered in late August by Manchester City Council. Development agreement signed. GMP 
approval planned for November. Project Board working on affordability - progress on value engineering 
and VAT position. Full business case approved at November BoD. Development Agreement 
unconditional

Uncertainty around impact of 
COVID-19. 15 Regular reports to Board & Audit Committee None identified 15 16 10

Corporate objective 1 - To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond cancer

Corporate objective 2 - To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey

90



Principal Risks Exec Lead Li
ke

lih
oo

d

Im
pa

ct

Key Control established Key Gaps in Controls C
ur

re
nt

 R
is

k 
Sc

or
e

Assurance Gaps in assurance O
pe

ni
ng

 P
os

iti
on

Po
si

tio
n 

at
 e

nd
 o

f Q
1

Po
si

tio
n 

at
 e

nd
 o

f Q
2

Po
si

tio
n 

at
 e

nd
 o

f Q
3

Po
si

tio
n 

at
 e

nd
 o

f Q
4

Ta
rg

et
 ri

sk
 s

co
re

3.1

Risk to delivery of the School of Oncology strategy 
due to restrictions of post COVID 19 financial 
regimes, creating strategic, financial, reputational 
and operational implications 

EMD 5 2

Review the deliverables and prioritise in line with financial investment available. Maximise the potential of 
external income. Refresh the School of Oncology focus on integration of objectives with clinical and 
research divisions. Work with finance to review funding options, develop business cases for high priority 
initiatives and look at alternative funding sources 

Continuing inability to deliver all 
strategic objectives due to difficulty 
in accessing curent investment 
funds to deliver new initiatives.

10 School of oncology board reports to Management Board. 6 
monthly reports to Board. None identified 10 10 9
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4.1 Insufficient capacity in the Cancer Hub to manage 
demand 2 4 8 8 8 4

4.2 Underutilised capacity in theatres 2 4 12 8 12 4

4.3 Lack of evidence to show progress against the 
ambition to be leading comprehensive cancer centre EMD(S) 2 3 Reaccreditation by OECI . Baseline measures identified and presented to Board of Directors. Discussion 

at time out in March 2017. Looking at how we can be part of International Benchmarking.
Availability of comprehensive data 
with which to compare ourselves 6

Designated as the most technologically advanced cancer centre 
in the world outside North America. In segment 1 (Single 
oversight framework). Board discussion. MCRC Strategy. Prof 
Sir Mike Richards external assurance on Paterson business 
case.

None identified 6 6 6
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5.1 Non-delivery of our chemotherapy strategy COO / 
EDoF&BD 3 4

Option appraisal of mobile unit versus static/hospital based provision. Option appraisal undertaken for new 
sites. Approval of business case for Christie @ East Cheshire June 18. Regular updates to Board. Project 
Board with partners in place. Strategy on track but constrained by other trusts. Expansion on Withington 
site. Macclesfield build on time and budget.

Uncertainty around impact of 
COVID-19 12 Reports to Management Board None identified 12 12 8

5.2 Impact of GM pathology on The Christie Pathology 
Partnership objectives 

COO/ 
EDoF&BD 2 3

The Christie Pathology Partnership board established. Operational management reviewed. Attendance at 
meetings. Working with partners in GM around HMDS and Genomics services. HMDS operational from 
November 2018. Review of contract arrangements for CPP. Review of Trust strategy with regards to on 
site pathology

Uncertainty around impact of 
COVID-19 6 Reports to BoD from The Christie Pathology Partnership board 

meetings. None identified 6 6 6

5.3 Change in financial regime resulting in inability to 
reinvest  EDoF&BD 4 5

Participating at national level to influence new financial regime to ensure we deliver efficiency. 
Assessment of GM system envelope to ascertain if “top up” payment includes loss of non-clinical income. 
Development of mitigating strategies including the introduction of divisional financial envelopes to manage 
costs, efficiency / transformation to release cash for future investment.

Changes in national funding 
arrangements 20 To continue to report through Managment Board and Board of 

Directors via the Finance report. None identified 20 20 10

5.4
The Christie Pharmacy Company objectives not 
achieved impacting on clinical service, patient 
experience and Trust reputation

COO 2 3

Weekly reports to Executive Team. Quarterly reports to Board of Directors. Non executive chair in place. 
Internal and external auditors in place. MIAA governance audit - significant assurance. Waiting times 
reported monthly through Integrated Performance report & improving as a result of the home delivery 
service working.

None identified 6 Regular reports to Board and Audit Committee None identified 6 6 6

Corporate objective 5 - To provide leadership within the local network of cancer care

Corporate objective 3 - To be an international leader in professional and public education for cancer care 

Corporate objective 4 -  To integrate our clinical, research and educational activities as an internationally recognised and leading comprehensive cancer centre

Uncertainty around impact of 
COVID-19

Agreed protocols and pathways in place to manage referrals and capacity to meet the demand from the 
cancer hub.  Weekly review of theatre and anaesthetic schdules in place,  with 6 week forward view of 
schedules and resources.

GM Cancer Hub SITREP report to Management Board None identifiedEMD(S)
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6.1 Key performance targets not achieved COO 4 3

Executive led monthly divisional performance review meetings. Integrated performance & quality report to 
Management Board and Board of Directors monthly. Digital Maturity board meeting monthly (includes 
cyber security). Escalation internally & across GM of delays impacting waiting time targets. Monitoring 
cancer waiting time standards through GM Cancer & IPR. Working as part of GM Hub to improve cancer 
pathway across GM&C.

Uncertainty around impact of 
COVID-19 12

Integrated performance report to Management Board and BoD. 
Presentation on 62 days to Quality Assurance Committee Sept 
19.

None identified 12 12 4

6.2 Non delivery of the cancer element of the GM 
recovery plans COO 2 4

Delivering services in line with the cancer hub. Linking in with GM hospital cell on diagnostic recovery plan. 
Biosecurity measures in place across the organisation. Transformation projects within OP (virtual clinics). 
Activity monitored daily. Cancer Hub operating for GM.

Uncertainty around impact of 
COVID-19 8 Progress monitored through integrated performance report to 

Management Board and Board of Directors None identified 8 8 0

6.3 Current EPR unable to support delivery of 
operational objectives EMDS 1 4 External analysis undertaken to identify options to address issues with CWP (clinical web portal). Business 

case in development for EPR. Procurement process underway to bring in a development partner.

Internal capability & expertise to 
support system going forward. 
CWP built on an outdated platform

4 Reports to Digital Maturity Board, Management Board & Board 
of Directors. None identified 8 4 4

6.4 Failure to implement Christie Private Care strategy 
resulting in detrimental impact on profit share EDoF&BD 3 4 JV Board meetings. Approval of CPC strategy. Approval of capital investment to expand theatres. John 

Logue appointed as medical advisor. Business case for new theatre approved Oct 18.

National arrangements with the 
independent sector during the 
COVID pandemic

12 Regular reports to Board None identified 8 12 8

6.5 Reputational damage, service disruption and 
financial loss due to cyber-attack. EMDS 3 4

Business case approved April 2019. Infrastructure in place to support new operating system (OS). New 
PCs being rolled out with new OS. Monitoring taking place through IG panel. Bidding for national monies 
to mitigate the risk.

None identified 12 Reports to Digital Maturity Board, Management Board & Board 
of Directors. None identified 8 8 4

6.6 Networked infrastructure failure due to out of support 
computer room hardware and capacity limitations. EMDS 3 4

Data Centre co-location business case approved April 2021. Additional time and mitigations identified with 
detailed project plan working through with all vendors, will continue to be monitored through project board. 
Hardware ordered with indicative timescales for delivery. Further contingencies identified (with cost) within 
the project budget.

None identified 12 Reports to Digital Maturity Board, Management Board & Board 
of Directors. None identified 12 20 12
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7.1 Target reductions in sickness levels not achieved DoW / COO 3 3 Adherence with sickness management policy monitored through performance review meetings. COVID-
19 and non COVID-19 sickness levels monitored & reported. None identified 9 Monthly sickness levels as reported in Integrated performance 

and quality report None identified 9 9 3

7.2 Underutilisation of the apprenticeship levy DoW 3 3

Monthly monitoring of usage in School of Oncology. Development of apprenticeships positions built into 
vacancy process.  Agreement in workforce planning meetings to include apprenticeships in workforce 
plans. School of Oncology leading in maximising higher level apprenticeships and usage of clinical 
apprenticeship opportunities. School leading on external partnership for development of higher 
apprenticeships. 

Trust potential to exhaust 
apprenticeship offer to current staff.  
Development of a workforce 
strategy on recurrent 
apprenticeship positions

9 Regular report to board None identified 9 9 9

7.3 Risk of non compliance against PDR target to 
achieve Trust standard DoW 3 2 Information shared with managers on compliance. Redesigned systems and paperwork. Performance will 

be monitored through performance review process (restarted September/ October 20). None identified 6
Regular reporting to Management Board and Board of Directors 
through the integrated performance report. Trustwide 
performance at 80.1% 

None identified 6 6 6

7.4
Risk of negative impact on delivery of services and 
staff engagement levels due to Trustwide staffing 
gaps

DoW 2 4

Workforce projects aligned to service transformation programmes. Quarterly updates. Use of internal 
bank list, allocation of teams/clinic days to maximize cover, flexible rota, prioritization of OOH cover.  
Introduction of Board Rounds 5 days per week (Jan 2019)
Introduction of Physician Associates. Use of external agency to cover out-of-hours gaps where possible 
and to cover in-hours where significant shortfall. Re-advertise new JOF vacancies. Nurse, AHP and 
Medical Recruitment & Retention project group in place

National staff shortages impacting 
recruitment 8 National staff survey 2019 results. Reports to Management 

Board . Agency spend. None identified 8 8 15

7.5 Risk of non compliance with essential training needs DoW 3 3
Delivery of training through virtual and e-platforms. Face to face training managed in line with social 
distancing. Performance will be monitored through performance review process (restarted September/ 
October 20). 

Impact of social distancing on 
delivery of training 9 Reports to Board through integrated performance report None identified 9 9 6

7.6 Reputational damage as a result of the NHSEI rapid 
review (November 2020) EMDS 3 3 Communication with staff, Board and Governors. Full cooperation of Christie staff with NHSEI. Regular 

updates to Board. None identified 9 Internal Audit / counter fraud involvement. Legal advice where 
appropriate None identified 9 9 0
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8.1 Impact on our ability to obtain planning approval for 
future capital developments. EDoF&BD 2 3

Close working with Manchester City Council (MCC) on implementing the green travel plan . The strategic 
planning framework approved and includes current and future requirements for travel to site. 
Communication with residents through the Neighbourhood Forum and newsletters. Green travel plan and 
sustainability plan in place. Car park business case approved and planning granted. Expansion of 
controlled parking zone approved. Monthly meetings with MCC planning team and extensive engagement 
programme in place.

None identified 6

Met the 15/16 through 20/21 green travel milestones. 
Agreement by MCC of strategic development plan. 5 year 
Capital Plan delivery. Monitored through Management Board & 
Board of Directors. Monthly meetings with MCC. Capital 
programme shared with MCC and Board of Directors. Plans for 
tiered car parking approved Jan 18.

None identified 6 6 5

Corporate objective 7 - To be an excellent place to work and attract the best staff

Corporate objective 8 - To play our part in the local healthcare economy and community

Corporate objective 6 - To maintain excellent operational, quality and financial performance 
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