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DRAFT Public minutes of the meeting of the Board of Directors of
The Christie NHS Foundation Trust held on Friday 19th June 2015 at 10am in the
trust administration meeting room centre, The Christie NHS Foundation Trust
Present:

Chris Outram (CO)
Neil Large (NL)
Kathryn Riddle (KR)
Dr Ron Stout (RS)
Roger Spencer (RGS)
Jackie Bird (JB)
Joanne Fitzpatrick (JF)
Wendy Makin (WM)
Ann McEvoy (AMc)
Jason Dawson (JD)

Chair
Interim non-executive director
Non-executive director
Interim non-executive director
Chief executive
Executive director of nursing and quality
Executive director of finance & business development
Deputy medical director
Director of workforce
Interim chief operating officer

In Attendance:

Louise Westcott (minutes)

Assistant company secretary

Presentation:

‘Monitoring last admissions to The Christie: reviews of inpatient mortality’ – Dr Wendy Makin,
Deputy medical director

WM presented on The Christie process for reviewing inpatient deaths. The case note reviews and quarterly
meetings were described as well as other processes for review of mortality. The review of deaths within 30
days of systemic anti-cancer therapy are also reviewed.
The reviews include; quality of clinical care, avoidable deaths and unrecognised concerns, documentation of
communication with family, whether The Christie is the right place for the patient to come and reflection for
individual clinicians (tied into appraisal). WM shared some of the data around inpatient deaths including
location, percentage of elective & non-elective etc.
The triggers for case note review were also summarised. All patients with death within 30 days of SACT are
reportable to the coroner. Once a trigger has generated a review a second stage set of questions is
completed by the responsible clinician (critical care deaths are also reviewed by a critical care clinician). We
are increasingly mindful of whether a patient could have gone somewhere more appropriate for their end of
life care.
WM outlined incidents that were subsequently reported when picked up through the stage 2 process. Specific
examples were cited of deaths reviewed and overall in 2014 there were no deaths that were avoidable.
Most deaths are as a consequence of disease progression. Admissions during the week versus the weekend
have been analysed which shows no significant difference in mortality. The national process for the review of
oncology inpatient deaths is under review and guidance is anticipated.
CO noted that the process should be commended. CO asked to what extent patients families are involved in
the review. WM responded that this is not as part of this process but it is in the end of life questionnaire. PALs
and sometimes complaints also allow review of issues relating to deaths.
NL asked if it is good practice for clinicians to review their own patients. WM – needs to be about clinicians
reflecting on their own practice but also supported by peer review. JB added that the consultant is not always
the one seeing the patient so they are critiquing their junior team as well. NL suggested that the QA
committee look at this. WM added that this system is triangulated through other systems. This has been an
evolving process and a national process may also come forward.
KR asked how patients are chosen for the second review. WM responded that this comes through an
overview by clinical directors and WM who can pull patients forward for review.
NL asked what the time lag is between death and review. WM responded that this has improved and the
majority are done within the quarter. RS noted that there is considerable critique of these within site groups.
RGS added that lots of work has been done with national confidential enquiry into deaths (NCPOD) that WM
has been involved with. All 30 day SACT data has been piloted and submitted for that assessment. The
Quality Accounts also contains our mortality data and the auditors and regulators have both looked at this and
have noted it is very strong.
3

RS – do we have similar proposals for review of patients that are admitted to other trusts. WM – only 20% of
chemotherapy related deaths are admitted to The Christie – this is something we want to look at in the future.
KR – would be sensible to wait for NHS England to put out national guidance.
This is to go to QA in 6 months’ time on deaths in 2015 and MIAA to be asked to look at this in light of
national guidance.
Action - JB
No
32/15
a

Item
Standard business
Apologies
Apologies were received from Jayne Brown (JB), interim non-executive director, Chris
Beasley (CB), interim non-executive director and Anthony Blower, Executive medical
director who is attending the Manchester Cancer Provider Board. WM is deputising.
Thanks were extended by the chair to CB and JB for their work as interim NEDs.

b

Minutes of the previous meeting held on 28th May 2015
The minutes of the meeting held on 28th May 2015 were approved.

c

Action plan rolling programme, action log & matters arising
All items are captured on the agenda.

d

Declarations of interest
None declared.

33/15
a

Key reports
Chief executive’s report
RGS drew particular attention to the following in his report:
•

•

•
•
•
b

Monitor – we had our annual plan review last week and all indications are that we will
be green rated with the lowest level of monitoring. We don’t expect any follow up. The
review of the Risk Assessment Framework (RAF) will increase the monitoring
framework generally.
Healthier Together – the review of acute care services and the public consultation has
taken place. The reconfiguration of services will go ahead and in July the lead sites for
services included in the review will be identified. This will not directly affect our
services. The implementation phase needs agreement or a competitive commissioning
process will take place. Healthier Together is the basis of Manchester Devolution.
We have won 2 health investor awards, one with Alliance Medical and one with
SynLab.
JB has been accepted onto Monitors Clinical Advisory Forum. Congratulations were
extended from the board.
RGS noted the success of the MCRC preview tours and told board about an excellent
presentation that was given by a breast cancer trials patient.

Medical director’s report
WM drew particular attention to the following in the report:
•
•
•

c

Two of our clinical teams have won awards for the Improvement Science for
Academics Programme.
Trainee feedback on our education was excellent. Practice Education Facilitation
Outcomes Monitoring results are excellent and the team were congratulated by the
board.
Mr Selvasekar has been awarded an MBA.

Integrated performance report
JD confirmed overall performance continues to be good in month 2.
The patient satisfaction survey showed excellent performance at 99.2%. This indicator
now combines the likely and extremely likely scores. The waiting times are all better than
target and the Trust is on the lowest CQC risk band of 6.
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Action

No

Item
In regard to safety there have been no MRSA or C-Diff cases reported in May. No SUI
panels were held but there were 5 executive reviews. There has been a drop in
complaints (3 in month) and there have been 3 inquests.
There is one risk at 16 relating to The Christie Pathology Partnership performance.
In regard to strategy the Trust has a Continuity of Service risk rating of 4, Patients treated
YTD is +0.75% and our objectives are green.
Finance is showing a strong position and is showing an I&E surplus of £1.539m, EBITDA is
£0.752m above plan, 47.1% CIP has been achieved recurrently and there is a cash
balance of £53.3m. Debtor days are at 9.
In regard to efficiency, LoS is at 6.66 days. Sickness absence is below plan at 3.08% and
agency spend is 0.72% of the total pay bill.
Access has delivered on all targets. 62 day performance is at 85.3% for May. In summary
the Trust is reporting Green for Governance and a CoS rating of 4.
JD explained that further work will be done to improve the dashboard by setting tolerances
to show a red, amber, green system. This is especially relevant for those indicators with a
small tolerance.
NL asked about the staff training / PDRs – AM responded that these are monitored through
performance review meetings and action plans have been requested. Essential training will
be 3 yearly reviews unless the experts tell us otherwise. AM – we are confident that we will
get to these targets.
NL asked about pressure ulcers and incident reports which are out with the norm this
month.
JB has looked at pressure ulcers and falls. Benchmarking data will show in the
performance report in future. More pressure ulcers this month related to pressure relieving
stockings – this product will be changed in light of looking at this. There is a robust system
in place.
JB unhappy with level of falls and a falls collaborative programme is being put in place.

34/15
a

Other reports
Workforce Race Equality Standards
AM presented the paper on the new Workforce Race Equality Standards which was
developed in relation to research that shows a worse experience for BME colleagues than
white in the NHS. Measures are shown that we will be monitored against. The aim is to
improve on our baseline position which we will have to submit. We need to close the gap in
experience for this group. There are measures relating to the percentage of BMS staff in
senior positions, number shortlisted compared to white candidates and the percentage of
BME staff experiencing bullying etc.
Our Equality & Diversity lead is considering forming a BME group in the organisation and
there is some interest from BME staff to do this.
AM asked the board to approve the action plan and note the current position. Board
approved the recommendations.
CO supported the formation of a forum.
KR asked about the role of governors. AM responded that we have a governor
representing the Black Healthy Agency and also have a very active E&D team. We have
made good links with community groups.

b

Site development update
JF presented a summary of the capital and estates work that is going on at the site
currently. JF noted the PBT project preparatory work that’s on going. Maggie’s is
progressing well and the site is very well managed. The MCRC soft opening is taking place
and our team have moved into the building. The IPU build is progressing and aims to start
at the beginning of August, this will cause some disruption to the Oak Road entrance. Car
parking arrangements for staff have been reviewed and changed. The new Park & Ride
scheme for staff will commence on Monday (free of charge) to coincide with a residents
5

Action

No

Item
parking scheme being implemented on neighbouring streets.

Action

Ward refurbishments are also summarised.
The work on site will disrupt the neighbours so we are putting on drop-in events and
sending communications to them through newsletters and the website.
RS asked if the park & ride scheme will remain free. JF responded that this will have to be
assessed dependent on its use and whether we need to increase it. RGS reminded board
that this is implemented alongside the green travel plan.
c

Nurse revalidation – state of readiness assessment
JB presented the overview of changes that the NMC are making to the requirements that
registered nurses and midwives must meet when they renew their registration.
We are expected to make a national return on our state of readiness imminently. The
standards and the trust approach to support relevant staff through the process were
outlined. This work will report through the Workforce Committee.
The board were asked to note the requirements for nurse revalidation and the work
undertaken to ensure organisational readiness for April 2016.
WM noted that if this goes along the same lines as the medical process then a lot of
evidence will be required to support it. This should be embraced as it supports best
practice for patients.
JB noted that this should drive performance in PDRs also. An electronic solution is being
explored to help support this.
RS asked if this will have an impact on training requirements. JB responded that this
shouldn’t impact on this. We may need to look at equalising training across all nurses.

35/15
a

Approvals
Response to the Independent Review of Leadership & Governance
CO presented part of the response to the external PwC review. She noted that there are
some recommendations that where we haven’t taken their advice to the letter but have
used it as guidance and made suggestions as a result.
CO noted that Kieran Walshe has agreed to chair the QA committee. He is starting as a
NED on 1st July. KR has agreed to take on the chair of the CFC in place of the Chair.
The feeling of the board was that the order of the meetings (recommendation 14) can be
either way round. We have to ensure that only a small number of things are considered in
private (commercially sensitive / relating to legal / staff issues).
There was some discussion around the need for a private board meeting every time and
this should be considered based on the business that needs to be transacted. The board
agreed that we should swap the order of the meeting around.
JB and JF both noted that having the assurance committees before the board is a very
good idea to support the approval process. This was supported by the rest of the board.
All 13 recommendations were approved and a 6 month trial was agreed of
recommendation 14, having the private board prior to public board. The recommendations
are to put into practice from 1st July.

36/15
a

Board assurance
Board Assurance Framework 2015/16
The changes to the BAF since the last meeting are summarised in the paper.
The BAF is also going to the QA committee today.
RGS noted that following today’s meeting the PBT risk should be considered and the
Finance / Performance section may need to be updated (in relation to the changes
proposed to the RAF).
NL suggested that the description of the ‘opening position’ should be amended to ‘current
position’.
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LW

No
37/15

Item
Any other business
No items raised.

38/15

Date of the next meeting:
Friday 31st July 2015
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8

Agenda item 39/15c
Public Meeting of the Board of Directors - 2015
Action plan rolling programme after June 2015 meeting
Month

31 July 2015

From Agenda No

Issue

Responsible
Director

Annual reporting cycle Integrated performance report
Monitor Q1 return
Regulatory
Monitor / CQC implementation plan
4/15a

Action

COO
EDoF&BD
CEO

Monthly report

COO
EDoN&Q

Monthly report
Six month review

Update

August 2015 - no meeting
25 September 2015

30 October 2015

Annual reporting cycle Integrated performance report
Compliance with NICE Safe Staffing
Guidelines
Annual reporting cycle
Regulatory
Annual reporting cycle
22/15b

27 November 2015

Corporate objectives & board assurance
framework
Q2 Monitor return
Risk Management strategy
Independent review of leadership &
governance

Annual reporting cycle Integrated performance report

CEO

Interim review

EDoF&BD
EDoN&Q

Annual review

CEO

Update

COO

Monthly report

EDoF&BD
COO

To approve
Monthly report

December 2015 - no meeting
January 2016

Regulatory
Monitor Q3 return
Annual reporting cycle Integrated performance report

February 2016 - no meeting

9

To Agenda no

40/15c
42/15a
41/15a

Month

March 2016

April 2016

May 2016

From Agenda No

Issue

Responsible
Director

Action

Annual reporting cycle Corporate planning (corporate objectives /
BAF / financial plans: revenue & capital
2016/17)
Annual reporting cycle Letter of representation & independence
Annual reporting cycle Register of directors interests
Annual reporting cycle Integrated performance report
Annual reporting cycle

Executive
directors

Approve next year's annual plan

Regulatory
Monitor Q4 return
Annual reporting cycle Integrated performance report
Annual reporting cycle Essential standards for quality & safety /
NHSLA
Annual reporting cycle Register of matters approved by the board
Annual reporting cycle Annual plan 2015/16

EDoF&BD
COO
EDoN&Q

Approve
Monthly report
Declaration / approval

CEO
EDoF&BD

April 2015 to March 2016
Approve

Chair
Chair
COO
Chair

Directors to sign
Report for approval
Monthly report
Review

Annual reporting cycle Integrated performance report
COO
Monthly report
Annual reporting cycle Annual reports from audit & quality assurance Committee chairs Approve
committees
Annual reporting cycle Annual governance statement
Exec direc
Approve
Annual reporting cycle Annual report, financial statements and quality
EDoF&BD
Approve
accounts
Annual reporting cycle Statement on code of governance
Approve
General condition 6 and
Monitor provider licence Self certification declarations
EDoF&BD
Continuity of Service condition 7
of the NHS Provider Licence

10

To Agenda no

Action log from the board of directors meeting held on
Friday 19th June 2015

No.

Agenda

1

Presentation

2

35/15a

Action

By who

Progress

Board review

Review of IP deaths to be added to Quality Assurance
(QA) agenda in January 2016. MIAA to look at this in
light of national guidance (once published)

JB

Added to QA rolling programme complete

N/A

Recommendations to be implemented in regards to
board committee schedules / timings

LW

Complete

N/A
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Agenda item 40/15a
Meeting of the Board of Directors
Friday 31st July 2015

Report of

Chief executive

Paper Prepared By

Roger Spencer

Subject/Title

Chief executive’s report

Background Papers

n/a

Purpose of Paper

To keep the board of directors updated on key
external developments & relationships

Action/Decision Required

The board is asked to note the contents of the
paper

Link to:



NHS Strategies and Policy

Link to:



Trust’s Strategic Direction



Corporate Objectives

Achievement of corporate plan and objectives

Impact on resources and risk and
assurance profile
You are reminded that resources are
broader than finance and also include
people, property and information.
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 40/15a
Meeting of the Board of Directors
Friday 31st July 2015
Chief executive’s report

1.

Manchester Devolution
The programme continues to progress with the development and production of locality and
Greater Manchester strategic plans for care. In addition to this, work is underway developing
proposals for how services will be governed and regulated. The development of agreements on
a new public health plan for Greater Manchester and the organisation of research and innovation
into an academic health science system are planned to commence in the next few months.
More information can be found at http://gmhealthandsocialcaredevo.org.uk/bulletin/e-bulletinissue-3/

2.

National PET/CT Service
On 9th July a launch event was hosted for the start of this new service. It had wide attendance
from stakeholders across the country and from NHS England. The service is being led by
Alliance Medical and we have a partnership with them to provide clinical leadership, education
and research for the service which will deliver PET-CT scanning services for 60% of the
population across 30 locations in England.
Further information can be found at http://www.christie.nhs.uk/about-the-christie/latestnews/2015/260115.aspx

3.

Healthier Together
On 15th July the committees in common of Greater Manchester Clinical Commissioning Groups
met and determined the location of single services for emergency medicine and specialist
abdominal surgery. It confirmed that these will be Stepping Hill Hospital in Stockport, The Royal
Oldham Hospital, Salford Royal Hospital and Central Manchester Hospitals. Further information
about the decision and next steps can be found at https://healthiertogethergm.nhs.uk

4. Best places to work 2015
We have been named by the Health Services Journal and NHS employers in a list of the best
places to work in the NHS in 2015. The list is a celebration of NHS organisations that have
worked hard to promote great staff engagement and create an environment where people can
enjoy their work. It uses data from the most recent NHS staff survey together with expertise from
independent research firm Best Companies Group to compile the list.
More information can be found at http://www.hsj.co.uk/leadership/best-places-to-work/hsj-revealsthe-best-places-to-work-in-2015/5087434.article#.VbDWPE9wbcs
5. Mayo Clinic Care Network
On 13th July we attended a federation of specialist hospitals event (fsh.uk.net) where Professor
David Hayes (Medical Director) presented the successful development and advantages of this
network. A key focus of the clinic is the provision of specialist care closer to home which forms a
key part of our development plans.
More information can be found at http://www.mayoclinic.org/ .
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6. Improving cancer services
On 14th July together with Manchester Cancer we were invited to attend a workshop hosted by
Monitor, NHS England and the Trust Development Authority to contribute to work delivery of
national cancer waiting times consistently across England. Manchester Cancer has been
successfully delivering the national standards consistently since October and was able to make a
valuable contribution to this workshop.
More information can be found at http://manchestercancer.org/
7. Achieving world-class cancer outcomes
On Sunday 19th July a new cancer strategy for England for 2015-2020 was announced. It has
been developed by an independent taskforce led by Harpal Kumar, CEO of Cancer Research UK.
The strategy sets out a vision for what cancer patients should expect from health services and
sets out six key areas to address this:
•
•
•
•
•
•

Spearheading a radical upgrade in prevention and public health
Driving a national ambition to achieve earlier diagnosis
Establishing patient experience as being on a par with clinical effectiveness and safety
Transforming our approach to supporting people living with and beyond cancer
Making the necessary investments required to deliver a modern high-quality service
Overhauling processes for commissioning, accountability and provision.

We were asked for our views on the strategy and Dr Was Mansoor, Clinical Director of Medical
Oncology, provided expert comment on BBC breakfast. The new strategy will be reviewed by our
management board and our plans will be developed to reflect this.
Further information can be found at
http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes__a_strategy_for_england_2015-2020.pdf

8. Annual Members’ Meeting
We held our annual members meeting on Thursday 16th July in the auditorium. The event was
well attended by over 130 members and staff. The annual report and accounts were presented to
the meeting together with a showcase of achievements that have taken place in 2014-15. This
can be found at http://www.christie.nhs.uk/about-the-christie/the-foundation-trust.aspx
The meeting was followed by a presentation on proton beam therapy from Professor Slevin.
Feedback has been very positive and complimentary and next year’s meeting will be held on
Thursday 14th July 2016.
9. Talent for Care funding
The national Talent for Care framework is aimed at developing the healthcare support
workforce http://eoe.hee.nhs.uk/files/2014/11/HEE_Talent-for-Care-A-National-StrategicFramework-Nov-2014.pdf. The strategy has three main aims Get in: opportunities for people to
start their careers in a support role Get on: support people to be the best they can be in their job,
Go further: provide opportunities for career progression including into registered professions. The
trust has received a grant of £30k from Health Education North West to support our
implementation plan which is one of the key strands of our organisational development strategy.
10. Staff Summer Celebration Event
Over 250 staff attended the third summer celebration held in the trust gardens on Thursday 9
July. Staff took part in a range of activities based on a summer fete theme including juggling,
”hook- a- duck”, tincan alley, firewalk with a twist, badminton and swingball. Afternoon tea and
fresh fruit were provided by the catering team. Feedback has been extremely positive and plans
have already started for next year’s event as part of our staff engagement programme.
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11. Charity Fundraising Practices
There has been some coverage recently in the national media about fundraising practices
adopted by some charities. Our fundraising team responded immediately to reassure our donors
and supporters by issuing a statement on our charity website. The statement emphasised how we
strictly abide to fundraising and data protection legislation and more specifically that we do not
carry out door to door canvassing or cold calling campaigns by telephone. The Christie charity is
a member of the Fundraising Standards Board and we are fully compliant with The Charity
Commission and the Institute of Fundraising guidelines. All fundraising staff have been made
aware of our position and this has all been communicated to our community fundraising groups.
The statement will be highlighted on the next direct marketing mailing and other forthcoming
communications.
For further detail please refer to the charity website http://www.christie.nhs.uk/the-christiecharity/latest-news/2015/140715.aspx
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Agenda item 40/15b

Meeting of the Board of Directors
Friday 31st July 2015
Report of

Medical Director

Paper Prepared By

Yvonne Clooney

Subject/Title

Executive Medical Director’s report

Background Papers

n/a

Purpose of Paper

To bring to the attention of the Board of Directors
current issues relating to the Trust or external
network

Action/Decision Required

To note

Link to:



NHS Strategies and Policy

Cancer Outcomes Framework

Link to:



Trust’s Strategic Direction



Corporate Objectives

All objectives of the Trust

Impact on resources and risk and
assurance profile
You are reminded that resources are
broader than finance and also include
people, property and information.

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.

Nil

GMLSC – Greater Manchester, Lancashire and
South Cumbria
NCAT – National Clinical Advisory Team
BAPIO – British Association of Physicians of
Indian Origin
BMA – British Medical Association
GMC – General Medical Council
NMC – Nursing & Midwifery Council
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Agenda item 40/15b
Meeting of the Board of Directors
Friday 31st July 2015
Executive Medical Director’s Report

1.

Consultants
Anne Castleton has recently been appointed to the position of Consultant
Haematologist, start date to be confirmed.

2.

Greater Manchester, Lancashire and South Cumbria (GMLSC) Clinical Senate –
Annual Report 2014/15
GMLSC covers a population of over four million people and is one of 12 Clinical Senates
in England; non statutory bodies set up specifically to provide commissioners and key
decisions makers with a source of independent clinical advice.
In a landmark year that saw the National Clinical Advisory Team (NCAT) dissolved in
April 2014, clinical senates have taken over two of its core functions, to offer service
change programmes early advice and to provide independent clinical assurance of
service reconfiguration formal proposals.
During 2014-15 GMLSC were asked to provide independent clinical advice for three
major service change programmes:
-

Healthier Together
Greater Manchester Integrated Stroke Service
Better Care Together

GMLSC want to generate a real demand from commissioning bodies for their impartial
but credible clinical advice. Across GMLSC geography there are some exciting
developments taking place that have implications for the commissioning and delivery of
health and social care services e.g. implementing models of care set out in the NHS
Five Year Forward View. These are known as ‘Vanguard’ sites, and include:
-

Salford Together and Lancashire North (through Better Care Together), which are
vanguard sites for integrated and community care systems.
Fylde Coast Local Health Economy and Stockport together, which are vanguard
sites that will implement models of care for multispecialty community providers.

Mr Blower, Dr Makin, Dr Wardley and Dr Lawrance will be taking up places on the
clinical senate assembly from this Autumn.
3.

Critical Care Network Review 2015
The Greater Manchester Critical Care Network undertook a peer review visit in May
2015. This involved a day on-site collecting evidence to support the core standards
contained within the national commissioning Service Specification document (D16) and
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was followed by a Peer Review meeting, to which Dr Phil Haji-Michael, Dr Kasipandian,
Lyn Bushell, Lisa Woodworth and Joanne Downey presented for the unit.
The Peer Trust this year was the clinical team from the Adult ICU at the University
Hospital of South Manchester NHS Foundation Trust.
The clinical team have shown that through significant hard work and leadership that they
have developed a unique critical care service to support the needs of a very specific
group of patients in a highly specialised service. The nature of the service has
presented a number of difficult problems that the team have been able to work to solve.
Additionally, the Staff Safety Survey returns show strengths across all areas and these
measures were above the Network average.
There are no “immediate” or “serious concerns” noted in the review. The report contains
commentary on findings of good practice and successes, and identifies areas where
service improvements can be made.
This is a great achievement and I am confident that the Critical Care Team will work
hard to implement the recommendations.

4.

University of Manchester - Professor Sarah O’Dwyer & Professor Corinne FaivreFinn
Dr. Corinne Faivre-Finn, Consultant Clinical Oncologist and Miss Sarah O’Dwyer,
Consultant Colorectal Surgeon have both been awarded a personal chair by the
University of Manchester academic promotions committee in recognition of their
significant academic and service development contributions.

5.

British Association of Physicians of Indian Origin (BAPIO)
A meeting of BAPIO was held at The Christie Education Centre on 3rd July 2015. Over
70 delegates attended a highly successful meeting where a solution based approach to
whistleblowing and how to address bullying and harassment were presented. There
was also a session on the culture of safety and learning.
The key note speaker was Sir Anthony Hooper who was commissioned by the GMC to
lead a review on whistle blowing and his approach was pragmatic.
Dr Ramesh Mehta, president of BAPIO extended thanks to The Christie for hosting such
a fantastic event.

6.

GMC-NMC Guidance on duty of candour: ‘Openness and honesty when
things go wrong’
On 1st July the GMC/NMC published further guidance to professionals on their
responsibilities to patients when something goes wrong. The intention is to ensure an
organisational culture of openness and honesty with patients and families; also one that
promotes the reporting of errors including near misses so that there is learning from
these.
Actions in relation to the duty of candour are sought and documented in relation to all
incidents brought to our Executive review process.
Our clinical directors and senior nursing staff have been asked to bring this to the
attention of all doctors/nurses in their respective departments.
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Agenda item 40/15c
Integrated performance and quality report for month 3 – June 2015
Report of

Executive Directors

Paper Prepared By

Anthony Blower, Medical Director
Jason Dawson, Interim Chief Operating Officer
Joanne Fitzpatrick, Director of Finance
Jackie Bird, Director of Nursing & Quality
Ann McEvoy, Director of Workforce
Marie Hosey, Head of Performance

Subject/Title

Integrated performance and quality report for month 3

Background Papers (if relevant)

Balance scorecards

Purpose of Paper

The report shows the trust’s performance for strategy, finance,
efficiency, workforce, patients’ experience, clinical quality,
access and targets

Action/Decision Required

To note the content of the report

Link to:



NHS Strategies and Policy

Link to:





Trust’s Strategic Direction
Corporate Objectives
Board Assurance Framework
6.1

NHS Plan
Cancer plan
Cancer waiting times
NHS planning guidance
Payment by results
NHS financial regime
1. To demonstrate excellent and equitable clinical outcomes
and patient safety, patient experience and clinical
effectiveness
2. To be an international leader in research and innovation
which leads to direct patient benefits
3. To be an international leader in professional and public
education for cancer care
4. To integrate our clinical, research and educational activities
as an internationally recognised and leading comprehensive
cancer centre
5. To provide leadership within the local network of cancer care
6. To maintain excellent operational and financial performance
7. To be an excellent place to work and attract the best staff
8. To play our part in the community

Resource Impact

None

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.

IP – Inpatients
DC – Day Case
MRI – Magnetic Resonance Imaging
CT – Computer Tomography
CMPE – Christie Medical Physics Engineers
FCE – Finished consultant episode
CWT – cancer waiting times
IMR – Intelligent monitoring report.
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Agenda item 40/15c
Meeting of the Board of Directors
Friday 31st July 2015

Month 3 Performance Report

Introduction
The Integrated Performance and Quality report now includes a summary dashboard that presents
an overview of performance. Exception reports set out information about breach of targets
highlighted red, together with action taken and projected performance.
The performance dashboard has had thresholds introduced for some indicators showing a full RAG
rating.
Overall Performance
In month 3 our overall good performance trend continues. Our length of stay remains slightly above
plan; this is due to a number of patients admitted as an emergency, who are having complex
treatment. We have no corporate, divisional or finance risks above 15.
Quality – In June our satisfaction survey results are 98.6% positive responses and remains high.
Our chemotherapy treatment targets continue to be met and exceeded. We remain low risk in the
CQC intelligent monitoring assessment.
Patient safety – There have been no cases of MRSA bacteraemia and there has been no cases of
avoidable or unavoidable CDifficile in June

Additional Reports
1.
2.

Improving and sustaining cancer performance – letter from Monitor
Greater Manchester Emergency Preparedness, Resilience and Response (EPRR) assurance
2015-16
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Performance Exception Report

Indicator
Cancelled Operations on the day

Target

May-15

June-15

Performance

YTD

90%

0

1



2

Issue
•

Patient has cardiac arrest in theatre and needed to be transferred to CCU.

•

Anaesthetist required to stay with patient before going to CCU, so could not progress operating list

•

CCU able to accommodate patient but waiting to step down patient to ward 3

•

Delay in obtaining bed on Ward 3, ultimately resulting in loss of operating time

•

Last patient on list cancelled as ran out of theatre time

Proposed Action
Delay in transferring patients between wards and theatre discussed at theatre performance meeting on
10/07/2015. Project to be set up to make transfers more efficient

Assessing Improvement
Transfers to be monitored at theatre performance meeting

Impact
Patient re-booked within 7 days

Expected Date of Performance Delivery

Executive Lead

01.08.2015

Jason Dawson
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Performance Exception Report

Indicator
Trust Activity vs Plan

Target

May-15

Jun-15

Performance

YTD

>0%

1.18%

-1.21%



0.42%

This exception report focuses on the June performance of Radiotherapy Fractions as these account for the
majority of the Trust activity underperformance in June.
Issue
Radiotherapy activity has been below target for June due to a decrease in demand. Radiotherapy activity

nationally is growing at a lower than predicted rate. This has been anticipated in our plans, and will be
monitored closely to assess the trend.

Proposed Action

Monitoring weekly the numbers appear to be increasing this month.

Assessing Improvement
Activity is being closely monitored and for July this appears to be increasing.

Impact
Financial impact on income.

Expected Date of Performance Delivery

Executive Lead

31/07/2015

Jason Dawson
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1.
1.1

Patient experience

Patient Satisfaction Surveys
In April 2015 the 200 inpatient survey scoring methodology was brought in line with the
national percentage recommended scoring methodology used in the national friends and
family test. The new scoring methodology now focuses on one positive percentage based on
responses for strongly agree and agree combined, and one negative percentage based on
disagree combined.
Baseline questions are measured about a range of issues that may be encountered by
patients, carers and relatives. The issues covered are:
Dignity and respect
Pain relief
Availability of information
Attitude of staff

Privacy
Waiting times
Cleanliness

The table below shows the patient survey performance by month for 2015/16
Patient Survey % Recommended Scores
100. 0%

5. 0%

80.0%

4. 0%

60.0%

3. 0%

40.0%

2. 0%

20.0%

1. 0%

0. 0%
Recommended %
Not Recommended %

0. 0%
Apr-15
99.3%

May-15
99.2%

Jun-15
98.6%

0. 7%

0. 8%

1. 4%

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

The overall performance for patient satisfaction in June is 98.6%
The table below shows 29 of 2113 responses where patients have given a negative response
to one of the 17 questions asked.
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Actions are being undertaken to ensure improvements in the areas that have had negative
responses.
National Changes to Family and Friends
Following a national review, the Net Promoter scoring methodology has been discontinued
from 1st April 2015, and has been replaced with an alternative scoring system. The new
scoring methodology now focuses on one positive percentage based on responses for
extremely likely and likely combined, and one negative percentage based on unlikely and
extremely unlikely combined.
From April 2015 our day cases have been included in the inpatients scoring methodology.
In addition we are also reporting outpatient data for our new patients referred in for the family
and friends test.
Inpatient National Family and Friends
The family and friends test carried out in June for our inpatients and day cases show we have
had an excellent response of patients recommending The Christie at 96.9%. For our
outpatient areas we have also had an excellent response at 96.0%.
Outlined in the table below are the survey results for each inpatient, day case and outpatient
areas.
Inpatients and Day cases

Outpatients
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1.2 Complaints
Two complaints were received in June. High level complaints information is provided
contemporaneously to the Board of Directors setting out the main reason for the complaint as
described by the complainant. The Trust has set an internal 25 day standard to respond to
complaints which it is meeting in more than 95% of responses. A full report and themes of
complaints are presented quarterly to the Quality Assurance Committee.
1.3 Number of complaints by primary concern raised by complainant

Complaints are graded on receipt and the grading is reviewed on closure of the complaint.
The grading matrix used is show below:
1
► Query/suggestion

2
3
► Allegation that service ► Single issue
received substandard
complaints with
allegation of lack of
appropriate care

4
► Multiple issue
complaints with
allegations of lack of
care

5
► Multiple issue,
complex complaints

► Verbal concerns
► Simple complaints
resolved by the end
which can be
of the next working
resolved quickly
day

► Serious complaints
► Serious complaints
► Serious complaint
containing one issue
containing more than
where more than one
one issue
complaint has been
received regarding the
same subject from
different complainants

► Anonymous
comment forms
raising concerns

► Simple complaint
where more than one
complaint has been
received regarding
the same subject
from different

► Risk to organisational
reputation

There were no complaints due to be responded to in writing in the month of June.

Total Complaints
12
10
8
6
4
2
0
Series1

Jun-14
5

Jul-14
4

Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15
5
7
11
7
8
6
1
9
4
3
2
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Complaints by type
20

Chemotherapy

18

Clinic delays

16

Communication

14

Delay in receiving appointment

12

Delay in referral

10

Parking

8

Pharmacy

6

Operational issues

4

Radiotherapy

2

Staff attitude
Transport

0
Jul-14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

May-15

Treatment & Care

Jun-15

Complaints monthly comparison
12/13, 13/14, 14/15 Monthly Complaints Comparison
12
10
8
6
4
2
0

1.4

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

2013/14

3

6

2

8

3

6

4

4

6

9

6

9

2014/15

6

3

5

4

5

7

8

6

1

7

9

4

2015/16

11

3

2

Baseline

6

6

6

6

6

6

6

6

6

6

6

6

PALS Contacts
Patient Advice and Liaison Service (PALS) Contacts by month for the Calendar years 2013,
2014 and 2015. PALS contacts relate to areas such as queries, concerns and compliments

Number of PALS Contacts
120
100
80
60
40
20
0

Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

2013

45

70

64

66

76

43

59

63

69

68

52
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2014

51

64

46

56

55

68

78

77

84

98

74

58

2015

78

77

76

77

84

99
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1.5

Executive quality walk rounds
The following Executive Walk Rounds have taken place in June 2015.
Date
th

9 June
2015

th

26 June
2015

Executive
Director

Location

Outcome

Medical
Director

Ward 11

Challenges
•
New central recruitment process has some teething
problems that can result in delays in recruiting staff.
The ward 11 staff believe that this will iron itself out
with a parallel system in place for recruiting for
specific ward requirements
•
Complex needs of patients resulting in a heavy
workload. Many patients are confused heightening
the risk of falls, with as many as 10 confused
patients on the ward at any one time
•
Patient flow issues which have led to treatment
delays. This problem has arisen since the loss of the
Chemotherapy Co-ordinator post
•
The biggest challenge is CWP, mainly related to
hardware. Loss of connection due to poor wi-fi is not
uncommon, resulting in data being lost and having to
be inputted again. This is frustrating and time
consuming for staff. There are too many staff
needing to access too few computers and this
frustrates the timely recording of nursing care. Staff
find the numerous care proformas easy to use but
very time consuming to complete and nurses are
spending significant time after their shift has ended
catching up on the completion of documentation. In
the case of one staff nurse this amounted to 24
hours over the course of one month.
•
Staff are concerned that e-medications are being
introduced in 20 days when the issues already
identified are unresolved, particularly the poor wi-fi.
Things to be proud of
•
The ward 11 staff are proud of their strong, cohesive
team who all help each other to deliver what they
consider to be a high standard of care of which they
are proud.
•
The nurses were very happy to be working on ward
11; one of them returning after moving to another
clinical area in the trust
Things to take forward/consider
•
System review in respect of chemotherapy
admissions to ensure that treatments are not
unnecessarily delayed
•
Feedback via the CWP Nursing Group in respect of
the significant issues related in particular to wi-fi and
hardware capacity

Interim Chief
Operating
Officer

Communications
team

Challenges:
•
•
•
•
•
•

Meeting tight deadlines when waiting for executive
approval of messages, team brief etc.
Often have top line messages, but without enough
detail, inconsistent information
Do not always feel engaged, sometimes feel like a
‘bolt on’ service
As the workload is heavy, there is not a lot of time to
be proactive
Lack of a formal trust organisation chart naming key
people/roles within divisions and departments
Internal communication is the main pressure for the
team

Things to be proud of
•
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Proud to work at The Christie – receive a positive
reaction from people when they say where they work

Date

Executive
Director

Location

Outcome
•
•
•
•

Enjoy the patient focus. Staff and volunteers are well
thought of by patients
There are lots of opportunities to liaise with high-level
media – national press, TV, film crews
Love working with the charity, providing
communications support, and are proud of the
income that the charity generates
Have worked well with chemotherapy services by
using patient stories to promote the trust

Things to take forward/consider
•

•

•
•

•

•

1.6

Keeping up to date with capital schemes and other
projects – need someone involved in schemes to act
as a communication liaison to provide an overarching
perspective and to ensure key messages to staff and
the public are issued in a timely fashion
Have a high level communications strategy for each
project, naming key lead, contact numbers,
messages – could develop a standard trust template
for this
In connection with above point, have a 4-8 week look
ahead at the implications of current and upcoming
schemes
Concerns around access to the Palatine Unit as they
are often only given very short notice of a VIP visit,
giving very little opportunity to check arrangements
are robust to ensure safety of the patients
Become more involved in supporting messages
prepared for conferences. The team is not always
aware of the good things that are going on e.g. key
speakers at a conference, prizes/awards. Many staff
are modest about their achievements
Consider proactively chatting to
departments/services to understand how they
function, how communications can help them. Could
also shadow individuals to gain a better
understanding of their departments and to break
down barriers

Eliminating mix sex accommodation
There were no incidents of mixed sex accommodation in June. There were 34 episodes of
mixing for clinical need located in the Critical Care Unit.
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2.
2.1

Patient safety

Open and Honest Care
As a member of the 'Open and Honest care: driving improvement' programme, we continue to
work with patients and staff to provide open and honest care, and through implementing
quality improvements, further reduce the harm that in-patients sometimes experience when
they are in our care.
We have made a commitment to publish a set of patient outcomes; patient experience and
staff experience measures so that patients and the public can see how we are performing in
these areas.
Detailed below is a summary for our June submission for the Open and Honest Care return.

The Trust Friends and Family test scores are now published on the ward information screens,
together with patient comments and improvement stories.
Full details of the submission can be found at: http://www.christie.nhs.uk/openandhonest
2.2

Safe Staffing – June 2015
The Christie specialises in cancer treatment, research and education and is the largest cancer
centre in Europe. Treating 44,000 patients a year from across the UK, it became the first UK
centre to be officially accredited as a comprehensive cancer centre and has its own dedicated
hospital charity. The Christie employs 2,750 staff, all of whom are determined to provide the
best possible cancer care and patient experience Our organisation is committed to
improving quality and delivering safe, effective and personal care, within a culture of learning
and continuous service improvement.
Getting the right staff with the right skills to care for our patients all the time is our
priority
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This report is based on information from May 2015. The information is presented in three key
categories: planned vs actual staffing, hospital overview, breakdown by ward and any actions
taken. This information is complimented by the bed occupancy of the Trust which enables the
senior nurse to make informed decisions on where to place a patient based on patient acuity,
clinical speciality and ward staffing levels.
NB: This report should be read in conjunction with the Open and Honest Care - Patient Harms
Report for the corresponding month.
Staffing levels
Planned vs Actual Hospital Overview
Planned staff means the number of staff, both registered nurses and care staff, required for
each shift identified within the current funded establishment.
Actual staff means the number of staff, both registered nurses and care staff, in attendance for
each shift.

Breakdown By Ward
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Action Taken
Where the actual staff numbers were less than the planned staff numbers the ward team
followed an agreed escalation process based on the acuity and dependency of care required
and a review of the bed occupancy.
This escalation has included using the hospital bank to support the patient acuity levels. There
are twice daily planned staffing reviews as well as a review of the hospitals activity.
During this month the ward leaders and Matrons did not escalate any staffing issues to the
Director of Nursing & Quality.
Bed Occupancy

MRSA bacteraemia
There were no cases of MRSA bacteraemia reported in June
MRSA bacteraemia
3

No. of patients

2.3

2
1
0
bacteraemia
Monit or target

Jul14
0

Aug14
0

Sep14
0

Oct14
0

Nov14
0

Dec14
0

Jan15
0

Feb15
0

Mar15
0

Apr15
0

May15
0

Jun15
0

0

0

0

0

0

0

0

0

0

0

0

0
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MRSA screening
100% of appropriate patients were screened in June
MRSA screening
compliance

100 %
80%
60%
40%
20%
0%
% screened E L

Jul-14
100%

Aug-14
100%

Sep-14
100%

Oct-14
100%

Nov-14
100%

Dec-14
100%

Jan-15
100%

Feb-15
100%

Mar-15
100%

Apr-15
100%

May-15
100%

Jun-15
100%

Clostridium Difficile
There were no cases of avoidable or unavoidable c-diff reported in June
Clostridium Difficile (cumulative) against annual target

Number of patients
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MSSA
There were 2 cases of MSSA bacteraemia June
MSSA bacteraemia
Number of patients

4
3
2
1
0
MS SA

Jul-14
0

Aug-14
0

Sep-14
0

Oct-14
1

Nov-14
3
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Dec-14
1

Jan-15
0

Feb-15
0

Mar-15
1

Apr-15
2

May-15
3

Jun-15
2

Glycopeptide Resistant Enterococcus (GRE)
There were 3 cases of GRE bacteraemia in June. Patients who attend Palatine Ward and
Ward 12 are routinely screened for GRE as this group of patients are more at risk of infection
due to the specific antibiotics received as part of their treatment.
Total GRE (bacteraemia)
4

2

0
Total GRE

Jul-14
0

Aug-14
0

Sep-14
0

Oct-14
1

Nov-14
1

Dec-14
1

Jan-15
1

Feb-15
0

Mar-15
0

Apr-15
0

May-15
0

Jun-15
3

Escherichia Coli (E-Coli)
There were 7 cases of E-Coli in June. These were found on blood cultures taken from unwell
patients. These patients have been found to have the organism occurring naturally on
admission. The infections have not been acquired in the hospital.
E-Coli
Number of patients

14
12
10
8
6
4
2
0
E.Coli

2.4

Jul-14
7

Aug-14
3

Sep-14
6

Oct-14
3

Nov-14
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Dec-14
5

Jan-15
2

Feb-15
4

Mar-15
3

Apr-15
6

May-15
3

Jun-15
7

Clinical incidents
Patient harm
There were 15 incidents occurring in June that all resulted in minor patient harm.
Clinical incidents are graded using the following matrix; Grade 2 incidents cause the type of
harm that can be remedied using first aid measures, whereas grade 3 incidents need
professional intervention for example surgery. It is a national requirement that all RIDORR
reportable incidents are graded as a 3 (or more if appropriate).
1 / no harm

Adverse event
requiring no/minimal
►
intervention or
treatment.

2 / minor

3 / moderate

4 / major

5 / catastrophic

Minor injury or illness which
► was remedied with first aid
treatment

Moderate injury or illness
► requiring professional
intervention

Health associated infection
► which did not result in
permanent harm

►

No staff attending essential
► >14 days off work
/ key training

►

Multiple permanent injuries
or Irreversible health effects

► Affects 1-2 people

►

RIDDOR / Agency
reportable incident

►

An event affecting >50
people

► 1-3 days off work

► Affects 3-15 people
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Major injury / long term
► incapacity / Disability (e.g. ► Fatalities
loss of limb)

► Affects 16 – 50 people

** extravasation - Accidental leakage into surrounding tissue from the ve

Pressure Ulcers
Aim: 10 % reduction in Grade 2 pressure ulcers from the 2013/14 rate of hospital
acquired pressure ulcers and no Grade 3 & 4 hospital acquired pressure ulcers.
The chart below demonstrates the achievement of the required reduction of 10% of the
previous year’s grade 2 pressure ulcer rate, as set out in the 2013/14 quality accounts. There
have been no hospital acquired pressure ulcers of grades 3 and 4. June 2015 shows 2
pressure ulcers which occurred on Ward 3 (1) and CCU (1). The Ward sisters have been
given key performance indicators from the Executive Director of Nursing & Quality, one of
which is pressure ulcer reduction.
Grade 2+ Pressure ulcers developing after admission (cumulative)
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Patient Falls
Aim: To maintain the 25% reduction in falls with harm from the 2013/14 outturn
The number of In-patient falls where harm has been sustained has not continued to maintain
at the level achieved during 2013-14. Therefore the target for 2015/16 has been set for a 25%
reduction from the 2013/14 outturn. The Ward sisters have been given key performance
indicators from the Executive Director of Nursing & Quality one of which is falls reductions
Inpatient Falls Resulting in Harm (cumulative)
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3
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** This is subject to cases being reviewed at Executive review group, and therefore
subject to validation**
Never Events
There were no never events in June
2.5 Litigation, claims and inquests
Claims
Clinical negligence, employer liability and public liability
There were no claims opened and 1 closed in June.
Payments
There were 2 payments made on claims in June.
Inquests
Two inquests were held in June relating to patients of The Christie
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Police involvement
There were two episodes of police involvement in June.
2.6

Executive reviews
Five executive reviews were held in June, the full detail of which was discussed at the Risk
and Quality Governance Committee.

2.7

SUI panels
There were 0 SUI panels held in June

2.8

IMR - Intelligent Monitoring Report
The latest Intelligent Monitoring Assessment published in May by the Care Quality
Commission shows The Christie as rated in the lowest risk band 6, with no elevated risks as
outlined below.
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3.
3.1

Clinical Effectiveness

Survival Rates
The national cancer outcomes framework produced a number of outcome measures relevant
to cancer care. These have not yet been mandated nationally but we have analysed those
aspects which are relevant to treatment at The Christie and present the figures in the following
tables.
Treatment survival rates
100%
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85%
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Radical XRT 90 day survival rate
Palliative XRT 30 day survival rate

84%

Final chemotherapy 30 day survival
rate
Major surgery 30 day survival rate
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Wrong Route Chemotherapy
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Data subject to validation.

3.2

Critical Care Outcomes
We provide critical care level 2 and also level 3 for selected patients.
The data in the tables below shows that our patients have much better survival rates both on
leaving critical care and overall than is expected given their condition as measured by the
Apache II severity scale.
This demonstrates the safety of this service.
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CCU Mortality Rates
15%

10%

5%

0%

3.3

Unit mortalit y

Jul-14
2. 2%

Aug-14
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Sep-14
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8. 3%

Dec-14
8. 2%

Jan-15
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5. 6%
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7. 3%

Tot al mortality

2. 2%

7. 8%

0. 0%

10.0%

10.4%

10.2%

12.1%

5. 6%

10.2%

6. 4%

6. 5%

9. 1%

Christie Inpatient Deaths
All deaths that occur within the Christie are screened against clinical criteria. One or more of
these triggers a detailed case note review. A three-monthly meeting is held with the medical
and deputy medical directors, clinical directors, a senior nurse and clinical audit to discuss the
findings. Following this a report is sent each quarter to the Patient Safety Committee.
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3.4

Clinical Outcomes Unit
The clinical outcomes unit was established in April 2013 with the aim of collecting, analysing
and reporting upon the clinical outcomes of patients treated at The Christie. The initial aim of
the unit was to report on oncological outcomes but the outcome data collected have grown in
scope and now cover outcomes that are not purely medical.
The Clinical Outcomes Unit will submit detailed disease based outcomes data and analysis on
one disease group a month to the board. In addition, it will provide details of the scale and
scope of data collection across the trust and include additional detailed data and analysis on a
non- disease specific area with specific clinical relevance.

Tumours of the brain and central nervous system (CNS) in Adults
The following report includes clinical outcomes data on tumours of the brain and other parts of
the central nervous system (CNS) in adults using the clinician entered diagnosis and stage
(DS) forms. All cases of malignant and benign tumours of the brain, other parts of the CNS,
meninges and the pituitary gland among patients aged 25 years and over are included. This
report focuses on new patients from January 2014 to June 2015, although survival analyses
includes adult patients diagnosed January 2013 to June 2015 with follow up to end of June
2015.
There are almost 10,000 new cases of brain and CNS tumours diagnosed each year in the UK
and approximately 5,000 brain/CNS tumour related deaths (Cancer Research UK (CRUK)
2015). In the North West of England approximately 900 new cases are diagnosed each year
(Office for National Statistics (ONS)) which represents approximately 7 new diagnoses per
year per 100,000 population.
Grade IV glioma (Glioblastoma (GBM)) is the most common and aggressive primary malignant
brain tumour in adults1. North West England incidence of GBM is reported as 4.89 per
100,000. Median survival for GBM patients in England is 6.1 months2 (5.9-6.3) with one year
survival estimated at 28.4%. Median survival in the NW of England is 5.7 months (5.3-6.1).
There is also evidence of variation in outcomes associated with patient age at diagnosis and
gender3. Median survival for GBM in England ranges from 16.2 months for younger adults
(aged 20 to 44 years) to 3.2 months for patients aged 70 years and above3. Significant
differences in outcome are also been reported between modes of treatment for GBM patients
in England3. Approximately 34% of patients aged 20 to 70 have surgery and concurrent
chemo-radiotherapy. This is considered ‘maximal treatment’ and these patients have the best
outcomes with a median survival of 14.8 months for patients aged 20 to 70 years2.
Since January 2014, 530 adult primary brain and CNS tumour patients have been newly
referred to The Christie for treatment (based on DS and non-clinician entered clinical outcome
(ACOG) forms. The majority of patients referred have GBM. Median survival for all adult GBM
patients at The Christie is 6.8 months. One year survival is 27.4% (95% confidence intervals
20.8%-34.5%). By age, median survival ranges from 18.6 months for patients in the youngest
age range (25 to 44 years) to 3.3 months for patients aged 70 years and above.
Forty per cent of adult GBM patients referred to The Christie have surgery plus chemoradiotherapy (maximal treatment). While our dataset is still relatively immature for survival
analyses at treatment level, preliminary analyses indicate survival for all adult GBM patients
having maximal treatment is 14 months. Median age of adult GBM patients receiving maximal
treatment at The Christie is 60.2 years.
As with all outcomes data, care should be taken when comparing Christie outcomes data with
published regional and national survival. For example, some patients with GBM discussed in
our Neurosciences MDT at Salford are of such poor performance status that they are suitable
only for supportive care. Patients and family are offered a clinic consultation with a Christie
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consultant, but some are satisfied after counselling by physicians in the referring District
General Hospital based on the MDT advice. In addition, our data are still immature and
therefore our analyses are preliminary based on relatively small numbers of patients. As our
dataset grows, and as national data improves, particularly with regard to histology and grade
data, we will be able to undertake much more fine-tuned analysis that will take into account
age at diagnosis, performance status, comorbidities and disease sub-type as well as
treatment, to provide more informative comparative data.
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Nutritional Screening among Christie Inpatients
Nutritional screening is a process of identifying patients who are already malnourished or who are at
risk of becoming so. All patients, especially those who would be more vulnerable, such as older
people, need to have their nutritional needs identified and met in order to advance their recovery
and/or create optimum wellbeing, whatever their condition or level of dependence.
Guidelines for nutritional screening for patients have been established by the Department of Health,
Social Services and Public Safety:


All staff understand the fundamental importance of nutritional care and treatment of
patients



All staff are fully aware of the screening policy and understand their role and
responsibilities within it



A reliable and valid tool is used to screen patients on admission to hospital e.g.
Malnutrition Universal Screening Tool (MUST) for adults



All staff that screen patients are trained in the use of the specific tool used in the
Trust.

Following screening by nurses, patients who are identified as malnourished or at risk of malnutrition
are referred for and receive a nutritional assessment appropriate to their level of need.
The Christie has developed a screening tool incorporated within the Clinical Web Portal suite of
electronic nursing assessment forms. This report is a review of nutritional screening and referrals to
nutritionists for The Christie inpatients between January and June 2015. A review of the nutritional
assessments by nutritionists will be covered in a subsequent report.
2,440 patients were admitted to The Christie as inpatients during the period January – June 2015.
On review, all new admissions were found to have an appropriately completed nutrition screening or
nutrition assessment. Ninety per percent of patients had this review within one day of admission. A
review is underway of the all assessments undertaken more than one day after admission. Median
BMI (calculated from height and weight) among the adult inpatients aged 20 years and over was 29
which is within the overweight category. Four per cent of inpatients were underweight, 27% obese.
Twenty-five per cent of patients reported recent weight loss. There was a significant relationship
between recent weight loss and poor food intake. Seventy-four percent of patients with poor food
intake reported having experienced poor food intake for 5 days or more. Having no or poor food
intake was also significantly associated with being underweight, having chemotherapy, older age
and gender. The most common conditions reported as reasons for poor food intake were ascites,
dry or sore mouth, loss or change of taste, difficulty swallowing, diarrhoea or constipation, and
nausea or vomiting. Seventy-three percent of the inpatients reviewed were referred to a nutritionist.
Patients most likely to be referred to a nutritionist were those who were underweight, with poor food
intake and recent weight loss.
These report and other cancer specific reports produced by the Christie’s Clinical Outcomes Unit
can be downloaded from http://www.christie.nhs.uk/our-standards/clinical-outcomes/the-christieoutcomes/cancer-specific-reports.aspx
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4.

1


2


3


4


Impact upon clinical services due to
delayed capital expenditure and
associated delivery of projects

Potential impact on service delivery
should aging plant and equipment
need repair or replacement,
complicated by the presence of
loose asbestos in identified plant
rooms.

Car parking restrictions and logistics
may impact on service delivery and
retention of staff.

2015/16 Recurrent Trust Wide Cost
Improvement Programme not
achieved.

15

15

15

15

Target date
for
reduction of
risk score

Risk

Current risk
score

Top 10 corporate and financial risks
There are no new corporate risks this month

Risk
Number

4.1

Top Ten Risks

30th Sep
2015

31st Jan
2016

31st Aug
2015

31st Mar
2016
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Control measures

•

Review of the leadership and management arrangement
for capital planning

•

Monthly performance report expanded to include
measuring expenditure against plan together with forecast
monitoring.

•

All business case submissions are to be recording against
an agreed rolling programme. Any delay in submission is
to be reported to CWPG.

•

Clearer performance reporting is to be introduced

•

Quarterly capital review meetings have been established
to review business case progress and any additional
capital bids to be considered as part of the capital plan.

•

Contingency measures and management procedures
have been put in place to safeguard current service

•

Strict monitoring in place including access control
processes to minimise risk of exposure to asbestos.

•

A business case to relocate and replace the plant and
equipment currently located in plant room 26 (block 26)
was approved at Management Board in January 2015.
Completion of this project is scheduled for February 2016

•

Updated scheme to be developed to remove and
encapsulate asbestos in plant room will proceed once the
new plant room is on line.

•

Car park space management evaluated and programme
of transfer ensures number of spaces will not reduce

•

Patient parking completed at car park D. Staff will
temporarily use Oak Road car park until mid-August to
maintain the car park space number and balance.

•

S106 car parking restrictions have been delayed until
August 2015.

•

Park and rid site initiated and permits for identified users
issued. Waiting list in place for future expansion of park
and ride service.

•

The park and ride pilot will be reviewed and if it has been
successful a business case will be developed for further
off site park and rid services.

•

Additional options for park and ride sites under review for
legal agreement and set up costs.

•

Seven workstreams agreed for 2015/16

•

Targets for delivery and identification of savings approved

•

Transformation board monitors progress

•

PMO to formally report through the performance
management structure



6


7


8


9


10


GM devolution changes have an
adverse impact on The Christie
objectives

The Christie Pathology Partnership
objectives not achieved impacting
on clinical service

Risk to the Christie of not being a
provider of specialist oncology
surgical services

Potential risks to patients because
water systems may not function in
accordance with regulatory
requirements.

Non achievement of the quality
standards for the 2014-15 CQUINS
indicators.

The proton therapy service
development does not proceed, or is
delayed

12

Target date
for
reduction of
risk score

Current risk
score

Risk
Number
5

Risk

31st Aug
2015

12

12

12

12

12

30th Jan
2016

31st Aug
2015

31st Jul
2015

30th Mar
2016

31st Aug
2015
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Control measures

•

Key Directors attending discussions

•

Input into the business case

•

MOU produced and shared with the Board.

•

Existing business continuity plans reviewed in line with
current scenarios.

•

Review of financial position and turnaround plan
produced.

•

Implementation of an operational sub-group, reporting to
the CPP Board to enable service objectives.

•

Current plans for the reconfiguration of Manchester’s
cancer surgical services have been placed on hold
without resolution.

•

The Trust will continue to engage with commissioners and
other providers during the course of 2015/16 to work
towards the provision of IOG – peer review compliant
services.

•

Water safety policy in place

•

Water safety plan in draft but processes are in place

•

Water safety group is meeting quarterly.

•

On-going auditing of PPM activities to ensure compliance
with regulatory standards; all outstanding actions
monitored through action plan

•

Water sampling across the site is in place in line with
infection control team requirements

•

Identified engineering faults are being managed through
maintenance activities or system upgrade and
replacement projects.

•

Project plan in place, work to improve water systems on
block 32 (ward 10 and plant room) is planned to be
completed by July 2015

•

Leads nominated for each CQUIN goal.

•

CQUINs steering group (strategic and operational) are in
place with strategic and operational representation
agreed.

•

Monitoring of performance data and contract KPIs at
occurs at various monthly meetings. New rigour
introduced around submission and quality assurance of
quarterly reports.

•

Timescales established for provision of data.

•

Full business case approved at the Trust Board in
January subject to finalisation to the development
agreement

•

Full engagement with national steering committee.

•

NED appointed to Programme Board

•

Commitment from Central Government to announce
preferred bidder in March

1

CMPE

2

NS

3

HR

Loss of medical physics contracts
and associated income because a
number of existing customers
expected to comply with
procurement regulations.

Unsatisfactory level of patient
experience within current ward 4
annex due to bed layout and
restricted egress to beds

Limited occupational health facility
resulting in reduction of service
delivery across the organisation

12

12

12

Target date
for
reduction of
risk score

Risk

Current risk
score

Top 10 divisional risks
There are no new divisional risks this month.

Risk
Number

4.2

31st Mar
2016

31st Aug
2015

31st July
2015

4

CCS

Reputational risk of poor outcome
of peer review of The Christie
Haematological Diagnostic service
in June 2015

st

12

31 Dec
2015

12

31st Oct
2015

Control measures

•

Intend to produce a more flexible service by investigating
more efficient and effective ways of working
(modernisation) and consider alternative levels of service
provision to allow CMPE to compete for lower cost
contracts.

•

Ensure the nature and benefits of our service are
understood at all levels within customer organisations.

•

Highlight the quality of our support including staff
qualifications, training and resources.

•

Respond proactively if trusts initiate competitive
tendering.

•

Review the pricing structure in conjunction with the
Finance Division.

•

Adjustment made to areas to improve the environment in
the past 18 months

•

Funding identified in the capital plan to reconfigure and
upgrade the area

•

Plans agreed to improve bed space area and ease
access to improve privacy within the annex.

•

All staff in the department, infection control, portering and
outreach staff aware of the risk in this environment.

•

Strict infection control measures adhered to and staff risk
assessed activity type and environment on a daily basis.

•

The DCU has been provisionally agreed as a suitable
alternate accommodation, but requires other departments
to be relocated, with dates yet to be confirmed.

•

Out-of-hours OH service will be available at other
Cheshire OH sites

•

On site OH administration will continue uninterrupted
during the disturbance to service

•

Priority will be given to management of long term
absence, imminent return to work cases, serological
testing prior to commencement

•

Routine pre-employment will be paper-screened for
immunisation status follow-up on commencing
employment.

•

Overseas candidates will be asked to provide evidence of
UK Borders TB entry clearance or undergo IGRA (TB
blood testing) in the country of origin. EPP clearance can
provide ID-validated evidence from current/latest
employing OH department if in the UK.

•

Review took place 1st July, report is awaited

•

Introduction of new Pathology IT system will improve
functionality for all service users, including
haemolymphoid cases.

•

Business case to increase nursing establishment
developed and to be presented to CWPG 7th July 2015

•

5 WTE band 5 nursing posts successfully recruited

•

Scrutiny of rotas on a weekly basis to ensure capacity

NS
5


Impact on service delivery of
increased demand for CCU beds

CCS
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Target date
for
reduction of
risk score

Current risk
score

Risk
Number

Risk

Control measures

meets demands.

6

CCS

Risk of service disruption due to
slippage of ward refurbishment
programme

12

31st Jul
2015

7

CCS

Loss of future CQUIN income
relating to non-compliance as a
result of delays in implementing
new Electronic Prescribing system

12

31st May
2016

•

Phase 1 completed 14th June 2015.

•

Phase 2 commenced 15th June 2015 with a target
completion date 10th August 2015. Estates have
prioritised resources to escalate the completion of works
to ensure the overall milestone for phases 1 and 2 are not
breached.

•

Ward 1has a target completion date August 2015, when
ward 3 will be vacated enabling ward 4 to decant into
ward 3.

•

When the ward 4 refurbishment is completed ward 3 will
be used by surgical day case until from December 2015
for duration of the IPU project build.

•

The Trusts EPMA Board endorsed the e-prescribing
project team’s recommendation for the e-prescribing
solution for chemotherapy and pharmacy stock control
management.

•

The contract award has been approved and contract
negotiation in progress with the supplier due to complete
June 2015

•

It is intended that the tight deadline of February 2016 for
implementation of the new e-prescribing system for
chemotherapy will be met. Formal sign off expected of
implementation plan after contract signature

•

The key requirement is that all clinical teams through-out
the Trust will use the system for the prescribing of all
chemotherapy.

•

Implementation of electronic discharge summary to
incorporate clinical information and TTO information in
one electronic solution.

•

Electronic form released in CWP upgrade 31st January
2015

•

Roll out of training across all ward areas in progress

•

Copy of revised discharge summary to be sent from the
ward to the GP at the time of discharge.

•

METILDA study recruitment has been put on hold for the
time being

•

New studies will not open unless excess treatment costs
are agreed

•

Continued monitoring of non-commercial trial activity

•

Risk evaluation paper with recommendations and actions
to be presented to Risk Committee on 15th July 2015.

•

Decision needs to be made before business case can be
submitted to CWPG

•

Options appraisal to be undertaken in July 2015 to
identify preferred screening methodology. This will
incorporate advice from IP&C experts

•

Dialogue on-going with local hospitals re: provision of
information to patients at point of diagnosis.

FABD

8

NS

Reputational risk due to delays in
providing discharge information to
GPs.

12

31st Aug
2015

CCS

9

R&D

Loss of excess treatment funding
for non-commercial portfolio
studies

12

31st Aug
2015

10

CCS

Risk of carbapenamase (CPE)
colonisation due to prevalence at
referring hospitals

12

31st Jul
2015

NS
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5.
5.1

Activity

Key trends and forecasts
Following transition from local to national tariff our activity against plan is being closely
monitored and valued at a component level.
We have consistently delivered our commissioner activity plan within 1% of the contract value.
Fluctuations in income associated with under and over performance are contained without our
risk share agreement with NHS England.

A significant proportion of our activity is delivered at outreach centres. This currently results in
a short delay in adding this activity. As a consequence a retrospective improvement in activity
against plan occurs. This is set out in the table below.
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6.

Finance

6.1 Summary Month 3 Financial Performance: Variance Analysis

Capital servicing capacity (times)

-7

-12

1.75

1.25

Monitor risk rating

Red =

Amber =

-2
2.5

61.4

4

2.9

4
4

June 2015

Liquidity Ratio (days)

Capital servicing capacity

May 2015

Liquidity

Green =

Weight

Trust Objective Themes &
Performance Indicators

April 2015

Indicator

Current Month Data

Tolerances

q
q
u

q
q
u

Continuity of Services risk rating

Continuity of Services Risk rating

4

3

2

Income & Expenditure: YTD

Overall financial position variance (%) (underspend)/overspend against plan - bottom line

<0%

<0 to 3%

>3%

8.8%

p

q

Income & Expenditure: YTD

Overall financial position variance (%) (underspend)/overspend against plan - trading

<0%

<0 to 3%

>3%

-1.3%

p

q

<70%

<70 to 100%

>100%

31.6%

p

q

<70%

<70 to 100%

>100%

46.3%

p

p

<70%

<70 to 100%

>100%

52.9%

p

u

£51,811k
116.7%

p

p

25.2%

q

q

14

p
q
p

q
q
p

Capital Expenditure

Underperformance against target - In year to current
month (%) excluding reserves mitigation
Underperformance against target - Full year impact - in M3
year (%)
Target
Underperformance against target - Full year impact recurrent (%)
Exchequer Capital Spend to date (£'000)

Cash Balance

Current balance to date (£'000)

Cash Balance

Percentage of planned value

>90%

80-90%

<80%

Principal purpose cap

Income derived from principal purpose exceeds income
derived from other purposes

<50%

<50% to 99%

>100%

Debtor Days

Average length of time debt is outstanding

<12

<15

>16

Public Sector Payment Policy

Trade creditors paid cumulatively within 30 days (%)

>95%

90-94%

<90%

96.8%

Public Sector Payment Policy

Trade creditors paid cumulatively within 10 days (%)

>80%

65-80%

<65%

77.0%

CIP Performance
CIP Performance
CIP Performance

£10,410k

6.2

I&E
The month 3 EBITDA position has a surplus of £5,283k (£432k above plan).
The month 3 trading surplus is £253k (£3k above plan).
The month 3 I&E surplus is £1,982k (£192k below plan).
The continuity of services risk rating is 4, in line with an annual plan of 4.
CIP delivery is better than the planned recurrent trajectory, standing at 47.1% recurrently and
53.7% in year.

6.3

Balance sheet / liquidity

Cash balances stand at £51.8m (116.7% of plan).
Debtor days stand at 14 in line with quarterly trend in relation to the NHS Agreement
of Balances exercise and the raising of quarterly invoices.
Capital expenditure stands at 86.2% of plan.
6.4

Other

TCC distributable profits of £6,233k for the 2015 year to date, sufficient to generate a
share of excess profits to the Trust.

Overall Trust position
10,000
7,500
5,000
2,500
0
Plan
Actual

01
725
767

02
03
04
05
06
07
08
09
10
11
12
1,450 2,174 2,899 3,624 4,349 5,073 5,798 6,523 7,248 7,972 8,697
1,539 1,982
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Exchequer cash balances 2015-16
£60,000,000
£55,000,000

£

£50,000,000
£45,000,000

Cash balances

£40,000,000

Cash Flow plan

£35,000,000
£30,000,000
1

2

3

4

5

6

7

8

9

10

11

12

The Christie Clinic Performance
5,000
4,000
3,000
2,000
1,000
0
(1,000)
Plan
Actual

01
341
0

02
681
0

03
1,022
369

04
1,362

05
1,703

06
2,043
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07
2,384

08
2,724

09
3,065

10
3,406

11
3,746

12
4,087

7.

Access Targets & Efficiency

7.1 Cancer waiting time targets
Our performance against each standard to date is outlined below.
Existing Standards

Operational
Standard

June

Q1

14 day standard (2WW)

93%

n/a

n/a

62 day with reallocations

85%

86.4%

86.7%

31 day standard

96%

97.1%

98.1%

62 day screening standard

90%

100%

100%

No National Target Set

87.1%

86.0%

31 day drug standard

98%

100%

99.8%

31 day surgery standard

94%

98.4%

97.1%

31 day radiotherapy standard

94%

99.5%

99.7

Breast 14 day symptomatic

93%

n/a

n/a

62 day consultant upgrade standard

Subject to validation and breach reallocations.
Data Accurate as of 13.07.15

Performance
We have achieved 97.1% against the 31 day target, 100% against the 31 day drug standard,
98.4% against the 31 day surgery and 99.5% against the radiotherapy targets in June; all Q1
targets have been met.
31 day performance
100%

98%

96%

94%
31 day

Jul-14
98.3%

Aug-14
99.6%

Sep-14
98.3%

Oct- 14
97.5%

Nov-14
98.5%

Dec-14
98.6%

Jan-15
97.7%

Feb- 15
98.6%

Mar- 15
98.7%

Apr- 15
98.4%

May-15
98.7%

Jun-15
97.1%

31 sub (drug)

100.0%

100.0%

99.3%

100.0%

99.3%

100.0%

100.0%

100.0%

31 sub (XRT)

100.0%

100.0%

98.6%

100.0%

99.3%

98.3%

99.3%

100.0%

100.0%

99.4%

100.0%

100.0%

100.0%

100.0%

99.5%

31 sub (surgery)

100.0%

100.0%

98.4%

99.4%

100.0%

96.8%

98.5%

98.3%

99.5%

97.5%

95.2%

97.7%

98.4%

62 day performance
The month 3 target of 85% with the agreed reallocations has been fully achieved in June with
a performance of 86.4% and the Q1 position is 86.7%
62 day performance
100%
80%
60%
40%
20%
0%
Jul-14

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Apr15

62 day CWT

64.1%

65.5%

69.3%

64.7%

65.5%

70.5%

62.2%

61.3%

70.2%

62 day (adjusted)

89.1%

79.6%

92.4%

88.6%

85.4%

85.8%

86.0%

90.3%

92.2%

85%

85%

85%

85%

85%

85%

85%

85%

85%

62 day target

60

May15

Jun15

70.9%

62.2%

60.0%

88.5%

85.2%

86.4%

85%

85%

85%

62 day performance
100%
80%
60%
40%
20%
0%

Q2 14/15

Q3 14/15

Q4 14/15

Q1 15/16

Qtr % CWT

66.3%

67.0%

65.1%

64.1%

Qtr % Local Policy

87.2%

86.7%

89.9%

86.7%

85%

85%

85%

85%

Target

62 day screening
There have been no Christie breaches in June and performance is at 100 %.
Internal treat within 31 day target
Internal performance monitoring of the number of patients we treat within 31 days from receipt
of referral into the Christie to treatment in June is at 87.1%% and a Q1 position of 90.5%
against a target of 85%.
Internal performance - referral receipt to FDT in 31 days
100%
95%
90%
85%
80%

Internal 31 day
31 day internal target

Jul-14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

86.9%

84.9%

89.3%

98.4%

89.7%

89.7%

86.8%

93.6%

94.2%

93.1%

May15
91.2%

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

Jun-15
87.1%
85%

18 weeks
In June 100% of referrals received, had a clock start date provided. The monthly target has
been achieved with 96.7% of admitted patients seen within 18 weeks from referral to treatment
and 98.5% of non-admitted patients seen within 18 weeks from referral to treatment.

18 weeks performance
100 %
98%
96%
94%
92%
90%
Incomplet e

Aug-14
98.0%

Sep-14
98.2%

Oct-14
97.4%

Nov-14
97.6%

Dec-14
97.0%

Jan-15
99.2%

Feb-15
99.0%

Mar-15
98.9%

Apr-15
98.7%

May-15
98.8%

Admitt ed

97.8%

97.6%

97.1%

93.8%

97.0%

94.9%

97.2%

96.1%

93.3%

98.3%

96.7%

Non-admitted

97.6%

97.2%

98.3%

97.3%

97.3%

98.1%

98.5%

99.2%

98.1%

98.3%

98.5%
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Jun-15
98.8%

Radiotherapy
The average wait for palliative radiotherapy patients in June is at 10 days, this is better than
the Royal College target of 14 days.
The average wait for radical radiotherapy patients in
June is at 25 days this is better than the Royal College target of 28 days.
Waiting Days Summary - RTSD
30

Waiting Days

25
20
15
10
5
0
Jul- 14
9

Aug-1 4
10

Sep-1 4
9

Oct- 14
9

Nov-1 4
10

Dec-1 4
10

Jan-15
10

Fe b-15
10

Mar -15
11

Apr- 15
10

Palliative ta rget

14

14

14

14

14

14

14

14

14

Radical a ver age

24

26

26

23

26

25

26

26

25

Radical t arget

28

28

28

28

28

28

28

28

28

Palliative aver age

7.2

May-15
10

Jun-15
10

14

14

14

26

26

25

28

28

28

Waiting times on the day
Outpatients
85.0% of patients waited less than 20 minutes in June
Progress against 20 minute wait - Outpatients

100%

80%

60%

40%
target

Jul-14
80%

Aug-14
80%

Sep-14
80%

Oct-14
80%

Nov-14
80%

Dec-14
80%

Jan-15
80%

Feb-15
80%

Mar-15
80%

Apr-15
80%

May-15
80%

Jun-15
80%

compliance

88.7%

81.2%

90.8%

88.2%

81.3%

83.0%

83.6%

80.9%

80.8%

92.8%

85.2%

85.0%

Chemotherapy
The chemotherapy waiting times continue to exceed the planned target. In June 86.0% of
patients waited less than an hour for their treatment. 93.0% of patients are now receiving their
treatment over 2 days.
Patients receiving chemotherapy within one hour
100%
95%
90%
85%
80%
75%
70%
Jul-14
80%

Aug-14
80%

Sep-14
80%

Oct-14
80%

Nov-14
80%

Dec-14
80%

Jan-15
80%

Feb-15
80%

Mar-15
80%

Apr-15
80%

May-15
80%

Jun-15
80%

Compliance (all patients)

90%

85%

81%

89%

84%

88%

89%

85%

88%

87%

87%

86%

Target (2 day treats)

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

Compliance (2 day treats)

93%

92%

93%

93%

92%

93%

93%

93%

95%

94%

95%

93%

Target (all patients)
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Pharmacy
The pharmacy 20 minute waiting time is for those patients who attended the dispensary with a
prescription requiring immediate dispensing. The turnaround times of simple and complex
scripts have been combined to show the overall performance, it is at 87.0% in June.
Pharmacy waits

100%
90%
80%
70%
60%
50%
Target
combined
compliance

Jul-14
80%

Aug-14
80%

Sep-14
80%

Oct-14
80%

Nov-14
80%

Dec-14
80%

Jan-15
80%

Feb-15
80%

Mar-15
80%

Apr-15
80%

May-15
80%

Jun-15
80%

82.2%

87.2%

88.9%

85.5%

87.1%

91.0%

87.1%

91.0%

87.2%

92.7%

85.0%

87.0%

Following discussion at the Board of Directors meeting held in May 2015 the targets relating to
waiting times on the day are to be reviewed at the Quality Committee. This review will be
undertaken to ensure that these targets are appropriately challenging and are a realistic
indicator of patient experience.
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7.3

Commissioning for quality and innovation (CQUINS) 2015/16
The 2015/16 CQUIN indicators have been agreed with our Commissioners, these are
highlighted below and will be reported quarterly, all thresholds for Q1 have been met.
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7.4 Length of stay (LOS)
Average rolling LOS is 6.63 in June against a target of 6.4.
There has been an increasing trend in overall LOS in recent months. In-depth analysis shows
that the major contributing factor in the increase is the length of stay of patients admitted as an
emergency, who are having complex treatment. Whilst overall the number of emergency
admissions has remained consistent, a second contributing factor to the increasing average is
the reduction in the number of short stay emergency patients. This is due to more patients
being appropriately referred to local acute oncology centres. To assist in reducing the length of
stay we have appointed two acute physicians to manage all emergency admissions and to
support early discharge of patients.

12 month rolling average LOS - Trust level

No of days

7. 0
6. 8
6. 6
6. 4
6. 2
6. 0
Annual

7.5

Jul-14
6. 37

Aug-14
6. 39

Sep-14
6. 40

Oct-14
6. 44

Nov-14
6. 43

Dec-14
6. 48

Jan-15
6. 50

Feb-15
6. 58

Mar-15
6. 64

Apr-15
6. 62

May-15
6. 66

Jun-15
6. 63

Theatre Utilisation
There were 2 cancelled operations on the day for non-clinical reasons In June.
Cancelled operations on the day for non-clinical reasons
4
3
2
1
0

Cancelled
Re-Booked in 28 days

Jul14
0

Aug14
0

Sep14
0

Oct14
0

Nov14
0

Dec14
0

Jan15
3

Feb15
1

Mar15
0

Apr15
1

May15
0

Jun15
1

0

0

0

0

0

0

3

1

0

1

0

1
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Number of Surgical Operations
600
500
400
300
200
100
0
Jul-14
441

Tot al

Aug-14
411

Sep-14
463

Oct-14
491

Nov-14
453

Dec-14
441

Jan-15
485

Feb-15
465

Mar-15
489

Apr-15
396

May-15
424

Jun-15
484

7.6 Diagnostic utilisation
High utilisation continues for MRI and CT.
CT waiting times
100%
90%

%

80%
70%
60%
50%
6 weeks

Jul-14
100. 0%

Aug-14
100. 0%

Sep-14
100. 0%

Oct-14
100. 0%

Nov-14
100. 0%

Dec-14
100. 0%

Jan-15
100. 0%

Feb-15
100. 0%

Mar-15
100. 0%

Apr-15
100. 0%

May-15
100. 0%

Jun-15
100. 0%

4 weeks

76.8%

85.9%

75.3%

86.4%

81.8%

82.2%

88.7%

85.4%

80.3%

81.7%

84.0%

88.9%

2 weeks

58.2%

60.7%

58.9%

70.2%

70.6%

67.5%

78.5%

69.3%

69.8%

69.8%

72.8%

76.1%

MRI waiting times
100%
90%
80%

%

70%
60%
50%
40%
6 weeks

Jul-14
100. 0%

Aug-14
100. 0%

Sep-14
100. 0%

Oct-14
100. 0%

Nov-14
100. 0%

Dec-14
100. 0%

Jan-15
100. 0%

Feb-15
100. 0%

Mar-15
100. 0%

Apr-15
100. 0%

May-15
100. 0%

Jun-15
100. 0%

4 weeks

98.4%

2 weeks

70.3%

98.5%

97.8%

99.0%

95.5%

97.6%

88.5%

93.4%

95.5%

82.7%

72.1%

75.4%

65.9%

79.4%

55.6%

62.9%

67.3%

74.3%

67.6%

68.8%

62.4%

56.9%

64.3%

May-15
610

Jun-15
647

Clinical PET scanner - studies per month
700
600
500
400
300
200
100
0
PET scans

Jul-14
570

Aug-14
499

Sep-14
552

Oct-14
566

Nov-14
513

66

Dec-14
470

Jan-15
497

Feb-15
521

Mar-15
600

Apr-15
643

7.7 Efficiency programme
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The annual target for CIP in 2015-16 is £5.46m. As at month 3, £2.6m has been
achieved and removed from budget recurrently and £2.9m has been achieved in year.
Against the £5.46m target, 47.1% has been delivered recurrently and 53.7% in year.
The graphs below illustrate the achieved CIP both in-year and recurrently and the
progress in terms of removed from budget and risk assessed schemes.
Within month 3 – A further forty five PID’s have been submitted, of the one hundred
and nine schemes a further scheme completed in month to release £22K in year
savings. There are 80 active schemes which are anticipated to deliver a further
£2.89m of recurrent savings and £1.15m in year.
The organisation has achieved the Q1 milestone of 100% CIP identified and 30%
transacted by the end of Q1. Further work needs to undertaken with the Divisions to
review scheme delivery dates in line with the targets below.
The table below demonstrate predicated and actual performance against the quarterly
targets agreed at the beginning of the year.
Quarter

Target

Actual

Q1
Q2
Q3
Q4

30%
50%
88%
100%

47.1%

Actual + Risk assessed
value of schemes
50.5%

47.1%
47.1%
47.1%

73.8%
100%
100%
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8.
8.1

Workforce

Employees in post
The table shows performance in whole time equivalents (WTEs) against our workforce plan for
2015/16
Total Headcount & FTE

2600
2500
2400
2300
2200
2100
Tot al Headcount

Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15
2420
2467
2518
2502
2487
2496
2504
2489
2500
2494
2505
2508

Tot al FTE

2206

2250

2272

2278

2279

2266

2278

2271

2285

2286

2297

2284

Forecast FTE plan for year end

2415

2415

2415

2415

2415

2415

2415

2320

2320

2320

2320

2320

8.2

Use of bank and agency
Agency costs are at 0.64% of the total pay bill in June. The table below shows actual agency
spend for 2015/16.

8.3

Sickness absence
The trust sickness absence rate is at 2.56% for June against a target of 3.4%. Sickness
absence continues to be monitored at divisional board meetings and performance reviews

Trust Level - Absence Rates
5%

4%

3%

2%
target

Jul-14
3.2%

Aug-14
3.2%

Sep-14
3.2%

Oct-14
3.2%

Nov-14
3.2%

Dec-14
3.2%

Jan-15
3.2%

Feb-15
3.2%

Mar-15
3.2%

Apr-15
3.4%

May-15
3.4%

Jun-15
3.4%

Trust total

3.68%

3.49%

3.55%

3.66%

3.35%

3.43%

3.78%

3.86%

4.02%

3.44%

3.23%

2.56%

Subject to validation
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Subject to validation

8.4

Personal development reviews (PDR)
Performance in May is 89.0% compliance against a 95% target. PDR compliance has
improved in month and continues to be closely monitored through Performance Review
meetings and divisional board meetings. Divisions have plans in place and are working with
the HR team to achieve compliance.

8.5

Essential Training
Essential Training in May is at 92.0%% against the 95% target. Monitoring of compliance
continues at performance review meetings and through the risk committee on a monthly basis.
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9.
9.1

Research and development

Clinical trials / studies
In the 2011 budget the government announced the transformation of incentives at local level
for initiation and delivery of research. Benchmarks, to set-up a clinical trial within 70 days
(from receipt of a valid research application to recruitment of the first patient) and to deliver
commercial contract clinical trials to time and target were written into the NIHR contracts from
April 2012.
We are required to provide, on a quarterly basis, information on recruitment to clinical trials in
two key areas:
•
•

Initiating Research- the 70 day target (this looks at how quickly studies are set up
and first patient is recruited)
Delivering Research- time and target (this looks at whether or not we’ve recruited the
agreed target number of patients within the agreed timeframe)

In February 2014, for the first time, the NIHR report shows 70-day performance taking into
account where providers have explained clearly that a delay was outside their control. It is
intended to inform discussion about what this shows, and how data should be presented and
used, before the NIHR starts to hold providers to account for performance

Target

01/04/14 – 31/03/15

Initiating Clinical Research (70 day target)

82.8%

New patients recruited to clinical studies
300
200
100
0
Number
Target

Jul-14
171

Aug-14
114

Sep-14
152

Oct-14
187

Nov-14
152

Dec-14
137

Jan-15
162

Feb-15
156

Mar-15
139

Apr-15
148

May-15
133

Jun-15
129

114

114

114

114

114

114

114

114

114

114

114

114

Mar-15
560

Apr-15
571

May-15
578

Jun-15
584

`

Number of studies/trials currently open
600

500

400

300
Number

Jul-14
533

Aug-14
538

Sep-14
547

Oct-14
554

Nov-14
536

71

Dec-14
531

Jan-15
538

Feb-15
549

Number of Reported Commercial Trials Delivered from All Providers
0
Barts Health NHST
The Christie NHSFT
Guys and St Thomas NHSFT
The Royal Marsden NHSFT
Kings College Hospital NHSFT
University Hospital Southampton NHSFT
Nottingham University Hospitals NHST
University Hospitals Of Leicester NHST
Cambridge University Hospitals NHSFT
Oxford University Hospitals NHST
The Newcastle Upon Tyne Hospitals NHSFT
Central Manchester University Hospitals NHSFT
Leeds Teaching Hospitals NHST
Sheffield Teaching Hospitals NHSFT
Imperial College Healthcare NHST
University College London Hospitals NHSFT
St Georges Healthcare NHST
Norfolk and Norwich University Hospitals NHSFT
University Hospitals Bristol NHSFT
Royal Liverpool and Broadgreen University Hospitals NHSFT
Salford Royal NHSFT
Royal Surrey County Hospital NHSFT
Brighton and Sussex University Hospitals NHST
Great Ormond Street Hospital for Children NHSFT
Bradford Teaching Hospitals NHSFT
Royal Cornwall Hospitals NHST
Royal Devon and Exeter NHSFT
Royal Brompton & Harefield NHSFT
University Hospitals Birmingham NHSFT
University Hospitals Coventry and Warwickshire NHST
Heart of England NHSFT
South Tees Hospitals NHSFT
University Hospital Of North Staffordshire NHST
Moorfields Eye Hospital NHSFT
North Bristol NHST
Alder Hey Childrens NHSFT
Chelsea and Westminster Hospital NHSFT
University Hospital Of South Manchester NHSFT
Birmingham Children's Hospital NHSFT
Sandwell and West Birmingham Hospitals NHST
South London and Maudsley NHSFT
Northumbria Healthcare NHSFT
Oxford Health NHSFT
Blackpool Teaching Hospitals NHSFT
Birmingham and Solihull Mental Health NHSFT
Berkshire Healthcare NHSFT
Manchester Mental Health and Social Care Trust
Northumberland Tyne and Wear NHSFT
Hertfordshire Partnership University NHSFT
Devon Partnership NHST
Homerton University Hospital NHSFT
Leeds Community Healthcare NHST
Nottinghamshire Healthcare NHST
Queen Victoria Hospital NHSFT
West Hertfordshire Hospitals NHST
Cambridgeshire and Peterborough NHSFT
Camden and Islington NHSFT
Cumbria Partnership NHSFT

50

100

150

200

250

300

350

400
372

337
298
286
259
232
218
190
189
177
171
156
154
154
147
121
104
93
92
87
75
72
71
68
66
63
63
59
58
58
55
55
49
46
44
39
39
39
38
38
24
20
10
9
8
7
6
6
4
3
3
3
3
3
3
1
1
1
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% of Trials Meeting the 70 Day Target
0.00%
Northumberland Tyne and Wear NHS Foundation Trust
Oxford Health NHS Foundation Trust
Queen Victoria Hospital NHS Foundation Trust
Royal Brompton and Harefield NHS Foundation Trust
The Royal Marsden NHS Foundation Trust
Royal Devon and Exeter NHS Foundation Trust
Sheffield Teaching Hospitals NHS Foundation Trust
University Hospital Of North Staffordshire NHS Trust
Solent NHS Trust
South London and Maudsley NHS Foundation Trust
Alder Hey Childrens NHS Foundation Trust
North Bristol NHS Trust
University Hospital Of South Manchester NHS Foundation Trust
The Christie NHS Foundation Trust
Moorfields Eye Hospital NHS Foundation Trust
Northumbria Healthcare NHS Foundation Trust
Bradford Teaching Hospitals NHS Foundation Trust
Great Ormond Street Hospital for Children NHS Foundation Trust
Guys and St Thomas NHS Foundation Trust
Royal Liverpool and Broadgreen University Hospitals NHS Trust
University Hospitals Bristol NHS Foundation Trust
Central Manchester University Hospitals NHS Foundation Trust
St Georges Healthcare NHS Trust
Cambridge University Hospitals NHS Foundation Trust
Nottingham University Hospitals NHS Trust
University Hospitals Birmingham NHS Foundation Trust
Leeds Community Healthcare NHS Trust
Manchester Mental Health and Social Care Trust
Nottinghamshire Healthcare NHS Trust
ALL PROVIDERS
Barts Health NHS Trust
The Newcastle Upon Tyne Hospitals NHS Foundation Trust
Leeds Teaching Hospitals NHS Trust
Kings College Hospital NHS Foundation Trust
Royal Cornwall Hospitals NHS Trust
University College London Hospitals NHS Foundation Trust
Oxford University Hospitals NHS Trust
South Tees Hospitals NHS Foundation Trust
Imperial College Healthcare NHS Trust
Brighton and Sussex University Hospitals NHS Trust
Camden and Islington NHS Foundation Trust
Pennine Care NHS Foundation Trust
University Hospitals Of Leicester NHS Trust
Royal Surrey County Hospital NHS Foundation Trust
Salford Royal NHS Foundation Trust
University Hospital Southampton NHS Foundation Trust
University Hospitals Coventry and Warwickshire NHS Trust
Cumbria Partnership NHS Foundation Trust
Hertfordshire Partnership NHS Foundation Trust
Homerton University Hospital NHS Foundation Trust

20.00%

40.00%

60.00%

80.00%

100.00%
100.00%
100.00%
100.00%
100.00%
97.10%
92.30%
92.20%
91.20%
90.90%
90.90%
87.50%
87.50%
83.90%

81.00%
80.00%
80.00%
78.90%
77.80%
74.00%
71.40%
71.40%
71.20%
70.70%
70.30%
69.00%
67.30%
66.70%
66.70%
66.70%
66.40%
65.60%
64.80%
62.00%
59.10%
57.90%
57.30%
53.30%
51.40%
50.60%
50.00%
50.00%
50.00%
43.40%
40.90%
38.70%
37.70%
30.40%
0.00%
0.00%
0.00%

73

10.

Sustainable development management

10.1

Sustainability
• The sustainable development management committee review progress of overall
actions on a quarterly basis, against the SDM plan (SDMP)
• The current status of all elements of the NHS sustainable development unit (SDU)
guidance, are reported by individual leads, via key issue reports. In turn pertinent
issues are escalated to the capital workforce planning group (CWPG)

10.2

Good corporate citizenship – DH toolkit (www.corporatecitizen.nhs.uk)
Graphs indicate performance progress, via self assessment with detailed evidence, for each
of the six good corporate citizenship elements with an overall trust rating.

10.3

Energy and the carbon reduction commitment (CRC)
The graph indicates the percentage compliance against the target set out by the trust of
10%:• The annual reduction in consumption average for 2015/16 is currently 33.4%
• New energy conservation measures (Phase 3) proposal has now been received.
• Solar PV cells output will reduce the trust imported electricity.
• 2014-15 CRC Annual Report submitted to the Environment Agency with additional
allowances ordered to achieve compliance. 2015/16 CRC allowance, purchased at
the reduced rate.
Energy reduction monthly performance
%

10.4

45
40
35
30
25
20
15
10
5
0
Target

Jun-14
10

Jul-14
10

Aug-14
10

Sep-14
10

Oct-14
10

Nov-14
10

Dec-14
10

Jan-15
10

Feb-15
10

Mar-15
10

Apr-15
10

May-15
10

Energy

27.59

28.79

30.1

29.16

30.66

38.45

30.79

26.42

34.57

24.67

32.36

33.4

Food Waste (and sustainable catering)
The graph indicates percentage compliance against the trust year on year of 10%
target. June 5.65 %
• The New electronic billing and monitoring systems are working very well; this is a
more efficient way of working and a significant paper reduction.
• The catering department, working with the IT development team are looking to
develop further more efficient paperless systems i.e. wards for diets, ward provisions,
meals requested etc. In addition this would reduce food waste due to up to date
information delivered electronically, twice a day, closer to the meals service
Food waste following ERIC criteria
12
10
8
6
4
2
0
Target
Act ual f ood wast e

Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15
10
10
10
10
10
10
10
10
10
10
10
10
5. 74

5. 19

5. 58

4. 74

74

4. 96

7. 10

5. 32

4. 95

4. 46

5. 08

5. 29

5. 65

10.5

Low carbon travel
• Green travel plan (GTP) target set at 60% of staff using sustainable travel by 2030
• TfGM have agreed to install a public bicycle pump at the Christie – dates to follow.
• Permits eligibility consultation group meetings taking place, chaired by Director of
workforce.
• Pilot bicycle loan scheme being investigated.
• Personal travel planning event planned held 24th June 2015 with circa 200 packs
issued.
• Car share car park expanded from 29 spaces to 47. Car share permits being
released.
• Park & ride launched on the 22nd June with 100 permits issued.

10.6

Carbon emissions from clinical waste
The graph continues to indicate an increase in clinical waste produced. As reported
previously increases in service activity and site increases are ultimately affecting waste
tonnages.
• Trust clinical waste is disposed of via incineration, located at Salford Royal
Foundation Trust (SRFT). SRFT have recently tendered their energy management
requirements, which will no longer include the heat energy provided by the
incinerator, as a consequence the incinerator will be decommissioned by Tradebe at
the end of July 2015. Tradebe are also our waste contractor and have advised the
trust waste will now be transported to their waste incinerator at Wrexham, their
existing backup service. Tradebe will table a proposal w/c 12.07.2015, on how the
trust wastes will collected and transported from site in line with trust requirements,
initial discussions indicate a positive outcome with regards to service levels.
Carbon emmissions from waste
1. 8
1. 6
1. 4
1. 2
1. 0
0. 8
0. 6
0. 4
0. 2
0. 0
target
savings

Jul-14
1. 22

Aug-14
1. 22

Sep-14
1. 22

Oct-14
1. 22

Nov-14
1. 22

Dec-14
1. 22

Jan-15
1. 22

Feb-15
1. 22

Mar-15
1. 22

Apr-15
1. 22

May-15
1. 22

Jun-15
1. 23

1. 25

1. 21

1. 45

1. 47

1. 52

1. 38

1. 53

1. 51

1. 44

1. 49

1. 52

1. 45

11.

Recommendation

The board is asked to note performance for month 3
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DATA APPENDICES
Month 3 2015/16

Section
1

Patient safety

2

Activity

3

Finance

4

Workforce

5

Additional Reports
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1.
1.1
Issue
Indicator
Source
Target

Patient Safety

•
•
•

Litigation and claims
Number of outstanding claims
Trend and forecast of amount paid out

•
•

Datix system
Internal performance target

Litigation and Claims - number of live claims
20
16
12
8
4
0
Clinical Negligence

Jul-14
8

Aug-14 Sep-14
7
8

Oct-14 Nov-14 Dec-14
9
9
9

Jan-15
8

Feb-15 Mar-15
9
9

Apr-15 May-15 Jun-15
9
9
9

Employer Liabilit y

14

17

18

19

19

19

18

18

17

16

17

16

Public Liabilit y

2

2

2

2

2

2

2

2

2

1

1

1

Mar-15
£26, 750

Apr-15
£0

Payments relating to claims
£45, 000
£40, 000
£35, 000
£30, 000
£25, 000
£20, 000
£15, 000
£10, 000
£5,000
£0
Payment s

Jul-14
£0

Aug-14
£0

Sep-14
£0

Oct-14
£0

Nov-14
£0

Dec-14
£0
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Jan-15
£939

Feb-15
£0

May-15 Jun-15
£40, 809 £14, 435

2.
2.1
Issue
Indicator
Source
Target

•
•
•
•

Activity

Market and business development
Trust external referral rates
Referrals received by Trust from EPR
Commissioner plan

External Referrals
2000
1600
1200
800
400
0

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

June

External Referrals (13-14)

1440

1427

1307

1448

1291

1293

1468

1284

1772

1366

1397

1647

External Referrals (14-15)

1583

1311

1524

1554

1350

1497

1389

1387

1540

1451

1382

1653

2.2
Issue

•
•
•
•
•

Indicator
Source
Target

Key trends and forecasts
Activity against plan by delivery & treatment type
CoSR Forecast 5 years
Finance ledger
Monitor – Continuity of Service Rating (CoSR)

Spells

Inpatient Spells Against Plan
900
800
700
600
500
400
300
200
100

Apr

May

Jun

ACTUAL

718

771

838

PLAN

743

733

784

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

809

747

777

788

757

767

747

735

767

Episodes

Daycase Episodes Against Plan
900
800
700
600
500
400
300
200
100
0

Apr

May

Jun

ACTUAL

769

788

912

PLAN

769

731

846

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

863

751

826

826

788

788

751

788

788
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Attendances

OP First Attendances Against Plan
1600
1400
1200
1000
800
600
400
200
0

Apr

May

Jun

ACTUAL

1164

1145

1394

PLAN

1162

1103

1278

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

1336

1162

1278

1278

1220

1220

1162

1220

1220

Attendances

OP FollowUp Attendances Against Plan
10000
9000
8000
7000
6000
5000
4000
3000
2000
1000
0

Apr

May

Jun

ACTUAL

7310

6805

7913

PLAN

7340

6973

8074

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

8440

7340

8074

8074

7707

7707

7340

7707

7707

Chemotherapy Deliveries (Treatments) Against Plan

Deliveries

6000
5000
4000
3000
2000
1000
0

Apr

May

Jun

ACTUAL

5064

4765

5284

PLAN

4729

4610

4965

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

5201

4847

5201

5201

4965

5083

4729

4965

5083

Radiotherapy Deliveries (Fractions) Against Plan
Deliveries

10000
8000
6000
4000
2000
0

Apr

May

Jun

ACTUAL

8064

7751

7968

PLAN

8391

7972

9230

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

9649

8391

9230

9230

8810

8810

8391

8810

8810

OP Procedures Against Plan
Procedures

600
500
400
300
200
100
0

Apr

May

Jun

ACTUAL

490

438

470

PLAN

441

419

485

Jul

Aug

507

441
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Sep

Oct

Nov

Dec

Jan

Feb

Mar

485

485

463

463

441

463

463

3.

Finance

3.1
Issue
Indicator
Source

•
•
•

Income and expenditure
Performance against budgets
Finance ledger

Target

•

Monitor – Continuity of Service Rating (CoSR)

Trust performance against budgets
£000s

9,000

6,000

3,000

0
Actual

Apr-15
767

May-15
1,539

Jun-15
1,982

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

725

1,450

2,174

2,899

3,624

4,349

5,073

5,798

6,523

7,248

7,972

8,697

Trust Plan

3.2
Issue

•

Liquidity days

Indicator

•

Total cash flow

Source
Target

•
•

Finance ledger
Monitor – Continuity of Service Rating (CoSR)

Liquidity (Days)
80.0
70.0
60.0
50.0
40.0

`

30.0
20.0
Actual
Plan

Jul-14
70.9

Aug-14
72.1

Sep-14
71.3

Oct-14
70.8

Nov-14
73.6

Dec-14
71.8

Jan-15
72.1

Feb-15
75.5

Mar-15
68.9

Apr-15
74.4

May-15
69.7

Jun-15
61.4

55.6

55.6

55.6

55.6

55.6

55.6

55.6

55.6

55.6

37.2

37.2

37.2
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3.3
Issue
Indicator
Source

•
•
•

Debtors
Value of 30, 60 and 90 day debtors
Finance ledger

Millions

Aged Debt
11
10
9
8
7
6
5
4
3
2
1
0

>18 0 Days
90-180 Days
61-90 Days
31-60 Days
0-30 Days

Jul-14

Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15
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4.
5.1
Issue
Indicator
Source
Target

•
•
•
•
•
•
•

Workforce

Staff Profile
Total headcount and FTE
Staff Group by headcount and FTE
% cost - clinical / non-clinical
Finance ledger
Electronic Staff Record
Internal performance monitoring

% of cost - clinical to non-clinical
35%
30%
25%
20%
15%
10%
5%
0%
Medical staf f

Jul-14
25.2%

Aug-14 Sep-14
26.8% 27.5%

Oct-14 Nov-14 Dec-14
27.0% 27.7% 26.5%

Jan-15
26.1%

Feb-15 Mar-15
28.1% 26.4%

Apr-15 May-15 Jun-15
26.5% 25.9% 25.5%

Nurse staff

20.9%

20.4%

20.5%

20.5%

20.9%

21.5%

21.6%

21.0%

20.9%

20.9%

21.1%

21.3%

Clinical staff

24.2%

24.4%

24.0%

23.6%

23.8%

24.3%

23.9%

23.6%

24.9%

24.8%

24.9%

25.4%

Non clinical staff

29.0%

27.8%

27.1%

28.1%

27.1%

27.1%

27.6%

26.3%

26.8%

26.8%

27.4%

27.2%

Tot al agency/ot her

0. 74%

0. 57%

0. 81%

0. 73%

0. 54%

0. 68%

0. 78%

0. 99%

0. 99%

1. 05%

0. 72%

0. 64%
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5.2
Issue
Indicator
Source
Target

•
•
•
•

Use of agency and bank
Total cost per month by division
Finance ledger
NHS Better Care, Better Value Indicators
Agency Costs by Division

£70, 000
£60, 000
£50, 000
£40, 000
£30, 000
£20, 000
£10, 000
£0
Networked Services

Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15
£25, 937 £13, 849 £8,040 £12, 255 £8,698 £8,290 £7,584 £27, 000 £14, 339 £18, 037 £14, 807 £12, 063

Cancer Centre Services £27, 170 £27, 319 £52, 451 £43, 472 £32, 610 £44, 290 £54, 672 £66, 073 £54, 375 £58, 262 £38, 515 £36, 106
Finance

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

Est ates & Facilities

£0

£0

£0

£0

£0

£0

£4,908

£3,721

£381

£3,101

£1,550

£0

5.3
Issue
Indicator
Source
Target

•
•
•
•
•
•
•

Staff Turnover
Number of leavers by leaving reason
12 month turnover (headcount)
Gender and employee split
Integrated personnel system
Internal performance monitoring
NHS Better Care, Better Value Indicators
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5.
5.1

Additional Reports

Improving and sustaining cancer performance

84

85

86

87

88
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5.2 Greater Manchester Emergency Preparedness, Resilience and Response (EPRR)
assurance 2015-16

1. Introduction and background
The trust has been asked to undertake a self-assessment against the EPRR core standards for
2015-16 and to provide an update of the progress of the improvement plan for 2014-15. This is part
of the process which NHS England uses in order to be assured that NHS England and the NHS in
England are prepared to respond to an emergency, and has resilience in relation to continuing to
provide safe patient care.
The core standards for 2015-16 are the same as the previous year, with the addition of 4 standards
relating to pandemic influenza as part of a ‘deep dive’ into local arrangements.
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)
• Reviews the action plan developed for the 2014-15 assurance process and include further
actions from this year’s self-assessment
• Completes the statement of compliance identifying the trust’s overall level of compliance –
full, substantial, partial, non
• Presents the above papers to the Board of Directors
• Submits the statement of compliance and improvement plan to the commissioners locally by
17 August 2015 to allow the CCG to update on their own health economies to the LHRP by 1
September 2015.
Evidence against the standards is not required, but must be provided on request.

2. Action plan developed for the 2014-15 assurance process
In October 2014 the trust declared substantial compliance with the core standards. An improvement
plan was submitted to demonstrate how the trust would achieve 100% compliance with the
standards.
Core
standard
ref
8

22

Core standard
description
Have arrangements for
site evacuation
Arrangements
demonstrate
warning
and informing processes
for emergencies and
business continuity

Improvement
required to achieve
compliance
Hospital
evacuation
plan
Enhance information
for the public

Action to deliver
improvement

Status

Finalise plan and submit
for
approval
and
ratification
Finalise communications
plan for EPRR

Complete
Evacuation plan
on intranet
Complete
Major incidents
communications
strategy
and
plan on intranet

3. EPRR self-assessment 2015-16
38 standards are applicable to specialist trusts. The trust has rated itself as green for 36 standards
and amber for 2 standards, which relate to the deep dive into pandemic influenza.
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4. 2015-16 Greater Manchester EPRR core standards improvement plan
Core
standard
ref
DD1

DD3

DD4

Core standard
description
Organisations
have
updated their pandemic
influenza arrangements to
reflect changes to the
NHS
and
partner
organisations, as well as
lessons identified from the
2009/10
pandemic
including through local
debriefing
Organisations have
undertaken a pandemic
influenza exercise or have
one planned in the next 6
months
Organisations have taken
their plans to Boards /
Governing bodies for sign
off

Improvement required
to achieve
compliance

Action to deliver
improvement

Deadline

Obtain approval and
ratification of trust
pandemic influenza
plan

Submit updated
pandemic influenza plan
to Risk & Quality
Governance Committee
for approval

31 Aug 2015

Participate in a multiorganisation exercise

Participate in Exercise
Cygnus, to be held AprilJune 2016

30 June
2016

Sign-off of pandemic
influenza plan by Board
of Directors

Submit updated
pandemic influenza plan
to Board of Directors for
sign-off
NB This is delegated to the
Management Board on
behalf of the Board of
Directors

st

th

th

30 Sept
2015

Please note that the core standard DD1 has been rated as green as the pandemic influenza plan
has been completed but still needs to go through the approval and ratification process.
5. Recommendation
The Board is requested to confirm that the trust may declare full compliance with the EPRR core
standards.

91

92

Agenda item 41/15a
Meeting of the Board of Directors
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Report of

Chief Executive

Paper Prepared By

Louise Westcott, Company Secretary

Subject/Title

Monitor / CQC improvement plan

Background Papers

n/a

Purpose of Paper

To update the board on the actions taken to
address recommendations made as part of the
joint review undertaken in July 2014.

Action/Decision Required

To note progress against the improvement plan.

Link to:



NHS Strategies and Policy
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Corporate Objectives

Achievement of corporate plan and objectives

Impact on resources and risk and
assurance profile
You are reminded that resources are
broader than finance and also include
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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.

CQC – care quality commission
PwC – Price Waterhouse Cooper
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Agenda item 14/15a
Meeting of the Board of Directors
Friday 31st July 2015
Monitor / CQC Improvement Plan
1.

Background
Following the joint Monitor/CQC review visit to the trust in July 2014 to look into
concerns raised by whistle-blowers, a final report was received in November 2014
which was presented to board in January 2015. The report found no evidence of
concerns about the care and treatment of patients and there were no formal
improvement actions made as a result of the review. The report made 10
recommendations that have been addressed through an improvement plan (appendix
1). The improvement plan was circulated to Board in December 2014 and an update
reviewed at the public board meeting in January 2015. A number of documents have
been embedded in the improvement plan as evidence. These documents are available
to board members on the Board SharePoint site.

2.

Process
The improvement plan was developed by the executive directors and progress
monitored through the executive team meetings on a weekly basis. In December the
plan was shared with the board of directors and as part of the Well-led governance
review, with our external reviewers, PwC. It was also approved by Management Board
in December 2013. An update was reviewed at the board meeting in January 2015.
We published the plan on our intranet site and informed staff about its content and
progress through internal staff briefings and on the homepage of the trust intranet. The
council of governors Quality Committee also received the improvement plan at their
meeting on 20th January 2015. The full Council of Governors then received the plan at
their meeting on 18th February. The Quality Assurance Committee approved the plan
at their February meeting. Monitor and the CQC also received the plan following the
January board meeting.

3.

Monitor Well-led governance review
One of the key recommendations of the joint review report was to undertake a well-led
governance review. PwC were appointed through a competitive tender process to
undertake this review. The final version of the Monitor / CQC improvement plan was
circulated to PwC in January. PwC presented their report to board in March 2015 and
a further implementation plan was developed around their report which was been
reviewed by board at their meetings in April and June 2015. A full review of progress
will be undertaken by board in October 2015. The findings of their review were also
reported back to Monitor and the CQC and no further action is required by either
regulator.

4.

Recommendation
The board of directors are asked to note progress against the Monitor / CQC
improvement plan.
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Monitor / CQC Review - July 2015
Improvement Plan
Recommendation
1

Continues to implement its OD
strategy and is assured it is fit for
purpose in light of the findings of
this report

Action
1.1 Monitor implementation of OD
strategy

Lead director
Director of Workforce

Timescale
nd

22 January 2015

Progress
Presentation on progress to December
2014 Management Board
Updated report to Board of Directors
March 2015

Evidence
OD Strategy Update
Presentation
Paper presented to Board
March 2015

Documents

Status
Complete

1.1 Organisational
Development Strateg

1.1 a OD Strategy
update Dec 14 v2.ppt

1.1 b Organisational
Development Plan Up

2

Considers whether any further
enhancement is required to HR
processes to help address
engagement with non-clinical staff
groups, and if so to implement
improvements

1.2 OD strategy fit for purpose review
to be undertaken as part of the
PwC governance review

Company Secretary

2.1 Review HR processes to identify
engagement activities including a
gap analysis of HR processes
with staff and representatives

Director of Workforce

2.2 Develop a staff engagement
action plan

Director of Workforce

30th January 2015

31st January 2015

31st January 2015
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Review commissioned 2nd December
2014. Report received and
implementation plan reviewed by Board
of Directors in April 2015. Further Board
review of plan in October 2015.

Complete
PwC independent
review report.pdf

Meeting with staff side scheduled 13th
January 2015
Meeting with staff side took place
Executive safety walkabout domestic
services 9th December 2014. Follow up
meeting to be arranged
Meeting held with staff side. Issues
identified will form part of engagement
plan.
Domestic supervisor canvassing staff for
meeting date
Meeting took place

Bands 1-4 baseline
assessment of attainment
Successful Talent for Care
application £30k award from
HENW

This work has been in progress over the
past 12-18 months through the 2020
vision
Staff forum and Christie commitment
champions network
“One week All staff” engagement event
planned for 2nd February 2015 - event
took place. Follow up meeting took
place with the Christie commitment
champions on 26th February. A meeting
has been arranged for the 17th April to
progress feedback from one week all
staff event
Task & finish group meeting held on 5th
January. Draft programme developed
2nd - 8th February trust wide event - one
week - all staff
2nd Cultural event scheduled to take
place on 24th April, 2015

Finalist for HSJ staff
engagement award 2013
HSJ Top 100 best Places to
Work 2014 and 2015
Agenda for National
Cultural Alignment Advisory
Group teleconference - 10
April 2015
Minutes from the National
Cultural Alignment Advisory
Group meeting - 13 March
2015
One week all staff suggestions and ideas
One week all staff summary of improvements
Continued high
performance in national
staff FFT.

Complete & progress
continuing
2.1 Baseline
attainment.docx

Complete & progress
continuing
2.2 1 HSJ The
Christie Commitment p

2.2 1a HSJ
Best-places-to-work 2

2.2 1b 10th April
Cultural Alignment Ag

2.2 1c 13 March
Cultural Alignment Min

2.2 1d OWAL Pledge
Specific.docx

Recommendation

Action

Lead director

Timescale

Progress

Evidence

Documents

Status

2.2 1e OWAL Summary of Improvem

Christie Commitment
workshop held on 1st
December 2014

Complete
2.2 2 Christie
Commitment Champio

2.2 3 Christie
commitment workshop

Complete

Cultural Alignment Interim
project report
2.2 4 NAGCA Interim
report final version O

Christie delegates for
Cultural Alignment focus
day

3

Considers whether any further
improvements are required in the
way it communicates and engages
with staff to promote an open
learning culture

3.1 Review existing evidence of
performance

a.

Staff survey 2013

Director of Nursing &
Quality

Director of Nursing &
Quality

19th December 2014

19th December 2014

A range of evidence is provided to show
an open learning culture

Raising concerns workshop
delivered in partnership with
JUC September 2014

Complete
2.2 5 Attendees 3 12
2014 Cultural A Focus

Complete
3.1 Raising concerns
at work September 20

2013 National NHS staff
survey - Summary

Complete
3.1 a1 2013 National
NHS staff survey - Su

Complete

2013 National NHS staff
survey - Results
3.1 a2 2013 National
NHS staff survey resu

Paper to Management
Board - NHS National Staff
Survey Results 2013

National staff survey results
have been announced and
presented to the
management board
b.

Safety culture survey 2014

Complete
3.1 a3 Management
Board paper - staff su

3.1 a4
NHS_staff_survey_20

Complete

Safety culture survey 2014
3.1 b Safety Culture
Survey 2014.docx

Patient safety Committee implementation of
recommendations from the
Berwick Report

Complete
3.1 b2 Patient safety
Committee - implemen

Complete

Safety Culture Audit Report
3.1 b3 2014 Safety
Culture Survey Action
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Recommendation

Action
c.

d.

Lead director

Timescale

Progress

Evidence
Patient Safety and
Experience Quarterly
Report - Q2 2014-15 July September 2014

National reporting and
learning system

NHSLA

Comparing your claims
experience to other CNST
members with member type
'Other'
Risk & Quality Committee
paper - NHSLA RAG rating
report

e.

f.

Health Service Ombudsman
Report

‘True for Us’ Review against
Parliamentary and Health
Ombudsman report
Designing good together:
transforming hospital
complaint handling

Francis Report - true for you
review

NHS England Friends and
Family Test guidance (July
2014) Briefing and ‘True for
Us’ Review
‘True for Us’ Review against
details of Prosecution of Mid
Staffordshire NHS
Foundation Trust by HSE
Risk & Quality Paper - True
for Us; Building a Culture of
Candour

g.

Post Graduate Deans report

Final response sent to the
Deanery in May 2014
following recommendations
from their visit September
2013

Documents

Status
Complete

3.1 c Patient Safety
and Experience Quart

Complete
3.1 d Comparing
your claims experienc

Complete
3.1 d2 Risk & Quality
Committee paper NHS

Complete
3.1 e Ombudsman
report.doc

Complete
3.1 f1 NHS England
Friends and Family Te

Complete
3.1 f2 ‘True for Us’
Review against detail

Complete
3.1 f3 Risk & Quality
Paper - True for Us; B

Complete
3.1 g1 PGME
Deanery action plan r

The Deanery response to
the above July 2014

Complete
3.1 g2 Deanery
Response July 2014.p

Annual PGME quality
monitoring report
September 2014

h.

Grand Rounds

Complete
3.1 g3 The Christie
LEP report sept 2014

Complete

Learning from significant
events - W15957
3.1 h1 Learning from
significant events -W

Lessons learned from a
Folinic Acid rescue incident
in a MTX treated patient

3.2 Develop improvement plan in
consultation with staff

Director of Nursing &
Quality

31st January 2015
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This work is already in progress with
regards the engagement of staff around
the safety Culture survey and a full
action plan will be available to meet the
timescale

Complete
3.1 h2 Lessons
learned from a Folinic

Complete
3.2 2014 safety
culture survey.docx

Recommendation
4

Reviews the processes for
measuring waiting times in the
outpatient department to ensure
accuracy of information

Action
4.1 Conduct a clinical audit and
schedule in the audit plan

4.2 Develop our improvement plan
from audit findings

Lead director
Chief Operating Officer

Chief Operating Officer

Timescale
st

1 December 2014

19th December 2014

Progress
Clinical audit completed

Improvement plan in place. Targets
being achieved. Measures being agreed.

Evidence
20 minute waiting time
target in outpatients –
review by clinical audit team
October 2014

Documents

Status
Complete

4.1 20 minute
waiting time target in

Outpatient 20 minute wait
Action Plan

Complete – progress
continuing
4.2 Outpatient 20
minute wait Action Pla

4.3 Engagement plan

Chief Operating Officer

19th December 2014

Presentation to Management Board

Presentation to December
Management Board

Complete
4.3 OP
experience.ppt

Initial meeting 11th December 2014
Staff Focus groups established 18th
December 2014

5

Reviews its systems to ensure that
patient letters are provided to all
stakeholders in a timely way

5.1 Audit current performance

5.2 Develop an improvement plan

6

Address problems within
administration chambers including
patient administration
(appointment scheduling / patient
letters and filing of notes)

6.1 Engage administration staff in
clarifying the root cause of
problems

Chief Operating Officer

Chief Operating Officer

Chief Operating Officer

31st January 2015

Patient engagement event to be coordinated through Patient Experience
Committee

19th December 2014

Audit of turnaround times per chamber
attached

9th January 2015

19th December 2014

Complete

Schedule of staff meetings
for OP improvement plan
4.3 Schedule of staff
meetings for OP impro

Complete

Audit of turnaround times
per chamber attached for
Medical Oncology and
Clinical Oncology

Improvement paper presented to Execs
13th November 2014
Further Update on 11th December 2014
Draft Improvement plan 19th December
2014

Briefing paper - Discharge
Letters

Schedule of staff meetings to be agreed
19th December 2014. Schedule to be
published
Cross cutting RCA event to be held
January 2015 with staff leading on
improvement
Typing turnaround improved. Filing
backlog removed

Schedule of meetings with
admin staff

Surgical Admin Chambers meeting held
27th November 2014 and 5th December
2014

Notes of attendance
attached

Complete
5.1 Audit of
turnaround times per

Complete
5.2 Discharge
letters.doc

Complete
6.1 1 Administration
Improvement Plan an

6.1 1a Admin action
plan 080415.docx

Complete
6.1 2 Meeting
attendees 27.11.14 &

Complete

Surgical chambers Incidents
performance
6.1 3 Surgical
chambers Incidents p

Complete

Secretarial issues raised
regarding EPRO
6.1 4 Secretarial
issues raised regardin

6.2 Establish and communicate an
action plan showing the issue and
actions taken

Chief Operating Officer

9th January 2015

Surgical Admin Chambers action plan
circulated 10th December 2014

Surgical Action Plan

Complete
6.2 Surgical Admin
Chambers action plan
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Recommendation
7

8

9

Action

Lead director

Timescale

Progress

Review to be
completed by the end
of Q4 14/15

Review of the QA committee formed part
of the well-led governance review.
NED membership of the committee
including chair has changed
Permanent chair appointed
Recruited experienced NEDs with
relevant experience
Permanent recruitment of NEDs
informed by external review

Annual audit of committee
effectiveness for Quality
Assurance Committee

Review to be
completed by the end
of Q4 14/15

External reviewer appointed (PwC) and
initial meetings diarised. Report shared
with PwC
Report to regulator and Board of
Directors
Review complete and reported through
Board

Signed letter of Agreement
with PwC
Report received (see 1.2)

27th February, 2015

MIAA reviewed ToR and have identified
resource to undertake review.
Confirmation 8th December 2014
Meeting held with MIAA on 12th
December 2014
Quotation and scope of works to be
issued 29th December 2014
Revised terms of reference received
12.01.15
Report received & implementing
recommendations.
Appointments process for Director of
Capital & Facilities progressing.

Draft scope of services
received - further
clarification and detail
required. Meeting arranged
for 8th January 2015
Review now complete
Draft report issued 8th April,
2015. Improvement plan
being developed with MIAA

Reviews the scrutiny and
challenge aspects of the quality
assurance committee

7.1 Undertake an assessment of the
QA committee to include
membership, regularity of
meetings, content of agenda etc

Chair / Company Secretary

Takes into account the findings of
our work when focusing the scope
of its planned governance review
against Monitor’s well led
framework; and the well led
domain of CQCs inspection
framework

8.1 Appoint an external reviewer and
define the terms of reference of
the review based on the contents
of the Monitor/CQC report

Chair / Interim Chief
Executive

Address long standing issues with
team leadership and performance
management in estates and
facilities division

9.1 Commission an external review of
the leadership and performance

Chief Operating Officer

Evidence

9.2 Review the current HR issues in
E&F

Director of Workforce

9th January 2015

E&F HR issues identified over past 2
years
Comparison with other divisions to be
completed

No significant variance in
cases as a proportion of
workforce. Individual cases
to be analysed further to
identify any trends

9.3 Engagement programme for the
E&F staff

Director of Workforce /
Chief Operating Officer

19th December 2014

Draft plan developed on to include formal
and informal events. Meetings to be
scheduled. Exec safety & quality walk
around by held in Domestic services 9th
December 2014
Exec safety & quality walk around held
with Security staff on 30th December
2014
Schedule of meetings planned with
Estates and Facilities staff

Schedule of meetings
Feedback from visits

Documents

Complete
7.1 annual audit of
QA committee.pdf

Complete
8.1 Signed letter of
agreement PwC.pdf

Complete
9.1 Review of
Estates and Facilities

9.1a Estate &
Facilities Department

Evidence available on
request

Complete

Complete
9.3 1 Schedule of
meetings with E&F sta

9.3 2 Pat Suite 05 12
14.docx

9.3 3 Domestic
services 09 12 14.doc

9.3 4 Security
30.12.14.docx

Attendance list from
meeting held 19.12.14
9.3 5 Attendance list
19.12.14.pdf
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Status

Recommendation
10

Create a single document with all
trust risks recorded in one place –
ensure consistency in clarity of the
risk registers

Action
10.1 Publish an updated corporate risk
register monthly

Lead director
Director of Nursing &
Quality

Timescale
rd

23 December 2014

Progress
The Trust has always had a corporate
risk register a requirement of NHSLA
Level 3. In order to make it more visible
to the organisation the corporate risk
register will be placed on the Quality &
Standards section of the intranet and will
be replaced on a monthly basis on the
25th of each month or the nearest
working day so that the live register is
available for staff to review

Evidence
Attached are the Risk and
Quality Governance
Committee papers on the
Corporate Risk Registers

Documents

Complete
10.1 Corporate Risk
Register - November

Corporate risk register meeting held 20th June 2012
10.1 1 Corporate
Risk Register Report 2

Corporate risk register meeting held 12th December
2012

10.1 2 Corporate
Risk Register Report

Corporate risk register meeting held 19th June 2013
10.1 3 Corporate
Risk Register Report

Corporate risk register meeting held 18th December
2013

10.1 4 Corporate
Risk Register Report

Corporate risk register meeting held 18th June 2014
10.1 5 Corporate
Risk Register Report

Corporate risk register meeting held 19th November
2014

102

Status

10.1 6 Corporate
Risk Register Report
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Report of

Executive Director of Nursing and Quality
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Savile report update
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Themes and lessons learnt from NHS investigations
into matters relating to Jimmy Savile
21-15a Savile report recommendations

Purpose of Paper

To update the board on progress against the
recommendations made for the NHS in the Savile
report
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To note progress
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Impact on resources and risk and
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broader than finance and also include
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DoW – Director of Workforce
EDoN&Q – Executive Director of Nursing & Quality

103

104

Agenda item 41/15b
Meeting of the Board of Directors
Friday 31st July 2015
Savile report
1

Background
Following the death of Jimmy Savile and subsequent allegations of his wrongdoing at
NHS organisations, the Department of Health launched an inquiry into his activities
across the NHS. In total, 44 reports have now been published following investigations
triggered by this exercise.
While many of these actions took place a long time ago and, in some cases, at
institutions that no longer exist, everyone within the NHS has a responsibility to make
sure nothing like this can ever happen again.
The Secretary of State for Health asked Kate Lampard QC to produce a ‘lessons
learned’ report, drawing on the findings from all published investigations to identify
areas of potential concern across the NHS. The report was published on 26 February
and includes 14 recommendations for the NHS, the Department of Health and wider
government.
The Secretary of State for Health has accepted in principle 13 of these
recommendations, 10 of which apply to NHS trusts and foundation trusts. Although the
Secretary of State did not accept recommendation 6 on Disclosure and Barring (DBS)
checks, organisations are asked to consider the use of these checks (standard or
enhanced) where appropriate. The recommendations are summarised in appendix 1.

2

Introduction
As a response to the recommendations being published, Monitor wrote to all
foundation trusts. We were asked to read the report, assess the relevance of its
recommendations to our own organisation and take any action necessary to protect
patients, staff, visitors and volunteers. We were then asked to respond to Monitor by
15 June 2015 with an overview of any necessary actions that we have taken as a
result of the recommendations in the report or, where these are in progress, the date
by which they will be completed.

3

The Christie response to the recommendations
Of the 14 recommendations made, 12 are relevant to The Christie. Each of the
recommendations was assigned a lead director. The issue identified as well as
planned actions and progress, with a date for completion are outlined in appendix 1.
The overall assessment of the recommendations showed no major gaps or
unidentified risk in our policies and procedures but did require some action to ensure
that we are doing everything we can to protect patients, staff, visitors and volunteers.
This is summarised in the template. The template was submitted to Monitor by the
deadline and is presented to board to demonstrate that all actions are complete.

4

Recommendation
Board are asked to note the recommendations and the completed actions.
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Report on actions in response to Kate Lampard’s report into Themes and lessons learnt from NHS investigations into matters relating to Jimmy Savile

R2 All NHS trusts should review their voluntary
services arrangements and ensure that:
• they are fit for purpose;
• volunteers are properly recruited, selected and
trained and are subject to appropriate
management and supervision; and
• all voluntary services managers have
development opportunities and are properly
supported.

DoF&CA

R1 All NHS hospital trusts should develop a policy
for agreeing to and managing visits by celebrities,
VIPs and other official visitors. The policy should
apply to all such visits without exception.

DoF&CA

Recommendation

Lead

NAME OF TRUST: The Christie NHS Foundation Trust

Issue identified

Planned Action

Progress to date

Due for
completion

Policy in place but required
updating to include other
charities fundraising on site

To benchmark our
policy against other
trust policies. Policy
to be updated,
approved & ratified

Benchmarking complete
Policy approved June 2015

Complete

Good arrangements in place
for volunteers.

To benchmark and
update policy (as
R1).
Paper to Council of
Governors in May
2015

Benchmarking complete.
Policy updated and
approved.
Council approved removal of
staff governor for registered
volunteers (group to be
represented by staff
governor: non clinical staff)
Review undertaken and
actions taken in response

Complete

Review of volunteer governor
role

Review required of access
granted to volunteers (tighter
controls required)
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To undertake review
and report back to
board.

Complete

Complete

R5 All NHS hospital trusts should undertake
regular reviews of:
• their safeguarding resources, structures and
processes (including their training programmes);
and
• the behaviours and responsiveness of
management and staff in relation to safeguarding
issues to ensure that their arrangements are
robust and operate as effectively as possible.

Lead
DoW

R4 All NHS trusts should ensure that their staff
and volunteers undergo formal refresher training
in safeguarding at the appropriate level at least
every three years.

EDoN&Q

Recommendation

Issue identified

Due for
completion

Planned Action

Progress to date

Appropriate level of training
identified. Frequency of
delivery changed

Staff training records
updated for
individual
compliance

Staff training is in place for all
staff which includes three
year refresher training.
Volunteers training is being
reviewed has been
implemented.

Complete

Safeguarding policy in place
including the training
programme however it
requires updating to include
the ‘Celebrity/VIP policy’
once Board have approved
(see R1)
The Safeguarding vulnerable
people committee meets
every 6 weeks to ensure that
the behaviours and
responsiveness of
management and staff in
relation to safeguarding
issues are robust and
operate as effectively as
possible. Any issues are
escalated to the Patient
Safety Committee.

Safeguarding policy
to be updated to
include hyperlink
and reference to the
‘Celebrity / VIP
policy’

On the agenda for the
safeguarding vulnerable
people committee meeting on
April 2015.

Complete
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R7 All NHS hospital trusts should undertake DBS
checks (including, where applicable, enhanced
DBS and barring list checks) on their staff and
volunteers every three years. The implementation
of this recommendation should be supported by
NHS Employers.

Lead

Issue identified

Progress to date

Due for
completion

DBS check review
for all staff
completed.

DBS checks being
undertaken for all volunteers.

Controlling patient access
through trust controlled
devices and use of The
Christie name externally.

Internet policies will
be reviewed and
renewed as part of
the implementation
of a new patient
entertainment
system.

All social media is monitored Complete
by the communications team
and any issues escalated and
actioned appropriately.
Guidance is available on the
website on internet
use/manners. A system is in
place through a secure proxy
server which filters out
inappropriate content.
A robust social media and
social networking policy is in
place which restricts access
to the administration of Trust
social media accounts
including Facebook, Twitter
and the Trust Blog.
Our social media and social
networking policy sets out
what is and what is not
acceptable in the use of
social media.

DoF&CA

R9 All NHS hospital trusts should devise a robust
trust-wide policy setting out how access by
patients and visitors to the internet, to social
networks and other social media activities such as
blogs and Twitter is managed and where
necessary restricted. Such policy should be
widely publicised to staff, patients and visitors and
should be regularly reviewed and updated as
necessary.

Planned Action

DBS checks are undertaken
for all relevant employed staff
DoW

Recommendation
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Complete

R11 NHS hospital trusts should review their
recruitment, checking, training and general
employment processes to ensure they operate in
a consistent and robust manner across all
departments and functions and that overall
responsibility for these matters rests with a single
executive director.
R12 NHS hospital trusts and their associated
NHS charities should consider the adequacy of
their policies and procedures in relation to the
assessment and management of the risks to their
brand and reputation, including as a result of their
associations with celebrities and major donors,
and whether their risk registers adequately reflect
such risks.

Lead
DoW
DoW

R10 All NHS hospital trusts should ensure that
arrangements and processes for the recruitment,
checking, general employment and training of
contract and agency staff are consistent with their
own internal HR processes and standards and
are subject to monitoring and oversight by their
own HR managers.

DoF&CA

Recommendation

Issue identified

Planned Action

Progress to date

Due for
completion

Confirming proper
arrangements are in place
following the NHS
Employment Checking
standards

Review current
policy and update if
necessary

Arrangements are in place
following the NHS
Employment Checking
standards and audited on a
monthly basis.

Complete

Confirming proper
arrangements are in place
following the NHS
Employment Checking
standards

Review current
policy and update if
necessary

Arrangements are in place
following the NHS
Employment Checking
standards and audited on a
six monthly basis and
presented to the Patient
Safety Committee. Overall
responsibility is in place.

Complete

Ensuring policies and
procedures are adequate and
risks recognised.

To ensure policies
are updated and
benchmarked and
staff trained to
identify potential
risks. To ensure
partner charities are
managed in line with
the policy.

Policy in use and escalation
process well established.
Benchmarking exercise
complete

Completed
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Lead

Recommendation

Issue identified

Planned Action

Progress to date

I confirm that this NHS foundation trust Board reviewed the full recommendations in Kate Lampard’s lessons learnt report

DATE: 9th June 2015

SIGNED:
CEO NAME: Roger Spencer
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Due for
completion
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Agenda item 41/15c
Meeting of the Board of Directors
Friday 31st July 2015
Report of

Director of Finance and Business Development and
Executive Medical Director

Paper prepared by

Darren Bugg

Subject/Title

Implications for The Christie of “Achieving World
Class Outcomes” strategy paper

Background papers (if relevant)

Achieving World Class Cancer
Strategy for England, 2015-20

Purpose of Paper

The purpose of this paper is to update the Board on
the content of the recently published Achieving Wold
Class Cancer Outcomes strategy paper, and identify
how the Trust intends to respond.

Action/Decision required

The Board of Directors is asked to:

Outcomes,

A

(i) note the implications of the strategy paper
(ii) comment upon the
response to the paper
Link to:



Trust’s

Five Year Forward View

NHS strategies and policy

Link to:

Five year strategic plan



Trust’s Strategic Direction

Emerging Devolution Manchester plans



Corporate objectives

Impact on resources and risk and None
assurance profile
You are reminded that resources
are broader than finance and also
include people, property and
information
You are reminded not to use None
acronyms or abbreviations wherever
possible. However, if they appear in
the attached paper, please list them
in the adjacent box.
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intended
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Report to Board of Directors
Friday 31st July 2015
Implications for The Christie of “Achieving World Class Outcomes” strategy paper
1.

Introduction
The independent Cancer taskforce was established by NHS England on behalf of
the Care Quality Commission, Health Education England, Monitor, Public Health
England and the Trust Development Authority in January 2015 to develop a five
year strategy for cancer services. This strategy was published in July 2015, and
this paper is a short summary of the content and identifies how the Trust intends to
respond.
The Strategy can be found on the Directors’ share-point site.

2.

Overview
The strategy explores the entire pathway of cancer care from awareness of lifestyle
risk factors to the delivery of end of life and palliative care, providing 95
recommendations within the document.
The report provides a wide breadth of recommendations dealing with every aspect
of cancer care. However, it identifies the six strategic priorities over the next five
years as:
• Spearhead a radical upgrade in prevention and public health
• Drive a national ambition to achieve earlier diagnosis
• Establish patient experience as being on a par with clinical effectiveness and
safety
• Transform our approach to support people living with and beyond cancer
• Make the necessary investments required to deliver a modern high-quality
service
• Overhaul processes for commissioning, accountability and provision
The consistent themes through the document identify the need for improved
communication to patients and care providers; reconfiguration of patient pathways;
and coordination of care across the local health care economy and other
stakeholders.
The strategy aligns to the trusts existing plans, and in many instances The Christie
are already at the forefront of the proposed developments. There a number of
suggested pilots brought to the attention of directors to provide guidance on our
appetite to proactively engage. (These are identified in the annex to this paper).
The report identifies that unless there are significant changes the cost of cancer in
the NHS is likely to grow rapidly due to increasing incidence, healthcare inflation
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and new technology. Furthermore it is recognised that a number of the proposed
initiatives will require additional investment, including one off capital costs, but it is
anticipated that these investments will not only deliver earlier, improved and
coordinated care but also generate reduced care costs.
3.

Next Steps
To ensure that the recommendations within the Strategy are properly considered
and implemented (if agreed) the group will undertake the following:
• A small team identified within the Strategic Plan Implementation Group to
review the Service Delivery Plan process will extend its remit and review how
to respond to the Strategy. (The group consists of two executives and four
General Managers, chaired by the Deputy Director of Business Development).
• A paper will be taken to the Strategic Plan Implementation Group (in the first
instance) to identify whether each recommendation is:
o Outside the scope of existing Christie services (at least in medium
term)
o Inside scope of Christie services but not considered appropriate to
progress at this stage
o Inside scope of Christie services and to be considered appropriate to
progress
o Already being developed within The Christie or our partners
• On determination of the scale of the proposed developments the Strategic
Plan Implementation Board will consider the next steps.

4.

Conclusions and recommendations
Following the considerations of the new strategy and its implications for Trust plans,
proposals will be presented to the board of directors in September.
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Annex: Potential pilots
The recommendations include a number of pilots that The Christie could consider
identifying themselves as potential sites. Below is a list of the recommendations and the
forum within which the opportunity should be initially discussed. (It should be noted that
there is no formal process identified to volunteer as a pilot site).
Recommendation

Suggested forum for consideration

22: NHS England should pilot an approach, through new or
existing Vanguards, and in particularly in areas where GP
access is known to be poor, through which patients can
self-refer for a first investigation test via a nurse telephone
triage, if they have a red flag symptom that would always
result in a test.

GP engagement forum (to be
constituted in September 2015)

23: NHS England should pilot the role of a cancer nurse
specialist in large GP practices and other aspects of cancer
care.

GP engagement forum (to be
constituted in September 2015)

41: NHS England, TDA and Monitor should pilot a
comprehensive care pathway for older patients (aged 75
and over in the first instance). This pathway should
incorporate an initial electronic health needs assessment,
followed by a frailty assessment, and then a more
comprehensive geriatric needs assessment if appropriate.
The pilot should evaluate a model in which the outputs of
these assessments are considered by the MDT in the
presence of a geriatrician, who would advise on AHP
needs, co-morbidities etc and their implications for
treatment and emotional and physical support.

Strategic Plan Implementation
Board
Note that a paper has previously
been presented to Management
Board identifying a need for an
older people service, potentially
located at a third radiotherapy
satellite site.

49: NHS England should pilot, through new or existing
vanguard sites, assessment of holistic needs for cancer
patients at the point of diagnosis, evaluating the benefit of
earlier palliative care and/or intervention from AHPs.

Strategic Plan Implementation
Board

71: NHS England should consider piloting, through new or
existing vanguard sites, the commissioning of integrated
evidenced based depression care that includes screening
and treatment systems.

Strategic Plan Implementation
Board

72: NHS England should evaluate, through new or existing
vanguards, whether the establishment of community
oncology nurse services and community pharmacy services
could cost effectively assist the management of
consequences of treatment and treatment adherence.

Outreach Service team

77: NHS England should work with Monitor to pilot the
commissioning of the entire cancer pathway in at least one
area. Ultimately, this should include investigation, through
diagnosis and treatment, living with and beyond cancer,
and end of life care. The pilot should test a fully devolved
budget for that population, to be delivered over multiple
years. Commissioning of services should be based on a
pre-specified set of clinical and patient experience
outcomes.

Link to Devolution Manchester

117

118

Agenda item 42/15a
Meeting of the Board of Directors
Friday 31st July 2015

Report of

Paper prepared by

Subject/Title

Executive director of finance & business development
Interim chief operating officer
Executive director of nursing and quality
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Company secretary

Monitor declaration for quarter 1 submission

Background papers (if relevant)
Purpose of Paper

Action/Decision required

To present the draft narrative that will be submitted to
Monitor together with the Board of Directors’
declaration

To approve the submission

Link to:

NHS strategies and policy

Monitor’s Risk Assessment Framework

Link to:

Trust’s Strategic Direction

Corporate objectives

Strategic objective 1. NHS Services – Continue to
meet the overarching financial and quality
requirements of the Care Quality Commission,
Department
of
Health
and
Monitor.

Resource impact

None
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Agenda item 42/15a
Meeting of the Board of Directors
Friday 31st July 2015
Monitor Declaration for Quarter 1 submission
1.

Introduction
The Risk Assessment Framework sets out the approach Monitor will take to
monitoring risks to foundation trusts' compliance with their financial and governance
licence conditions and for triggering further investigation when necessary. The basic
principle is one of self-regulation with trusts being required to report in-year on a
quarterly basis and more frequently as required by Monitor should risks emerge. The
form of reporting is a linked spreadsheet displaying the income and expenditure,
balance sheet and cash flow actuals against the annual plan. There is also an
analysis on significant financial variances and other exceptional issues, a governance
report which certified compliance against key performance targets, a governance
statement and a self-assessment table against a number of measures which give
early warnings of the potential for a trust to have financial failings. Details of any
elections held are also included in this return.
There are three declarations/board statements to be signed:
Finance Declaration - The board anticipates that the trust will continue to maintain a
Continuity of Service risk rating of at least 3 over the next 12 months.
Governance Declaration - The board is satisfied that plans in place are sufficient to
ensure: ongoing compliance with all existing targets (after the application of
thresholds) as set out in Appendix A of the Risk Assessment Framework; and a
commitment to comply with all known targets going forwards.
Otherwise - The board confirms that there are no matters arising in the quarter
requiring an exception report to Monitor (per the Risk Assessment Framework page
22, Diagram 6) which have not already been reported.
The contents of these declarations were specified in Monitor's Risk Assessment
Framework. In the event than an NHS foundation trust is unable to confirm these
statements it should not select 'Confirmed’ in the relevant box. It must provide a
response explaining the reasons for the absence of a full certification and the action it
proposes to take to address it. This may include any significant prospective risks and
concerns the foundation trust has in respect of delivering quality services and
effective quality governance. Monitor may adjust the relevant risk rating if there are
significant issues arising and this may increase the frequency and intensity of
monitoring for the NHS foundation trust.
In addition, the board is asked to declare the number of subsidiaries included in the
finances of the return, whilst ensuring the results of any NHS charitable funds are not
included.
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2.

Narrative report and declarations
The narrative that will be submitted to Monitor is attached at Appendix A together with
the three declarations at Appendix B. All three declarations will be submitted as
confirmed. The number of subsidiaries is declared as nil.

122

Appendix A

Monitor Declaration for Quarter 1 submission
1.
1.1

Finance
Income & expenditure
We are reporting an income and expenditure surplus for the quarter to 30th June 2015
of £1.982m, which is £0.192m below plan. Our trading surplus, which excludes
technical adjustments for impairments and charitably funded capital donations, is
£0.253m, £0.003m above plan. EBITDA is £0.627m better than plan.
NHS clinical income is £0.392m above the plan for the quarter.
Donations received of cash to buy PPE & intangible assets are below plan by
£0.196m due to the planned timing of charitably funded capital expenditure against
the evenly phased income target. This is expected to return to plan by the end of the
financial year.
Increases in other income include commercial income and income from service
agreement trading with The Christie Clinic and The Christie Pathology Partnership.
Our expenditure to date includes the costs required to deliver the additional activity in
these areas. The Charity contribution is below plan and matches expenditure.
Research income is below plan, matched to reduced expenditure reflecting the
timings of a significant CRUK major centre grant.
Pay costs are below plan for the quarter by £0.166m. This includes a favourable
variance of £0.353m on charitably funded posts (matched by income), offset by an
adverse variance of £0.024m on agency costs. This position reflects planned
vacancies as part of our medium term measures to control costs and reducing
agency usage.
Drug expenditure (excluding pass through costs) is below plan by £0.619m, which
includes an underspend on high cost drugs.
Expenditure on pass through costs accounted on a gross basis are on plan.
Interest receivable, depreciation, impairments, dividend costs and interest payable
are in line with plan.
The Christie Clinic joint venture continues to perform well and is ahead of its business
plan, driven by patient activity and volumes. The Trust’s share of private patient
income from the equity accounted joint venture is below our straight line plan by
£0.653m, which reflects the Trust’s 40% share (£0.369m) of 2015 excess profits in
line with the terms of the profit distribution agreement. In line with the contractual
arrangements, the Trust is due the first £2.087m generated by TCC in the 2015
financial year. The Trust has therefore received its allocation of distributable profits
for the 2015 calendar year in the 2014-15 Trust financial year. However, TCC has
generated sufficient profits in 2015 to trigger additional distributable profits in excess
of contractual levels to the Trust of £0.369m as at June 2015.
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1.1.1

CIP
As reported through the annual plan, the transformation board and Programme
Management Office (PMO) we invested in in January 2012 continues to have a
significant positive effect on efficiency programme.
As at Q1, 100.0% of in-year CIP (£1.365m) has been removed from budgets through
both recurrent schemes and non-recurrent schemes (including revenue generation),
with the requirement for mitigation from reserves being less than plan.
Full year, 47.1%% of CIP (£2.570m) has been removed recurrently from budgets.
The Trust has identified 100% of the recurrent target through risk-assessed schemes.
Work is therefore progressing on these further schemes, which are subject to quality
impact assessment and confirmation of key milestones. In total our transformational
programme is designed to deliver a risk assessed value of £5.460m recurrently.
Q1 programme milestones have been achieved (30% recurrent CIP achieved), and
we are on track to deliver Q2 milestones (550) within our PMO. Action plans are
developed to mitigate and recover any slippage against the overall plan, with the
transformational board and its sub-committees monitoring progress.

1.2

Cash flow
The exchequer cash balance, excluding current asset investments, at the end of June
stands at £51.811m, which is £7.402m above plan. This is predominantly due to the
improved EBITDA and improvements in working balances and capital creditors, along
with reduced capital expenditure.

1.3

Balance sheet
Non current assets are below the Q1 plan by £2.665m. This position reflects capital
expenditure slippage, as well as below plan JV investment linked to the contractual
arrangements of the private patient joint venture.
Net current assets are £1.643m above plan. This reflects:
•
•
•
•

the above plan cash position of £7.402m
below plan stock of £0.023m
below plan debtors/accrued income/prepayments of £3.606m
above plan creditors/liabilities of £9.342m

Debtor days are 14 against our internal target of 12 days, in line with quarterly and
year-end trend. Debt within 30 days accounts for 75% of total debt, whilst debt over
90 days accounts for 4%.
Performance against the 30 day and 10 day public sector payment policies are:
• 30 days policy 96.8% against a target of 95%
• 10 days policy 77.0% against a target of 80%
There have been no revisions of the investment in Kaupthing, Singer and Friedlander
in Q1. Therefore as at 30th June 2015, the Trust’s investment remains at £25k.

124

1.4

Strategic Capital Projects
The Trust has a number of capital projects as identified within the annual plan, and
these are continuing to progress to programme, with the exception of the externally
managed Manchester Cancer Research Centre project. A brief update on each is set
out below.
Manchester Cancer Research Centre (MCRC)
Following previously reported delays in the completion of the MCRC, the centre has
now been completed and handed over to the University of Manchester for fit out.
The Christie has been allocated space on the 2nd floor of the building and has begun
to move research and development services from disparate accommodation around
the Trust. This will enable greater integration with both the University of Manchester
and CRUK.
Proton Beam Therapy
The Department of Health have announced a £250m investment for a national proton
beam therapy service from 2 centres – one at The Christie and one at University
College London Hospitals (UCLH).
The Christie project is progressing to programme. The design for the treatment
building is currently at RIBA Plan of Work Stage 4 for the clinical building and Stage 3
for development of the bunkers.
The joint procurement process (The Christie and UCLH) for the proton equipment has
been progressed in line with the programme and contracts have been signed with
both the equipment and the build supplier on the 24th July 2015 . Enabling work is in
progress and construction works will start on site in August 2015.
The development agreement which is the agreement between the 4 parties
(ourselves , UCL, NHSE and DH) was signed on the 6 July.
Outpatients and Inpatient reorganisation
Design options are being developed for new facilities for outpatient and inpatient
accommodation to replace the existing areas which are within our older estate and
include nightingale ward facilities.
A business case was approved by our Board of Directors in January in relation to the
provision of shell space co-located with the proposed proton beam therapy centre.
The next business case will outline details of the outpatients’ development, which is
expected to be submitted to Board for approval by Q3 of 2015-16.
Integrated Procedures Unit
This facility will co-locate 5 ambulatory services currently situated in disparate
locations. Interserve has been selected as the main contractor through the P21+
procurement route.
A full planning application has been submitted to Manchester City Council and was
approved in June 2015.
The design and construction team have progressed the project and are due to submit
a Guaranteed Maximum Price (GMP) by the end of July. The project is expected to
start on site late summer 2015.

125

Maggie’s Caring Centre
Maggie's is recognised as a high quality, award-winning and innovative organisation
providing support to anyone with cancer, and work has commenced on site to
construct a Maggie’s centre at The Christie.
Construction works have commenced and the main timber frame of the building is
now erected. The centre, which is expected to open in 2016, will be the first in the
North West and has been designed by world-renowned architects, Foster + Partners
with landscaping by RHS gold medal winner Dan Pearson.
MRI Development
Further to the development of the Trust’s MR strategy, the scope of the project is to
provide accommodation for two replacement 1.5t MRI scanners and a new 3t MRI
scanner, with potential for further expansion for a fourth scanner.
A full planning application has been submitted to Manchester City Council and was
approved in June 2015. The programme of works indicates a start on site date of
August 2015, with project handover in March 2016.
1.6

Capital expenditure reforecast trigger
The Trust has not breached the capital expenditure reforecast trigger, which has a +/15% tolerance. Capital expenditure stands at 86.2% of plan, due to the timing of
expenditure on schemes, predominantly on the Proton Beam Therapy project.

1.7

Continuity of Service Risk Rating
The quarter 1 return shows we have a Continuity of Service Risk Rating (CoSRR) of
4, in line with a plan of 4.

1.8

Validation Checks
There are no validation checks within the linked spreadsheets the Trust is asked to
explain.

1.9

Forecast
The Trust is forecast to be on plan for both its income and expenditure surplus, and
its capital expenditure.

2.
2.1

Performance
Core standards
We are compliant with core standards in Quarter 1 and have signed the governance
declaration as confirmed.

2.2
2.2.1

Areas of compliance
62 day referral to treatment indicator
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The Christie is compliant with both the local and national performance thresholds for
this indicator when the Greater Manchester and Cheshire Cancer Network breach
reallocation policy is applied.
Improving and sustaining cancer performance.
The Christie has raised concerns with our relationship manager regarding the weekly
collection of 62 day target information which is to be uploaded to unify. The process
will be even further away from representing actual performance than the monthly
CWT data, as this will be pre reallocations. It may also perpetuate the overall
communication of performance problems that we have seen recently within GM.
2.2.2

Referrals to the Christie
Referral times to The Christie from other providers has slightly reduced in Q1 with
56.1% of referrals coming in before day 42.
Q1 CaRPs 56.1% received before day 42

2.3
2.3.1

Areas of compliance
CWT targets for quarter 1 2015/16 (subject to validation)
The table below shows the Q1 performance against the access targets
Operational
Standard

Existing Standards

Breach
Reallocation

14 day s tandard (2WW)

93%

n/a

62 day s tandard

85%

90.6%

31 day s tandard

96%

98.3%

Not yet s et

88.2%

62 day s creening s tandard

90%

75.0%

31 day drug s tandard

98%

100.0%

62 day cons ultant upgrade s tandard

94%

98.1%

31 day radiotherapy s tandard

31 day s urgery s tandard

94%

99.8%

Breas t 14 day s ym ptom atic s tandard

93%

n/a

2.3.2

18 week milestones
We have been compliant with the milestones for this target each month since March
2008. Our current Q1 position is 96.7% performance for admitted patients, 98.5% for
non-admitted patients and we have achieved 98.8% against the 92% target for
incomplete pathways. We have obtained 100% of clock start dates for all patients
referred to us.

2.3.3

Infection rates
MRSA
We have had 0 MRSA bacteraemia in Q1.

2.3.4

Clostridium difficile
Our Q1 position is no avoidable cases against our full year trajectory of no more than
12. The total number of C.Diff cases (including: cases deemed not to be due to lapse
in care and cases under review) was 6 against our locally agreed contract of 19.
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3.

Quality
The Trust on a quarterly basis holds a Quality Assurance Committee which is a
formal sub-committee of the Board and is wholly non-executive director led. The
purpose of the meeting is to hold the executive directors of the Trust to account with
regards Quality Governance and this is achieved through receiving assurance of
quality systems across the Trust and through a formal internal audit plan looking at
quality outcomes.
During Quarter 1 of 2015-16 the following reports were discussed and assurance
obtained at the Quality Assurance Committee:
•

Following the internal effectiveness review of the Quality Assurance
Committee and receipt of the PWC external Well Led Governance Review,
changes have been made and signed off by the Board with regards to the
work of the Quality Assurance Committee. The June meeting met with the
agenda reflecting the recommended changes;

•

The Deputy Director of Nursing & Quality presented the outcome of a clinical
audit on patient experience. The clinical audit provided data for both
inpatients and out patients and how the outcomes of the clinical audit were
used to triangulate with the national inpatient survey and the patients Friends
and Family Test;

•

The committee received and were assured of the comprehensive data
provided and actions being taken in the quarterly patient and staff safety and
experience quarterly report for January-March 2015 which identified themes
and trends of complaints, claims and incidents;

•

An overview of the work of the Risk & Quality Governance Committee over the
quarter and assurance that this is providing the links to corporate and
divisional risks and operational assurances;

•

The committee received the significant assurance internal audit report
following a quality spot check audit on ward 4. The audit reviewed the
following areas of ward activity: Admission procedures, discharge
arrangements, systems for infection control, controlled drug management,
complaints and incident reporting;

•

The committee received the following annual reports all of which the
committee assigned significant assurance to. The reports were:
o
o
o

•

Health, Safety and Security Annual report 2014-15
Infection, Prevention and Control Annual report 2014-15
Equality & Diversity Annual Report 2014-15;

The committee reviewed the evidence presented within the Monitor Quality
Framework bi-annual assessment and the committee agreed a score of 0
thereby providing significant assurance. The committee specifically noted the
strong source of evidence to demonstrate compliance with the standards.

The Board of Directors have also been assured of the following quality performance:
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•
•
•
•

The quality performance of the organisation as set out in the monthly
integrated performance report against local and national targets and
indicators;
Achieving the annual requirements of the CQuIN scheme and being on
trajectory to meet quality targets identified in Quarter 1 2015/16;
There have been no never events;
There have been no significant risks to quality identified as the Trust delivers
its annual plan.

4.
4.1

Non Financial Information
Membership
As at the end of June 2015 we had 33,788 members, against a target of 30,000. Of
these 30,978 are public members, 2,504 are staff, and 306 are volunteers.

4.2

Mandatory services
There are no issues in regard to Continuity of Service that would trigger a variation to
our terms of authorisation or impact on our license. In addition there has been no
disposal of assets used in the provision of Commissioner Requested Services.

4.3

Council of governors
The governor election process commenced in May in the following constituencies:
•
Cheshire
•
Wigan
•
Rochdale
•
Stockport
A notice of poll has been issued for the public constituencies. The closing date for
receipt of completed ballot papers is 15th July 2015.
The council of governors at its meeting on 13th May 2015 approved a change in the
constituencies of the council which results in the removal of the constituency ‘staff
governor: volunteers’. This group are now represented by the staff governor: non
clinical.
Our membership remains at target at more than 30,000 total members.

4.4

Board update
The composition of the board has changed during Q1 2015-16. At their meeting on
13th May 2013, the Council of Governors approved the appointment of 3 nonexecutive directors: Kathryn Riddle who has been an interim for 12 months and was
appointed for a term of 2 years, as well as Professor Kieran Walshe and Professor
Jane Maher both appointed for 3 year terms. Kathryn’s appointment commenced
from the 13th May, Kieran Walshe from 1st July and Jane Maher from 1st September
2015.

4.5
4.5.1

Incidents and Complaints
Incidents
One serious incident was reported to our commissioners in Quarter 1. This pertained
to the suicide of an outpatient who was being supported by our Psycho-Oncology
team.

4.5.2

Complaints
The quarterly complaints total for 1st April to 30th June 2015 was 16. This is 4 fewer
than Q4 and 2 more than for the same quarter last year.
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All complaints are reviewed weekly by the executive directors and all new complaints
are triaged through an executive review process so that there is a triangulation
between incidents, claims and complaints.
The learning from complaints is captured through the quarterly integrated patient
safety and experience report and this report is reviewed in detail by the patient safety
and patient experience committees and any issues are escalated to the risk and
quality governance committee. The committees ask for a more in-depth response
from divisions when trends are identified.
This report is also discussed at the quality assurance committee as part of the
Board’s assurance processes. A monthly report on complaint actions is presented at
the patient experience committee.
All complaints are graded from 1-5 using the following matrix:
1

2

►Query/suggestion ►Allegation that
►Verbal concerns service received
resolved by the end substandard
of the next working ►Simple
day
complaints which
►Anonymous
can be resolved
comment forms
quickly
raising concerns

3

4

5

►Single issue
complaints with
allegation of lack of
appropriate care
►Serious complaints
containing one issue
►Simple complaint
where more than one
complaint has been
received regarding the
same subject from
different complainants

►Multiple issue
complaints with
allegations of lack
of care
►Serious
complaints
containing more
than one issue

►Multiple issue,
complex complaints
►Serious complaint
where more than
one complaint has
been received
regarding the same
subject from different
complainants
►Risk to
organisational
reputation

For Quarter 1 the scoring of the 16 complaints using the risk management scoring
methodology is as follows:
Table 2: Risk scores assigned to complaints prior to investigation
Quarter 1 2015-16
April
May
June

Grade 1
0
0
0

Grade 2
3
1
0

Grade 3
4
1
2

Grade 4
4
1
0

Grade 5
0
0
0

Table 3: Risk Scores for Complaints following conclusion of investigation
Quarter 1 2015-16
April
May
June

Grade 1
0
0
2

Grade 2
5
1
0

Grade 3
3
1
0

Grade 4
2
0
0

Grade 5
0
0
0

The investigation process is not completed for all complaints hence the figures in
tables (2) and (3) do not correlate.

Joanne Fitzpatrick
Executive director of finance and business development
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Appendix B
Click to go to index

In Year Governance Statement from the Board of The Christie NHS Foundation Trust
The board are required to respond "Confirmed" or "Not confiirmed" to the following statements (see notes below)

Board Response

For finance, that:
The board anticipates that the trust will continue to maintain a Continuity of Service risk rating of at least 3 over the next 12 months.

Confirmed

For governance, that:
The board is satisfied that plans in place are sufficient to ensure: ongoing compliance with all existing targets (after the application of thresholds)
as set out in Appendix A of the Risk Assessment Framework; and a commitment to comply with all known targets going forwards.

Confirmed

Otherwise:
The board confirms that there are no matters arising in the quarter requiring an exception report to Monitor (per the Risk Assessment Framework,
Diagram 6) which have not already been reported.

Confirmed

Consolidated subsidiaries:
Number of subsidiaries included in the finances of this return. This template should not include the results of your NHS charitable funds.

0

Signed on behalf of the board of directors

Signature

Signature

Name

Chris Outram

Name

Capacity

Chair

Capacity Chief Executive

Date

Roger Spencer

Date

Responses still to complete:

0

Notes:
Monitor will accept either 1) electronic signatures pasted into this worksheet or 2) hand written signatures on a paper printout of this declaration posted to Monitor to arrive by
the submission deadline.
In the event than an NHS foundation trust is unable to confirm these statements it should NOT select 'Confirmed’ in the relevant box. It must provide a response (using the
section below) explaining the reasons for the absence of a full certification and the action it proposes to take to address it.
This may include include any significant prospective risks and concerns the foundation trust has in respect of delivering quality services and effective quality governance.
Monitor may adjust the relevant risk rating if there are significant issues arising and this may increase the frequency and intensity of monitoring for the NHS foundation trust.

The board is unable to make one of more of the confirmations in the section above on this page and accordingly responds:

A

B

C
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Agenda item 43/15a

Meeting of the Board of Directors
Friday 31st July 2015

Report of

Chair

Paper Prepared By

Company secretary

Subject/Title

Minutes from board committees held in June 2015

Background Papers

N/A

Purpose of Paper

To receive minutes of board sub committee meetings
held in June 2015:
1. Quality Assurance committee (escalation report
and draft minutes) – 19th June 2015

Action/Decision Required

To note assurance/minutes of board sub committee
meetings

Link to:



NHS Strategies and Policy

Link to:




Corporate Plan and Objectives

Trust’s Strategic Direction
Corporate Objectives

Impact on resources and risk and None
assurance profile
You are reminded that resources are
broader than finance and also include
people, property and information.
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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Board of Directors’ Key Issues Report
Report Date:
31.7.15

Committee: Quality Assurance Committee

Date of last meeting:

Membership Numbers: Quorate

19.6.15

Apologies received from Eve Scott (Head of safety & risk) and Debbie
Rimmer (MIAA)

1

The Committee considered an agenda which included the following:

Key risks reviewed

1. Presentation – ‘One day every patient’
2. MIAA reports on Ward 4 Quality spot check and Draft bed
management and discharge planning review
3. Patient and staff safety and experience report: January – March
2015
4. Report from risk and quality governance committee
5. Health, safety and security annual report 2014/15
6. Infection prevent and control annual report 2014/15
7. Equality and diversity annual report 2014/15
8. Monitor quality framework bi-annual assessment
9. Monitoring of external agency visits, inspections and accreditations
action plan
2

Assurance level
assigned

The Committee assigned the following level of assurance to the risks
reviewed:
Significant assurance:
• Ward 4 quality spot check
• Patient and staff safety and experience quarterly report: January –
March 2015
• Health, safety and security annual report 2014/15
• Infection prevent and control annual report 2014/15
• Equality and diversity annual report 2014/15
• Monitor quality framework bi-annual assessment - agreed ‘0’ score
No limited reports received

3

Action / review

The Committee has asked for the following action against the risks
reviewed:
•
•
•
•

Monitoring for:
Quality heat map
Board assurance framework,
Review of quality indicators for waiting times,
Monitoring of patient falls
No items for escalation to the Board.

4

Report Compiled
by

Committee Chair: Dr Ron Stout
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DRAFT Minutes of the meeting of the Quality Assurance Committee of
The Christie NHS Foundation Trust held on Friday, 19th June 2015 in the
Trust Administration Meeting Room Centre
Present:

Dr Ron Stout (RS)

In Attendance:

Chris Outram (CO)
Kathryn Riddle (KR)
Jackie Bird (JB)
Anthony Blower (AB)
Jane Sykes (JS)

Chair of the meeting & Interim non-executive
director
Chair of the Trust
Non-executive director
Executive director of nursing & quality
Executive medical director
Deputy director of nursing & quality (agenda items
11a/15 & 12b/15)
Company secretary (agenda item 10b/15)
MIAA (agenda item 11b/15)
MIAA (agenda items 11c/15)
PwC
Clinical audit manager (agenda item 11a/15)
Quality improvement nurse (agenda item 10a/15)
Interim chief operating officer (agenda item
11d/15)
Technical manager for hard facilities (agenda item
12c/15)
Operations and maintenance manager (agenda
item 12c/15)
Equality and diversity manager (agenda item
12f/15)
Lead nurse, quality and standards (agenda item
13a/15)
Minutes

Louise Westcott (LW)
Tahira Jabeen (TJ)
Peter Mulford (PM)
Matt Lomax (ML)
Joanne Woolley (JW)
Gill Goodwin (GG)
Jason Dawson (JD)
Brodie Muir (BM)
Wayne Daley (WD)
Jo Ann Hughes (JAH)
Julie Gray (JG)
Karen Baxter
Item
09/15
a

Action
Standard business
Apologies
Apologies were received from Eve Scott, Debbie Rimmer, Helen Springhall and Oonagh
McGugan.

b

Minutes of previous meetings – 27th February 2015
The minutes of the meeting held on 27th February 2015 were approved as a correct record. TJ
stated that she had a slight amendment to be made to the MIAA section but would email KB a
note of this outside of this meeting.

c

Action plan rolling programme/matters arising
All items were included on the rolling programme or covered on the agenda.

d

Declarations of interest
None.

10/15 PwC Report re Quality Assurance Committee recommendations
JB reminded committee members that a number of recommendations had been made by PwC
following their independent review of leadership and governance. They had identified best
practice and areas to strengthen with regards to the quality assurance committee. These
included increasing the number of meetings to five per year and appointing a new Chair for
the committee.
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TJ/KB

Item

Action
CO stated that Professor Kieran Walshe who is professor of health policy and management at
Manchester Business School had recently been recruited to a non-executive director post and
would also be taking up the position of Chair of the quality assurance committee. CO added
that Professor Jane Maher who is a consultant oncologist at Mount Vernon and chief medical
officer at Macmillan had also been appointed and would become a member of this committee.
CO felt sure that they would provide good support and a wide range of ideas to strengthen this
committee.
JB explained that a further recommendation of the report was to introduce a heat map to allow
members to easily identify and triangulate areas of the trust where there may be quality
issues. This has now been included in the papers for this meeting.

a

Quality Heat Map
GG introduced the heat map which shows visual representation of areas of quality
performance for inpatient areas for Q4 2014/15. The key aspects of this data presentation are
patient harms, HCAIs, complaints and incidents, hand hygiene audits, risk assessments, safe
staffing, development reviews and mandatory training and patient experience. These areas
are RAG rated to help identify any hotspots.
GG highlighted the CODE Quality Scheme which had been developed in-house with clinical
colleagues and is led by members of the quality and standards team. She stated that the
scheme will enable a more detailed analysis of in-patient care quality which could be
presented to the committee for assurance in the future.
GG asked if members felt this report was a useful way of presenting quality data for future
meetings. CO stated it was a helpful presentation of data as long as it was used positively
and not just a tick box exercise. She was aware it was obviously creating more work for
people in the quality and standards team.
RS asked if this data is presented in reports elsewhere. JB explained that it is included in the
board reports and papers presented to the patient safety committee.
RS stated it would be useful to show results of specific quarters with arrows.
Committee members said they were happy with this report and it would be a useful paper for
future use. This paper will therefore be included on a quarterly basis.

b

Board assurance framework
LW stated that the board assurance framework is now in a new format and aligned to the
principle risks around the corporate objectives. LW asked that the committee note the
amendments since the last meeting and any different risk scores. This will now be updated
month on month and there will be a summary on the front page to note exactly what has
changed. LW stated that much of this document is probably more relevant for the audit
committee but will also be included in the papers for this meeting.
LW also reported that at this morning’s board meeting a summary document from the
assurance committees had been approved which would help items to be reported in a more
transparent way.

11/15
a

Best outcomes
Presentation – ‘One day every patient’
JS presented an overview of the ‘one day every patient’ initiative. She explained that this is a
face to face survey that is carried out with patients twice a year. JS detailed the background
and objectives of the survey which included determining if the current inpatient experience
action plan that is in place is working well or requires adaptation. She explained that the last
survey took place in August 2014 and it is intended to carry this out again in August this year.
Results are compared with the last National Inpatient survey Christie results.

138

GG/KB

Item

Action
JS highlighted a particular question and went through a sample of the answers including what
we do well, areas where we can improve and the recommendations and feedback that have
been made. JS stated it was important to listen to patients and to do something positive with
their feedback which is interesting and provided good information. It was described that the
same approach was offered to ambulatory patients on an annual basis.
CO said this was an excellent initiative. She asked if there are any plans to expand this survey
to our outreach services at Oldham and Salford. JB agreed that this was something that could
be looked at in the future and would provide useful information.
RS asked JW if she felt it would be fair to triangulate the results with other survey results. JW
said it certainly tied in with, for example, the Friends and Family test.
AB stated he had spoken to patients who had commented that it was always nice to get a
follow up telephone call and said that the feedback results were for staff as well as the patient.
KR noted that the Board always ask for more and more information to be analysed and
wondered if there was anything that was no longer required. JB explained that workload and
commitments are looked at each year at the Quality & Standards away day.
This report was noted and commended as an excellent piece of work.

b

Ward 4 – Quality spot check
TJ explained that this report was presented as a verbal item at the meeting held in February
2015. She stated that there was a rolling programme of ward spot checks on the 2015/16
audit plan.
It was found that the correct procedures were being followed on ward 4. However, there were
a small number of areas where weaknesses were noted and could be strengthened further.
TJ stated that these are being addressed by the ward 4 management team.
TJ explained that the trust has an internal tracking system and this would be monitored
through the audit committee.
Committee members were happy with the report and actions taken and stated that this was a
good report.

c

Bed management and discharge planning review
PM attended to present this draft review and explained that MIAA are currently awaiting
management responses to this report. He stated that the overall objective was to assess the
systems and processes in place for managing safe, effective and efficient use of bed
management and discharge planning. PM explained that overall significant assurance had
been provided in relation to the key objectives as identified within the terms of reference.
There was some discussion required around recommendations and how to take these
forward.
JB stated that the ‘high risk’ concerning efficiency of discharge processes links well to the
length of stay figures which have been slowly creeping up. She said that the
recommendations around effective discharge would help the review of the discharge process
in the trust.
The draft report was noted by the committee.

d

Review of quality indicators for waiting times
JD tabled an extract from the quality accounts which showed the indicators for waiting times.
He explained that the trust continue to set the challenging target of ensuring that 80% of
outpatients are seen within 20 minutes of their appointment time, 80% of patients should wait
no longer than one hour for their chemotherapy and that 80% of patients would receive their
prescription within 20 minutes. He stated that the trust did achieve these targets in 2014/15
and these figures are continually monitored on a weekly basis by executive directors and that
there is much internal dialogue around waiting times and how these are measured. JD
explained that the chemotherapy figure of patients seen within one hour achieved 90% last
month and that figures have continually improved since the introduction of the model of 2 day
treatment. He also said that figures are benchmarked with the Christie Clinic.
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Item

Action
JD asked the committee if they felt that the trust had set valid targets or if more benchmarking
was required. He stated that in real terms it meant that 1 in 5 outpatients were waiting more
than 20 minutes.
KR asked if it was always the same clinic with delays or was it perhaps a question of not
enough time being allowed for each appointment.
RS felt it very much depended on the clinical situation but wondered if some clinics were
‘repeat offenders’? He stated that it was a complex issue that included work around capacity
and clinic schedule. He also said that the lack of available space within our outpatient
department and having enough clinic rooms was an issue.
KR agreed that that this is definitely an issue and would be improve with new facilities.
It was agreed that JD will report back to the November meeting with further data.
JB requested that the information should include more detail around specific delays for
example, what area, specific doctors.
CO stated that waiting for a clinic appointment is not good but sometimes there are very valid
circumstances surrounding this. She felt that by looking at the more detailed data a decision
may be made.
JD agreed that this was a good place to start dialogue and that further work would be done
and presented to the November meeting.

12/15 The Christie experience
a

Patient and staff safety and experience quarterly report – January – March 2015
JH presented this quarterly report which covered the period January – March 2015. She
highlighted that special recognition should be made to the clinical audit team for the significant
reduction in the number of overdue audits and record number of completed audit reports for
the year. She also stated that there had been no complaints relating to Facilities department
during the quarter.
She said that the challenge was identifying the most effective way of producing meaningful
comparative data. There was also a need to address the increase in inpatient falls and there
were some very good initiatives being shared by the wards. She reported that overall the trust
had a good reporting culture.
RS asked if there was any information that the team were especially concerned about. JH
said there was an increase in surgical incidents but this was predominately down to good
reporting and staff being more aware of what to report.
JB reminded the committee about the heat map discussed earlier and that the falls risk
assessment being completed within 6 hours was flagged as amber. Executive reviews had
taken place with the ward managers concerned where necessary. This confirmed that the
data was flowing through and is helpful.
JB also drew attention to the section on positive feedback received.
CO noted that the issue of patient falls had already been flagged to members of the board and
she felt there was a need to remain interested in that particular issue.
JH stated that there was an editorial meeting each quarter before this report was published
and a deeper dive into particular issues take place when required.
The committee thanked JH for an excellent report and noted the comments.

b

Report from the risk and quality governance committee
JS presented the report from the risk and quality governance committee and highlighted two
items:
•

The executive reviews/action plans section highlights to the committee how actions
are managed following an executive review panel. There were ten actions noted in
the report which receive close scrutiny from the risk and quality governance
committee.
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JD

Item

Action
•

The key risks report where the committee scrutinise the top ten corporate and financial
risks and top ten divisional risks.

JS stated that the trust is currently developing an internal system for looking at ‘never events’
i.e. things that should never happen. This has been tasked to the three sub-committees
which feed into the risk and quality governance committee.
AB stated that there should be consistency when deciding what constitutes a never event and
the process should be the same for each area so that the trust can learn from these issues.
The committee thanked JS for this report and noted its comments.
c

CQC Outcome 10: Safety and suitability of premises – update on digital link
Following the meeting held in September 2014, WD and BM attended to update the
committee with regards to the possibility of developing a digital link for the PDA’s held by
members of the estates team. This would help with flagging up areas of concern, for
example, asbestos.
WD explained that after much consultation with IT department this digital link was not
possible. However, he stated that there were robust systems in place which included check
boxes on tablets and risk assessments.
RS asked if WD and BM were comfortable with the systems in place and they confirmed that
they are happy with all processes.

d

Health, safety and security annual report 2014/15
JH attended to present the Health, safety and security annual report. She highlighted the
following issues from her report:
•

The health and safety committee has good representation from each of the key clinical
and corporate divisions and the various trade union organisations.

•

In 2014/15 there was a decrease of 7% in the number of staff accidents reported.

•

The committee had noted the increase in violence and abuse reported. JH explained
that the majority of these incidents were verbal abuse and were as a result of staff
being aware that all instances of abuse should be reported. She said that sanctions
can be applied in serious cases, although these are very rarely used.

•

By the end of 2014/15 there were 16 employer liability claims ongoing. These cases
are all with the NHSLA for consideration.

•

There had been a number of policies approved following a review process and all
gaps had been addressed.

The committee formally received the report and concluded this was interesting and
informative and in a good, clear format. It was noted that there is a requirement for this to
have Board sign off and the Committee confirmed sign off and this would be noted at July’s
Board meeting.
e

Infection prevention and control annual report 2014/15
JB presented the report on behalf of Oonagh McGugan who was unable to attend.
She drew particular attention to the following:
•

The infection control team were very small in number

•

The CDiff target for 2015/16 set by NHS England is 14. The trust had 53 cases of
CDiff in total which were pre and post 72 hours. All of these underwent a root cause
analysis. Of the 20 post 72 hour cases 4 cases were deemed to be attributable to the
trust.

•

For the period 2014/15 there were 7 MSSA bacteraemia cases.

•

The team had provided several sessions of staff fit testing of FFP3 respirators in
preparation for the 2014/15 flu season.
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Item

Action
•

The trust is seeing an increase in the number of patients colonised with
carbapenemase producing enterobacteriaceae. The majority of cases have been
previously identified in other organisations, predominately CMFT and UHSM. JB
stated that a risk assessment has gone to the risk and quality governance committee
and Capital and workforce planning group describing the guidelines produced by PHE
in terms of screening and managing this group of patients and a final decision of
screening will be made in July 2015.

•

The team currently own 26 policies which are updated constantly.

•

JB stated that the IPCT are key members of the design and build team and provide
specialist advice at the start of any schemes to Estates.

•

There have been concerns about the water safety in the Palatine Treatment Centre
resulting in the change of pipework.

JB stated that there were some slight amendments to be made to the report to provide further
clarity on the water safety section.
Committee members noted this report and commended the infection control team for their
excellent work.
f

Equality and diversity annual report 2014/15
JAH attended to present this report. She highlighted the following issues:
•

She reminded members that the trust must be compliant with the Human Rights Act
1998 and the Equality Act 2010. She said that all staff have a responsibility to treat
patients, visitors and colleagues as individuals and with dignity and respect.

•

JAH reported that the trust uses the NHS Equality Delivery System 2 (EDS2) which is
a national tool to drive forward positive change in equality. The trust sought feedback
from key stakeholders to assess our equality performance and the EDS2 submission
is published on the trust website.

•

The trust successfully provided a range of activities to raise aspiration and
achievement in young people and has provided placement opportunities for six cadets
from Xavarien College.

•

Workforce compliance levels on equality and diversity training were 92%.

RS stated that a great deal of progress had been achieved and it was good to note we are
now compliant with all our legal duties regarding equality and diversity.
CO stated that the Board are keen to support work on harassment and bullying in the work
place and are very aware of the national profile of this. She said that the trust is right to
address this issue and not sweep matters under the carpet.
13/15 Leading Cancer Care
a

Monitor – Monitor quality framework bi-annual assessment
JG presented this report which details the audit trail of source documents and supports the
trust’s self-assessment that it demonstrates compliance with Monitor’s quality framework.
She explained that the evidence is stored electronically on a shared drive and can also be
accessed via the hyperlinks in Appendix 1 of this document. She noted that the risk rating is
rated green throughout and the trust has assessed itself as the highest score available.
JB asked the committee to confirm they are happy and comfortable with this assessment.
RS stated that he was assured by the presentation of evidence which was complete and
comprehensive. Other members agreed with this.
Following further discussion the committee received and approved the assessment score of 0
based on Monitor’s scoring criterion and acknowledged the strong source of evidence to
demonstrate compliance.
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JB

Item
14/15
a

Action
Local and Specialist Care
Monitoring of external agency visits, inspections and accreditations action plan
JH presented this six monthly report which is for information purposes only. She stated that
all visits during this timeframe had an extremely good outcome and there were only very minor
actions resulting from these visits.
The committee received and noted the report and are happy with the process.

15/15

Self-assessment of Quality Assurance Committee – effectiveness review
JB gave a verbal update regarding the self- assessment of this committee. She reminded
members about the recommendations made by PwC regarding the new chair and the
increase from four to five meetings per year. She explained that a full assessment will be
undertaken by MIAA in January 2016 and a self- assessment will be completed by the end of
March 2016.

16/15 Escalations to the Board of Directors
JB stated that a paper had been agreed by the Board which would summarise assurance
received plus a note of actions made by the quality assurance committee.
She highlighted the following agreements of significant assurance from this meeting:
•

MIAA provided assurance on ward 4 quality spot check.

•

Patient and staff safety and experience quarterly report – January – March 2015

•

Health, safety and security annual report 2014/15

•

Infection prevention and control annual report 2014/15 – subject to small changes

•

Equality and diversity annual report 2014/15

17/15 Any other business
None.
Date and time of next meeting:
Friday 25th September 2015 at 10 a.m. in trust administration, meeting room 6
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Agenda Item 43/15b
Meeting of the Board of Directors
Friday 31st July 2015
Board Assurance Framework 2015/16

Report of

Chief Executive Officer

Paper Prepared By

Louise Westcott, Company Secretary

Subject/Title

Board Assurance Framework 2015/16

Background Papers

Corporate objectives, board assurance framework
2014/15, operational plan and revenue and capital plan
2014/15.

Purpose of Paper

To note the refreshed Board Assurance Framework
(BAF) 2015/16

Action/Decision Required

To consider any updates to the Board Assurance
Framework (BAF) 2015/16

Link to:



•

NHS Cancer Reform Strategy

•

NHS Financial Regime, NHS Planning Guidance,
Payment by Results, Monitor annual planning review,
Monitor Risk Assessment Framework

•

Trust’s strategic direction

•

Divisional implementation plans

•

2020 vision strategy

•

Key stakeholder relationships

NHS Strategies and Policy

Link to:



Trust’s Strategic Direction



Corporate Objectives

Resource Impact
Risk Rating
BAF
EDoN&Q

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

Board assurance framework
Executive director of nursing & quality
Executive director of finance & business
development
Executive medical director
Chief operating officer
Director of workforce
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Agenda Item 43/15b
Meeting of the Board of Directors
Friday 31st July 2015
Board Assurance Framework 2015/16

1

Introduction
The Board of Directors reviewed the board assurance framework at its June meeting.
The changes that have been made since the review are as follows;
•

Quarter 1 closing position added.

•

5.1 – GM devolution changes have an adverse impact on The Christie
objectives and;
5.3 – Limited influence within Manchester Cancer as a specialist cancer
hospital.
Key control updated to reflect appointment of external medical director.

•

2

5.4 – The Christie Pathology Partnership objectives not achieved impacting
on clinical service. Risk score reduced from 16 to 12 as an agreement has
been made on the part year position and a payment made.

Recommendation
Board are asked to note the refreshed board assurance framework (BAF) 2015/16
and to consider any updates following board discussion at the July meetings.
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Board Assurance Framework 2015/16

2

3

Timetable of mock inspections arranged. Looking at Trust wide requirements e.g
duty of candour / fit & proper persons

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

Non achievement of the quality outcomes for the
1.4
2015-16 CQUINS indicators.

EDoN&Q

EDoN&Q

2

3

Position at end of Q1

Opening Position

Position at end of Q4

EDoN&Q

Position at end of Q4

Lack of preparedness for a CQC inspection
leading to a poor performance

1.2

Position at end of Q3

4

NHS England and NIPR meetings look at
HCAI numbers. Levels reported through
12
performance report to Management Board
and Board of Directors.

Position at end of Q3

3

Action plan
summary

Position at end of Q2

EDoN&Q

Assurance

Position at end of Q2

Risk to patients and reputational risk to trust of
1.1
breaching the HCAI thresholds

Key Gaps in Controls

Gaps in assurance

Key Control established
Patients with known or suspected HCAI are isolated. Medicines management
policy contains prescribing guidelines to minimise risk of predisposition to C-Diff.
RCA undertaken for each known case
Induction training & bespoke training if issues identified. Close working with NHS
England at NIPR meetings. The Trust is working closely with NHSE re the
quantum of the target

Current Risk Score

Exec Lead

Impact

Principle Risks

Likelihood

Number

Corporate objective 1 - To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness

12 12

6

Feedback from mock inspections reported to
management board and board of directors

6

6

2

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.

4

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

4

4

4

Leads nominated for each CQUIN goal. CQUINs steering group (strategic and
operational) are in place with strategic and operational representation agreed.
New rigour introduced around submission and quality assurance of quarterly
reports. Timescales established for provision of data.

Monitoring of performance data and contract
12 KPIs occurs at various monthly meetings
and feeds to CQUINS steering group.

12 12

2.2

Biomedical research centre (BRC) statusfor
Manchester not achieved.

EMD

4

4

3
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Position at end of Q1

Action plan
summary

Opening Position

Key Control established
Key Gaps in Controls
Assurance
Monthly review of resource with team lead. Use of overtime/ bank staff/
Weekly review of 70 day data, reported
Not currently achieving the 70 day
12 through performance report to board
freelance staff; individual discussion with HR. Priority assessment for studies.
target
Bid for CRUK grant income.
monthly.
Setup of Christie Academic Investment Plan (AIP) group to provide key controls.
Academic investment plan group progress
Individual cases have been developed in line with AIP plan. Develop optimal
Insufficient capacity and capability. 12
against plan and MAHSC BRC group
bid and working with our MAHSC partners.

Gaps in assurance

Current Risk Score

Principle Risks
Exec Lead
There is a risk to future NIHR funding if we fail to
2.1 meet national patient recruitment targets and
EMD
3
clinical research funding

Impact

Likelihood

Corporate objective 2 - To be an international leader in research and innovation which leads to direct patient benefits

12 12

12 12

Position at end of Q4

6

Position at end of Q4

6

Position at end of Q3

Current Risk Score

Gaps in assurance

School of oncology board reports to
Management Board.

Position at end of Q3

Development of School of Oncology strategy. Impact of key stakeholders
including operational leads. Transparency of educational PA's within job
descriptions. Involvement in ERG tariff development.

Action plan
summary

Position at end of Q2

3

Gaps in infrastructure. Insufficient
capacity and capability to deliver.
International development strategy
6
in development. Ambiguity for
international opportunities for
MAHSC global health and The
Christie.

Assurance

Position at end of Q2

2

Key Gaps in Controls

Position at end of Q1

EMD

Key Control established

Opening Position

Non delivery of the School of Oncology strategy
3.1 due to increased pressure within operational
service delivery

Exec Lead

Impact

Principle Risks

Likelihood

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

Failure to meet DH/Treasury timescales of the
4.1 construction of the Proton Beam Therapy (PBT)
build.

EDoF&BD 3

4

Impact of private providers for Proton Beam
therapy on our PBT service

EDoF&BD 4

2

4.2

Risk of comprehensive cancer status due to loss
4.3 of surgery at The Christie due to uncertainty of
commissioning within Greater Manchester

4.4

Loss of trials due to no processes for accessing
funding for excess treatment costs for trials

Lack of a solution to the patient and relative
4.5 accommodation issue for the Proton Beam
Therapy service
4.6 OECI reaccreditation not achieved

COO

3

4

Project board set up and meeting. Professional advice on capital scheme.
Involvement of operational managers. Professional advisors assisting with the
procurement of the Proton Therapy equipment including contract development
for the equipment (and the build). Full business case approved at the Trust
Board in January 2015 subject to finalisation to the development agreement.
Due diligence completed by Monitor December/January. Full engagement with
national steering committee. NED appointed to Programme Board

PBT project reports to Management Board
on a quarterly basis. Capital spend
12
monitored through the finance report to
Board.

Working with the DH. Progressing plan to see if we can bring forward the
phased implementation.
Gynaecology - Commissioning agreement for gynae-oncology surgical services
to be provided across 2 sites, namely The Christie and CMFT. The Christie has
put forward proposal for one service two site model. Internal project board in
place.

8

PBT project reports to Management Board
on a quarterly basis.

Action plan
summary

Position at end of Q1

Assurance

Opening Position

Key Gaps in Controls

Gaps in assurance

Key Control established

Current Risk Score

Exec Lead

Impact

Principle Risks

Likelihood

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

12 12

8

8

Project board. Transfer of activity.
12

Tender process now discontinued
Urology - Project group and exec lead established. Participation in commissioner
by commissioners. Awaiting
led tender process
further commissioner instructions

Robotic element of urology service excluded
from tender process. Existing service
provision not effected by planned
reconfiguration.

12 12

EDoF&BD 3

4

Communicating with specialist commissioners on how to access funding
Informed lead clinicians to ensure no patients are enrolled on inappropriate
trials.

12

Reports to research governance committee
and commissioner meetings

12 12

EDoF&BD 2

4

5 year strategy and estates strategy includes consideration of PBT
accommodation, consideration of different options through project group.
Business case will be developed.

8

PBT steering group and Strategic Plan
Implementation Board

8

8

3

Work centrally coordinated based on OECI measures. Timeframes for re
accreditation identified (June 2015). Funding identified.

Project group not yet formed

6

6

Monthly integrated performance and quality report. OECI accreditation.

Don't currently show board defined
metrics or benchmarking data on
research, education, clinical
6
performance and workforce to
measure progress in achieving
leading international cancer centre
ambition

6

6

EMD

2

Lack of metrics to evidence progress against the
COO / EMD 2
4.7 ambition to be leading comprehensive cancer
centre

3

150

6

OECI accreditation achieved

The Christie Pathology Partnership objectives
5.4
not achieved impacting on clinical service

5.5

Incomplete pathway of care (primary care
through secondary to tertiary)

CEO

2

Monitored through Strategic Plan
Implementation Board that reports to
Management Board

8

8

Insufficient capacity and capability
8
in executive team.

Through membership of The Manchester
Cancer Provider Board

8

8

4

The Christie Pathology Partnership board established. Review of financial
arrangements and turnaround plan produced. Review operational leadership.
Business continuity plan in place. Agreement made on part year position,
payment made.

Appropriate membership of the
board with partner organisations

The Christie Pathology Partnership board
meetings.

12 16

4

Patient tracking. Pathway improvement leads in place across the network.
Making Safety Visible project involvement working to develop a project with
Wigan on Lung patient pathway

Inability to influence across whole
8
pathway

8

12

Achievement of cancer targets

Don't see the
data relating to
the full patient
pathway

8

Position at end of Q4

EDoN&Q
EMD

Limited influence within Manchester Cancer as a
specialist cancer hospital

Impact of commissioner decision
on tariff. Limited control on other
trust capital approvals

Position at end of Q4

COO/
3
EDoF&BD

5.3

12 12

Position at end of Q3

Senior leadership. Attendance at The Manchester Cancer Provider Board.
External Medical Director appointed.

No further growth in delivery of chemotherapy at
local centres

Insufficient capacity and capability
Management Board and Board of Director
in executive team. Lead director to
12
reports from CEO.
be identified. Uncertainty around
impact

Position at end of Q3

4

5.2

Action plan
summary

Position at end of Q2

2

CEO

Assurance

Position at end of Q2

4

GM devolution changes have an adverse impact
on The Christie objectives

Key Gaps in Controls

Position at end of Q1

COO /
2
EDoF&BD

5.1

Key Control established
Key directors attending discussions. Input into the business case. MOU
produced and shared with board between ''All local authority members of the
Association of Greater Manchester Authorities (AGMA) and all Greater
Manchester Clinical Commissioning Groups (CCGs) (together known as GM)'
and NHS England'. Groups established & Christie staff attending. External
Medical Director appointed.
Downside modelling. Involvement of key individuals in tariff discussions.
Response to national tariff consultation. Every option considered financially.
Refreshed SACT strategy to be approved by Board in Q1 2015/16. Manchester
Cancer to adopt Christie SACT strategy.

Opening Position

4

Exec Lead

Gaps in assurance

Impact

3

Principle Risks

Current Risk Score

Likelihood

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

8

Executive led monthly divisional performance review meetings. Integrated
performance & quality report to Management Board and Board of Directors
monthly

8

Exec led monthly divisional performance review meetings. Finance report to
Management Board and Board of Directors monthly

6.2

Financial performance target not achieved

EDoF&BD

3

EDoF&BD 3

Continued achievement of all key
performance targets

Commissioner and Christie QIPP team established and meeting monthly.
Strong relationship with commissioners enhanced by re-energising the Christie
Commissioning Strategy Board (CCSB). A meeting schedule including definition
of attendees is agreed with commissioners and is in place. Process in place for
quick dissemination of NHS England policy.
No response from commissioners.
Contract signed with commissioners for
Deputy Director of Finance is a member of Specialist top Up Tariff Working
Not sufficient capacity and
2015/16.
Group and is a member of a working group of the Federation of Specialist
capability
4 Hospitals (FSH). Weekly returns submitted to Monitor tracking progress of
12
contract negotiations. Trust has opted for ETO (enhanced tariff option) for
2015/16. QIPP schemes have been identified to enable savings to be offered to
mitigate any future loss of income resulting from commissioner requests.
Manage demand

3
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8

8

15 12

Development and delivery of the Programme
Management Office (PMO) strategy. Monthly
performance against recurrent CIP position
through the Transformation Board via the
PMO
Development and implementation
9
of a kite mark for data quality

Audit programme to assure performance measures, quality accounts

Action plan
summary

Continued achievement of a Continuity of
Services Rating of 4

Programme office to continue to work across clinical and corporate divisions to
identify and achieve efficiency savings. Monitor progress through Transformation
Board. Schemes being developed on a transformational basis across seven
identified pathways. Targets for identification and delivery of savings have been
agreed at Transformation Board in February 2015
6.3 Poor data quality

Assurance

Gaps in assurance

4

Current Risk Score

2

Key Gaps in Controls

Position at end of Q1

COO

Key Control established

Opening Position

6.1 Key performance targets not achieved

Exec Lead

Impact

Principle Risks

Likelihood

Corporate objective 6 - To maintain excellent operational and financial performance

9

9

3

DoW / COO 3

3

Adherence with sickness management policy monitored through performance
review meetings.

Organisational development plan objectives not
fit for purpose

7.5 Impact of national pay awards

9

9

9

Monthly sickness levels as reported in
Integrated performance and quality report

9

9

DoW

2

3

PwC review of plan

Staffing metrics not triangulated in
6
board reports to show impact

All benchmarked indicators in top quartile.
Track record of achievement

6

6

DoW

3

3

Monitored through turnover and appraisal. Personal development discussed in
appraisal. Staff engagement work as part of OD plan.

Unable to influence national policy 9

Appraisal and turnover data

9

9

Impact

7.4

External governance review. National staff
FFT. National staff survey results. Exec
safety walk rounds.

Likelihood

7.3 Sickness targets not achieved

9

Position at end of Q4

3

6

Position at end of Q4

DoW

6

Position at end of Q3

Low levels of staff engagement of non-clinical
staff (bands 1-4)

3 substantive NEDs appointed May 2015
(staggered start dates). Replacement COO
appointed - start date 1st August.

Position at end of Q3

7.2

6

Action plan
summary

Position at end of Q2

3

Assurance

Position at end of Q2

2

Key Gaps in Controls

Position at end of Q1

CEO

Key Control established
Recruitment underway for executive and non executive positions. External
recruitment partner appointed and timetable in place fro NED appointments.
Interviews taken place and appointments made to 3 substantive NED posts and
to the COO post.
Participation in national Cultural Alignment Project. One Week All Staff project.
External governance review include assessment of staff engagement. OD Plan
(The Christie Commitment).

Opening Position

Governance failure resulting from temporary
board and senior leader arrangements

Exec Lead

Gaps in assurance

Impact

7.1

Principle Risks

Current Risk Score

Likelihood

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

EDoF&BD 3

3

Targets set by the NHS sustainable
8.2 development unit (SDU) guidance are not
achieved.

EDoF&BD 3

2

Sustainable development management committee meet quarterly. National
returns submitted. Quarterly reports on each requirement produced and
progress monitored.
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Key Gaps in Controls

Not achieving target for energy &
carbon reduction

Position at end of Q1

Potential disruption to clinical service as a result
of the impact on retention of specialist skilled
8.1
staff due to reduced car parking capacity around
the hospital site.

Key Control established
Close working with Manchester City Council (MCC). The strategic planning
framework approved and includes current and future requirements for travel to
site. Temporary staff car parking available. Park & ride available from March
2015 for 120 staff. Options for non-clinical staff accommodation off site are
being considered. Communication with residents through the Neighbourhood
Forum and newsletters. Green travel plan and sustainability plan in place.

9

Agreement by MCC of strategic
development plan. 5 year Capital Plan
delivery. Monitored through Management
Board and Board of Directors

9

9

6

Sustainable development and carbon
reduction quarterly key issue reports to
board of directors

6

6

Assurance

Gaps in assurance

Exec Lead

Current Risk Score

Principle Risks

Opening Position

Corporate objective 8 - To play our part in the community

Action plan
summary
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Chairman: Christine Outram

Chief Executive: Roger Spencer

The Christie NHS Foundation Trust, Wilmslow Road, Manchester M20 4BX
Tel: 0161 446 3000 Fax: 0161 446 3977
www.christie.nhs.uk

