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DRAFT Public minutes of the meeting of the Board of Directors of  
The Christie NHS Foundation Trust held on Thursday 28th May 2015 at 11am in the trust 

administration meeting room centre, The Christie NHS Foundation Trust 
 
Present: Chris Outram (CO) 

Neil Large (NL) 
Kathryn Riddle (KR) 
Dame Chris Beasley (CB) 
Roger Spencer (RGS) 
Jackie Bird (JB) 
Joanne Fitzpatrick (JF) 
Anthony Blower (AB) 
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 
Executive Medical Director 
Director of workforce 
Interim chief operating officer 

In Attendance: Caroline Moss (minutes) Assistant company secretary 
 Liesl Hacker  

Christine Mathewson 
Roger Bowman 

Assistant DoF (Income & Costing) 
Public governor 
Public governor 

 
Presentation:  The Safety of Systemic Anti-Cancer Treatment – Dr Jurjees Hasan (JH), Consultant Medical 

Oncologist 
 
JH reported on a 5 year study into the safety of Systemic Anti-Cancer Treatments (SACT).  The study was 
commissioned following concerns raised in 2008 regarding the safety and quality of systemic therapy in 
publications such as the Cancer Peer Review National Overview report, NPSA alert on oral chemotherapy 
and a National Confidential Enquiry into Patient Outcome and Death (NCEPOD) report on the care of patients 
who died within 30 days of receiving systemic anticancer therapy (SACT).   JH explained the NCEPOD 
verdict on patient care found that a third of the 47,000 patients received good care (but there was room for 
improvement), 8% received less than satisfactory care and 2% died within 30 days of receiving SACT.  The 
recommendations from the report were: 

a) for initial clinical management plans to be formulated by MDTs;  
b) caution was advised when delivering chemotherapy to PS3 or PS4 patients;  
c) all independent prescribers must be trained and accredited;  
d) toxicity checklists should be developed to aid prescribing and 
e) all deaths within 30 days of SACT must be reviewed.   
 

JH explained that Systemic Anti-Cancer Therapy (SACT) includes all cytotoxics and biological agents.  It does 
not include gene therapy, hormonal therapies or vaccines.  30 day is defined as 30 days from day 1 of the 
SACT cycle immediately prior to death.  He explained an on-line data collection tool has been developed 
although this does not indicate whether deaths are attributable to treatment. 
 
JH explained the audit showed the number of chemotherapy patients’ vs the number of deaths within 30 days 
of SACT.  It also recorded a proforma completion rate of 94% and whether the deaths were treatment related.  
It also showed whether there was a reduction in treatment related deaths and how these compared with those 
of The Royal Marsden.   
 
The audit confirmed an excellent set of results showing strong clinical engagement.  It also indicated a 30-day 
SACT mortality rate of 4% but also revealed excellent treatment related mortality rates of under 0.5% and 
neutropenic sepsis mortality of under 0.25%.  However, there is always room for improvement. 
 
JH explained he had a 72 year old patient with stage Ic ovarian carcinoma who attended clinic with her 
daughter for the first consultation.  She was offered adjuvant chemotherapy but the patient was concerned 
about the risk of infection.  It turned out the daughter had been treated for breast cancer at The Christie.   JH 
was able to reassure the patient and her daughter by showing evidence confirming the safety of the 
treatment.  This is reassuring for patients and is an example of how this data can be used in clinical practice. 
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NL suggested the focus should be on avoidable deaths.  JH agreed particularly around neutropenic sepsis 
and indicated this is part of the peer review process for acute oncology.   JB noted the Quality Accounts next 
year will look at breast and colorectal clinical teams who use SACT data to review practices.  Following a 
question from JD in regard to capturing information on deaths at other hospitals, JH indicated this was difficult 
to analyse as such deaths are so infrequent there would not be a reasonable enough sample for analysis.  
  
KR noted the comparison with The Royal Marsden but asked if there were any international comparators.  JH 
indicated there were none currently available. 
 
Christine Mathewson (governor) noted that policies and protocols are in place for administering IV antibiotics 
but queried how well these are implemented.   She asked if poorly patients could receive IV antibiotics in the 
community rather than via A&E departments.  JH indicated that such patients should be treated in GM Acute 
Oncology as advised by the hotline.  CM suggested JH could present to the Governor Quality Committee at a 
future meeting. 
 
Roger Bowman (governor) asked about waiting times from GP referral to treatment and whether this is longer 
than it should be.  JH confirmed that his presentation is looking at specific outcomes in relation to treatment 
as opposed to outcomes of cancer diagnosis.  RGS commented that the 62 day target is a measure of this 
and Greater Manchester (including The Christie consistently delivers above target.    Treatment in GM is very 
good; an area for improvement is in early diagnosis.  This is an area of focus for future work. 
 
CO thanked JH for his presentation. 
 

No Item Action 
25/15 Standard business  

a Apologies  
 Apologies were received from Jayne Brown, interim non-executive director and Dr Ron 

Stout, interim non-executive director. 
 
CO reported on the appointment of 3 new NEDs to the board: 

1) Professor Jane Maher, chief medical officer at Macmillan and clinical oncologist at 
Mount Vernon in London (starting 1st September 2015) 

2) Professor Kieran Walshe, Professor of Health Policy & Management at the 
Manchester Business School (starting 1st July 2015) 

3) Kathryn Riddle who has taken on a substantive role. 
 
CO thanked Dame Christine Beasley for stepping in as interim NED and taking on the 
chairing of the Quality Assurance Committee.  This will be Chris’s last meeting. 
 

 

b Minutes of the previous meeting held on 24th April 2015  
 The minutes of the meeting held on 24th April 2015 were approved.   

 
 

c Action plan rolling programme, action log & matters arising  
 All items are captured on the agenda.  In regard to the action log comments on the annual 

plan were received and fed back and Greater Manchester devolution is an agenda item. 
 

 

d Declarations of interest  
 None declared. 

 
 

26/15 Key reports  
a Chief executive’s report  

 RGS drew particular attention to the following in his report: 
• Greater Manchester devolution – the first bulletin on progress has been issued. 
• Savile report recommendations – there were a number of actions for the organisation 

which have been complied with.  A return in response to the actions taken is required 
by the Regulator and will be submitted prior to the 15th June 2015 deadline. 

• Site developments – progress is being made in accordance with agreed plans. 
• The new Professor of Cancer Nursing, Janelle Yorks, took up post on 1st May 2015. 

 

 

b Medical director’s report  
 AB drew particular attention to the following in his report: 

• Three new consultant appointments have been made 
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No Item Action 
• A high profile report from the lymphoma team has been referenced in the BMJ 

research review which picks out 3 or 4 internationally renowned publications.  We are 
looking at publishing this on the R&D website. 

• The new MCRC building is now occupied.  The R&D team have moved into the top 
floor. 

• The Trust has initiated a 7 day working group.  The group will keep the board updated 
as work progresses in line with new NHS policies. 

 
KR asked if more patients die at the weekend and asked how we compared with other 
organisations.  AB explained there is a mortality group which works closely with 
informatics – for emergency admissions there is no difference.  RGS explained that the 
data used nationally does not encompass cancer activity.  Therefore we need to look 
specifically at activity as opposed to reference data for acute care.  RGS agreed it is 
important to have service delivery at the weekend and confirmed elective work is carried 
out e.g. in PET scanning, diagnostic areas and chemotherapy.  CM pointed out that she 
had visited the MAU who confirmed there is a consultant rota for weekends. 
 

c Integrated performance report  
 JD confirmed overall performance continues to be good.  The patient satisfaction survey 

showed excellent performance at 99.3%.  He explained the net promoter score was 
confusing and has been reassessed.  This indicator now combines the likely and extremely 
likely scores.  The waiting times are all better than target, the staffing level fill rate is at 
98.8% and the Trust is on the lowest CQC risk band of 6.  
 
In regard to safety there have been no MRSA or C-Diff cases reported in April.  No SUI 
panels were held but there were 4 executive reviews.  There has been a slight increase in 
complaints (11 in month) and there have been 3 inquests. 
 
There are no risks above 15. The risk relating to tariff and commissioning intentions has 
reduced in month from 20 to 15 and is expected to reduce further now the contract has 
been signed. 
 
NL asked where the targets originated from.  JD indicated these are long standing targets; 
RGS confirmed they were locally agreed with commissioners and benchmarked to 
establish the target.  NL suggested the Quality committee should review these to ensure 
they are appropriate.   
 
In regard to strategy the Trust has a Continuity of Service rating of 4, Patients treated YTD 
is +0.81% and our objectives are green. 
 
Finance is showing a strong position and is showing an I&E surplus of £767K, EBITDA is 
£97k above plan, 41.8% CIP has been achieved recurrently and there is a cash balance of 
£53.3m.  Debtor days are at 11. 
 
In regard to efficiency, LoS is marginally above target which relates to non-elective activity.  
Sickness absence is below plan and agency spend is 1% of the total pay bill. 
 
Access has delivered on all targets.  62 day performance is at 90.1% for April. In summary 
the Trust is reporting Green for Governance and a CoS rating of 4. 
 
CO asked whether action had been taken in regard to staffing levels following the 
cancellation of an operation.  JD confirmed there had been changes to staffing on the 
CCU.  There have also been changes to the forward planning of activity to ensure there is 
no repetition.  JD reported on a medical emergency in surgery which affected a planned 
surgical procedure.  This was re-booked within 7 days. 
 
NL commented on the length of stay (LoS) and bed occupancy targets and suggested 
these should be tested.  RGS explained 82% is the national standard for efficient use of 
beds.  He noted the issues for The Christie are around non-elective activity and different 
case-mix.  NL asked if this is the right target for The Christie.  RGS agreed probably not.  
However LoS nationally is 11 days which is not an issue for The Christie.  Following further 
discussion RGS confirmed work is ongoing to improve planning for both elective and non-

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JB 
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No Item Action 
elective activity. 
 

27/15 Other reports  
a National inpatient survey 2014  

 

JB reported on excellent results from the national inpatient survey.  The results have been 
scrutinised and the feedback gained has been linked to the BAF.  She confirmed the Trust 
has scored well in the section scores where 9 out of 10 were in the top 20% of 
organisations.  The areas for improvement following the 2013 survey were identified as: 
• Delays on day of discharge 
• Medication side effects 
• Being advised on how to take medicine in an understandable way 
These scores have improved.  One area identified as requiring further improvement is the 
delays in discharge.  This is an area for focus; a local CQuIN, supported by 
commissioners, has been negotiated based around a quality improvement package of 
‘home by 10am’.  This work is being supported by MIAA and there will be a report to the 
next Quality Assurance committee meeting. 
 
JB reported that the Trust is looking at a range of quality improvements around operations 
and procedures targeting areas such as: 
• Staff talking to patients about their worries and fears 
• Helping with pain control 
• Patients being involved more in decisions regarding discharge 
There will also be more focus around hospital food, the scores for which did not reflect 
feedback.   
 
Following a comment from KR in regard to the call buttons, JB explained the difficulties 
faced in this area and that steps are being taken to ensure there is always a staff member 
in each bay.  
 

 
 
 
 
 
 
 
 
 

JB 

28/15 Approvals  
a Annual report & accounts 2014/15  

 

This document was provided in a separate pack.  It was noted this had been discussed at 
the Joint Audit & Quality Assurance Committee meeting and had been accepted to go to 
the board for approval.   The format follows the requirement set out by the Regulator.  The 
report was approved for submission before the Monitor deadline of 29th May. 
Approved. 
 

 

b Monitor self-certification declarations  
I & ii General condition 6 of the provider licence & Corporate governance statement and 

certification on AHSCs and training of governors 
 

 

RGS explained the Trust is required annually to complete self-certifications (via a template 
mandated by Monitor) to confirm it complies with the terms and conditions of its provider 
licence.  RGS reported the Trust is confirming full compliance.   In regard to the section on 
corporate governance, reference has been made to the section 105 intervention notice 
confirming that appropriate action was taken and the Trust returned to full compliance.  An 
external governance review was also undertaken; RS felt it was important to reference this. 
Approved 
 

 

29/15 Board assurance  
a Corporate planning 2014/15  

 

RGS reported on progress against the corporate plan 2014/15.  Overall the objectives 
have been achieved except for 3 components: 
• Family and friends ambulatory care setting – this process has been put on hold by 

NHS England 
• Implementation of plans to reorganise urological services – this process has been 

suspended by the commissioners.  RGS noted that the gynaecology service 
compliance question has been resolved. 

• Maintain green governance rating – this was not achieved due to the section 105 
Monitor intervention. 
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No Item Action 
b Board Assurance Framework 2015/16  

 

Significant rejuvenation of the BAF has taken place.  A new format has been implemented 
which focuses on key risks to the organisation.  RGS noted this is a ‘live’ document which 
will be continuously reviewed and updated.  
 
JB confirmed the CQuINS targets have been signed off with commissioners.  A strong 
working group has been developed to action the stretched targets for this year. 
 
JF noted she will be providing an update report on Proton Beam Therapy (PBT) to the next 
board meeting regarding a supplementary business case for equipment.  She reported on 
a new risk regarding private providers of this service.  The project team is looking at the 
feasibility of bringing the implementation of PBT forward. 
 
RGS confirmed the BAF will be updated prior to the next meeting and directors will be 
looking at whether the risk assessments are appropriate.  The Company Secretary co-
ordinates the BAF and will be making the necessary amendments. 
 

 
 
 
 
 
 
 

JF 
 
 
 
 
 
 

LW 

c Annual reports  
i Audit committee  

 

NL noted that the audit committee annual report has been reviewed and approved at the 
April audit committee and the joint audit & quality assurance committee held prior to board.  
He confirmed he will be presenting the report to the governor Development & Sustainability 
Committee at a future meeting. 
Approved  
  

 

ii Quality assurance committee  

 

CB confirmed the report had been discussed and approved at the joint audit & quality 
assurance committee held prior to board.  She reported on a successful year, achieving all 
objectives and standards.  This report will be presented to the governor quality committee 
and NL will be presenting it to the governor D&SC committee. 
Approved 
 

 

30/15 Any other business  
 RGS recorded that a new Chief Operating Officer has been appointed.  Fiona Noden, 

currently COO at Wrightington, Wigan & Leigh will take up post on a date yet to be 
decided.  The committee thanked Jason Dawson for his fantastic work, particularly during 
the recent challenges. 
 

 

31/15 Date of the next meeting:  
 Friday 19th June 2015  
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Agenda item 32/15c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

26 June 2015 Annual reporting cycle Integrated performance report COO Monthly report 33/15c

31 July 2015 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Monitor Q1 return EDoF&BD

4/15a Monitor / CQC implementation plan CEO Update

25 September 2015 Annual reporting cycle Integrated performance report COO Monthly report
Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Six month review

30 October 2015 Annual reporting cycle Corporate objectives & board assurance 
framework

CEO Interim review

Annual reporting cycle Q2 Monitor return EDoF&BD
Annual reporting cycle Risk Management strategy EDoN&Q Annual review

27 November 2015 Annual reporting cycle Integrated performance report COO Monthly report

January 2016 Regulatory Monitor Q3 return EDoF&BD To approve
Annual reporting cycle Integrated performance report COO Monthly report

February 2016 Annual reporting cycle Integrated performance report COO Monthly report

Public Meeting of the Board of Directors - 2015

Action plan rolling programme after May 2015 meeting 

 August 2015 - no meeting

December 2015 - no meeting
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

March 2016 Annual reporting cycle Corporate planning (corporate objectives / 
BAF / financial plans: revenue & capital 
2016/17)

Executive 
directors

Approve next year's annual plan

Annual reporting cycle Letter of representation & independence Chair Directors to sign
Annual reporting cycle Register of directors interests Chair Report for approval
Annual reporting cycle Integrated performance report COO Monthly report

Annual reporting cycle Chair Review

April 2016 Monitor Q4 return EDoF&BD Approve
Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Essential standards for quality & safety / 

NHSLA
EDoN&Q Declaration / approval

Register of matters approved by the board CEO April 2015 to March 2016
Annual reporting cycle Annual plan 2015/16 EDoF&BD Approve

May 2016 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Annual reports from audit & quality assurance 

committees
Committee chairs Approve

Annual reporting cycle Annual governance statement Exec direc Approve
Annual reporting cycle Annual report, financial statements and quality 

accounts 
EDoF&BD Approve

Annual reporting cycle Statement on code of governance Approve
Monitor provider licence Self certification declarations EDoF&BD General condition 6 and 

Continuity of Service condition 7 
of the NHS Provider Licence
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Action log from the board of directors meeting held on  

Thursday 28th May 2015 

 

No. Agenda Action By who Progress Board review 

1 26/15c 
The Quality Assurance Committee to review local 
waiting time targets to provide assurance of their 

appropriateness 

COO / 
EDoN&Q For discussion at June 2015 QA meeting  

2 29/15b Proton beam therapy supplementary business case for 
equipment to June board EDoF&BD Agenda item for June board 19th June 2015 

3 29/15b Company secretary to update board assurance 
framework (BAF) Comp Sec Updated following Directors meetings 19th June 2015 
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Agenda item 33/15a 
 

Meeting of the Board of Directors 
Friday 19th June 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. 

RAF - Risk Assessment Framework  

ATI - Adjusted Treatment Index 
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Agenda item 33/15a 
 

Meeting of the Board of Directors 
Friday 19th June 2015 

 
Chief executive’s report 

 
1. Monitor 

On 12th June we had our annual plan review with Monitor, following its submission in May.  
Initial feedback is very positive and that our plan fully meets the regulator requirements.  A 
number of providers particularly those forecasting deficit will have site visits.  It is expected that 
no further review or additional monitoring will be required for The Christie. 
 
A number of further activities have been raised by Monitor in relation to adopting best practice in 
key areas of spend.  This includes agency and management consultancy spend and the 
introduction of support and an approval processes from the regulator.  Whilst we have existing 
monthly monitor and reporting mechanisms already in place for agency spend (integrated 
performance report), we will expand this to encompass management consultancy spend in 
future reports. 
 
Monitor are also undertaking consultation on the Risk Assessment Framework (RAF) outside of 
its annual update.  This has been prompted by the increasing sector deficit.  Proposals in a 
revised RAF are aimed at detecting solvency problems earlier by introducing two additional 
metrics to track deficits and access the accuracy of planning.   
 
More information can be found at https://www.gov.uk/government/consultations/consultation-on-
changes-to-the-risk-assessment-framework-june-2015  
 

2. NHS Confederation 
The annual conference took place at the beginning of June.  We were represented and in 
particular engaged in discussion with NHS England Chief Executive Simon Stevens about the 
future delivery of specialised services locally together with system leadership and regulation 
examples from our practice. 
 
Further information can be found at http://www.nhsconfed.org/  
 

3. Review of Operational Productivity in NHS Providers 
An interim report was published by the Department of Health which makes an assessment of 
this following work with 22 providers.  It sets out a number of efficiency opportunities.  It also 
introduces proposals for a ‘model hospital’ defining best practice in efficiency and an adjusted 
treatment index (ATI) metric which could be used as a barometer for comparisons and 
improvement.  Our current efficiency performance is ahead of plan.  Notwithstanding this, we 
have commenced work to establish what our performance assessment against these measures 
are and what we can learn or use in our efficiency activities going forward.   
 
More information can be found at 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/434202/carter-
interim-report.pdf  
 

4. 5 Year Strategic Plan 
On Tuesday the 9th of June we held a clinical engagement event in the auditorium.  The event 
was well attended by 50+ clinical staff.  This forms part of our implementation schedule and is 
the 4th event we have had since we developed our 5 year strategic plan.  The event focused on 
an update on the 2015/16 annual plan, a snap shot of four of the key work streams we are 
progressing in delivering our strategy and an interactive session on Devolution Manchester. 
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There was considerable discussion on devolution Manchester as we posed questions to the 
audience which included -  
 
- Improving outcomes in cancer care should be a key theme in GM devolution – do you 

agree? 
- System leadership rather than organisational leadership is the key to driving overall 

improvements in clinical outcomes and patient experience in cancer services. Do you 
agree? 

- How strongly do you feel The Christie should be taking a wider system leadership role in 
cancer services, accepting that this may mean we lead on issues outside our direct control? 

- Do you believe The Christie should be the lead provider for cancer services for the whole of 
Greater Manchester? 

 
There was very strong support for the further development of a leadership role in cancer in GM 
devolution and for a focus on improving cancer outcomes.  More information about the event 
can be found at 
http://www.christie.nhs.uk/media/654482/Five%20year%20strategy%20for2014-19.pdf  
 

5. Healthier Together 
The programme board met in May and reviewed the latest work carried out by sectors on single 
service developments in acute care.  These have made significant progress in all sectors and 
the committees in common of the Greater Manchester Clinical Commissioning Groups will 
consider this at their meeting on 17th June.  This meeting will primarily decide the number of 
single acute services that are required for Greater Manchester following the outcome of the 
recent public consultation. 
 
More information can be found at https://healthiertogethergm.nhs.uk/  
 

6. Manchester Cancer Research Centre 
A series of events is taking place commencing on the 15th June, to mark the initial occupation of 
our new joint facility on Wilmslow Road.  Together with our partners; the University of 
Manchester and Cancer Research UK a programme of visits and thank you celebrations will 
take place.  Our research division together with some of our research teams have commenced 
working from the facility with offices located on 2nd floor.   
 
For more information http://www.mcrc.manchester.ac.uk/  
 

7. Greater Manchester Devolution 
The work streams continue to develop plans for the construction of the GM strategic plan 
business case.  One of the early implementation priorities:- 24/7 access to primary care was 
launched this month at the fourth Greater Manchester primary care summit.  Further information 
can be found in issue 2 of the GM Health and Social Care e-bulletin appended to this report.  
http://www.hmr.nhs.uk/attachments/article/226/GM%20Devolution%20Health%20and%20Social
%20Care%20news%20-%20issue%201%20(2).pdf  
 

8. Director of Strategic Systems and Technology NHS England 
On Friday, 12th June Beverley Bryant visited the trust.  She had an opportunity to review the 
innovative and leading work that our information teams have been progressing to improve the 
way we use technology to support both the delivery of care and to measure outcomes of care.  
They received excellent feedback on progress and also demonstrated activities in action during 
visits to several departments in the hospital.  Opportunities for further development work with 
the NHS team have been arranged as a result.  http://www.england.nhs.uk/  
 

9. Health Investors Award 
The annual health investors awards took place on 10th June.  Two of our partnerships with 
independent sector providers in diagnostic services were nominated for awards.  We were joint 
winners together with our partners for both award categories.  This is an excellent achievement 
and demonstrates our capabilities in achieving benefits for patients from working together with 
independent sector partners.  http://www.healthinvestor.co.uk/Awards/awards.aspx  
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10. Volunteer Coffee Morning/Volunteers Week  
Our latest quarterly volunteer coffee morning took place on 1st June, at the start of National 
Volunteers Week. There was also an interesting display about the week on the stand in the 
glass corridor. 

 
The coffee morning itself was well attended by volunteers from around the hospital who 
dropped in to catch up with our voluntary services team and each other. Kay Power, Eunice 
Whittle and Janet Power were among the attendees, and will be receiving their 10 years long 
service awards on 10th June. 

 
11. Long Service Awards 
 The annual long service awards were held in the auditorium on Wednesday 10th June to 

celebrate the contribution of almost 40 members of staff and volunteers.  The awards were 
presented by actor Mark Charnock, best known for playing the part of Marlon Dingle in 
Emmerdale.  

 
 Awards were presented to staff who had achieved 20, 30  or 40 years service at the trust.  

Volunteers who had given 10 years service were also recognised.  Family members and 
colleagues were invited to join the celebration and share in the fantastic achievement of all. 

 
12. Monitor's Clinical Advisory Forum 

Monitor are in the process of establishing a Clinical Advisory Forum which will provide expert 
advice to Monitor’s clinical team and will help to inform policy and operational decisions on a 
diverse range of issues, for example their approach to poorly performing providers and the NHS 
payment system.  Monitor have advised that the Clinical Advisory Forum will be an important 
component of Monitor’s approach to clinical engagement and invited applications nationally for 
Nurse and Medical Directors to become a member.  There are 18 members of the clinical 
advisory forum, 9 medical Directors and 9 nurse directors.   
 
I am pleased to advise that Jackie Bird, Executive Director of Nursing and Quality has been 
appointed to the Clinical Advisory Forum and will attend he inaugural meeting in July. 

 

17



 

18



  
 
 

GM Health and Social Care Devolution  
E-bulletin 

Issue 2 - June 2015 
 

 

What Greater Manchester does today . . .  

Our ambitions for the future of health and social care in the region under GM 
Devo are being echoed nationally. The Queen’s Speech at the State Opening of 
Parliament made a number of pledges around health and social care, 
strengthening what we are already putting into practice here. Plans for the new 
Government included implementing the NHS five year plan (with its focus on 
prevention, care and sustainability), increasing the health budget, integrating 
healthcare and social care and ensuring the National Health Service works on a 
seven day basis.  There will also be measures introduced nationally to improve 
access to general practitioners and to mental healthcare. 

It feels right that what we are doing in Greater Manchester will pave the way for 
others.  

Ian Williamson 
Chief Officer 

Key events 
GM Health and Social Care Devolution is taking centre stage at the NHS Confederation Conference in 
Liverpool. Ian Williamson, Interim Chief Officer for Health and Social Care Devolution and Sir Richard 
Leese, Leader of Manchester City Council will speak as part the closing plenary session today (3 June). 
Chaired by Dr Steve Kell, Co-Chair of NHS Clinical Commissioners the GM devolution session will also 
include a presentation from Philip Blond, Director at Respublica a Think Tank advocating the devolution of 
powers in Great Britain and will conclude with a live Q&A. GM Health and Social Care Devolution will also 
be present on the NHS England stand to engage with delegates and to answer questions. 

We are also leading the Fourth Greater Manchester Primary Care Summit – Greater Manchester 
Devolution; the Primary Care Revolution in Salford on 10th June. Sir Sam Everington, who helps lead 
national work on primary care-driven care models and service redesign, will be speaking. 

We will also be present at the Local Government Association Annual Conference in Harrogate this month. 

Insight 
We are about to enter the second phase of our communications, engagement and movement for change 
and will be starting by finding out what residents, staff and stakeholders understand about GM Devo. We 
will circulate more information about this to your communications leads but we are planning that the work 
will be completed by the end of July.  

Social media 
While our website is in development, we'd appreciate your support of our drive to promote the work being 
undertaken by using #gmdevo on any news you may be sharing around GM Health and Social Care 
Devolution projects.  

Telling the story of GM Health and Social Care Devolution  
We have an updated slide deck with key facts and messages about GM Health and Social Care Devolution 
which will keep you updated.  If you are planning to present on GM Health and Social Care Devolution, 
please let us know at GM.Devo@NHS.net and we will send them out to you. 
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Dementia care 
One of our Early Implementation Priorities focuses on improving care for people living with dementia 
through integrated services.  Simon Stevens, Chief Executive of NHS England, visited a Dementia Friends 
event in Oldham recently and commended the innovative work there. 

A new look 
We are developing a look and feel for our programme and to demonstrate how a number of NHS bodies 
are working together, we have a newly-created logo, unique in the NHS. That logo illustrates that we are a 
new, multi-party healthcare entity of commissioners and providers – NHS in Greater Manchester – and sits 
alongside that of our partners GMCA. 

 
 
 

Want to know more? Get in touch . . . gm.devo@nhs.net  
 

 

 
Copyright © 2015 GM Devo, All rights reserved. 
Our mailing address is: 
Greater Manchester Health and Social Care Devolution 
4th Floor 
3 Piccadilly Place 
Manchester  M1 3BN 
unsubscribe from this list    update subscription preferences    

 

 

 

20

http://nhs.us10.list-manage.com/track/click?u=06160689d6209bc050fd4dd70&id=8347db1fe6&e=e30a5511b4
http://nhs.us10.list-manage.com/track/click?u=06160689d6209bc050fd4dd70&id=8347db1fe6&e=e30a5511b4
mailto:gm.devo@nhs.net?subject=Contact%20from%20e-bulletin%20issue%201
http://nhs.us10.list-manage2.com/unsubscribe?u=06160689d6209bc050fd4dd70&id=613df585ef&e=e30a5511b4&c=7c14d4824f
http://nhs.us10.list-manage.com/profile?u=06160689d6209bc050fd4dd70&id=613df585ef&e=e30a5511b4


 
 

Agenda item 33/15b 
 

 
Meeting of the Board of Directors 

Friday 19th June 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. 

Nil 

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. 

GM-AHSN – Greater Manchester Academic 
Health Science Network 
IS4AC – Improvement Science for Academics 
GMC – General Medical Council 
PEF – Practice Education Facilitation 
NW – North West 
CPE – Carbapenemase Producing 
Enterobacteriaceae 
HTA – Human Tissue Authority 
MCRC – Manchester Cancer Research Centre 
NEEHP – North of England European Health 
Partnership 
AOA – Annual Organisational Audit 
ORSA – Organisational Readiness Self-
Assessment 
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Agenda item 33/15b 

 
Meeting of the Board of Directors 

 
June 2015 

 
Executive Medical Director’s Report 

 
 

 
1. Consultants 

Mr. Chelliah Selvasekar, Consultant Colorectal Surgeon has successfully completed 
with Merit, the MBA (Health Executive) Programme at Keele University, a fantastic 
achievement. Mr Selvasekar has also been successful in his application to the GM-
AHSN Quality Initiative.  The scope of this £2m national programme is to incorporate all 
the domains of quality improvement although at the start the focus is on patient safety 
and ten applications were accepted from Manchester. 
 
 

2. Improvement Science for Academics (IS4AC) Programme 
The IS4AC Graduation Summit will take place on Thursday 11th June 2015, two teams 
from the Christie have graduated through the IS4AC programme: 
 
• Raptor–D (Breast Cancer Database) – Led by Dr. Andrew Wardley 
 

Using technology to aid patient-clinician communication about clinical 
opportunities - Using an automated process to flag eligible patients, they will 
increase referrals of eligible breast cancer patients treated at The Christie to early 
phase clinical trials. 

  
 

• Team BOB (Nursing e-forms) – Led by Sister Katie Johns 
 

Transformation of oncology nursing documentation - Increasing timely initiation 
of e-forms to ensure electronic data capture of nursing assessments and care 
plans. 
 
 

3. National GMC Trainee Survey Results for 2015 
The GMC survey results for 2014-15 have just been released and represent a first class 
achievement by all our staff involved in training doctors.  
 
The Trust was able to report 100% compliance with the GMC trainee survey 2015.  The 
excellent Christie results showed significant improvement and are attributable to the 
efforts of many of our staff. 
 
 
Key highlights: 
• 100% response rate 
• 13 ‘green’ outliers in total (where we are better than the national average) 
• Quality of medical handover – ‘green’ outlier scores across all trainees, foundation 

and specialty 
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• Highly significant improvements in haematology over the past 3 years 6 ‘green’ 
outlier scores this year 

• No ‘red’ outliers – across all trainees and all specialties 
 

 
4. Practice Education Facilitation (PEF) Outcomes Monitoring 2014-15 

The Practice Education Facilitation (PEF) function is funded through the Multi-
professional Education and Training (MPET) levy to provide high quality multi-
professional learning environments across services, promoting inter-professional 
learning opportunities, and managing placement capability and capacity. The outcomes 
of the PEF function are reviewed annually by Health Education North West, in response 
to other policy drivers and is aimed at delivering strategic and local contexts and needs.  
 
Annual monitoring of the outcomes of Practice Education Facilitation (PEF) is integral to 
the Learning and Development Agreement process to ensure education quality in 
practice learning, and transparency of associated financial flows as well as ensuring 
continuous improvement.  
 
The 2014-15 cycle of monitoring required more detailed evidence than in previous years 
to enable presentation of evidence to Health Education England in priority areas. 
 
The Christie scores against the core outcomes for the PEF function for 2014-15 are 
indicated below: 

 
 Assessment 

Score 
Level 

The Christie Assessment 2013/14 96% Silver 
The Christie Assessment 2014/15 98% Gold 
NW Average Score 2014/15 94% N/A 
Greater Manchester Locality Average Score 2014/15 95% N/A 

 
This assessment level is based on the completed self-assessment template submitted 
by the Placement Provider, including the required Organisational Action Plan, and Board 
report.  

 
The level awarded is structured against the following framework: 

 
Standard Assessment level 
Evidence that processes are in place across indicators to 
establish baselines 

Bronze 

Evidence of implementation of monitoring processes 
systematically across all indicators, including delivery of 
action plan from previous year 

Silver 

Evidence that the Placement Provider has established/ set 
improvement measures internally across learning 
environments evidencing year on year improvements. 

Gold 
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The following provides a summary of The Christie good practice areas and areas for 
development: 

 
Domain Good Practice Date to be 

completed by 
All Multi-professional approach across all areas, 

specific examples include mentor updates, and 
inter-professional learning developments. 

Ongoing 

1 and 2 Responsiveness to issues related to mentor support 
as reported through the Quality Surveillance 
process. 

1.10 Employer satisfaction process 

All Overall good reporting process, and good analysis 
of themes and actions identified 

Domain  Area for development Ongoing 
 As identified by the Placement Provider within 

organisational action plan 

 
 

5. Dinwoodie Visit & Opening of Simulation Room 
John Pears from the Dinwoodie Foundation visited on 20th May to view the Dinwoodie 
investment in the Education Centre.  The New Simulation room, which is now complete 
and about to be open for use was shown to Mr Pears, as well as the working education 
centre which the foundation had previously invested in. The simulation room is a mock-
up of a working bed space, and contains “Sim-Man”. There is a dedicated control room 
from which trainers can run a simulation. 
 
Video and audio provide live and recorded transmissions so trainers and delegates can 
observe from the main clinical skills room. Audio also allows the trainer to speak to the 
delegates conducting the simulation from the clinical skills room. This additional space 
will allow more simulated training to occur, and will also ensure essential training can be 
more easily accommodated in the clinical skills area. 
 
 

6. Antimicrobial Resistance  
The Trust is mindful of increasing concerns from NHS England, and other bodies, 
regarding the very real danger that antimicrobial resistance presents. 
 
Patients attending The Christie are at particular risk of infection, through the combination 
of receiving immunosuppressive therapies, and as a result of their cancer, being 
immune-compromised. This is even more serious when the infection is due to a resistant 
organism. There may also be an increased risk from on-going immune-compromise in 
longer term survivors.  

 
The Trust has in place a number of systems to guard against the development of 
antimicrobial resistance.  Antibiotic usage is monitored on a daily basis by the pharmacy 
team.  Clinicians are reminded to review the use of antibiotics regularly, and where 
appropriate to change therapy if it is not working, or to stop the antibiotic if there is no 
sign of infection.  The Trust operates a limited antimicrobial formulary, and adherence to 
this is monitored. Restricted list antibiotics can only be prescribed on the 
recommendation of a consultant microbiologist, and this is policed by the pharmacy 
team.  
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In the course of 2015-16, we will be evaluating our results from screening of high risk 
patients for colonisation of Carbapenemase-Producing Enterobacteriaceae (CPE) on 
entry to specific clinical units. This will be combined with monitoring of the impact on 
side-room use. 

 
Where appropriate, patients are administered growth factors to stimulate white blood cell 
generation post chemotherapy, thus enhancing the patient’s own ability to fight infection. 

 
The Trust is committed to supporting clinicians in the prudent use of antibiotics, and 
where appropriate would be willing to work with research bodies in the testing of new 
antimicrobial agents. 
 
The Trust has very low rates of infection and has robust infection control and prevention 
systems in place.  An example is that all Clostridium Difficile infection have a full root 
cause analysis carried out to identify good practice as well as if there have been any 
lapses in care.  The attribution of the infection is discussed at a meeting where the case 
is presented to our commissioners 
 
  

7. Human Tissue Authority (HTA) Inspection 
There was a HTA inspection on Tuesday 26th and Wednesday 27th May, Jane Rogan led 
the inspection on behalf of the division of research.  Overall, this went very well and we 
received some excellent feedback from the inspecting team, who would like to use some 
of the MCRC Biobank processes as examples of good practice. There was only one 
minor area of non-compliance relating to the requirement for a risk assessment to cover 
research groups within the Paterson Building who are working under the licence. The 
HTA also provided some advice and guidance, which will help to drive up standards 
even further. 
 
 

8. North of England European Health Partnership (NEEHP) 
Following notification from NHS England that NEEHP would no longer be funded, 
notification of this decision was communicated to staff members affected (3 in total).  
Consultation with HR/Management and the affected staff members led us to issue notice 
of redundancy subject to routine HR processes with a completion date of 7th June 
2015.The contracts of the staff affected have been terminated effective 7th June 2015. 
 
 

9. Medical appraisal: Annual Organisation Audit (AOA) 
The Trust, as a designated body, is required to review its systems and processes 
against the AOA core standards confirming its year end position for 2014-15 to NHS 
England. 
 
The AOA is a standardised template for all Responsible Officers to complete and return 
to their higher-level Responsible Officer. AOAs from all designated bodies will be 
collated to provide a status report of implementation across England.  
 
Our year end position identified 165 doctors with connections to the Christie.  Note this 
applies to consultants and non-training grades only as trainees are connected to the 
Deanery. 
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The table below highlights our compliance with medical appraisal. 
 
Designated 
Body 
Connections 

 
165 

1a (completed 
appraisal 

between 9-15 
months / signed 

off within 28 
days) 

1b (completed 
appraisal –  

<9->15 months, 
not signed off 
within 28 days) 

2 
(Approved 
Incomplete 
appraisal) 

3 
(Unapproved 
Incomplete 
appraisal) 

Consultant 128 
 

106 17 4 1 

Staff Grade 13 
 

8 4 1 0 

Other 
(clinical 
fellows, 
specialty 
doctors) 

24 20 3 1 0 

Total 
 

165 134 24 6  1 

 
I can confirm that the return has been completed and the submission was made to meet 
NHS England’s deadline of Friday 29th May 2015. The Responsible Officer met with the 
consultant who had not complied with requirements and this overdue appraisal has now 
been completed. 
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Agenda item 33/15c 

 
Integrated performance and quality report for month 2 – May 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 2 

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 

NHS Plan 
Cancer plan 
Cancer waiting times 
NHS planning guidance 
Payment by results 
NHS financial regime 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 Board Assurance Framework 
6.1 

 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 33/15c 

 
Month 2 Performance Report 

 
 
Introduction 
 
The Integrated Performance and Quality report now includes a summary dashboard that presents 
an overview of performance.  Exception reports are also now included where any target has 
breached and is flagged as red. 
 
 
Overall Performance 
 
In month 2 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 one risk scoring above 16, this is around the delivery of the Christie Pathology 
Partnership objectives not achieved impacting on clinical service. The full risks can be found in 
section 4 of the report.  
 
Quality – In May our satisfaction survey results are 99.2%, which has been maintained from April.  
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 3 cases of 
avoidable or unavoidable CDifficile in May 
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Performance Exception Report 
 

 
Indicator 

Length of Stay (Elective & Non-Elective 
Inpatients – Rolling 12 Months) 

Target Apr-15 May-15 Performance YTD 

6.4 6.62 6.66  6.66 

Issue 

There has been an increasing trend in overall LOS in recent months (As per the data below).  High level data 
shows the majority of this increase is related to emergency patients.  After a slight improvement in April the 
overall figure continues to be over target and has risen again in May.  

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Total 6.31 6.37 6.39 6.4 6.44 6.43 6.48 6.5 6.58 6.64 6.62 6.66

EL 5.44 5.46 5.43 5.44 5.43 5.37 5.36 5.36 5.42 5.48 5.47 5.46
NEL 7.42 7.57 7.67 7.69 7.85 7.89 8.06 8.18 8.32 8.38 8.36 8.54

      

Proposed Action 

A detailed investigation has taken place to 
investigate the length of stay data for all inpatients, 
with particular focus given to the recent increase in 
emergency admissions.  This has been undertaken 
by the Performance Team.  The preliminary findings 
of this work has narrowed down the focus to the 
specialties of Medical & Clinical Oncology as this is 
where the most significant increases have taken 
place. (the diagram shows a trend over the last 2 years of 
emergency discharges and their respective average 
lengths of stay by month). 

  The proposed actions going forward are: 

1.  Performance Team to engage with Networked Services division to share the data and analysis. 

2. To add intelligence to the existing data to understand the types of patients being admitted e.g. 
Radiotherapy / Complex Chemotherapy.   

 

Assessing Improvement 

Ongoing improvement can be monitored via live dashboards.  Dependant on the findings of the detailed 
analysis with the division, improvement may not be a reduction in the average length of stay figure.  It may be 
a realignment of the baseline measure in relation to the evolving case mix of the patients being admitted. 

Impact 

To better understand the possible changing casemix of patients being admitted as an emergency within the 
specialties of Clinical & Medical Oncology.  

Expected Date of Performance Delivery 

31/07/15 

Executive Lead 

Jason Dawson 
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Performance Exception Report 
 

 
Indicator 

Bed Occupancy (Midnight) 
Target Apr-15 May-15 Performance YTD 

82% 86.4% 82.1%  84.2% 

Issue 

There has been an increasing trend in overall trust bed occupancy in recent months.  High level data shows 
the majority of this rise is related to the expected additional gynaecological surgical cases that are now being 
done at the trust on a particular ward.  The figures in May however show a reduction in this area which is 
responsible for the reduction in the figure from April to May.     

  

 

Proposed Action 

Detailed work is being undertaken to investigate occupancy levels by the Performance team.  With the reports 
available the figures are being looked at on a daily basis and high occupancy figures for each ward will be 
reported back to the divisions.  This will ensure accuracy of recording as well as alerting the divisions to any 
potential bottlenecks in the system.   

 

 

Assessing Improvement 

In addition to the data investigation there is a cross-divisional working group looking at trust level data 
focusing on required numbers of beds and occupancy levels.  This work is on-going and will link in with 
several other related projects such as the inpatient pathways work and the admissions processes.  The 
ultimate outcome of these projects are to assess the needs of the trust with regards to beds and what an 
appropriate occupancy level is for the types of patients being admitted.  

 

Impact 

This short term analysis and wider project work should form the statistical basis for potentially implementing 
changes to the admissions & discharge processes, the size of the Trust’s bed stock and also how it is utilised 
going forward.  If this is assessed correctly we should be able to set a new baseline for occupancy and keep 
the performance at a level that is deemed appropriate. 

 

 

 

Expected Date of Performance Delivery 

30/09/15 

Executive Lead 

Jason Dawson 
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Performance Exception Report 
 

 
Indicator 

Family and Friends test. 
Target Apr May Performance YTD 

40% 41.8% 37.1%  39.1% 

Issue 

• Trust overall response rate for the inpatient and day case areas has decreased in month to 37.1%, 
just below the target 

• The locally agreed response rate is 40% meaning the year to date performance is now 39.1% 

 

 

 

Proposed Action 

• Review eligibility and exclusion criteria 

• Improvement actions to be led by sisters/charge nurses and matrons learning from areas where 
response rate is 40% or more 

 

 

Assessing Improvement 

• Weekly monitoring reports from information team 

• Improvements to be monitored at Friends and Family Test steering group and Patient Experience 
Committee 

 

 

 

Impact 

• Low impact 

 

 

 

Expected Date of Performance Delivery 
12th July 2015 

Executive Lead 
Jackie Bird 
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Performance Exception Report 
 

 
Indicator 

Essential Training 
Target Apr-15 May-15 Performance YTD 

95% 91% 92%  92% 

Issue 

Essential Training compliance has increased in month to 92% just below the target.   

Proposed Action 

A review of essential training is currently taken place within all clinical areas and will be completed by the 
end of June.  All trainers have been asked to provide a rationale for the scope, frequency and delivery 
method for their subject.  The impact of the review can already be seen in the individual divisional 
compliance figures 

Compliance with risk critical training is monitored through Risk & Quality Governance Committee.  Risk 
assessments are undertaken to ensure that appropriately skill staff are on duty at all times. 

 

 

Assessing Improvement 

Monthly reports continue to be produced to enable the divisions to monitor compliance closely.  Essential 
training is discussed at divisional board meetings and performance review meetings.  Continued escalation 
remains in place at the monthly risk committee. 

Impact 

Low impact due to risk assessments being undertaken. 

Expected Date of Performance Delivery 

30/06/2015 

Executive Lead 

Ann McEvoy 
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Performance Exception Report 
 

 
Indicator 

PDR 
Target Apr-15 May-15 Performance YTD 

90% 86% 87%  87% 

Issue 

PDR compliance has increased to 87% in month but remains below the Trust target.     

Proposed Action 

Estates remain below 80% and have an improvement plan in place.   

PDR compliance continues to be discussed at performance review. 

Assessing Improvement 

Monthly PDR compliance reports continue to be produced to enable the divisions to improve performance 
closely.  PDR is discussed at divisional board meetings and monthly performance review meetings.   

Impact 

Low impact 

 

Expected Date of Performance Delivery 

30/06/2015 

Executive Lead 

Ann McEvoy 
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1. Patient experience  
 
1.1  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 Privacy 
Pain relief Waiting times 

Availability of information Cleanliness 
Attitude of staff  

  
The table below shows the patient survey performance by month for 2015/16 
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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Recommended % 99.3% 99.2%
Not Recommended % 0.7% 0.8%

Patient Survey % Recommended Scores

 
 

The overall performance for patient satisfaction in May is 99.2% 
 

The table below shows 18 of 2291 responses where patients have given a negative response 
to one of the 17 questions asked.   
 

           

39



Actions are being undertaken to ensure improvements in the areas that have had negative 
responses as above in May 

 
 

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 May for our inpatients and day cases show we have 
had an excellent response of patients recommending The Christie at 98.8%. For our 
outpatient areas we have also had an excellent response at 94.0%. 

 
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  
Three complaints were received in May.  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: 

 

► Query/suggestion ► Allegation that service 
received substandard

► Single issue 
complaints with  
allegation of lack of 
appropriate care

► Multiple issue 
complaints with 
allegations of lack of 
care

► Multiple issue, 
complex complaints

► Verbal concerns 
resolved by the end 
of the next working 
day

► Simple complaints 
which can be 
resolved quickly

► Serious complaints  
containing one issue

► Serious complaints  
containing more than 
one issue

► Serious complaint 
where more than one 
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

1 2 3 4 5

 
 

Seven complaints were due to be responded to in writing in the month of May, all seven were 
responded to within the agreed response time. 
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Complaints by type 
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Complaints monthly comparison 
 

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
Baseline 6 6 6 6 6 6 6 6 6 6 6 6
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1.4  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 

 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
2013 45 70 64 66 76 43 59 63 69 68 52 35
2014 51 64 46 56 55 68 78 77 84 98 74 58
2015 78 77 76 77 84
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1.5    Executive quality walk rounds 
The following Executive Walk Rounds have taken place in May 2015.   

 

Date Executive 
Director Location Outcome 

15.05.15 Medical Director Radio- 
pharmacy 

Challenges: 
• IT system used to manage the workload; currently 

using an in-house system that is based on XP and 
would perhaps be corrupted by any upgrade to 
Windows 7. A new system has been purchased, and 
is currently in process of validation, but this was not 
a planned process of upgrade.  

• Quality control system probe is old and team do not 
trust it. New equipment to be installed in couple of 
months, but again the replacement was reactive 
rather than part of a rolling replacement programme.  

• No back-ups for some equipment and some 
breakdowns may stop production of products. One 
key items is the HPL 

• Staff can earn a ‘band’ higher salary for doing same 
role at other hospitals and hence there are retention 
issues.  

The team are proud of: 
• Work well as a team together and support one 

another within an open and transparent culture with 
good communication between team members 

• Work to very hard standards as set out in GCP 
• System of professional development where team 

members learn and then cascade the learning at the 
month team meeting 

Recommendations: 
• Review whether a maintenance contract would be 

an ‘invest to save scheme’ at the same time being 
more effective in management of resources 

19.05.15 Executive Director 
of Nursing and 

Quality 

Speech and 
Language 
Therapies 

Challenges  
• Increased activity and complex patient group 
• Unmet need, acute problems are resolved but a shift 

is needed to consider patients at the beginning of 
their treatment and assess who will need more in-
depth support and interaction from the team.   

• Lack of suitable space to work and lack of 
consultation space 

• Ensure any changes to location maintain close 
working links with other teams such as dietetics, 
complementary therapy, physiotherapy 

• Difficulty in having their voice heard, for example 
being considered when outpatient services are 
being developed 

• IT challenges, making it difficult to track patient 
cases 

The team are proud of: 
• The team were happy at work and enthusiastic 

about delivering good care to patients 
• Close working with other teams across the hospital 
• Providing support, advice and guidance to local 

community speech therapists 
• Involvement in the national trachea safety project 
• Very few incidents, complaints or concerns 
• Development of a session providing advice to 

support community speech therapists treating 
patients with oral cancers 
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Date Executive 
Director Location Outcome 

Recommendations: 
• Consider innovative ways to deliver the service 

Consideration/development of an AHP led 
endoscopy service 

• Consider how patients can be better prepared for 
the consequences of having NG tubes  

• Consider ways of providing advice to community 
services 

28.05.15 Director of 
Workforce 

Finance 
Division 

Challenges: 
• Constant deadlines to meet – “never-ending 

treadmill 
• Working long hours/workload management – 

particularly for specific people at key times of year – 
highlighted as a health & well-being issue. Staff 
resources thought to be OK but the peaks in 
workload are demanding 

• Making other trust staff aware of the procedures, the 
need to have them and keeping people to those 
procedures. 

• IT challenges – IT equipment is out dated – issues 
with upgrading to Windows 7 

The team are proud of: 
• The trusts strong financial position 
• Achieving month end/year end accounts and 

meeting all deadlines required. 
• Excellent processes e.g. ensuring that all required 

‘papers’ are sent out on time. 
• Debts are down. 
• Training and education of finance staff. 
• Excellent team working – all staff work well together 

and are flexible in approach to work requirements. 
Recommendations: 
• Staff thought that some tasks/reports were done 

because “they have always been done like this…” – 
could be opportunity to review what reports are 
done and what reports people actually want/need. 

• It was thought it might be good to promote what 
finance do – make trust staff aware of the broad role 
of Finance, etc. 

• Would like to find out what other staff do within the 
trust/build relationships – suggested getting 
clinicians to come and talk to the team. 

• Identify who to raise issues/concerns with (other 
than those related to financial role) e.g. around staff 
behaviour or patient issues 

 
 
1.6 Eliminating mix sex accommodation  

There were no incidents of mixed sex accommodation in May.  There were 28 episodes of 
mixing for clinical need located in the Critical Care Unit.   
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2. Patient safety   

2.1    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 May 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 – March 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.      
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Getting the right staff with the right skills to care for our patients all the time is our 
priority 

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 

 

 

2.3 MRSA bacteraemia 
There were no cases of MRSA bacteraemia reported in May 
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 MRSA screening 
100% of appropriate patients were screened in May 
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Clostridium Difficile 
There were 6 cases of avoidable and unavoidable c-diff reported in May 
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MSSA 
There were 3 cases of MSSA bacteraemia May 
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Glycopeptide Resistant Enterococcus (GRE) 
There were no cases of GRE bacteraemia in May. Patients who attend HTU 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.   
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Escherichia Coli (E-Coli) 
There were 3 cases of E-Coli in May.  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.     
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2.4 Clinical  incidents 

Patient harm 
 
There were 24 incidents occurring in May that resulted in patient harm; one was graded major 
due to a fracture, two were graded as moderate, one was due to a fall that led to an injury to 
the forehead and one was due to a prescribing issue.  There were 6 pressure ulcers reported 
and these and the remaining harms were all minor. 
 
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). 
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►
Minor injury or illness which 
was remedied with first aid 
treatment

►
Moderate injury or illness 
requiring professional 
intervention

►
Major injury / long term 
incapacity / Disability (e.g. 
loss of limb) 

► Fatalities

►
Health associated infection 
which did not result in 
permanent harm

►
No staff attending essential 
/ key training

► >14 days off work ►
Multiple permanent injuries 
or Irreversible health effects

► Affects 1-2 people ►
RIDDOR / Agency 
reportable incident 

► Affects 16 – 50 people ►
An event affecting >50 
people

► 1-3 days off work ► Affects 3-15 people

►

4 / major 5 / catastrophic

Adverse event 
requiring no/minimal 
intervention or 
treatment.

1 / no harm 2 / minor 3 / moderate

 
 

 
** extravasation -  Accidental leakage into surrounding tissue from the vein  
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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 required reduction of 10% of the previous year’s grade 2 
pressure ulcer rate. There have been no hospital acquired pressure ulcers of grades 3 and 
4.  May 2015 shows 6 pressure ulcers which occurred on Palatine Ward (3), Ward 3 (1), Ward 
10 (1) and Ward 11 (1).  The Ward sisters have been given key performance indicators from 
the Executive Director of Nursing & Quality, one of which is pressure ulcer reduction. 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2014/15 Total 0 4 5 7 8 9 13 13 18 23 24 31
2015/16 Total 3 9
15/16 Reduction Tra jectory 2 5 7 9 12 14 16 19 21 23 26 28

0

5

10

15

20

25

30

35

Grade 2+ Pressure ulcers developing after admission

 
 

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 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2014/15 Total 3 5 9 12 17 22 27 32 34 42 46 48
2015/16 Total 2 11
15/16 Reduction Tra jectory 3 6 8 11 14 17 19 22 25 28 30 33
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Never Events 
There were no never events in May 

 
 
2.5   Litigation, claims and inquests  

 
Claims 
Clinical negligence, employer liability and public liability 
There were 2 claims opened and 1 closed in May. 

 
Payments 
There were 2 payments made on claims in May. 
 
Inquests 
Three inquests were held in May relating to patients of The Christie 
 

 
 
 

Police involvement 
There were no episodes of police involvement in May.   

 
2.6 Executive reviews 

Five executive reviews were held in May, 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 May 
 

One incident has been reported to commissioners using the STEIS system. This is a patient 
on treatment who died at home. This is the subject of an executive review in July.  
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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. Clinical Effectiveness 
 
3.1 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.   
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May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Radical XRT 90 day survival rate 96% 96% 97% 96% 97% 96% 96% 96% 98% 95%
Palliative XRT 30 day survival rate 84% 84% 83% 84% 81% 83% 88% 83% 81% 86% 83% 93%
Final chemotherapy 30 day survival

rate 99% 99% 99% 99% 99% 99% 99% 99% 99% 99% 99% 99%

Major surgery 30 day survival rate 100% 100% 100% 100% 100% 100% 98% 100% 100% 100% 100% 100%

Treatment survival rates

 
Data subject to validation 
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Wrong route chemotherapy 0 0 0 0 0 0 0 0 0 0 0 0

Wrong Route Chemotherapy

 
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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Unit mortality 4.4% 2.2% 7.8% 0.0% 8.0% 8.3% 8.2% 5.2% 5.6% 8.5% 6.4% 4.3%
Total mortality 4.4% 2.2% 7.8% 0.0% 10.0% 10.4% 10.2% 12.1% 5.6% 10.2% 6.4% 6.5%

CCU Mortality Rates

 
 

 
 
 
3.3    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. 
 
Lymphoma Cancers 
  
Approximately 1500 new cases of lymphoma are diagnosed each year in the North West of 
England (Office for National Statistics 2012) which represents approximately 24 new 
diagnoses per year per 100,000 population. Lymphomas are broadly categorised as Hodgkin 
lymphoma (HL) and non-Hodgkin lymphoma (NHL).  The majority of lymphomas (87%) are 
NHL. Since January 2014, just over 600 new lymphoma cancer patients have been referred to 
The Christie.  Referral rates within Greater Manchester range from 11 per 100,000 population 
in Heywood, Middleton and Rochdale CCG to 27 per 100,000 in Wigan CCG. Just over half of 
all lymphoma patients referred to The Christie are referred for primary treatment. The 
remainder is referred following treatment elsewhere either for adjuvant treatment or after 
disease progression. Two-thirds of patients referred to The Christie are treated with curative 
intent.  
One year survival for HL in the UK is estimated to be 91%. Five year survival is estimated to 
be 85% (Cancer Research UK (CRUK) 2015).  For NHL one year survival is estimated to be 
76% for males and 79% for females. Survival varies considerably by NHL subtype; one year 
survival estimates range from 96% for follicular lymphoma to 65% for DLBCL (Haematological 
Research Network (HMRN)). 

One year survival for patients referred to The Christie for primary treatment (no previous 
treatment) is estimated to be 80% (95% confidence intervals 74%-85%) for NHL and 87% 
(95% confidence intervals 79% to 93%) for HL. One year survival ranges from 91% for NHL 
patients with early stage disease (stage I or II) to 73% for those with late stage (stage III or 
IV).  The number of HL patients is too small to undertake these analyses at the present time. 

As with all outcomes data, care should be taken when comparing Christie outcomes data with 
published regional and national survival figures. National survival statistics by stage of disease 
for lymphoma are not yet available and these are necessary to make such comparisons 
meaningful. Furthermore our dataset is relatively immature particularly for the more rare 
cancers where a number of years’ data are needed for robust analyses. As our dataset grows 
and as national data improves, particularly with regard to stage 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 stage and treatment, to 
provide more informative comparative data. 

 

 

 

 

 

56



 

 

 

57



 

 
 
 
 

58



Nausea and Vomiting Symptoms among Christie Inpatients 

Adverse responses to treatment such as nausea and vomiting are a form of patient outcomes that 
need to be regularly reviewed. Data are recorded on each episode of nausea and/or vomiting for all 
patients admitted to a ward at The Christie using an electronic nursing assessment form. This 
enables the patient’s condition to be carefully monitored and ensures appropriate care plans are 
generated and acted upon. It also allows us to assess and monitor rates of nausea and vomiting 
among all our patients over time to ensure standards are being maintained and to identify any ways 
in which services can be improved.    

We reviewed nursing admission forms and nausea and vomiting care forms for 1850 patients 
admitted for at least one night (non-day cases) to The Christie over a period of four months January 
to April 2015. Of these inpatients 30% had symptoms of nausea and/or vomiting at some point 
during their stay. Inpatients admitted as emergencies were more likely to experience nausea and/or 
vomiting (50% of emergency admission patients) than inpatients admitted via planned admissions 
(31% of planned admission patients). Of those patients admitted as emergency admissions, 19% 
reported nausea and/or vomiting as one of the reasons for the emergency admission. 

Among the majority of patients reviewed here, nausea and vomiting symptoms were improved 
within one day.  Ninety percent of patients were improved within 3 days.  Patients with nausea alone 
took slightly longer to improve compared with patients who experienced vomiting either with or 
without nausea. Time to improvement was also slightly shorter for emergency admission patients 
compared with planned admission patients. In seventy-one percent of patients symptoms were 
completely resolved before discharge. 
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Diabetes Prevalence among Christie Patients 

Evidence suggests diabetes significantly increases the risk of developing many types of cancer. 
Furthermore patients with diabetes present unique challenges to clinicians around treatment 
decisions, with the widespread use of steroids interfering with diabetic control or even causing a 
patient to become diabetic, and some chemotherapeutic agents exacerbating pre-existing renal, 
cardiac, or neuropathic diabetes related conditions. As such patients with diabetes and cancer 
require specialist care.  

Prevalence of diabetes among the Christie patients reviewed here was approximately 10%.  This is 
similar to the 11% reported by another UK specialist cancer centre for inpatients (Morganstein et al 
2012) and within the range reported for the US of 8% - 18% (Ko and Chaudhry 2002).  

Several studies report lower outcomes for cancer patients with diabetes compared to cancer 
patients without diabetes, especially patients with poor diabetic control. After age and cancer type 
were taken into account, we found no significant difference in short term survival (up to 3 months 
post admission) between Christie inpatients with and without diabetes. Length of stay was also not 
associated with diabetes. However, for new patients referred for primary treatment with curative 
intent, patients with diabetes were found to have significantly lower survival (up to 3 years) 
compared with patients without diabetes even after accounting for age, gender and cancer type. 
There was also higher incidence of smoking and poorer performance status among patients with 
diabetes which may explain some of the differences observed in outcomes. 
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4. Top Ten Risks  
 
4.1    Top 10 corporate and financial risks  

There are 2 new corporate risks this month which are highlighted below 
 

R
is

k 
N

um
be

r 

Risk 

C
ur

re
nt

 ri
sk

 
sc

or
e 

Ta
rg

et
 d

at
e 

fo
r 

re
du

ct
io

n 
of

 
ris

k 
sc

or
e 

Control measures 

1 

NEW 

 

The Christie Pathology Partnership 
objectives not achieved impacting 
on clinical service 

16 30th Jun 
2015 

• Business continuity plans in existence for scenarios such 
as fire or flood.  These are being reviewed in line with the 
current services. 

• Review of financial position and turnaround plan 
produced. 

• Review of operational leadership of partnership. 

 

 

2 

 

 

 

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. 

15 31st Jan 
2016 

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

• A business case to radically improve performance and 
safety of the heating and domestic hot water systems for 
block 26 was approved at Management Board in January 
2015 and specification being prepared 

• Updated scheme to be developed to remove and 
encapsulate asbestos in plant room 26 to take account of 
excessive heat build-up within the room and the 
complexity of the existing pipework and will proceed once 
the new plant room is on line. 

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

 

3 

 

 

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

15 7th Jul 
2015 

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

• Patient parking will commence at car park D (Golden 
Lion) from 5th May.  Staff will temporarily use Oak Road 
car park until the new car park behind blocks ABCD is 
completed in June to maintain the car park space number 
and balance. 

• S106 car parking restrictions implementation by MCC 
from 29th June 2015 

• Legal contracts for park and ride site not yet agreed, but 
park and ride bus service contractor ready to start and 
permits for specific Park and ride user’s issued.  Waiting 
list initiated for phase 2 

• Legal contracts are being negotiated between vendor 
solicitor, local council and the Trust 

• Additional local land options for Park and Ride site under 
review for legal agreement and set up costs. 

 

 

4 

 

 

 

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

15 31st Mar 
2016 

• 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 

5 

NEW 

GM devolution changes have an 
adverse impact on The Christie 
objectives 

12 
31st Aug 

2015 

• Key Directors attending discussions 

• Input into the business case 

• MOU produced and shared with the Board. 
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Control measures 

6 

 

 

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

12 30th Sep 
2015 

• Review of the leadership and management arrangement 
for capital planning 

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

• Paper to be presented to May Management Board 

• 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 to 
financial year 2015/16. 

• 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. 

 

 

7 

 

 

 

 

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

12 30th Jun 
2015 

• 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.  

8 

 

  

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

12 31st Jul 
2015 

• 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, the initial body of work to improve 
water systems on block 32 (ward 10 and plant room) is 
planned to be complete by July 2015 where the risk score 
will be re-evaluated 

9 

 

 

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

 

12 30th Mar 
2016 

• 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.  

 

 

10 

 

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

12 31st Aug 
2015 

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

• Due diligence completed by Monitor 
December/January/February. 
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Control measures 

 

 

 

• Full engagement with national steering committee. 

• NED appointed to Programme Board 

• Commitment from Central Government to announce 
preferred bidder in March  

 
4.2 Top 10 divisional risks 

There is one new divisional risk this month, which is highlighted below.   
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Control measures 

1 

 

NS 

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

12 31st Jul 
2015 

• 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.  

2 

  

HR 

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

12 30th Jun 
2015 

• Discussions are taking place with estates to agree a more 
appropriate long term solution  to the problem 

• Close monitoring continues of OH KPIs to measure the 
impact of service disruption. 

3 

 

CCS 

NS 

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

12 30th Jun 
2015 

• Discussed at CPP Board away day in May 2015 

• Paper to be submitted to next CPP Board in June to 
review current service. 

• Upgraded LIMS system with Ordercomms and other IT 
integrations and developments to be implemented.  

• Continue to provide the HMDS service, and make 
necessary infrastructure improvements for Christie. 

• Trust’s decision for corporate risk number 1 will impact on 
this risk 

4 

NEW 

CCS 

  

 

Impact on service delivery of 
increased demand for CCU  beds 
not staffed within current nursing 
establishment. 

 

12 30th Jun 
2015 

• Business case developed for increased staffing 
establishment of the utilisation of beds 7 and 8 submitted 
and progressing through the relevant boards for approval 

• Recruitment continues for the current nursing vacancies 

• Scrutiny of rotas on a weekly basis to ensure capacity 
meets demands. 

5 

  

CCS 

Risk of service disruption due to 
slippage of ward refurbishment 
programme 

12 7th Jul 
2015 

• Phase 1 of ward 10 refurbishment to be completed 14th 
June 2015.  

• Phase 2 of the main project to commence on 15th June 
2015. 

• Phase 2 target completion date 10th August 2015. 

• Ward 1 target completion date August 2015.  

• Ward 3 will be vacated on completion of ward 1 project 
enabling ward 4 to decant into ward 3.  Following the 
completion of ward 4’s refurbishment ward 3 will be 
utilised for SDCU from December 2015 for duration of the 
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Control measures 

IPU project build. 

• Estates have prioritised resources to escalate the 
completion of works to ensure the overall milestone for 
phases 1 and 2 is not breached. 

 

6 

  

CCS 

FABD 

 

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

12 31st May 
2016 

• 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. 

7 

  

NS 

CCS 

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

12 31st Jul 
2015 

• 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. 

8 

 

R&D 

 

 

Loss of excess treatment funding 
for non-commercial portfolio 
studies 

 

12 30th Jun  
2015 

• 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 

9 

  

CCS 

NS 

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

12 31st Jul 
2015 

• A business case to underpin the financial impact of the 
PHE guidance under consideration and will 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 

10 

 

CMPE 

 

Loss of medical physics contracts 
and associated income.  
 

12 30th Jun 
2015 

• Looking to contain costs by investigating more efficient 
ways of working (modernisation).  

• Visit customers to explain the benefits of the service.  

• Prices have been reduced to make CMPE more 
competitive. 

• The service description has been updated to include staff 
qualifications, training requirements and resources. 

• Respond proactively if trusts initiate competitive 
tendering. 
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5. Activity 
 
5.1    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 1 Financial Performance:  Variance Analysis 
 

 
 
 
6.2 I&E 

The month 2 EBITDA position has a surplus of £3,986k (£752k above plan). 
The month 2 I&E surplus is £1,539k (£89k above 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 
53.3% in year. 

 
6.3 Balance sheet / liquidity 

Cash balances stand at £54.5m (112.6% of plan). 
Debtor days stand at 9 in line with quarterly trend in relation to the NHS Agreement of 
Balances exercise and the raising of quarterly invoices. 
Capital expenditure stands at 100.7% of plan. 
 

6.3.1 Other 
TCC distributable profits of £1,230k in month and £5,065k for the 2015 year to date 

 
 

 
   

70



 
 

 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

71



7. Access Targets & Efficiency   
 
7.1   Cancer waiting time targets 
 Our performance against each standard to date is outlined below. 

 

Existing Standards Operational 
Standard Apr May 

14 day standard (2WW) 93% n/a n/a 

62 day with reallocations 85% 90.1% 85.3% 

31 day standard 96% 98.4% 98.0% 

62 day screening standard 90% 100% 100% 

62 day consultant upgrade standard No National Target Set 83.9% 81.2% 

31 day drug standard 98% 99.4% 100% 

31 day surgery standard 94% 95.2% 97.7% 

31 day radiotherapy standard 94% 100% 100% 

Breast 14 day symptomatic  93% n/a n/a 
Subject to validation and breach reallocations. 
Data Accurate as of 05/06/15 

 
Performance 

 We have achieved 98.0% against the 31 day target, 100% against the 31 day drug standard, 
97.7% against the 31 day surgery and 100% against the radiotherapy targets in May  

 

 

94%

96%

98%

100%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
31 day 98.3% 98.3% 99.6% 98.3% 97.5% 98.5% 98.6% 97.7% 98.6% 98.7% 98.4% 98.0%

31 sub (drug) 100.0% 100.0% 100.0% 99.3% 100.0% 99.3% 100.0% 100.0% 100.0% 100.0% 99.4% 100.0%

31 sub (XRT) 99.6% 100.0% 100.0% 98.6% 100.0% 99.3% 98.3% 99.3% 100.0% 100.0% 100.0% 100.0%

31 sub (surgery) 97.9% 100.0% 100.0% 98.4% 99.4% 100.0% 96.8% 98.5% 98.3% 97.5% 95.2% 97.7%

31 day performance

 
 
 62 day performance 

The month 2 target of 85% with the agreed reallocations has been fully achieved in May with a 
performance of 85.3%. 

 

Jun-
14 Jul-14 Aug-

14
Sep-
14

Oct-
14

Nov-
14

Dec-
14

Jan-
15

Feb-
15

Mar-
15

Apr-
15

May-
15

62 day CWT 68.4% 64.1% 65.5% 69.3% 64.7% 65.5% 70.5% 62.2% 61.3% 70.2% 69.0% 61.6%
62 day (adjusted) 88.1% 89.1% 79.6% 92.4% 88.6% 85.4% 85.8% 86.0% 90.3% 92.2% 90.1% 85.3%
62 day target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

0%

20%

40%

60%

80%

100%
62 day performance
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Q1 14/15 Q2 14/15 Q3 14/15 Q4 14/15
Qtr % CWT 69.5% 66.3% 67.0% 65.1%
Qtr % Local Policy 90.0% 87.2% 86.7% 89.9%
Target 85% 85% 85% 85%

0%

20%

40%

60%

80%

100%

62 day performance

 
         
         62 day screening 

There have been no Christie breaches in May 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 May is at 90.7%% against a target of 85%.   
 

 

80%

85%

90%

95%

100%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-
15

Internal 31 day 88.8% 86.9% 84.9% 89.3% 98.4% 89.7% 89.7% 86.8% 93.6% 94.2% 93.1% 90.7%
31 day internal target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

Internal performance - referral receipt to FDT in 31 days

 
 
 
 18 weeks 

In May 100% of referrals received, had a clock start date provided. The monthly target has 
been achieved with 98.2% of admitted patients seen within 18 weeks from referral to treatment 
and 98.1% of non-admitted patients seen within 18 weeks from referral to treatment.   
 

 
 
 

90%

92%

94%

96%

98%

100%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Incomplete 98.3% 98.4% 98.0% 98.2% 97.4% 97.6% 97.0% 99.2% 99.0% 98.9% 98.7% 98.8%
Admitted 96.3% 97.2% 97.8% 97.6% 97.1% 93.8% 97.0% 94.9% 97.2% 96.1% 93.3% 98.2%
Non-admitted 98.8% 98.7% 97.6% 97.2% 98.3% 97.3% 97.3% 98.1% 98.5% 99.2% 98.1% 98.1%

18 weeks performance
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Radiotherapy 
The average wait for palliative radiotherapy patients in May is at 10 days, this is better than 
the Royal College target of 14 days.    The average wait for radical radiotherapy patients in 
May is at 26 days this is better than the Royal College target of 28 days.   
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Jun-14 Jul-14 Aug-1 4 Sep-1 4 Oct-14 Nov-1 4 Dec-1 4 Jan-15 Fe b-15 Mar-15 Apr-15 May-15
Palliative average 10 9 10 9 9 10 10 10 10 11 10 10

Palliative ta rget 14 14 14 14 14 14 14 14 14 14 14 14

Radical a verage 24 24 26 26 23 26 25 26 26 25 26 26

Radical t arget 28 28 28 28 28 28 28 28 28 28 28 28

Waiting Days Summary - RTSD

 
 
 
7.2    Waiting times on the day   

Outpatients 
85.2% of patients waited less than 20 minutes in May  
 

40%

60%

80%

100%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
target 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
compliance 83.7% 88.7% 81.2% 90.8% 88.2% 81.3% 83.0% 83.6% 80.9% 80.8% 92.8% 85.2%

Progress against 20 minute wait - Outpatients

 
 
Chemotherapy 
The chemotherapy waiting times continue to exceed the planned target.  In May 87.0% of 
patients waited less than an hour for their treatment.  95.0% of patients are now receiving their 
treatment over 2 days.    
 

70%

75%

80%

85%

90%

95%

100%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Target (all patients) 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
Compliance (all patients) 83% 90% 85% 81% 89% 84% 88% 89% 85% 88% 87% 87%
Target (2 day treats) 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90%
Compliance (2 day treats) 90% 93% 92% 93% 93% 92% 93% 93% 93% 95% 94% 95%

Patients receiving chemotherapy within one hour
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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 85.0% in May. 
 

50%

60%

70%

80%

90%

100%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Target 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
combined

compliance 92.1% 82.2% 87.2% 88.9% 85.5% 87.1% 91.0% 87.1% 91.0% 87.2% 92.7% 85.0%

Pharmacy waits

 
 

 
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.  

Providers to screen for sepsis all those patients 
for whom sepsis screening is appropriate, and 

to rapidly initiate intravenous antibiotics within 1 
hour of presentation, for those patients who 

have suspected severe sepsis, Red Flag Sepsis 
or septic shock.

The CQUIN requires an established local protocol 
that defines which emergency patients require 

sepsis screening.

Assessment of the baseline in line with calculation 
derived from local protocol.

Specification of requirements for e-forms to be 
developed.

Acute Kidney Care

The assessment of patients admitted with 
Acute Kidney Injury (AKI) to determine if earlier 

interventions could have prevented the 
admission. To identify the elements of NICE 

guidance (CG169) applicable to patients 
undergoing chemotherapy and where 

appropriate make recommendations for 
changes in practise to reduce the risk of 

patients developing AKI. 

Form to be developed for collection of data on 
sample of patients admitted with AKI.

Tissue Viability and 
Wound Care

To improve the management and use of wound 
care products at The Christie and how we 
communicate with the wider healthcare 

community about their use. 

To develop a wound care formulary for the trust and 
to rationalise the products used ensuring that this 

mirrors practise within the GM area. 

Medication Changes

To clearly identify on discharge summaries all 
medication changes. Where no changes have 

been made to a patients’ treatment a statement 
to this effect will be included on the discharge 

summary. 

Include on the trust electronic discharge summary 
statements to clearly indicate whether changes 

have been made to a patients medication.
Baseline to be agreed.

Ready For Discharge
Develop a local procedure/protocol to ensure 

patients are clinically ready to be discharged in 
the AM.

Develop a local procedure/protocol to ensure 
patients are clinically ready to be discharged 

‘home by 10am’ with the following

Next appointment (if appropriate)
Take home medication

Onward referral arranged

Christie Portal Improve the quality and content of the GP portal 
increasing its value within the GP community

Effective discharge planning can decrease the 
chances that a patient is readmitted to the 

hospital, help in recovery, ensure medications are 
prescribed and given correctly, and adequately 
prepare you for community, home or self-care. 

Planning for discharge with clear dates and times 
reduces: 

• Patient's length of stay 
• Emergency readmissions 
• Pressure on hospital beds 

This CQUIN is a two year implementation of an 
electronic patient diary for a tablet/smartphone 

providing patients the following ability:

- View upcoming clinical appointment dates and 
detail

- View/update patient demographic details
- Carer Profiles - view information on Christie 

staff supporting their care
- Hospital Information (Maps, important 

numbers etc.)
- Chemotherapy symptom diary

- Specific side effects to monitor related to their 
specific treatment

Test the  implemented system with patient user 
group 

Prostate

Lymphoma

Thyroid

Implementation of improved prescribing practice 
aimed at achieving reduction in the level of Oral 

SACT that is prescribed but not taken by 
patients.

The provider is to provide a compliance report 
against the (draft) NHS England Policy on 

Management of Oral Formulations of Systemic 
Anticancer Therapy (SACT) specifically 

highlighting the following: :  
- Prescribing & Treatment Initiation, 

- Verification of Prescriptions,
- Patient Education and Information, 

- Pre-Treatment Consultation and Consent, 
- Dispensing and Supply, Original Pack 

Dispensing,
- Access to 24 house Specialist Oncology Advice,
- Monitoring/On-Treatment assessment and Follow-

up

The provider is to submit an improvement plan to 
the commissioner showing remedial actions plans 
for any areas of non-compliance, data collection 
and reporting arrangements and a monthly waste 

reduction trajectory

Q1

Patient Held Information

Anti-biotic Door to Needle Bundle

INDICATOR

Management of Oral Formulation of 
Systematic Anticancer Therapy (SACT)

All measures are on target 
and compliant.  Full detail 
and performance against 

deliverables will be 
detailed in the Q1 report.

JunQ1 Target / Deliverables Apr

Medicines 
Optimisation

Reducing Long 
Term Follow Ups

May

Safer Hospital 
Discharge

Brief Description

Reducing the number of patients on long-term 
follow-up following specialised cancer treatment 
within an NHS Specialised service (i.e. where 
the responsibility for follow-up post treatment 

lies with the specialised cancer MDT).

Monitoring of current clinics and plan for further roll 
out. 

Shadow monitoring of local tariff for charging of 
remote clinic activity. 
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7.4   Length of stay (LOS) 
Average rolling LOS is 6.66 in May 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.  
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Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Annual 6.31 6.37 6.39 6.40 6.44 6.43 6.48 6.50 6.58 6.64 6.62 6.66

12 month rolling average LOS - Trust level

 
 
 
7.5  Theatre Utilisation 

There were no cancelled operations on the day for non-clinical reasons In May.   
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Cancelled 1 0 0 0 0 0 0 3 1 0 1 0
Re-Booked in 28 days 1 0 0 0 0 0 0 3 1 0 1 0

Cancelled operations on the day for non-clinical reasons
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Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Total 440 441 411 463 491 453 441 485 465 489 396 424

Number of Surgical Operations

  
  
7.6   Diagnostic utilisation 

High utilisation continues for MRI and CT. 
  

50%

60%

70%

80%

90%

100%

%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
6 weeks 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
4 weeks 84.4% 76.8% 85.9% 75.3% 86.4% 81.8% 82.2% 88.7% 85.4% 80.3% 81.7% 84.0%
2 weeks 63.7% 58.2% 60.7% 58.9% 70.2% 70.6% 67.5% 78.5% 69.3% 69.8% 69.8% 72.8%

CT waiting times

 
 

40%
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%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
6 weeks 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
4 weeks 96.0% 98.4% 98.5% 97.8% 99.0% 95.5% 97.6% 88.5% 93.4% 95.5% 82.7% 72.1%
2 weeks 46.5% 70.3% 65.9% 79.4% 55.6% 62.9% 67.3% 74.3% 67.6% 68.8% 62.4% 56.9%

MRI waiting times
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PET scans 498 570 499 552 566 513 470 497 521 600 643 610

Clinical PET scanner - studies per month
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7.7  Efficiency programme 
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The annual target for CIP in 2015-16 is £5.46m.  As at month 2, £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 53.3% 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 2 – thirty six PID’s have been submitted, of the fifty four schemes a further 12 
schemes completed in month to release £0.78m of recurrent savings and £407K in year. 
There are 27 active schemes which are anticipated to deliver a further £1.05m of recurrent 
savings and £486K in year.   
 
The organisation has achieved the Q1 milestone of 30% CIP identified and transacted by the 
end of Q1, through corporate areas overachievement of CIP and are working to identify the 
remaining £1.8m of CIP by the end of Q1. 
 
The table below demonstrate predicated and actual performance against the quarterly targets 
agreed at the beginning of the year 

 
Quarter Target Actual Actual + Risk assessed 

value of schemes 
Q1 30% 47.1% 50.5% 
Q2 50%   
Q3 88%   
Q4 100%   
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8. Workforce      
 
8.1    Employees in post 
 The table shows performance in whole time equivalents (WTEs) against our workforce plan for 

2015/16   
 

2100

2200

2300

2400

2500

2600

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Total Headcount 2416 2420 2467 2487 2496 2504 2489 2500 2494 2505 2508 2518
Total FTE 2198 2206 2250 2272 2278 2279 2266 2278 2271 2285 2286 2297
Forecast FTE plan for year end 2415 2415 2415 2415 2415 2415 2415 2415 2320 2320 2320 2320

Total Headcount & FTE

 
 
 
8.2    Use of bank and agency  

Agency costs are at 0.72% of the total pay bill in May.  The table below shows actual agency 
spend for 2015/16.  
 

 
 
 
8.3    Sickness absence  

The trust sickness absence rate is at 3.08% for May against a target of 3.4%.   Sickness 
absence continues to be monitored at divisional board meetings and performance reviews 
 

2%

3%

4%

5%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
target 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.4% 3.4%
Trust total 3.34% 3.68% 3.49% 3.55% 3.66% 3.34% 3.43% 3.78% 3.86% 3.98% 3.37% 3.08%

Trust Level - Absence Rates

 
 Subject to validation 
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         Subject to validation 
 
 
8.4    Personal development reviews (PDR)  

Performance in May is 87.09% 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 91.6%% against the 95% target.  Weekly reports continue to be 
provided to CNS to enable them to monitor compliance in more detail.  Monitoring of 
compliance continues at performance review meetings and through the risk committee on a 
monthly basis.  
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 9. Research and development  
 
9.1  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 1st January 2014 –  
31st December 2014 

 
Initiating Clinical Research (70 day target) 

 

 
81% 
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Number 104 171 114 152 187 152 137 162 156 139 148 133
Target 114 114 114 114 114 114 114 114 114 114 114 114

New patients recruited to clinical studies
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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) 

• Specific measures are reported upon monthly 
 
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 32.36% 
• New energy conservation measures (Phase 3) proposal has now been received. 
• Year-end figures have been used to calculate our CRC liability for 2014/15 – 151K 
Purchase of 175K CRC allocation for 2015/16 has been purchased in the forecast period 
at the reduced rate 
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May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Target 10 10 10 10 10 10 10 10 10 10 10 10
Energy 23.66 27.59 28.79 30.1 29.16 30.66 38.45 30.79 26.42 34.57 24.67 32.36

Energy reduction monthly performance

 
 
 

10.4 Food Waste (and sustainable catering) 
The graph indicates percentage compliance against the trust year on year of 10% target. 
May 5.29 % 
• 1200 cards are now in circulation regards the swipe card system. Most wards and 

departments are now on board as they see a more efficient way of working and a 
significant paper reduction throughout the Trust.  

• The electronic booking system is now in the final stage of development. All billing will 
be automated and sent directly to finance. A reduction in paper, storage and 
administration time. with information stored electronically and fully traceable for audit.   

• The TASK master (Monika) is now in operation replacing paper based cleaning 
schedules, temperature records and records.  Information stored electronically and is 
fully traceable 
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Food waste following ERIC criteria
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10.5 Low carbon travel 
• Green travel plan (GTP) target set at 60% of staff using sustainable travel by 2030  
• First Group Manchester discount tickets now on sale at cashiers – subject to a 3 month 

review. Formally launched in the staff dining room on the 19th May 2015. 
• TfGM have agreed to install a public bicycle pump at the Christie – dates to follow. 
• Parking permits eligibility consultation group meetings taking place – chaired by Director 

of workforce. 
• Personal travel planning event planned for 24th June 2015. 
• Car share permits in the process of being released.  

 
 
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.  

• Waste produced by the PICR is monitored. 2014 / 2015 tonnage recorded 57.21 tonnes. 
The trust needs to review the implication within the SLA re targets for sustainability and 
reductions 

• Waste data and report submitted for the Trust Annual Report, Government Financial 
Reporting Manual (FReM) and the Estates Returns Information Centre (ERIC). 

• Installation of new general and domestic waste compactor (main waste compound) in 
July, with new waste systems servicing all areas off site will improve recovery and 
recycled waste controls. i.e. Nursery, Candleford Hse, and Kinnaird House 
 

0.0
0.2
0.4
0.6
0.8
1.0
1.2
1.4
1.6
1.8

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
target 1.22 1.22 1.22 1.22 1.22 1.22 1.22 1.22 1.22 1.22 1.22 1.22
savings 1.48 1.25 1.21 1.45 1.47 1.52 1.38 1.53 1.51 1.44 1.49 1.52

Carbon emmissions from waste

 
 

 
 
 

11. Recommendation 
 

The board is asked to note performance for month 2 
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DATA APPENDICES 
 

Month 2 2015/16 
 

 
Section 

 

 
Page 

 
1 

 
Patient safety 

 
89 

 
2 
 

 
Activity 

 
90 

 
3 
 

 
Finance 

 
92 

 
4 
 

 
Workforce 
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5 
 

 
Additional Reports 
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1. Patient Safety 

 
 

1.1  
Issue  • Litigation and claims 

Indicator • Number of outstanding claims 
• Trend and forecast of amount paid out 

Source • Datix system 
Target • Internal performance target 
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Clinical Negligence 6 8 7 8 9 9 9 8 9 9 9 9
Employer Liability 14 14 17 18 19 19 19 18 18 17 16 17
Public Liability 2 2 2 2 2 2 2 2 2 2 1 1

Litigation and Claims - number of live claims
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Payments £0 £0 £0 £0 £0 £0 £0 £939 £0 £26,750 £0 £40,809

Payments relating to claims
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2.     Activity 

 
 

2.1  
Issue  • Market and business development 
Indicator • Trust external referral rates  
Source • Referrals received by Trust from EPR 
Target • Commissioner plan 

 

Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May
External Referrals (13-14) 1227 1440 1427 1307 1448 1291 1293 1468 1284 1772 1366 1397
External Referrals (14-15) 1647 1583 1311 1524 1554 1350 1497 1389 1387 1540 1451 1382
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2.2  
Issue  • Key trends and forecasts 

Indicator • Activity against plan by delivery & treatment type 
• CoSR Forecast 5 years   

Source • Finance ledger 
Target • Monitor – Continuity of Service Rating (CoSR) 
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 1164 1133
PLAN 1162 1103 1278 1336 1162 1278 1278 1220 1220 1162 1220 1220
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ACTUAL 5019 4657
PLAN 4729 4610 4965 5201 4847 5201 5201 4965 5083 4729 4965 5083
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 8063 7746
PLAN 8391 7972 9230 9649 8391 9230 9230 8810 8810 8391 8810 8810
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3. Finance 
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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Actual 767 1,539
Trust Plan 725 1,450 2,174 2,899 3,624 4,349 5,073 5,798 6,523 7,248 7,972 8,697

Trust performance against budgets
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3.1  
Issue  • Income and expenditure 
Indicator • Performance against budgets 
Source • Finance ledger 
Target • Monitor – Continuity of Service Rating (CoSR) 

3.2  
Issue  • Liquidity days 
Indicator • Total cash flow 
Source • Finance ledger 
Target • Monitor – Continuity of Service Rating (CoSR) 

3.3  
Issue  • Debtors 
Indicator • Value of 30, 60 and 90 day debtors 
Source • Finance ledger 
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4. Workforce 

 
 

 
 

 
 

 
 
 

0%
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35%

Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Medical staf f 25.2% 26.8% 27.5% 27.0% 27.7% 26.5% 26.1% 28.1% 26.4% 26.5% 25.9%
Nurse staff 20.9% 20.4% 20.5% 20.5% 20.9% 21.5% 21.6% 21.0% 20.9% 20.9% 21.1%
Clinical staff 24.2% 24.4% 24.0% 23.6% 23.8% 24.3% 23.9% 23.6% 24.9% 24.8% 24.9%
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%
Total agency/other 0.74% 0.57% 0.81% 0.73% 0.54% 0.68% 0.78% 0.99% 0.99% 1.05% 0.72%

% of cost - clinical to non-clinical

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5.1  
Issue  • Staff Profile 

Indicator 
• Total headcount and FTE 
• Staff Group by headcount and FTE 
• % cost - clinical / non-clinical 

Source 
 

• Finance ledger 
• Electronic Staff Record 

Target • Internal performance monitoring 
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5.2  
Issue  • Use of agency and bank 
Indicator • Total cost per month by division 
Source • Finance ledger 
Target • NHS Better Care, Better Value Indicators 
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Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Networked Services £25,637 £25,937 £13,849 £8,040 £12,255 £8,698 £8,290 £7,584 £27,000 £14,339 £18,037 £14,807
Cancer Centre Services £23,259 £27,170 £27,319 £52,451 £43,472 £32,610 £44,290 £54,672 £66,073 £54,375 £58,262 £38,515
Finance £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0
Estates & Facilities £0 £0 £0 £0 £0 £0 £0 £4,908 £3,721 £381 £3,101 £1,550

Agency Costs by Division

 
 

5.3  
Issue  • Staff Turnover 

Indicator 
• Number of leavers by leaving reason 
• 12 month turnover (headcount) 
• Gender and employee split 

Source • Integrated personnel system 

Target • Internal performance monitoring 
• NHS Better Care, Better Value Indicators 
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Agenda item 34/15a 

Meeting of the Board of Directors 

Friday 19th June 2015 
 

Report of Director of Workforce 

Paper Prepared By Equality & Diversity Manager 

Subject/Title NHS Workforce Race Equality Standard 2015 

Background Papers 
 
 
 

Purpose of Paper 
 
To report current position and action plan 
 

Action/Decision Required 
 
To approve 
 

Link to: 

1. NHS Strategies and Policy 

 

2015/16 NHS Standard Contract 

 

Link to: 

2. Trust’s Strategic Direction 

3. Corporate Objectives 

5 year strategic plan 

To be an excellent place to work and attract the 
best staff 

To play our part in the community 

Resource Impact  Workforce resource to collate and analyse data 
and progress action plan 

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. 

NHS Workforce Race Equality Standard – WRES 

Black and Minority Ethnic - BME 
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Agenda item 34/15a 

Meeting of the Board of Directors  

Friday 19th June 2015 
 
 

NHS Workforce Race Equality Standard 2015 
 

1. Background 
Recent research has indicated that the treatment and experience of Black and Minority Ethnic 
(BME) staff within the NHS is significantly worse, on average than that of white NHS staff.  
 
The publication of The Snowy White Peaks of the NHS (2014) http://www.england.nhs.uk/wp-
content/uploads/2014/08/edc7-0514.pdf identified that BME staff were absent from the leadership 
of many organisations including those where the workforce had substantial numbers of BME staff 
and where the organisation provided services to communities with a large number of BME 
patients. 
 
The report also identifies that BME staff were treated less favourably across a range of measures 
including recruitment, promotion, bullying, disciplinary action and access to non-mandatory 
training. 
 
2. Introduction 
In response to the issues identified, a new Workforce Race Equality Standard (WRES) has been 
developed and incorporated into the 2015/16 NHS Standard Contract.  Each NHS organisation 
must submit an annual report to the Co-ordinating Commissioner on its progress in implementing 
the Standard, and publish the report on its website. The regulators, the Care Quality Commission, 
National Trust Development Agency and Monitor, will use the WRES from 2016 as part of their 
assessment of whether NHS organisations are well-led. 
 
The purpose of this paper is to set out the Trust’s current position against the nine WRES 
indicators and seek approval for the proposed action plan.  
 
3. NHS Workforce Race Equality Standard 
The WRES consists of nine indicators of workforce race equality. Four of the indicators are 
specifically related to the profile of the workforce data, four are based on data from the national 
staff survey indicators, and one considers Board composition. The aim of the Standard is to 
highlight any differences between the experience and treatment of White staff and BME staff in 
the NHS, and provide a platform for trusts to take necessary remedial action on the causes of 
ethnic disparities.  
 
Organisations are required to publish their baseline data for 1 April 2015 by 1 July 2015, and are 
expected to demonstrate measurable progress year on year to close the gap inexperience of BME 
staff and white staff.  
 
4. The Christie’s current position and action plan  
Appendix 1 provides the Trust’s current position against the nine indicators and the proposed 
action plan.  Particular areas of focus for 2015/16 will be indicators 1, 2, 4 and 6. 
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Compliance with the WRES is one of the outcome measures of the updated Organisational 
Development strategy which was presented to the Board of Directors in March 2015.  The trust is 
exploring the establishment of a local BME forum to support further development and delivery of 
the action plan.    
 
5. Recommendation 
The Board of Directors is asked to note the baseline position and approve the action plan for 
publication by 1 July 2015.   
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Appendix 1 - NHS Workforce Race Equality Standard (WRES) at 1 April 2015 

 
                                The following table outlines the WRES metrics, the Trust’s current position and proposed action plan. 
 
 Workforce Race Equality Standard 

indicators 
Current position Action Plan 

 Workforce metrics - for indicators 1-4, the Standard compares the metrics for White and Black & Minority Ethnic (BME) staff.  

1.  Percentage of BME staff in Bands 8-9 
and very senior managers (including 
executive Board members and senior 
medical staff) compared with the 
percentage of BME staff in the overall 
workforce. 

 

4.07%  BME staff in Bands 8-9 and 
very senior managers 
 
11.09% BME staff in the overall 
workforce 
 
The difference is therefore 
7.02% 
 
Data: ESR at 1 April 2015 
 

• Scrutinise each pay band to assess if there are 
disproportionate barriers to BME progression. 

• Undertake a review of career aspirations of existing staff 
to ensure appropriate development plans are in place 

• Strengthen links with local BME communities to promote 
the Christie as an employer 
 
 

2.  Relative likelihood of BME staff being 
recruited from shortlisting compared to 
that of White staff being recruited from 
shortlisting across all posts.  

The relative likelihood of White staff 
being appointed from shortlisting 
compared to BME staff is 1.42 times 
greater. 
 
Data:  
NHS Jobs for period  
April 2014 – March 2015 
 
 
 
 
 

• Assess if there are significant differences between 
professions or departments. 

• Ensure that staff who shortlist and interview are 
appropriately trained, including the impact of ‘unconscious 
bias’.  

• Undertake spot audits of recruitment process to identify 
any issues 
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 Workforce Race Equality Standard 
indicators 

Current position Action Plan 

3.  Relative likelihood of BME staff entering 
the formal disciplinary process, 
compared to that of white staff entering 
the formal disciplinary process, as 
measured by entry into a formal 
disciplinary investigation.  
 
 

BME staff are 0.08 times more likely 
to enter the formal disciplinary 
process compared to White staff. 
 
 
Data (2 year rolling average):  
1/1/2013 - 31/12/2013 
1/1/2014 - 31/12/2014 
 

• Further analysis of each disciplinary case involving BME 
staff to identify any common themes/issues 

• Seek feedback from staff side representatives to 
understand how any differences in treatment arise 

• Review opportunity to establish a Christie BME network 
and work to address any trends 
 

4. Relative likelihood of BME staff 
accessing non mandatory training and 
CPD as compared to White staff 

White staff are 1.5 times more likely to 
access non-mandatory training and 
CPD as BME staff.  
 
(Data currently limited to Professional 
Course Budget applications 2013-
2014) 
 

• Ensure robust Trust-wide system for collecting and 
analysing ethnicity data for various non-mandatory 
programmes. 

• Investigate if there are any differences, by ethnicity, 
between professions and departments. 
 
 

 National NHS Staff Survey 2014 findings - for indicators 5-8, the Standard compares the metrics for the responses for White and BME staff for 
each survey question. 

5.  Key Finding 18. Percentage of staff 
experiencing harassment, bullying or 
abuse from patients, relatives or the 
public in last 12 months  
 

White Staff    12% 
BME Staff     10% 
 
 
 

• Monitor against 2015 Staff Survey results. 

6.  Key Finding 19. Percentage of staff 
experiencing harassment, bullying or 
abuse from staff in last 12 months  

White Staff     19% 
BME Staff      28% 
 
 
 
 
 
 
 
 
 

• Compare staff survey responses against recorded 
harassment and bullying cases. 

• Work with staff side and BME staff to identify ‘unreported’ 
issues and agree actions to improve   

• Introduce a range of interventions to strengthen 
mechanisms for staff to raise concerns at work, including 
any concerns of harassment or bullying. 
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 Workforce Race Equality Standard 
indicators 

Current position Action Plan 

7.  Key Finding 27. Percentage believing 
that trust provides equal opportunities 
for career progression or promotion  

Note: Organisations are required to 
compare the proportion of BME and 
White respondents who say they do not 
believe their Trust provides equal 
opportunities for career progression or 
promotion. 

White Staff    5% 
BME Staff     6% 
 
 

• Monitor against 2015 Staff Survey results. 

8.  Question 23. In the last 12 months have 
you personally experienced 
discrimination at work from any of the 
following?  
b) Manager/team leader or other 
colleagues  

Staff responding ‘Yes’ to this 
question:- 
 
White Staff 3.81%   
BME Staff   6.9%  
 

• Introduce a range of interventions to strengthen 
mechanisms for staff to raise concerns at work, including 
any concerns of harassment or bullying. 

• Briefing for managers on creating an inclusive 
environment and tackling any negative behaviour 
promptly.  

• Seek feedback from staff side representatives to 
understand how any differences in treatment arise. 
 

 Boards – does the Board meet the requirement on Board membership? 
  

9.  Boards are expected to be broadly 
representative of the population they 
serve.  

No BME representation on the Board  
 
compared to 2011 Census: 
 
Greater Manchester residents: 16.4% 
BME population 
 
Cheshire East residents: 3.2% BME 
population 

• Invite Board members and Governors who have not 
disclosed their ethnic background to do so.  

• Take appropriate note of lack of diversity at senior levels 
when considering reviewing Non-Executive terms of office 
or appointing new members and governors. 
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Agenda item 34/15b 

Meeting of the Board of Directors 

Friday 19th June 2015 

Report of Executive Director of Finance & Business 
Development  

Paper prepared by Joanne Fitzpatrick 

Subject/Title Site Developments 

Background papers (if relevant)  

Purpose of Paper To provide an update on key site developments. 

Action/Decision required To note the content of the report 

Link to: 

 NHS strategies and policy 

 

Link to: 

 Trust’s Strategic Direction 

 Corporate objectives 

 

5 Year Capital Plan approved by Trust Board 
March 2015 

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. 

GMP (Guaranteed Maximum Price) 

DDA (Disability Discrimination Act) 
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Agenda item 34/15b 

 
Meeting of the Board of Directors 

Friday 19th June 2015 

Site Developments 

1. Introduction 

 This paper provides an overview of the key site developments.  

2. Proton Beam Therapy 

 Since HMT approval of the full business case for Proton Beam Therapy (PBT) in 
February, negotiations have progressed with our build partners ICL, Varian the PBT 
equipment suppliers and NHSE and the DH to finalise contractual positions. Contracts 
for the build and equipment are planned to be signed by the end of June. 

 Enabling works are underway with the most prominent works being the demolition of 
the YOU building, the introduction of the one-way diversion to Oak Road on 18th May 
and the re-location of patient car parking to car park D (previously known as the 
Golden Lion site). Site hoardings are to be erected during July and in agreement with 
the Highways Agency, the Christie side of the footpath on Oak Road will close.  

 Stakeholder meetings have been established and a task and finish group has been 
created to ensure co-ordination with other works on site, in particular IPU. As both 
projects have an impact on the Oak Road entrance to the hospital, a detailed risk 
assessed logistic plan will be required the implementation of which will be through the 
weekly Task & Finish Group.  

3. Maggie’s  

 Following the ground breaking ceremony in May, works are progressing at pace and 
the scheme is due to be complete by January 2016. 

4. MCRC 

 Practical completion of the MCRC building has now been achieved with University of 
Manchester taking possession 24th April 2015. 

 The second floor of the building is leased by the Trust and staff are beginning to move 
across to their allocated offices with tours of the new building. There is a “soft” opening 
of the MCRC for Christie staff on the 18th of June.   

 The re-instatement of Withington Green has commenced and is due to complete in 
July. 
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The development agreement with the UoM in relation to the MCRC is nearing 
completion.  The only outstanding issue is the option agreement for MCRC phase 2, 
where agreement on the commercial terms is still being negotiated. 

5. Integrated Procedures Unit 

 There have been a number of issues with design and construction which has led to the 
Project Board decision to continue to negotiate with ICL on the build costs to allow for 
the Trust to achieve best value. 

 GMP is now expected to be delivered to allow for contract award paper to be delivered 
to July approval process. 

 The revised start on site date is late August 2015. 

 Stakeholder and management groups have been established to ensure that there is 
improved communications and enablement. 

6. Car parking 

 The Trust aim is to maintain the number of staff and patient parking spaces during 
construction of site developments.  

 As a consequence of the number of capital developments currently underway the 
following changes have had to be made to the Withington site car parking provision: 

 Patients parking previously located at Oak Road has moved to a new car parking 
provision on the Golden Lion site – car park D. This new car park accommodates 140 
car parking spaces including a proportion of DDA spaces and has been constructed 
following secure by design procedures. 

 To accommodate the loss of staff car parking, land on the Cotton Lane site (behind 
accommodation blocks A B & C) have been turned into environmentally friendly 
parking spaces creating approximately 168 spaces. This facility will be available from 
the July 5th 2015. 

 In addition to staff parking provision on site, staff can also park on the roads and 
streets surrounding the hospital. A residential parking scheme (S106) is being 
introduced in late June by MCC, which will impose parking restrictions where staff 
currently park.  To address some of the impact of the parking restriction a park and 
ride scheme is being launched from the 22nd June by the Trust free of charge. The 
scheme will enable staff to park 1.5 miles away in a secure car park and travel to the 
hospital site via a bus which will run every 30 minutes from 7.00am to 7.00pm. 

  

106



 

 
7. Ward refurbishments  

 The ward refurbishment programme was approved as part of the 5 year capital 
programme. The planned programme of works is shown below: 

Ward 10 Completion date 28th August 

Ward 1 Completion date 28th August  

Ward 4 Start 7th Sept – December 17th  

Ward 9 Start  January 2016 – July 2016 

Ward 11 Start August 2016 – October 2016 

Ward 12 Start November  – Jan 2017  

 

 The programme of work takes into account that Ward 9 is part of the IPU development.  
Any delay in the IPU programme will have a knock on effect to the refurbishment of 
Wards 11 and 12. 

8. Future schemes 

• Development and expansion of PET - review of potential outreach sites for PET 
provision which includes Salford and Wigan a feasibility study is being 
undertaken to assess options. Planned commencement of outreach service is 
2016/16 subject to WMIC. Negotiations are underway with the University of 
Manchester for the Christie to utilise some or all of WMIC for patient treatment. 

• Oak Road Phase 2, new outpatient facility  is programmed start on site Jan 2017 
will be subject to business case approval  

• Oak Road Phase 2, fit out of the 4th/3rd Floor of the PBT building- programmed 
start on site Jan 2017 will be subject to business case approval. 

9. Communications of our plans 

 A number of drop in sessions have been held and planned with local residents to 
enable them to engage with the Trust. There is also extensive information on the Trust 
internet and intranet which is updated regularly – http://www.christie.nhs.uk/our-
future/our-developments/latest-news.aspx. 

10. Recommendation  

 Board of Directors are asked to note the contents of this report. 
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Meeting of the Board of Directors 

Friday 19th June 2015 
 

 
 
 
 
 
 

 
Agenda Item 34/15c 

Report of Executive Director of Nursing & Quality  

Paper Prepared By Jane Sykes, Deputy Director of Nursing & Quality 

Subject/Title Nursing Revalidation – state of readiness  

Background Papers The NMC Code (2015) 

Purpose of Paper 
To provide an update on the NMC plans for renewing 
nursing registration and demonstrating continuing 
fitness to practice 

Action/Decision Required 

To note the requirements for Nursing Revalidation 
and the work being undertaken to ensure 
organisational readiness by April 2016 

Link to: 

 NHS Strategies and Policy 
 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Five Year Strategy; 

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

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

Resource Impact  

Risk Rating  

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

GMC - General Medical Council 

NMC - Nursing and Midwifery Council 

PREP - Post-registration education and practice 
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Meeting of the Board of Directors 
Friday 19th June 2015 

 
Nursing Revalidation – state of readiness 

 
 
1. Introduction 
 
1.1 This paper provides an overview of the changes the Nursing and Midwifery Council (NMC) 

is making to the requirements that registered nurses and midwives must meet when they 
renew their registration every 3 years. This replaces the current post-registration education 
and practice (PREP) standards. The paper includes the actions being taken to ensure 
organisational readiness and to ensure there is a sound system in place which supports the 
implementation of revalidation from April 2016. 

 
2. Revalidation standards 
 
2.1 Revalidation is applicable to all nurses and midwives irrespective of their role, be that staff 

in frontline clinical care, education, research, policy, advisory, management and leadership 
roles. It applies to substantive, temporary and short term contract staff including bank staff.  

 
2.2 From April 2016 registrants will have to declare they have: 
 

• Met the requirements for practice hours (practised for at least 450 hours)  within their 
scope of practice (i.e. direct patient care, management, education, research, 
independent care settings and social care), in the three years preceding the date of 
application of the renewal of registration; 

 
• Met the requirements for continuing professional development (undertaken at least 

40 hours of continuous (CPD) relevant to their scope of practice with a minimum of 20 
hours being participatory learning, over the three years prior to the renewal of their 
registration; 

 
• Obtained at least five pieces of practice related feedback over the three years prior to 

the renewal of their registration; using feedback from  service users, patients, relatives, 
colleagues and others (minimum 5 written reflections); 

• Recorded a minimum of five written reflections on the NMC Code (2015), their CPD, 
and practice related feedback over the three years prior to renewal of registration; 

• Received confirmation from a third party, referred to as a ‘confirmer’ (usually a 
manager, and must be a professional nurse/midwife) that their declaration is reliable in 
accordance with the NMC Code (2015). 

2.3 In addition to the above each registrant will need to declare they have an appropriate 
professional indemnity arrangement and make a health and character declaration. 

2.4 The four themes of the newly published Code are: 

• Prioritise people 

• Practise effectively 
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• Preserve safety 

• Promote professionalism 

2.5 In addition there are new requirements on: 

• Fundamentals of care – this covers the essential aspects of caring for a patient, 
including making sure a patient had adequate access to nutrition and hydration; 

• Duty of candour – nurses should raise concerns without delay if they are aware of a 
threat to patient safety or public protection 

• Delegation and accountability – nurses should make sure they delegate tasks and 
duties appropriately and ensure completion to a high standard 

• Social media use – nurses should use social media responsibly, in line with NMC 
guidance 

2.6 Revalidation aims to protect the public, increase public confidence in nurses and help those 
on the NMC register to meet the standards required of them. Individuals who fail to meet 
revalidation standards are not legally able to work in the UK in their profession. 

2.7 The proposed revalidation for nurses and midwives by the NMC is not the same as medical 
revalidation undertaken by the General Medical Council (GMC); the NMC register is much 
larger and the people on it practise in more diverse health care settings. The NMC operates 
under different legislation from the GMC and the NMC legislation about revalidation does 
not require the introduction of responsible officers.  

3. Responsibility 
 
3.1 Nurses and midwives are responsible and will be held accountable for their own 

revalidation process. Every three years at the point of renewal of their registration, nurses 
will need to demonstrate the requirements of revalidation and their fitness to practise in 
order to remain on the NMC register. 

 
3.2 From April 2016, all nurses who are due to re-register will start to use revalidation. This 

means that by April 2019 everyone on the NMC register will have undergone revalidation. 
 
3.3 Although individual staff have a responsibility for meeting their revalidation requirements 

the Trust recognises its responsibility in supporting staff by having sound systems and 
processes, capacity and resources to comply with revalidation, in particular: 

 
• A designated lead to oversee the implementation of revalidation; 

 
• Staff are facilitated to meet their appropriate CPD requirements; 

 
• Staff receive yearly appraisals which can deliver the NMC requirements for revalidation; 

 
• Sufficient management capacity to support staff with revalidation and third party 

verification and confirmation; 
 

• Information systems that can record and identify nurses and midwives current 
registration status and know when revalidation dates are due. 
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4. Provisional Guidance Testing 
 
4.1 The NMC have produced provisional guidance which is being tested in a number of 

provider organisations and locations where registered nurses work. They are testing 
guidance for individuals and third party confirmers as well as evidence logs and templates. 

 
4.2 The pilot sites are expected to report back later in the summer of 2015 with final guidance 

expected to be issued by the NMC in late autumn 2015. 
 
5. Trust approach 
 
5.1 A nursing and revalidation steering group has been formed and key stakeholders have 

been identified to attend monthly meetings. The group, chaired by the Deputy Director of 
Nursing and Quality will report to the Workforce committee a sub-group of the Capital and 
Workforce Committee. The role of the group is to: 

 
• Develop and oversee the delivery of a nursing revalidation implementation plan which 

ensures effective systems in place; 
 

• Scope the need or otherwise for resource requirements for successful implementation;  
 

• Identify and mitigate potential system risk and escalate as required to the Workforce 
committee; 

 
• Develop a communication strategy; 

 
• Develop the internal process required to support nursing revalidation for individuals and 

confirmers; 
 

• Provide guidance on collation and collection of evidence requirements to support 
revalidation 

 
6. Recommendation 
 
6.1 The Board is asked to note the requirements for nurse revalidation and the work being 

undertaken to ensure organisational readiness for April 2016. 
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Agenda Item 35/15a 

Meeting of the Board of Directors 
 

Friday 19th June 2015 
 

Independent review of leadership and governance by PwC –  
Board governance & committee structure 

 

Report of Chairman 

Paper Prepared By Louise Westcott, Company Secretary 

Subject/Title Independent review of leadership and governance by PwC – 
board governance & committee structure 

Background Papers 

22-15b Independent review of leadership and governance 
(PwC) - implementation plan 

Monitor/CQC review report and action plan 

Agenda item 15/17b 

Purpose of Paper 
To address the recommendations relating to board 
committee structure and governance that came from the 
external well-led governance review undertaken by PwC. 

Action/Decision Required 
To approve the recommendations relating to board 
committee structure and governance that came from the 
external well-led governance review undertaken by PwC. 

Link to: 

 NHS Strategies and Policy 
 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 

Resource Impact  

Risk Rating  

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

PwC – Price Waterhouse Cooper 
CQC – Care Quality Commission 
BAF – board assurance framework 
NED – non-executive director 
MIAA – Mersey Internal Audit Agency 
CEO – Chief Executive Officer 
EDoF&BD – Exec Director of Finance & Business Development 
COO – Chief Operating Officer 
EMD – Executive Medical Director 
EDoN&Q – Executive Director of Nursing & Quality 
DoW – Director of Workforce 
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Agenda Item 35/15a 

Meeting of the Board of Directors 
 

Friday 19th June 2015 
 

Independent review of leadership and governance by PwC –  
Board governance & committee structure 

 
 

1. Background 
 In July 2014 Monitor and the CQC undertook a joint review following concerns raised by 

whistle-blowers regarding the culture of the organisation. 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. Ten recommendations were proposed. 

 
 
2. Introduction 
 One of the key recommendations from the report was to undertake an external ‘well-led’ 

governance review. PwC was appointed through a competitive tender process to undertake 
this review and their report was presented to board of directors in March 2015. An 
implementation plan was then brought back to board in April 2015. Progress against the 
implementation plan will be brought back to board for review in October 2015 however an 
interim position is presented at appendix 1. 

 
 
3. Board governance & committee structure 
 Many of the recommendations from the PwC review related to board governance and 

committees. The actions proposed in response are outlined below. Some of the actions 
relate to changes to the schedule of meetings and a proposed schedule for the remainder of 
2014/15 and 2015/16 is also presented at appendix 2. 

  
 It is proposed that we; 

1) Increase the overall number of Quality Assurance Committee meetings from four to six; 
2) Identify a new chair for the Quality Assurance Committee from the newly recruited non-

executive directors; 
3) Reduce the number of formal board meetings from ten to eight dropping meetings in 

February and June (no regulatory requirements in these months); 
4) Increase the time spent in board development / strategy sessions from two and a half 

days to four full days (to include service review and ½ day session with the council of 
governors); 

5) Re-order the assurance and board of directors meetings so that the assurance 
committee meet before the board of directors on the same day. This will allow 
assurance from the committee to be sought prior to approval by the board for certain 
regulatory requirements, e.g. Annual Report & Accounts. Having the meetings on the 
same day also allows us to make best use of non-executive director time. It will allow 
issues to be appropriately escalated from the committee in a timely way without losing 
the up to date quality information; 

6) Produce a summary report from each board committee chair for the board of directors 
meeting (appendix 3). This covers Audit Committee and Quality Assurance Committee. 
This will go to board with the board committee minutes and will provide a simple 
summary of assurances received plus any actions. This will enable us to demonstrate a 
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stronger audit trail of the work of the committees as well as steering their agenda in line 
with key risks (as identified in the BAF and divisional risks). The summary report will 
report on the previous meeting (as happens now) and not the committee meeting that 
is held on the same day as the board meeting. Verbal feedback can also be given on 
any issues raised in the committee meeting in the same month to board as required; 

7) The board assurance framework has been changed and approved to reflect risks 
relating to the achievement of the strategic objectives and is a standing agenda item on 
every public board meeting to ensure that it is driving the agenda; 

8) The questions used at the non-executive director interviews and in the pre-interview 
selection process have looked at skills and working style assessments; 

9) The Chair has appointed a non-executive director to chair the Charitable Funds 
Committee; 

10) Non-executive director recruitment is progressing well with 3 substantive appointments 
made. The start dates are staggered between May and September 2015. Further 
recruitment of the remaining substantive posts will take place in 2015; 

11) The Chair is undertaking individual discussions with the newly appointed non-executive 
directors to establish the roles and determine which committees each is a member of 
(including council of governors sub-groups); 

12) The Chair will normally sit on consultant interview panels rather than this be shared 
between non-executive directors; 

13) A proposal is being put forward to staff side representatives around a flexible approach 
to the use of non-executive directors on appeal panels. 
 

In addition to these actions a further proposal is suggested as follows; 
14) To re-order the public and private meetings of the board so that the private meeting 

takes place first. This will enable a full discussion of all of the risks by board prior to the 
discussion around any updates to the board assurance framework (BAF) at the end of 
the public board meeting (i.e. full board discussion can be factored in when assessing 
any changes to the BAF); 

 
4. Recommendation 

The board are asked to approve the proposed actions identified in response to the PwC 
Independent review of leadership and governance (items 1 to 13). The board are also asked 
to consider proposal number 14 and make a recommendation. Any outstanding actions will 
be put into effect from 1st July 2015 if approved. Board are also asked to note that a full 
progress report against the implementation plan will be brought back to board for review in 
October 2015. 
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Appendix 1 

 

Independent review of leadership and governance - Improvement plan 

 Recommendation Suggested outcome 
measure 

Lead 
director Timescale Progress Next steps Status 

1 
The Board should undertake a skills and 
working style assessment to understand 
any current gaps and the skills and working 
style mix it will need to recruit to when the 
interim Non-Executive Directors (NED) 
leave. 

A personality team 
assessment has been 
completed and has been 
used within the 
recruitment process for 
NEDs. 

Chairman 30 June 
2015 

Person specifications 
developed by the 
Chairman with support 
from external search 
agency.  

Consideration 
being given to the 
use of a more 
formal tool to 
support this 
process 

3 substantive non-
executive directors have 
been appointed. 
Questions used at 
interview and in pre 
interview selection 
process that looked at 
skills and working style. 

2 

The Board should have clearly defined job 
descriptions to ensure that they are 
attracting the correct individuals to fulfil the 
Trust’s requirements. For an example of 
good practice see Appendix 5 of the report 
Independent review report 

NED job roles have 
been created and 
provided to all Non-
Executives and will be 
assessed on an annual 
basis. 

Chairman 30 June 
2015 

Initial discussion taken 
place on job roles. 
Proposal to make NED 
attendance on appeal 
panels optional not 
mandatory and the 
chair is to sit on 
consultant interview 
panels 

 

In progress. Discussions 
taking place with newly 
appointed NEDs to define 
each role and assign 
responsibilities. Chair is 
now sitting on consultant 
interview panels. 
Proposal being put 
forward to staff side 
around a flexible 
approach to the use of 
NEDs on appeal panels. 

3 
The Board should re-establish a link 
between the Non-Executive Directors and 
the Council of Governors by attaching a 
Non-Executive Director to each of the 
Governor sub-groups. 

NEDs have attended 
three Council of 
Governors meetings per 
annum. This will be 
measured through 
annual feedback from 
Governors. 

Chairman 30 June 
2015 

Will form part of the 
consideration in the 
development of job 
roles for new NEDs. 

Continue with 
recruitment of 
substantive NEDs 

Included in discussions 
around individual job 
roles. 

4 The Trust should consider the frequency of 
the Quality Assurance Committee 
(quarterly) compared to best practice 
(monthly). When developing portfolios for 
new Non-Executive Directors, the 
frequency of this meeting should be 

Quality Assurance 
Committee meetings 
have been scheduled 
monthly, with a clear 
work plan for each NED 
showing which meeting 

Chairman 30 June 
2015 

Recruitment of 
substantive NEDs 
underway. 

Timetable of board 
committees to be 
assessed as a 
whole taking 
account of all 
meetings 

Full assessment of board 
committees undertaken. 
The number of Quality 
Assurance committee 
meetings has been 
increased to 6 per 
annum. 119



 Recommendation Suggested outcome 
measure 

Lead 
director Timescale Progress Next steps Status 

considered in conjunction with the other 
commitments of the Non-Executive 
Directors. 

they are due to attend 
and how this is balanced 
with their expected time 
commitments. 

5 The Trust should introduce a more formal 
process for escalating issues from sub-
committees to the Board. The sub-
committee minutes provided to the Board 
should be accompanied by a brief verbal 
report from the sub-committee chair 
highlighting issues for escalation. The cover 
sheet of the minutes should also be used to 
identify these issues and the assurance 
obtained by the committee. 

Each Board paper has 
an executive summary 
which includes the key 
risks or issues to 
highlight to the Board, 
which leads to focused 
discussion of the risks or 
issues. 

CEO 30 June 
2015 

Template under 
development 

Template to be 
introduced to 
assurance 
committee 
meetings 

Template developed. This 
will be part of the July 
board pack (see 
Appendix 3) 

6 
The Quality Assurance Committee should 
introduce a heat map into its papers to 
allow committee members to easily identify 
and triangulate areas of the Trust where 
there may be quality issues. An example 
heat map is attached at Appendix 6 
Independent review report 

The Quality Assurance 
Committee is able to 
see at a glance which 
wards or services are 
experiencing issues and 
are able to focus 
attention to address 
those risks. 

EDoN&Q 30 June 
2015 

A heat map will be 
presented to the June 
2015 meeting  

 In progress 

7 
The Board should complete the review of 
the Board Assurance Framework. Following 
the completion of this review, the Board 
should include risk management and the 
use of the Board Assurance Framework as 
an element of their Board development 
programme, to ensure that the Board 
begins to use this as a dynamic tool to drive 
the Board agenda. 

The Board Assurance 
Framework is aligned to 
the Trust’s strategic 
objectives and is used to 
guide conversations and 
drive the Board agenda. 

CEO 30 June 
2015 

BAF aligned to 
strategic objectives. 
Board undertaken a 
session on the BAF 
with MIAA to complete 
risk scores (report 
awaited). BAF for 
approval at April 
board. 

Complete risk 
scores following 
receipt of MIAA 
report. BAF to be 
reviewed on a 
quarterly basis by 
the board of 
directors and at 
each assurance 
committee 
meeting. 

The Board Assurance 
Framework 15/16 was 
approved in May 2015 
and is aligned to the 
Trust’s strategic 
objectives and is used to 
guide conversations and 
drive the Board agenda. 
It is a standing agenda 
item on each public 
board meeting.  

8 The Board should further review how it 
benchmarks itself against other trusts and 
organisations to ensure that it is able to 
meet its strategic objectives. This should 
include metrics on research and education, 
alongside clinical performance and 
workforce. 

The Board has included 
within its dashboard key 
metrics which are 
comparable to other 
trusts and regularly 
reports on their progress 
against these. The 
Board is able to clearly 

COO / 
EMD 

30 June 
2015 

Dashboard developed 
and introduced in April 
2015. 

Additional 
research and 
education metrics 
in consideration 

In progress 
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 Recommendation Suggested outcome 
measure 

Lead 
director Timescale Progress Next steps Status 

articulate how it 
compares to other trusts 
or institutions. 

9 As a permanent chair of the Quality 
Assurance Committee is appointed, the 
committee should consider the structure of 
the agenda. This should enable the issues 
discussed to be more closely linked to the 
Trust’s strategy, and place greater focus on 
receiving assurance rather than items being 
presented “for information”. An example of 
the Quality Assurance Committee’s rolling 
agenda, restructured under the 20:20 vision 
objectives has been included in Appendix 7 
Independent review report. 

The Quality Assurance 
Committee Agenda is 
restructured to align with 
the Trust’s strategy, and 
the Quality Assurance 
Committee can article 
how information in each 
report can be 
triangulated. 

EDoN&Q 30 Sept 
2015 

An  agenda for the 
June 2015 has been 
developed in line with 
the suggestion and will 
be discussed with the 
Chair when appointed 

 Completed 

10 The Board should receive regular updates 
on progress against the Organisational 
Development Strategy. As well as providing 
updates on the actions taken, these 
updates should triangulate staffing metrics 
to provide assurance on the impact that the 
implementation of the strategy is having. 

Staffing metrics, such as 
sickness, are improving 
and the outcomes can 
be clearly linked to 
actions taken as part of 
the Organisational 
Development Strategy. 

DoW 30 Sept 
2015 

Updated OD plan 
approved by board in 
March.  

Metrics to be 
included in future 
updates of the OD 
plan 

In progress 

11 
The Research Strategy should be 
supported by a plan that provides greater 
granularity on the recruitment of global 
experts in ground-breaking areas of 
research. Attracting these individuals will be 
critical to achieving the Trust’s overall vision 
of becoming one of the world’s leading 
integrated cancer centres. 

As part of the Research 
Strategy, a plan has 
been created which 
highlights key 
individuals the Trust 
would like to attract and 
the progress on 
recruitments into 
vacancies. 

EMD 30 Sept 
2015 

Identified the measure 
associated with the 
recruitment of research 
experts 

To include the new 
metrics in the 
dashboard for 
board of directors 

In progress 

12 
The Trust should regularly monitor the 
implementation and impact of the Risk 
Management Strategy to ensure that the 
Trust is on track to achieve its objectives. 

A refresh of the Safety 
Culture Survey shows 
improvement in all areas 
of risk. 

EDoN&Q 30 Sept 
2015 

The Trust reviews the 
impact of the Risk 
Management Strategy 
at Board annually in 
September of each 
year.  

Survey to be 
repeated in 
Summer 2016 

On Quality & Standards 
planning calendar 

13 The Trust should consider implementing a 
kite mark for data quality to allow Board 
members to gain assurance over the 
reliability of each measure. This has been 

The Board, and external 
parties, are able to 
quickly assess the 

EDoF&BD 30 Sept 
2015 

Kite mark under 
development Board approval In progress 

121



 Recommendation Suggested outcome 
measure 

Lead 
director Timescale Progress Next steps Status 

implemented in some trusts, and could 
provide greater assurance that there are no 
unknown data quality issues. 

quality of data. 

14 The Trust should consider the timing and 
order of sub-committees and Board 
meetings to allow issues to be escalated to 
the Board from sub-committees on a timely 
basis. This should be balanced by the need 
for the Board and sub-committees to 
receive and scrutinise up to date quality 
information. 

The Board receives 
timely escalation reports 
from committees to 
focus on key risks and 
issues within Board 
meetings. 

Chairman 
/ CEO 

30 Sept 
2015 

Changes to the board 
timetable being 
considered alongside 
the development of 
NED job plans 

 

Full assessment of board 
committees undertaken. 
Proposal to re-order sub-
committee and board 
meetings. Meetings to 
remain on the same day. 

15 
The Board should define metrics which will 
measure how the Trust is progressing in 
achieving its ambition of being a leading 
international integrated cancer centre. 

There are defined 
metrics in place to 
measure progress 
against the overall 
strategic aim of the 
Trust. 

CEO 30 Sept 
2015 

Review of international 
indicators including 
OECI accreditation 
submission 

Board 
consideration as 
part of the Q3 
reporting 
programme 

In progress 

16 

The Trust should recruit substantive Non-
Executive Directors within the next 12 
months to provide stability to the Board. 
The recruitment should be phased 
throughout the year. 

The Board has 
successfully recruited 
permanent Non-
Executive positions by 
the end of 2015/16. 

Chairman 31 March 
2016 

Recruitment partner 
appointed. 1st NED 
role advertised. 
Interviews 12th May 
2015. Plan in place to 
recruit further 
substantive NEDs by 
the end of 15/16. 

Continue with 
recruitment using 
chosen recruitment 
agency 

3 substantive NEDs 
appointed in May 2015. 2 
new appointments and 1 
interim NED made 
substantive. Start dates 
staggered in 2015. 

17 
The Board should use the skills mix and 
working style assessments as a regular 
exercise and use this as a tool to scope 
Board development sessions and to plan 
future recruitment. 

As part of the Board’s 
rolling action plan a 
regular Team 
Assessment Survey is 
completed and this is 
used to drive 
recruitment sessions. 

Chairman 31 March 
2016 

Recruitment of NEDs 
underway 

A team 
assessment 
survey to be 
completed 
following 
recruitment of 
substantive NEDs 

An assessment survey 
will be introduced in early 
2016 following the start of 
the 3rd new NED in 
September 2015. 
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Appendix 2 

Mon 2 1 Mon
Tues 1 3 1 2 1 Tues
Wed 2 4 2 3 2 Wed
Thurs 3 1 5 3 4 3 Thurs
Fri 4 2 CFC 4 1 5 Time out 4 Fri

Mon 7 5 9 7 4 8 7 Mon
Tues 8 6 10 8 5 9 8 Tues
Wed 9 7 MSV summit 9 6 10 CoG 9 Wed
Thurs 10 8 12 10 7 11 10 Thurs
Fri 11 9 13 11 8 12 11 CFC Fri

Mon 14 12 16 14 11 15 14 Mon
Tues 15 13 17 15 12 16 15 Tues
Wed 16 14 18 16 13 17 16 Wed
Thurs 15 19 17 14 18 17 Thurs
Fri 16 20 Bod/CoG TO 18 CFC 15 19 18 Fri

Mon 21 19 23 21 18 22 21 Mon
Tues 22 20 24 22 19 23 22 Tues
Wed 23 21 25 23 20 24 23 Wed
Thurs 24 22 26 24 21 25 24 QA BoD Thurs
Fri 24 BoD Audit 26 BoD QA 25 QA BoD 23 27 QA BoD 25 22 26 Audit 25 Fri

Mon 28 26 30 28 25 29 28 Mon
Tues 29 27 29 26 29 Tues
Wed 30 28 30 27 30 Wed
Thurs 28 BoD*Audit/QA 29 31 28 31 Thurs
Fri 31 AuditBoD 30 AuditBoD 29 QA BoD Fri

* May Board of Directors to include Remuneration Committee
KEY:
Meetings:

Board of Directors Board Time Out
Audit Committee Annual Members Meeting
Quality Assurance Remuneration Committee (Remco)
Council of Governors Bank holidays

Schedule of meetings for 2015/16

29

27
26

2725

18

29

22

30 30 MSV
29 27 29 MSV
28 30 28

31

24 28
23 21 25 23 27
22 20 24 22 26
21 19 23 21 25
20 18 20 24

17 15 19 17 21
16 14 18 16 AMM 20
15 13  CoG 17 15 CoG 19
14 12 16 14 18
13 11 15 13 17

10 8 12  CFC 10 14
9 7 11 9 13
8 6 MSV 10 8 12
7 5 9 7 11
6 4 8 6 10

3 1 5 3 Time out 7
2 4 2 6

5
2 4

Apr-15 May-15 Jun-15 Jul-15

1 3 1

22

Mar-16

6

11 CoG

17

Sep-15
1 3

Oct-15 Dec-15 Feb-16Nov-15Aug-15 Jan-16
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Mon 3 2 Mon
Tues 4 1 3 Tues
Wed 5 2 4 1 1 Wed
Thurs 1 6 3 1 5 2 2 Thurs
Fri 2 7 Time out 6 3 3 Time out Fri

Mon 5 10 7 5 9 6 6 Mon
Tues 6 11 8 6 10 7 7 Tues
Wed 7 12 7 11 8 Wed
Thurs 8 13 10 8 12 9 9 Thurs
Fri 9 14 11 13 10 Fri

Mon 12 17 14 12 16 13 13 Mon
Tues 13 18 15 13 17 14 14 Tues
Wed 14 19 16 14 18 15 15 Wed
Thurs 20 17 15 19 16 16 Thurs
Fri 21 18 20 17 Fri

Mon 19 24 21 19 23 20 20 Mon
Tues 20 25 22 20 24 21 21 Tues
Wed 25Audit/QABoD* 21 26 23 21 25 22 22 Wed
Thurs 22 27 24 22 26 23 23 Thurs
Fri 22 27 28 AuditBoD 25 QA BoD 23 27 QA BoD 24 Fri

Mon 26 31 28 26 30 27 27 Mon
Tues 27 29 27 31 28 28 Tues
Wed 28 30 28 29 Wed
Thurs 29 29 30 Thurs
Fri 29 AuditBoD 29 AuditBod 30 QA BoD 30 31 QA BoD Fri

* May Board of Directors meeting to include Remuneration Committee
KEY:
Meetings:

Board of Directors Board Time Out
Audit Committee Annual Members Meeting
Quality Assurance Charitable Funds Committee
Council of Governors Bank holiday

28 30 28

26 31 28 26 30

27 29 27 31

25 30 27 25 29

21 26 23 21 25

22 26

19 24 21 19 23

20 22 20 24

24 QA

18 23 20 18 22

15 20 17 15 19 16

14 19 16 14 18 15

12 17 14 12 16

13 18 15 13 CoG 17

11 16 13 11 15

7 12 9 7 11

8 13 10 CFC 8 12

6 11 8 6 10 9 CoG

4 9 6 4 8

5 10 7 5 9

5 2 4
1 6 3 1  Time out 5

3 2

4 CoG 1 3

2 1

Schedule of meetings for 2016/17

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16

24 Audit

8 CoG

23 CFC

16 CFC

10 CFC

2

9 BoD/CoG

Jan-17 Feb-17 Mar-17

4

17
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Appendix 3 

 

 

Board of Directors’ Key Issues Report 

Report Date: 
 

Committee:   

Date of last meeting:  

 

Membership Numbers: Quorate 
Apologies from  
 

1 Key risks reviewed 

 

 

The Committee considered an agenda which included the following: 

1.  
2.  

2 Assurance level 
assigned 

 

 

The Committee assigned the following level of assurance to the risks 
reviewed: 

1. Significant 
2. Limited 

 

3 Action / review 

 

 

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

1. Monitoring 
2. Escalation to board 

 

4 Report Compiled 
by 

Committee Chair: 
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Agenda Item 36-15a 

Meeting of the Board of Directors 
 

Friday 19th June 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 Strategies and Policy 

• NHS Cancer Reform Strategy 

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

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• 2020 vision strategy 

• Key stakeholder relationships 

Resource Impact  

Risk Rating  

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

BAF  Board assurance framework 
EDoN&Q  Executive director of nursing & quality 
EDoF&BD  Executive director of finance & business 

 development 
EMD  Executive medical director 
COO  Chief operating officer 
DoW  Director of workforce 

127



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

128



Agenda Item 36-15a 

Meeting of the Board of Directors 
 

Friday 19th June 2015 
 

Board Assurance Framework 2015/16 
 
 
 
1 Introduction 

The Board of Directors reviewed the board assurance framework at its May meeting. 
The changes that have been made a result of the review are as follows; 
 

• Risk 5.4 relating to The Christie Pathology Partnership – the risk score has 
increased from 12 to 16 in month as a result of recent discussions with 
SynLab. 

• Risk 6.2 relating to the achievement of the financial performance target – the 
risk score has reduced from a 15 to a 12 as a result of us signing our contract 
with commissioners for 2015/16. 

• Risk 7.1 relating to a governance failure resulting from temporary board and 
senior leader arrangements – the detail of recent recruitment has been added 
to the description. 

 
 
2 Recommendation 

To note the refreshed board assurance framework (BAF) 2015/16 and to consider 
any updates following board discussion at the June meetings. 
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Board Assurance Framework 2015/16
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1.1 Risk to patients and reputational risk to trust of 
breaching the HCAI thresholds EDoN&Q 3 4

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

12

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

12

1.2 Lack of preparedness for a CQC inspection 
leading to a poor performance EDoN&Q 2 3 Timetable of mock inspections arranged. Looking at Trust wide requirements e.g 

duty of candour / fit & proper persons 6 Feedback from mock inspections reported to 
management board and board of directors 6

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

EDoN&Q 2 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

1.4 Non achievement of the quality outcomes for the 
2015-16 CQUINS indicators. EDoN&Q 3 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. 

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

12
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2.1
There is a risk to future NIHR funding if we fail to 
meet national patient recruitment targets and 
clinical research funding

EMD 3 4
Monthly review of resource with team lead. Use of overtime/ bank staff/ 
freelance staff; individual discussion with HR. Priority assessment for studies.  
Bid for CRUK grant income. 

Not currently achieving the 70 day 
target 12

Weekly review of 70 day data, reported 
through performance report to board 
monthly.

12

2.2 Biomedical research centre (BRC) statusfor 
Manchester not achieved. EMD 4 3

Setup of Christie Academic Investment Plan (AIP) group to provide key controls. 
Individual cases have been developed in line with AIP plan.   Develop optimal 
bid and working with our MAHSC partners.

Insufficient capacity and capability. 12 Academic investment plan group progress 
against plan and MAHSC BRC group 12

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

Corporate objective 2 - To be an international leader in research and innovation which leads to direct patient benefits 
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3.1
Non delivery of the School of Oncology strategy 
due to increased pressure within operational 
service delivery

EMD 2 3
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.

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

6 School of oncology board reports to 
Management Board. 6
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4.1
Failure to meet DH/Treasury timescales of the 
construction of the Proton Beam Therapy (PBT) 
build.

EDoF&BD 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

12

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

12

4.2 Impact of private providers for Proton Beam 
therapy on our PBT service EDoF&BD 4 2 Working with the DH. Progressing plan to see if we can bring forward the 

phased implementation. 8 PBT project reports to Management Board 
on a quarterly basis. 8

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.

Project board. Transfer of activity.

Urology - Project group and exec lead established. Participation in commissioner 
led tender process

Tender process now discontinued 
by commissioners. Awaiting 
further commissioner instructions

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

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

4.5
Lack of a solution to the patient and relative 
accommodation issue for the Proton Beam 
Therapy service

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

4.6 OECI reaccreditation not achieved EMD 2 3 Work centrally coordinated based on OECI measures. Timeframes for re 
accreditation identified (June 2015). Funding identified. Project group not yet formed 6 6

4.7
Lack of metrics to evidence progress against the 
ambition to be leading comprehensive cancer 
centre

COO / EMD 2 3 Monthly integrated performance and quality report. OECI accreditation. 

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

6 OECI accreditation achieved 6

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

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

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

COO 3 4 12 12
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5.1 GM devolution changes have an adverse impact 
on The Christie objectives CEO 3 4

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'.

Insufficient capacity and capability 
in executive team. Lead director to 
be identified.  Uncertainty around 
impact

12 Management Board and Board of Director 
reports from CEO. 12

5.2 No further growth in delivery of chemotherapy at 
local centres

COO / 
EDoF&BD 2 4

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.

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

8
Monitored through Strategic Plan 
Implementation Board that reports to 
Management Board

8

5.3 Limited influence within Manchester Cancer as a 
specialist cancer hospital CEO 2 4 Senior leadership. Attendance at The Manchester Cancer Provider Board Insufficient capacity and capability 

in executive team. 8 Through membership of The Manchester 
Cancer Provider Board 8

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

COO/ 
EDoF&BD 4 4

The Christie Pathology Partnership board established. Review of financial 
arrangements and turnaround plan produced. Review operational leadership. 
Business continuity plan in place.

Appropriate membership of the 
board with partner organisations 16 The Christie Pathology Partnership board 

meetings. 12

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

EDoN&Q 
EMD 2 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 and Gynaecology patient pathways

Inability to influence across whole 
pathway 8 Achievement of cancer targets

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

8
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6.1 Key performance targets not achieved COO 2 4
Exec led monthly divisional performance review meetings. Integrated 
performance & quality report to Management Board and Board of Directors 
monthly

8 Continued achievement of all key 
performance targets 8

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

Continued achievement of a Continuity of 
Services Rating of 4

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.
Deputy Director of Finance is a member of Specialist top Up Tariff Working 
Group and is a member of a working group of the Federation of Specialist 
Hospitals (FSH).  Weekly returns submitted to Monitor tracking progress of 
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

No response from commissioners. 
Not sufficient capacity and 
capability

Contract signed with commissioners for 
2015/16.

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

Development and delivery of the Programme 
Management Office (PMO) strategy. Monthly 
performance against recurrent CIP position 
through the Transformation Board via the 
PMO

6.3 Poor data quality EDoF&BD 3 3 Audit programme to assure performance measures, quality accounts Development and implementation 
of a kite mark for data quality 9 9

Corporate objective 6 - To maintain excellent operational and financial performance 

6.2 Financial performance target not achieved EDoF&BD 3 4 12 15

Corporate objective 5 - To provide leadership within the local network of cancer care 
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7.1 Governance failure resulting from temporary 
board and senior leader arrangements CEO 2 3

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.

6
3 substantive NEDs appointed May 2015 
(staggered start dates). Replacement COO 
appointed - start date 1st August.

6

7.2 Low levels of staff engagement of non-clinical 
staff (bands 1-4) DoW 3 3

Participation in national Cultural Alignment Project. One Week All Staff project. 
External governance review to include assessment of staff engagement. OD 
Plan (The Christie Commitment).

9
External governance review. National staff 
FFT. National staff survey results. Exec 
safety walk rounds.

9

7.3 Sickness targets not achieved DoW / COO 3 3 Adherence with sickness management policy monitored through performance 
review meetings. 9 Monthly sickness levels as reported in 

Integrated performance and quality report 9

7.4 Organisational development plan objectives not 
fit for purpose DoW 2 3 PwC review of plan Staffing metrics not triangulated in 

board reports to show impact 6 All benchmarked indicators in top quartile. 
Track record of achievement 6

7.5 Impact of national pay awards 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
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8.1

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

EDoF&BD 3 3

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

8.2
Targets set by the NHS sustainable 
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.

Not achieving target for energy & 
carbon reduction 6

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

6

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

Corporate objective 8 - To play our part in the community
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