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DRAFT Public minutes of the meeting of the Board of Directors of  
The Christie NHS Foundation Trust held on Friday 27th February 2015 at 10.30am in the trust 

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

Ron Stout (RS) 
Neil Large (NL) 
Kathryn Riddle (KR) 
Dame Chris Beasley (CB) 
Roger Spencer (RGS) 
Jackie Bird (JB) 
Joanne Fitzpatrick (JF) 
Tony Blower (TB) 
Ann McEvoy (AMc) 
Jason Dawson (JD) 
 

Chair 
Interim non-executive director 
Interim non-executive director 
Interim non-executive director 
Interim non-executive director 
Interim 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: Louise Westcott (minutes) Company secretary 
 Laure Middleton 

Kristin Schuster 
PwC 
PwC 

 
Presentation:  MCIP (Manchester Cancer Improvement Partnership) and the role of The Christie – Dr 

Wendy Makin, Consultant in Palliative Care & deputy Medical Director 
 
WM talked about her current secondment working for Macmillan Cancer Support on the MCIP project. 
The aim is to improve the experience & outcomes for cancer in the City of Manchester. This is a 
commissioning led change programme and builds on previous Macmillan work. The work is supported by 
patients who have previously had cancer. Manchester was chosen because of the prevalence of cancer 
in the city. An investment offer was made as part of this and the programme has many partners across 
Manchester including commissioners, the city council and hospital trusts. 
 
Phase 1 of the project is covering breast and lung cancer. There is focus on training and increasing the 
education of primary care in knowledge of cancer care. Palliative care redesign is being undertaken to 
integrate community teams and specialist palliative care nurses. This is consultant led and 7 days a 
week. 
 
Lung cancer in Manchester has similar outcomes to the rest of the country with later presentation and 
the highest rate of smoking related cancer in the country. In breast cancer in Manchester there is a lower 
level of uptake of mammography but good survivorship. Survivorship and late effects are key and we 
have rich data to inform the work of the project. 
 
The changes needed include earlier diagnosis, more confident informed primary & community teams, 
survivorship support and better joined up care. 
 
As part of the lung pathway redesign there is a pilot for screening of the high risk population, work to 
reduce the time from diagnosis to treatment, and work to define pathways to support gaps (psychological 
support etc), earlier integration with palliative care, and consistent use of care plans etc. 
 
The breast pathway design is looking at follow-up, a recovery package, a system for monitoring late 
effects and a new model for support & coordination for advanced breast cancer. 
 
The challenges include being prepared to work differently, project support, clinical buy-in, resources and 
IT. The opportunities include real partnership, better experience & outcomes for patients, and the role for 
development of an education package for primary & community care 
 
CO thanked WM and invited questions. 
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NL asked about how the learning can be used for other pathways. WM responded that this can be 
through Manchester Cancer pathways and also in the Christie itself (e.g. content of discharge 
summaries). Some of this work is already going on. 
 
KR asked about the barriers to improvement in palliative care in North Manchester. WM responded that 
people are not being identified for support from Palliative care so systems to pick up patients must be 
improved. 7 day working will help with this. Looking at community based volunteer support and 
improving uptake to specialist palliative care. 
 
RS – there is a very diverse population in North & Central Manchester – what are the things that are 
being done to address access for patients that don’t speak English – WM responded that we are working 
with Manchester City Council to help address these issues. 
 
CB asked about age or gender effects in the data – WM responded that social deprivation is clear and 
comorbidities common giving poor quality of life. 
 
RGS – WM doing great work looking at integration of services and working with community and primary 
care. This is our equivalent to work being done on integration by colleagues in acute services. WM has 
spent considerable time working on relationships with partners. 
 
CO – this looks very positive and is addressing some of the issues with difficulty working between 
partners. 
 
 

No Item Action 
8/15 Standard business  

a Apologies  
 Apologies were received from Jayne Brown, Non-executive Director.  

b Minutes of the previous meeting held on 30th January 2015  
 The minutes of the meeting held on 30th January 2015 were accepted.    

c Action plan rolling programme, action log & matters arising  
 JD is meeting with NL next week to look at a new dashboard format for the performance 

report. This will be introduced from April. CO summarised the need for well-presented 
information. 

 

d Declarations of interest  
 None.  

9/15 Key reports  
a Chief executive’s report  

 RGS drew the boards’ attention to the item on GM devolution (Devo Manc). There is a lot 
of work going on around the development of detailed proposals for how this will look and 
we are involved in the development of these. The overall picture is of the devolution of all 
of health to GMCA. We are working closely with specialised commissioning colleagues 
around the proposal. 
Freedom to speak up review – we are looking at early information and are assessing the 
organisation against the recommendations to see how we are doing this will come to Board 
in March.  
Staff Survey – full details will come next month, the summary is in the Performance Report. 
Flu vaccination – we achieved the second best rate of uptake in the country. 
KR – the flu jabs seem to have been quite ineffective and we need to think about how we 
deal with this next year as a result of this. RGS – staff are very cognisant of their 
responsibility to a high risk group of patients but we need to do further work next year. JB 
responded that we agree that it will be difficult and discussions have started on how we will 
approach this. 
NL – GM devolution is gathering pace quickly. Should this appear in our BAF and are we 
doing work to assess this risk. RGS responded that the risk assessment and opportunities 
will be considered and will develop as we learn more about proposals through discussion 

 
 
 
 
 
 
 

AM 
 

AM 
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No Item Action 
with commissioners and the programme board. 
CO added that the plans are very interesting and we need to avoid this becoming another 
level of beurocracy.  
NL asked for more detail on this next month. 

 
 
 
 

RGS 
b Medical director’s report  

 TB announced that a new consultant anaesthetist was appointed in February. We have 
also appointed 2 new clinical directors for haematology & TYA and clinical oncology.  
4 consultants were awarded clinical excellence awards this year, 2 silver and 2 bronze. 
MHRA inspection definitions are outlined in the report for clarity. 
CO asked what the International Development Board is. TB responded that this is a 
subcommittee of the Management Board chaired by Peter Trainer. TB has summarised 
this work in the report. 
CO asked about the research excellence framework (REF). TB responded that this is a 
challenge due to the data they produce and that we are working to produce The Christie’s 
own data.. 
RS asked in relation to the OECI, how long is accreditation. AB responded that this was 
for 5 years and has been put back 1 year but that we will then need to be reaccredited. 

 

c Integrated performance report  
 JD presented the performance report and outlined the key performance metrics 

• +73 Adapted net promoter score for the patient survey  
• Outpatient 20 min wait – 83.6% (target 80%) 
• Chemotherapy treatment – 89.0% (target 80%)  
• Pharmacy turnaround – 87.1% (target 80%) 
• CQC IMR band 6 – no associated risks 
• 0 MRSA reported in January 
• 0 C-Diff reported in January (19 YTD NHS England target 20) 
• 0 SUI panels, 6 executive reviews 
• 7 complaints, 4 inquests 
1 risk at 20 relating to commissioning changes 
• Monitor continuity of services rating 4   
• Patients treated YTD +0.41% 
• Objectives all score amber 
• I&E surplus £5.703m, £0.929m above plan 
• EBITDA surplus £14.977m, £0.532m above plan 
• 100% CIP achieved recurrently – achieved Q4 plan in month 
• Cash balance £56.5m 
• Debtor days of 7 
• Length of stay 6.5 days (target 6.4 days) 
• Sickness absence 3.6% for January (target 3.2%) 
• Agency 0.78% of total pay bill 
• 18 weeks and 31 days are above target 
• 62 day performance 86.8.% for January (target 85%), on target to achieve 62 days for 

the quarter 
The Christie Quality Mark assessment of the Oak Road Treatment Centre has taken place. 
Oldham will be done next month. 
NHS staff survey results 2014 have been published and our results are good. 18 above 
average, 9 average and 2 below. Further detail to come next month. 
In summary our Governance rating is green and the Continuity of Services rating is 4. 
KR asked about the LOS figure increasing. JD responded that our lower number of short 
stay emergency patients increases the overall average. 
RGS informed board that the acute oncology LOS comparator is 11 days. We are 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5



No Item Action 
undertaking work to reduce overall LOS to a safe minimum. 
RS asked about the reporting of sickness, as there doesn’t seem to be much change in the 
levels reported. AM responded that we are undertaking an analysis of short term sickness. 
NL commented that overall performance is strong. He asked about the number of surgical 
operations increasing significantly and asked why this was. RGS responded that the 
underlying driver is the transfer of the gynaecology work with a small impact from 
peritoneal carcinoma work. NL noted that it would be useful to show when this change took 
place on the graph. 
NL asked about the CIP schemes that have not come in this year. JF responded that the 
non-achieved schemes have been rolled over to next year with a resultant increased 
target. 
CO asked about the new risk around training of CMT and FY2 junior docs. AB responded 
that we have a more robust handover process in place and are looking at team based 
models as well as middle grade cover. RGS added that junior doc cover has been 
assessed as being very good by the Postgraduate Dean report. 
KR asked about opportunities for GP trainees.  AB responded that this is being discussed 
and would lead to an increase in FY2’s for us. 
RS noted that the quality mark assessment is brilliant and that the questions are well 
written with the exception of 1. JB responded that the questions are not asked directly but 
are drawn out in conversation. 
JB invited NEDS to join an accreditation visit in the future. 

 
 
 
 
 
 
 
 
 

10/15 Other reports  
a Informatics Strategy Review  

 Scott Watson (SW), Chief Information Officer presented the informatics strategy. He set 
the background that the previous strategy was for 2009 to 2014. The main areas it covered 
were the development of the informatics infrastructure, a comprehensive informatics 
service, support to satellite centres and PAS/EPR replacement. 
The new strategy 2014 to 2019 is aligned to the trust strategy, national strategies and 
innovation. 
The Five Core Objectives were described. 
Empowering patients – care at home; care at The Christie; connected health economy; 
enabling patients to interact with the NHS in different ways. Need to be available to 
interact. 
Empowered workforce – technical literacy & capability; point of care technology; 
informatics clinical alignment; multi-site 24/7/365 support. 
Streamlined organisation – automation; migration to the cloud; open source adoption; 
electronic corporate functions. 
Patient safety – data entered once, shared many; paper light; real-time clinical information; 
prospective outcome data. 
Research & education – unified education platform; support increased clinical trial 
adoption; data analytics, modelling & data science; increased publication. 
The focus within the team is around the main domains of service in the trust in order to 
improve their knowledge of the services which results in better innovation. 
The strategy links to the PMO and the key deliverables were outlined. 
NL/CO – very good presentation, how do we see the financial benefits of the 5 year 
strategy. SW responded that every element has to have a business case that stacks up. 
The PMO also works alongside the strategy and has identified how we can pull out 
efficiencies. The PMO programme of work covers this. 
The planning process and how it links together were described 
JB reminded board that the benefits realisation was a key part of the EPR project and a 6 
month lag was put into this. MIAA will report on the benefits realisation to the Audit 
Committee. 
CO thanks SW for his presentation. 
 

 

6



No Item Action 
b Making Safety Visible draft plan  

 JB presented the paper on the draft plan that summarised the plan we have formulated. 
The aim of the plan is to provide the safest cancer pathways from 1st symptom to 
treatment and survival. The drivers are improved patient experience, improved survival 
rates, improved clinical outcomes and better end of life care. 
Wigan are partnering with us around the lung and gynaecology work streams. We now 
need to set up a programme board. 
RGS told board that there was serious encouragement from the commissioners to span 
partner organisations with this work. We have also had very strong support from Wigan in 
partnering on this project. The work is relatively controversial because 1 of the methods 
will be to look at incident reviews for things that didn’t occur in our organisation. 
CB commented that it is right to try and get underneath all of this and look at the full 
pathway and get to grips with the reasons for delays and problems. 
AB noted that the approach we have to this is replicated in Wigan by clinical and 
managerial staff. Our links are very strong. 

 

11/15 Any other business  
 No items raised.  

12/15 Date of the next meeting:  
 Friday 27th March 2015  
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Agenda item 13/15c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

27 March 2015 Annual reporting cycle Corporate planning (incl corporate objectives / 
board assurance framework / financial plans: 
revenue & capital 2015/16)

Executive 
directors

Approve next year's annual plan 15/15a

Annual reporting cycle Letter of representation & independence Chairman Directors to sign 16/15aii

Annual reporting cycle Register of directors interests Chairman Report for approval 16/15ai
Annual reporting cycle Integrated performance report COO Monthly report 14/15c

Annual reporting cycle Chairman Review 13/15d
Organisational development plan DoW Update on progress 15/15b

24 April 2015 Monitor Q4 return EDoF&BD
Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Essential standards for quality & safety / 

NHSLA
EDoN&Q Declaration

Annual reporting cycle Annual reports from audit & quality assurance 
committee

Committee 
chairs

Draft – incl. specific topics e.g. 
infection control, H&S etc

Annual reporting cycle Annual report, financial statements (including 
annual governance statement and quality 
accounts)

Executive 
directors

Draft for approval

Annual reporting cycle Statement on code of governance (draft) CEO/EDoF&BD Draft for approval
Register of matters approved by the board CEO April 2013 to March 2014

29 May 2015 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Annual plan EDoF&BD Approve
Annual reporting cycle Essential standards for quality & safety 

NHSLA
EDoN&Q Approve

Annual reporting cycle Annual reports from audit & quality assurance 
committees

Committee chairs Approve

Annual reporting cycle Annual governance statement Exec direc Approve

Public Meeting of the Board of Directors - 2015

Action plan rolling programme after February 2015 meeting 
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

Annual reporting cycle Annual report, financial statements and quality 
accounts 

EDoF&BD Approve

Annual reporting cycle Statement on code of governance Approve

26 June 2015 Annual reporting cycle Integrated performance report COO Monthly report

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

 August 2015 - no meeting

December 2015 - no meeting
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Action log from the board of directors meeting held on  

Friday 27th February 2015 

 

No. Agenda Action By who Progress Board review 

1 9/15a Freedom to speak up review and staff survey reviews to 
be included in March board papers AM Updates included in the Organisational 

Development Plan update 15/15b 27th March 2015 

2 9/15a Further detail on GM devolution for board RGS Additional information added to CEO 
report 14/15a 27th March 2015 
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Agenda Item 13/15d 
 
 

Meeting of the Board of Directors 
Friday 27th March 2015 

 
Report of Chair 

Paper Prepared By Company secretary 

Subject/Title Annual board reporting cycle 2015/16 

Background Papers None 

Purpose of Paper To approve the annual board reporting cycle 

Action/Decision Required To approve the proposed annual board reporting 
cycle 2015/16 

Link to: 

 NHS Strategies and Policy 

Intelligent Board 

Monitor Code of Governance 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Relevant to 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. 

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. 
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Agenda Item 13/15d 
 

Meeting of the Board of Directors 
Friday 27th March 2015  

 
 

Annual board reporting cycle 2015/16 
 
 
 
1. Introduction 
 In order to ensure that the board is reporting appropriately, and in line with changing 

governance requirements, the annual reporting cycle is submitted for approval by the Board 
of Directors for 2015/16.  

 
  
2. Intelligent board reporting  
 An annual reporting cycle, based on the Intelligent Board format, has been used as the basis 

for the board reporting cycle since The Christie was authorised as a Foundation Trust in April 
2007. 

 
 This format has been retained and continues to provide a framework for our board 

governance requirements. The framework has been updated in line with changes to our 
governance reporting requirements.  Items from the board reporting framework appear on the 
rolling programmes for the public and private board meetings.  

 
 
3. Approval 
 The board is asked to approve the annual board reporting cycle 2015/16. 
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The Christie NHS Foundation Trust - Annual board reporting cycle 2015/16 
Apr 15 – Sep 2015   

   Item  April 2014 May  2014 June  2014 July 2014 Aug  2014 Sept  2014 
*Integrated performance report – quality 
accounts (patient experience, clinical 
effectiveness and patient safety), strategy, 
finance, efficiency, workforce, access and 
targets, research and development  and 
additional reports 

 
 

 
 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

Strategic planning: 

5 year strategy       

Corporate plan and objectives 
      

Board Assurance Framework 
      

Annual Plan (deadline 31 May) Draft Approve/submit     

Finance & investment  Quarterly   Quarterly   

Financial plans – revenue and capital       

External developments & relationships      Approve plans as 
part of 20:20 Vision 

Regulatory requirements: 

Monitor returns: Q4 report  
 

 
 Q1 report   

Essential standards for quality & safety / 
NHSLA Declaration Approve NHS LA report    

Annual reports from audit & governance 
committees 

Draft – inc specific 
topics e.g. infection 

control, H&S etc 
Approve  

   

Annual Governance Statement Draft Approve  
   

Annual report, financial statements and 
quality accounts Draft Approve     

Statement on code of governance Draft Approve     

Letter of representation & independence       

Board development/time out days  Set June agenda     

Other Items 

Registers of 
approvals 

Register of sealings 
Approve SOs and 

SFIs 
(after approval by 

audit) 
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Annual board reporting cycle 
 
Oct 15 – Mar 2016 

Item  October  2014 Nov 2014 Dec  2014 Jan 2015 Feb 2015 March 2015 
*Integrated performance report – quality 
accounts (patient experience, clinical 
effectiveness and patient safety), strategy, 
finance, efficiency, workforce, access and 
targets, research and development  and 
additional reports 

 
 

 
 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

Strategic and annual items: 

5 year strategy      
Reported in 
corporate 
objectives 

Corporate plan and objectives Interim review     Approve next 
year’s 

Board Assurance Framework Interim review     Approve next 
year’s 

Annual Plan (deadline 31 May)       

Finance & investment  Quarterly   Quarterly   

Financial plans – revenue and capital     

Review this year 
plans T/o: draft 
financial plans- 

revenue & capital 

First draft for next 
year 

External developments & relationships  
      

Regulatory requirements: 

Monitor returns: Q2 report   Q3 report   

Essential standards for quality & safety / 
NHSLA Declaration      

Annual reports from audit & governance 
committees       

Annual Governance Statement       

Annual report, financial statements and 
quality accounts       

Statement on code of governance       

Letter of representation & independence      Directors to sign 

Board development/time out days Set joint board / CoG 
agenda     Review board 

effectiveness 
 
Other Items 
 

 
     

 

Register of 
directors interests 

Review annual 
reporting cycle 
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Agenda item 14/15a 
 

Meeting of the Board of Directors 
Friday 27th March 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. 

EDS - Equality Delivery System 

WRES - Workforce Race Equality Standard 
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Agenda item 14/15a 
 

Meeting of the Board of Directors 
Friday 27th March 2015 

 
Chief executive’s report 

 
 
1. Greater Manchester Health and Social Care Devolution 

At the end of February, NHS England, the Association of Greater Manchester Authorities 
and Greater Manchester Association of Clinical Commissioning groups signed a 
memorandum of understanding setting out proposals for the devolution of health and 
social care services in Greater Manchester.  
http://www.agma.gov.uk/cms_media/files/mou.pdf 
 
On 20th March the first devolution programme board meeting took place, co-chaired by 
Simon Stevens, NHS England CEO and Sir Howard Bernstein, Manchester City Council 
CEO (on behalf of the Association of Greater Manchester Authorities). 
 
The programme board established terms of reference, considered the initial appointment 
of an interim Chief Officer and the establishment of key work streams in a delivery plan. 
 

 
 

21

http://www.agma.gov.uk/cms_media/files/mou.pdf


The delivery plan work streams include strategic initiatives, devolving and integrating 
responsibilities and resources, leadership governance and accountability and enablers.  
The schedule for the programme board is for key work streams to establish a devolution 
plan and for its mobilisation on 1st April, 2016.  http://www.manchester.gov.uk/  
 

2. Healthier Together Programme Board 
The programme board met on 11th March and reviewed progress in work on primary care 
service developments and access and also joined up care activities particularly with social 
care.  The programme remains currently in its ‘refining and agreeing the change’ phase 
(Nov 14 - Aug 15).   
Further information is available at https://healthiertogethergm.nhs.uk/. 
 

3. The CODE Quality Scheme: For wards 
On Friday the 20th of March 2015 the Quality & Standards Team launched the CODE 
Quality Scheme for wards, which builds upon the existing quality schemes in the 
organisation. The Christie CODE is our framework for measuring the quality of Care 
provided to patients through Observation, clear Documentation and patient and staff 
Experience. This framework will strengthen professional leadership, empower doctors, 
nurses, Allied Health Professionals and other team members to lead and deliver quality 
improvements at ward level for patient benefit. 
 

4. Staff Annual Health & Wellbeing Day 2015 
 The annual staff health and wellbeing day was held on Thursday 19th March, 2015.  The 

event was well attended and included advice on a range of health issue including smoking 
cessation, weight management, back care and mental health support.  Other activities 
included manicures, massages, green travel and fitness advice.  The event is part of the 
health and wellbeing pledge of the Christie Commitment.  
http://discover/departments/hr/healthy_workplace_event.aspx  

 
5. Workforce Race Equality Standard 

From 1 April 2015, NHS organisations will be required to demonstrate how they have 
improved race equality within the workforce.  The Workforce Race Equality Standard 
(WRES) requires organisations to look at nine indicators across three sets of data on 
workforce information, results of the NHS staff survey and board composition.  In addition 
the Equality Delivery System 2 (EDS), a voluntary race equality toolkit will become 
mandatory.  Both WRES and EDS2 will be included in the 2015/15 NHS standard 
contract.  Monitor and the Care Quality Commission will consider the standard as part of 
the well-led domain.  CQC will pilot the assessments during 2015/16 in preparation for 
formal assessment in 2016.  The Christie already uses EDS 2 and we are currently 
reviewing our workforce data to assess our position. 
 

6. Career in Medicine 
 Over 250 sixth formers attended a taster day at The Christie on the 7th March, 2015 to find 

out more about a career in medicine.  Students from 14 different schools and colleges 
from the Greater Manchester area heard about our work and the experiences of clinic 
staff.   

 
 During the day Christie consultants gave presentations and offered advice on a wide 

range of topics including applying for a career in medicine, what day to day life is like for a 
medical student, junior doctor and consultant, and what options are available at The 
Christie for work experience.  http://www.christie.nhs.uk/school-of-oncology.aspx  

 
7. Nutrition and Hydration week 

On Monday, 16th March a week long set of events commenced.  The management team 
joined staff and dietitians from across the Trust in activities and learning about the 
importance of nutrition and hydration.  These events included afternoon tea for patients 
with local chefs baking cakes and staff quizzes and ward based learning. 
http://discover/news/default.aspx?news_id=7016 
http://www.christie.nhs.uk/about-the-christie/latest-news/2015/190315.aspx  
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8. The Christie Ball  
 The Christie charity hosted its annual ball on Saturday 7th March at Manchester Cathedral.  

There was excellent attendance and support for the Charity and the target of  £150,000 
was exceeded.  The event marked the start of our proton research fund raising campaign.  
http://www.christie.nhs.uk/the-christie-charity/why-we-need-your-help/proton-beam-
therapy.aspx  
 

9. Regulator Costing and Coding Audit 
Monitor undertake an assurance audit to test how accurate the data is that trusts use to 
transact the payment by results tariff.  We were selected and have participated in the 
2015 audit and initial feedback from auditors shows an excellent performance indicating 
levels of accuracy and compliance in the top10% of trusts reviewed. 
 

10. Proton Project - Procurement 
Our proton project continues to progress on schedule with enabling works on the site 
location (old young oncology unit) having commenced.  On 11th March the results of the 
equipment procurement process was announced with Varian being awarded the contract 
for the provision of our centre. 
 

11. Site Development Update 
Car Parking 
Work commenced on resurfacing and increasing parking numbers on the Golden Lion site 
following local authority planning approval granting temporary planning permission.  In 
addition construction of the car park behind blocks ABC has commenced together with 
work to commence the start of our park and ride scheme which is due to start operations 
in April. 
 
Inpatients 
Ward 10 refurbishment has commenced with ward 10 activities temporarily being provided 
on ward 3.   
Old HTU has been refurbished to allow to create decant accommodation for the 
procedures team and pharmacy releasing accommodation for the development of a new 
MRI facility.   
 
Maggie’s  
Site boundary has been established within the Cotton Lane car park. 
Enabling works are underway to programme.  Timber frame of the new building is to be 
erected late March 2015. 

  

23

http://www.christie.nhs.uk/the-christie-charity/why-we-need-your-help/proton-beam-therapy.aspx
http://www.christie.nhs.uk/the-christie-charity/why-we-need-your-help/proton-beam-therapy.aspx


 

24



 
 

Agenda item 14/15b 
 

 
Meeting of the Board of Directors 

Friday 27th March 2015 
 

Report of Executive 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. 

CRF’s – Clinical Research Facilities 
NIHR – National Institute for Health Research 
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Agenda item 14/15b 

 
Meeting of the Board of Directors 

 
Friday 27th March 2015 

 
Executive Medical Director’s Report 

 
 

 
 

1. UK Clinical Research Facility’s (CRF’s) National Conference 
In collaboration with the two other CRFs in Manchester, The Christie National Institute 
for Health Research (NIHR) CRF as the lead site has won the bid to host the 12th 
UKCRF National Conference in July 2016.  The event will take place over 2 days at the 
Northern Royal College of Music in Manchester.   This is a prestigious event with VIP 
attendees from the NIHR and all the CRFs throughout the country. 

 
2. ChristieEducationLive! 

On 25th March, The School of Oncology will be launching ChristieEducationLive!, our 
first transmission of a live conference across the region, country and world. The Christie 
was the first NHS trust to invest in the Ubicast system last year, which has made this 
development possible. 
 
The acute Oncology study day will be streamed live via our new Moodle platform to all 
those who register.  For this first event registration is free as it has been funded by 
Health Education North West.  Virtual attendees will be able to interact with a 100 strong 
audience via voting systems and will be able to table questions and interact with 
speakers via a moderator. The study day will then be transformed into an e-learning 
programme which will also sit on our Moodle platform.  
 
This will be the first of a series of ChristieEducationLive! events which will grow to 
include webinars and seminars as well as study days and conferences. 
 
 

3. Christie International Scholars Programme 
The international scholars programme is a joint initiative between the School of 
Oncology and The Charity. The proposal, accepted last year, was to use income from 
medical training events in partnership with The Christie Charity to create scholarship 
opportunities for trainees from outside the UK, to come to the Christie and work 
alongside our trainees under the supervision of our expert clinicians.  The posts have 
now been advertised and interviewed for.  We will have a trainee from Italy joining the 
Clinical Oncology team, and a trainee from Portugal joining the Medical Oncology team.  
 
We hope that both international Scholars will be arriving at The Christie to start their 12 
months fellowship in April 2015. 

 
4. New Branding for The School of Oncology 

The School of oncology has been working with the communications team and Music, a 
design agency that partners with brands to move and engage audiences, combining 
creativity, strategy and instinct to bring to life crafted, effective ideas that live anywhere 
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in order to create a fresh look for their programme of activity. The impetus has been to 
develop an updated brand for the materials of the school as it works to develop its 
national and international profile.  Music has been tasked to create a high-end sub-
brand for the School which is firmly embedded within The Christie brand but which 
represents a mark of quality, experience and standing.  
 
The updated brand will be used for all School materials, flyers, slides, webpages, apps 
and for the new Moodle learning platform on which we will launch 
“ChristieEducationLive!” on 25th March.  
 
The concepts have been consulted upon and reviewed by all staff in The School and 
were signed off by the School of Oncology Board.  
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Agenda item 14/15c 

 
Integrated performance and quality report for month 11 – February 2015 

 
Report of Executive Directors 

Paper Prepared By 

Anthony Blower, Medical Director 
Jason Dawson, 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 11 

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 

 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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Summary Month 11 Performance Report 

 
In month 11 our overall good performance trend continues. The trust sickness absence rate has 
reduced in month to 3.5% and has maintained at 3.4% for the year to date.  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 1 risk scoring 20. This relates to potential for lost income as a 
result of changes to commissioning intentions. Controls are in place to mitigate the risk which can 
be found in section 4. 
 
Quality - In February our satisfaction survey had an adapted net promoter score of +67 which has 
slightly dropped in month.  This is mainly due to waiting times for treatments and outpatient 
appointments. Actions on mitigating these delays can be found in section 1.  Our chemotherapy 
treatment targets continue to be met and exceeded. We remain low risk in the CQC intelligent 
monitoring assessment.     
 
Patient safety – there have been no cases of MRSA bacteraemia and there has been no cases of 
avoidable and unavoidable CDifficile in February 
 
Finance – our strong performance continues. Our overall surplus is £5,720k which is £468k above 
plan for the financial year.  We have achieved 100% CIP removed from budget.  
 
 
Quality 
 Net promoter score of +67 in the patient satisfaction survey.   
 Outpatient 20 minute wait – 80.9% (target 80%)  
 Chemotherapy treatment – 85.0% (1 hour target 80%)  
 Pharmacy turnaround times of simple and complex scripts – 91.0% (target 80%) 
 All CQUIN measures are compliant at the end of February 

 
Patient safety 
 0 MRSA bacteraemia in February 
 0 avoidable Clostridium Difficile in February 
 5 executive reviews were held in February 
 0 SUI panel in February 
 9 complaints in February 
 3 inquests were held in February 

 
Finance 
 Monitor continuity of services rating of 4  
 At the end of February, we have a cumulative surplus of £5,720k which is £468k above plan for the financial 

year. 
 February activity is +2.43% above plan.  Cumulatively activity is +0.62% above plan.   
 Agency costs are at 0.99% of the total pay bill (target less than 1%) 

   CIP removed from budget recurrently is 100%   
 
Performance 
 Monitor governance rating of Green   
 18 week referral to treatment times – achieved 
 31 day and 31 day subsequent targets – achieved 
 62 day performance 93.3% in February 
 Sickness absence is 3.5% for February (target of 3.2%).  
 Rolling average length of stay is 6.7 days (target of no more than 6.4 days) 

  DNA rates are better than target 
 
Key Risks 
 20  

Changes to national commissioning arrangements including local and national commissioning intentions. 
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Subject to validation / Data as at 11/03/15  
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1. Patient experience  
 
1.1  Patient Satisfaction Surveys 
 

In April 2014 the 200 inpatient survey scoring methodology was brought in to line with the 
national Net promoter scoring methodology used in the national friends and family test.   

 
Following a national review of the Family and Friends net promoter scoring methodology and 
the decision to discontinue it, our local survey scores will be amended and kept in line with the 
new proposed national methodology.  The full rollout of this new methodology will be 
implemented within the survey from April 2015, however, until then we will report results from 
both the existing net promoter and the new scoring methodology. 
 
The new Scoring Methodology 
The net promoter methodology produced one overall score and focused on the extremes of 
responses and ignored ‘passive’ responses.  When applied to the inpatient survey this caused 
many positive ‘Agree’ responses to be discounted.  The new scoring methodology now 
focuses on all responses and produces two overall scores, one focusing on positive 
responses and one focusing on negative responses. 

 
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 net promoter by month for 2014/15 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Net Promoter Score 67 73 83 70 72 75 63 66 70 73 67

0

100

Patient Survey Net Promoter Score

 
 

The overall score for February is +67.    
 
Below is a summary of the scores when using both methodologies;  

 
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb

Net Promoter Score (Scale -100 to +100) 67 73 83 70 72 75 63 66 70 73 67
Recommended % 98.57% 98.50% 98.82% 98.88% 99.26% 98.29% 97.80% 99.12% 98.59% 99.32% 98.71%
Not Recommended % 1.43% 1.48% 1.18% 1.12% 0.74% 1.70% 2.20% 0.88% 1.41% 0.68% 1.29%  
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The table below shows 26 of 2010 responses where patients have given a negative response 
to one of the 17 questions asked.   
 

           
 

The following actions are taking place to ensure improvements in the areas that have had 
negative responses as above. 

 

Acceptable IP admission 
waiting times 

Full bed modelling project taking place at the moment working with the 
Information Team to understand current utilisation/LOS the aim is to 
understand/predict demand and required capacity. 
 

Acceptable waiting times to 
be seen by a doctor / 
acceptable OP treatment 
waiting times. 

Engagement meetings have been held with OPD staff, both nursing 
and administration. These will continue to be held monthly. IPads are 
currently being configured to facilitate accurate real time recording of 
waiting times for OPD patients, a trial will take place initially for a 
month 
Provisionally agreed to centralise clinic preparation in March 2015 
The waiting times for Chemotherapy treatments are monitored daily 
from appointment time to actual treatment time, these results are 
reported weekly. 86% of patients are consistently treated within 1 hour 
of their appointment time. Any wait over this time is recorded with a 
reason for the delay; the longest wait is reported also. The reason for 
delays are currently being investigated in order to make improvements 
in this area, we are working with prescribers through the SACT DG to 
ensure treatments are prescribed accurately and promptly and  we are 
working with clinic staff to ensure treatments are taken off hold on time 
as these are the most common reasons for delay. 
  

Received necessary 
information 

Given enough privacy Staff have been reminded of the fundamental care with regards to 
privacy and dignity in all areas  

Received sufficient pain 
control 

Staff on the MAU have been reminded of the fundamental care and 
the  importance of prompt pain relief 
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Inpatient National Family and Friends Publication 
The family and friends test (FFT) carried out in February showed we had a response rate of 
40.3%. The FFT net promoter score was +93.   
 

 
National Changes to F&F   
Following a national review, the Net Promoter scoring methodology is to be discontinued and 
will be replaced with an alternative system.  Until April 2015 this new scoring system will run 
parallel with the Net promoter score for the Family & Friends test.  As the Net promoter score 
was adopted for use within the Trust’s internal patient survey we will also run two sets of 
analysis figures until April 15. 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb
Net Promoter Score (Scale -100 to +100) 89.36 87.25 89.61 89.19 87.91 94.68 86.79 90 87.72 92 93.29
Recommended % 96.39% 93.89% 96.20% 95.65% 95.70% 95.92% 94.39% 95.58% 94.83% 98.68% 98.62%
Not Recommended % 0% 1.15% 0.63% 0.87% 1.08% 4.08% 1.87% 1.77% 0.86% 0.00% 0.00%  

 
 

Outlined in the table below are the survey results for each inpatient area and the uptake for  
February. 
 

 
 
 

1.2 Complaints  
Nine complaints were received in February.  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. 
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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

 
 

Four complaints were due to be responded to in writing in the month of February.  Three were 
responded to within the agreed response times with further investigations occurring on the 
fourth; a re-negotiated timeline with the complainant has been agreed.  
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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
2012/13 6 10 5 5 9 4 6 3 7 2 5 5
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
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
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1.4    Executive quality walk rounds 
The following Executive Walk Rounds have taken place in February 2015.  Full reports can be 
obtained from the head of performance. 

 

Date Executive 
Director Location Outcome 

03/02/15 Interim CEO Ward 3 This ward has a new, young team that are still finding 
their feet.  There is a new band 6 sister in post who is 
still getting used to the additional responsibilities.  The 
band 6s work very closely together and this has created 
excellent teamwork and they cover the short fall on the 
shifts between themselves. Team of 8 staff nurses, 2 
vacant posts presently.     
Key recommendations: 

Noise at night (nightingale ward). 

• Looking at having ear plugs put into the patient 
packs 

10/02/15 Interim COO Charity Clear team work demonstrated within the team, and 
dedicated staff that does cross team working at all 
opportunities. Very supportive of one another and of 
each individual roles.  Good morale was evident within 
the staff present.  

The team hold team meetings and focus groups.  When 
there is a big event planned all staff become involved 
and work together to ensure the best event.  

Key recommendations: 
• Constant delays with post, both internal and 

external. – estates  
• Blinds to be installed - estates 
• Delays in obtaining new ID badges and getting 

onto ESR system for new staff - estates 
13/02/15 Executive 

Director of 
Finance and 

Business 
Development 

Ward 10 Staff morale on ward 10 was at an all-time low until 
recently.  This has improved recently with the 
appointment of a new Matron and a new Manager to 
commence soon. 
Refurbishment on-going presently, and suggestions that 
a follow up walk round to take place once work finished.   
Key recommendations: 

• To input safety boards on the ward to show 
risks to all staff 

• Like more visibility, more walk rounds to take 
place 

20/02/15 Medical 
Director 

Kitchens Overall feeling is that the area works well as a team.  It 
has to function correctly or the service would break 
down very quickly.  Lots of staff (approx. 60) covering 
varying hours.  Continuity of the service is maintained 
even though there is a busy and stressful environment 
on occasions.  All staff have set roles and 
responsibilities each day and there are robust plans in 
place to ensure everyone knows their role within the 
team at any given time.   

23/02/15 Director of 
Human 

Resources 

Theatres Good team environment with mulit professional staff on 
the ground day to day with equal workloads.  Some 
quality issues were raised with the overrunning of 
theatre lists, they are over populated often finishing as 
late as 11pm.  
Issues raised in obtaining CCU beds, so that patients 
are often delayed in recovery. Issues with getting 
patients back to ward 10 after 3pm due to the staffing of 
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Date Executive 
Director Location Outcome 

this ward due to the refurbishment again causing delays 
to patients getting back to appropriate bed.  
Key recommendations: 

• Automatic doors should be on all double doors, 
only on 3 doors presently can cause issues with 
pushing beds through.  -  Estates. 

• More training on Theatre Man – CCU division 
• Look at facilities in theatres for staff i.e. coffee 

room, showers toilets etc.  -  estates 
• Incident reporting no feedback given in a timely 

manner – quality and governance 
 

 
 
1.5 Eliminating mix sex accommodation  

There were no incidents of mixed sex accommodation in February.  There were 34 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 February 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 
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2.2    Safe Staffing - November 2014 
The Christie specialises in cancer treatment, research and education and is the largest cancer 
centre in Europe. Treating 44,000 patients a year from across the UK, it became the first UK 
centre to be officially accredited as a comprehensive cancer centre and has its own dedicated 
hospital charity. The Christie employs 2,750 staff, all of whom are determined to provide the 
best possible cancer care and patient experience    Our organisation is committed to 
improving quality and delivering safe, effective and personal care, within a culture of learning 
and continuous service improvement.      

Getting the right staff with the right skills to care for our patients all the time is our 
priority 

This report is based on information from February 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. 
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Breakdown By Ward 

 

 

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.  
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Bed Occupancy 

 

 

2.3 MRSA bacteraemia 
There were no cases of MRSA bacteraemia reported in February.  
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 MRSA screening 

100% of appropriate patients were screened in February 
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Clostridium Difficile 
There were no cases of avoidable and unavoidable c-diff reported in February 
 

Apr Ma
y Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Avoidable + Unavoidable 0 3 4 8 11 11 14 15 17 19 19
Avoidable 0 0 0 1 3 3 4 4 4 4 4
Avoidable Target (Moni tor) 1 2 3 4 5 6 7 8 9 10 11 12
Avoidable + Unavoidable Target (NHS

England) 2 3 5 7 8 10 12 13 15 17 18 20

Avoidable Target (National ) 0.33 0.67 1.00 1.33 1.67 2.00 2.33 2.67 3.00 3.33 3.67 4.00
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MSSA 
There were 0 cases of MSSA bacteraemia in February. 
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Glycopeptide Resistant Enterococcus (GRE) 
There were no cases of GRE bacteraemia in February. 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 four cases of E-Coli in February.  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 13 clinical incidents in February that resulted in patient harm. One patient    
sustained a laceration requiring suturing when they fell and this was classed as a moderate 
incident.   All the other incidents resulted in minor harm 
 
Clinical incidents are graded using the following matrix; Grade 2 incidents cause the type of 
harm that can be remedied using first aid measures, whereas grade 3 incidents need 
professional intervention for example surgery. It is a national requirement that all RIDORR 
reportable incidents are graded as a 3 (or more if appropriate). 

 

►
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
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** extravasation -  Accidental leakage into surrounding tissue from the vein  

 
 
Pressure Ulcers 
 
Aim: 10 % reduction in Grade 2 pressure ulcers from the 2013/14 rate of hospital 
acquired pressure ulcers and no Grade 3 & 4 hospital acquired pressure ulcers. 
 
The chart below demonstrates the achievement of the required reduction of 10% of the 
previous year’s grade 2 pressure ulcer rate, as set out in the 2013/14 quality accounts. There 
have been no hospital acquired pressure ulcers of grades 3 and 4.   February 2015 shows 3 
pressure ulcers all of which were acquired on the critical care unit. 
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Patient Falls 
 
Aim: To maintain the 20% 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, which was the target for this financial year. It should be 
noted that, although the number of falls in January is high, there is no sign of special cause 
variation, based on the data. A report is to be considered at the March Falls Committee and 
the falls collaborative are now working on a reliability model to bring the number of falls back 
into control. 
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Never Events 
There were no never events in February. 

 
 
2.5   Litigation, claims and inquests  

 
Claims 
Clinical negligence, employer liability and public liability 
There was 1 claim opened and in the month of February 2015. 

 
Payments 
There was no payments made on claims in February 
 
Inquests 
Three inquests were held in February relating to patients of The Christie 
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Police involvement 
There were two episode of police involvement in February 2015.  The first incidence was 
where the police were called by visitors to MAU following an incident on the car park that led 
to an assault. No further action was needed. 

 
The second incident was where school children were throwing stones at Candleford House 
from their school wall next door. The trust has agreed to reduce the wall height so children can 
be removed from the wall. No further action is needed.  
 

 
2.6 Executive reviews 

Five executive reviews were held in February, 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 February.   
 
 
 
2.8    IMR - Intelligent Monitoring Report 

The last published Intelligent Monitoring Assessment updated by the Care Quality Commission 
shows The Christie as rated in the lowest risk band 6, with one elevated risk as outlined below.    

 

 
 
The elevated risk has been identified as a result of our Monitor red governance risk rating, 
which has now been removed.  This will return to green with the submission of the next report 
which will be in May 2015. 
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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.   

 

75%

80%

85%

90%

95%

100%

Feb-14 Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15
Radical XRT 90 day survival rate 97% 96% 96% 96% 96% 97% 96% 97% 96% 94%
Palliative XRT 30 day survival rate 81% 84% 83% 84% 85% 83% 85% 81% 84% 89% 85% 85%
Final chemotherapy 30 day survival

rate 94% 95% 99% 99% 99% 99% 99% 99% 99% 99% 99% 99%

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

Treatment survival rates

 
Data subject to validation 
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Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
Intrathecal administrat ions 43 49 29 29 56 31 47 62 49 37 69 59
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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Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
Unit mortality 6.8% 7.1% 13.9% 4.4% 2.2% 7.8% 0.0% 8.0% 8.3% 8.2% 5.2% 5.6%
Total mortality 6.8% 9.5% 13.9% 4.4% 2.2% 7.8% 0.0% 10.0% 10.4% 10.2% 12.1% 5.6%

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. 
 
Cancer of the Lower Gastro-intestinal tract (LGI) 
 
The following report includes analyses of clinical outcomes data on cancers of the colon, 
rectum, anus and anal canal and appendix.  These analyses are based on new cases for 
whom clinician entered diagnosis and stage (DS) forms have been completed. The report 
focuses on new patients in 2014 but survival estimates include both 2013 and 2014 patients. 
 
One year survival from diagnosis for cancers of the colon in England is 76.2% for men and 
72.8% for women.  In the Greater Manchester and Cheshire region in 2010 one year survival 
was estimated at 74.1% for men and 72.0% for women1.  Five year survival in the Greater 
Manchester area for men and women diagnosed in 2006 was 52.2% and 49.6% respectively.  
This compares to 53.1% and 52.4% for England as a whole.  In England one year relative 
survival for colo-rectal cancers ranges from 96% for stage I disease to 46% for stage IV2. 
 
One year survival for cancer of the colon among patients presenting to The Christie (2013-
2014) is estimated to be 81% (95% CI 77% - 84%).  For cancers of the rectum this is 
estimated to be 88% (95% CI 85% - 91%).  One year survival for colo-rectal cancers by stage 
is estimated to range from 96% (95% CI 89%-98%) for stage I to 53% (46% -60%) for stage 
IV. 
 
Care should be taken when comparing Christie outcomes data with published national survival 
figures as the Christie LGI patient population is not entirely representative of the UK or 
England LGI cancer population as a whole.  The Christie rectal cancer population, in terms of 
stage of disease, is similar to national distributions, but the Christie colon cancer population 
has proportionally more metastatic patients than seen in the general colon cancer population. 
These differences reflect referral patterns; stage I and most stage II patients with colon cancer 
do not need adjuvant treatment and therefore will not be referred to The Christie whereas 
most early stage rectal cancer patients will be referred for neo-adjuvant radiotherapy.  Median 
age of patients referred to The Christie is slightly lower than observed in the national 
population, again reflecting referral patterns. 
 
Our data for LGI cancers are not yet sufficiently mature for full outcomes analyses.  For early 
stage (stages I-III) bowel cancer three year disease-free survival is a good surrogate for five 
year survival.   We do not currently have sufficient follow up to undertake these analyses but 
this will be possible in the next couple of years.   Furthermore national analyses of survival by 
stage are also relatively immature and will take some time before being robustly comparable 
to Trust level data. 
 
 
 
 

1 Includes data on cancers of the colon, rectum, recto-sigmoid junction, appendix, small intestine and anus. from Office for National Statistics 
Cancer registrations 2012 
2 NCIN report “Survival by stage” http://www.ncin.org.uk/publications/survival_by_stage 
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Smoking prevalence among Christie patients 
 
This report provides an overview of smoking prevalence among patients referred to The 
Christie for treatment.   Evidence suggests that patients who smoke are at increased risk of 
treatment related adverse events compared with non-smokers and have poorer survival rates.    
Smoking status is recorded by clinicians at The Christie along with diagnosis and 
demographic information when a patient is referred for treatment.   Analyses included in this 
report are based on over 4000 patients referred to the Christie between January 2013 and 
December 2014.  Patients were those diagnosed with lung, gynaecological, head and neck, 
genito-urinary, gastro-intestinal  and neuro-endocrine cancers. 
 
Within our cohort of patients 31% of patients are current smokers.  Males are more likely to be 
current or ex-smokers than females.   Among male patients with lung cancer 33% are current 
smokers compared with just 8% of male patients with neuro-endocrine cancers. 
Pack-years is a measure of how much an individual has smoked over time.  This is currently 
only recorded for lung cancer and head and neck cancer patients.  One quarter of the patients 
included in the analyses smoked more than 50 pack-years.  Lung cancer patients, who are 
current smokers, smoked an average of 50 pack-years.  Current or ex-smokers are more likely 
to have a moderate or severe comorbidity than those that never smoked and ex-smokers are 
more likely to have moderate or severe comorbidity than current smokers. The probability of 
having a moderate or severe comorbidity and of having a performance status of 2 or higher 
increases with pack-years smoked.  These characteristics in turn are expected to impact on 
treatment and ultimately outcomes. 
 
Capturing patient-specific data like these, routinely via the clinical web portal, will enable us to 
undertake much more detailed outcomes analyses.  We will be able to account for patient 
level variation that impacts not only on overall survival but treatment response, progression 
and disease specific survival.  Using this level of information we will be able to make more 
fine-tuned predictions of expected outcomes for particular groups of patients based on the 
whole patient profile.  As more patient specific data of this type are collected over time we will 
be able to incorporate a wider range of information into outcomes analyses, combining data 
such as smoking status with other treatment related data such as toxicity and progression.  
This will enable complex analyses of variation in treatment responses and outcomes to be 
more routinely undertaken for all patients. 
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4. Top Ten Risks  
 
4.1    Top 10 corporate and financial risks  

There are no new corporate risks this month. 
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1 

 

 

Changes to tariff and loss of income 
as a result of the local and national 
commissioning intentions 

20 31st Mar 
2015 

• Process in place for quick dissemination of NHS England 
policy. 

• Monitor consultation on the national tariff for 2015/16 has 
been rejected.  Monitor released a choice of two tariff 
solutions with a selection required by 4th March.  Impact 
assessment made. Proposed choice  shared with board 
on 26th February 

• 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.  

• 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. 

• QIPP schemes have been identified to enable savings to 
be offered to mitigate any future loss of income resulting 
from commissioner requests. 

 

 

2 

 

 

 

Impact on service delivery should 
aging plant and equipment that 
services block 26 and surrounding 
areas need repair or replacement, 
complicated by the presence of 
asbestos 

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 

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

 

 

3 

 

 

 

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 

 

4 

 

 

Shortfall in car parking spaces 
restricts future developments 15 31st Mar 

2015 

• The strategic planning framework approved and includes 
current and future requirements for travel to site 

• Temporary staff car parking is now available at the 
Golden Lion. Work to provide car parking at the rear of 
blocks A, B, C and D has started 

• Tender returns for the bus service have been evaluated 
and the contract has been awarded, but still waiting for 
legal agreement with Hough End 

• Risk assessments to be carried out with successful 
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contractor 

• It has been agreed that patient parking will be protected. 
Other options for staff parking being explored. Eligibility 
criteria to be drafted. 

 

 

5 

 

 

 

 

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

12 30th Jun 
2015 

Gynae-oncology Surgery 

• 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 

• An internal project board has been set up 

Urology 

• Tender process stopped by Commissioners: Christie to 
continue to provide robotic surgery and penile implant 
surgery 

6 

 

  

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 

• Quarterly water safety group in place 

• 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. 

7 

 

 

Reputational risk of breaching the 
Trust’s trajectory of  cases of C Diff 
in the financial year 2014-15  
 
 

12 31st Mar 
2015 

• Patients with known or suspected CDI status 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 CCG at NIPR meetings  

• The Trust is working closely with NHSE re the quantum of 
the target 

 

8 

 

 

  

Loss of income because of 
inaccurate recording of activity 12 31st Jul 

2015 

• Trust task group established 

• Daily reports generated with weekly triangulation reports 

• SUS and information data reconciliation 

• Issues logged with PAS supplier and tracked via Redmine 

9 

 

 

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

 

12 31st Mar 
2015 

• Leads nominated for each CQUIN goal. 

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

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

• Timescales established for provision of data.  
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•  All Q1, Q2 and Q3 milestones have been met  

 

 

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 

• 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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NEW 

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. 

2 

 

CCS 

NS 

 

Delays to patient treatment due to 
diagnostic blood tests not being 
acknowledged 

 

12 30th Apr 
2015 

• Results acknowledgement committee re-established. 

• Sub group established to streamline process of 
acknowledging blood results. 

• Monthly reporting of results acknowledgement for 
radiology and histopathology demonstrates improvement. 

• Incident reporting system being used to highlight issues. 

• Turn off paper results where results are available in CWP. 

3 

 

E&F 

 

 
Impact upon service delivery due 
to capacity and resilience of 
medical gas supply infrastructure. 
 

12 31st Mar 
2015 

• Responsibilities for recommended actions agreed; 
progress being monitored via medical gas committee.  

• Backlog maintenance program includes the medical air 
plant project with target completion date of 31st March 
2015 

• A revised policy has been issued for review to ensure 
compliance with legislative changes 

 

4 

  

CCS 

FABD 

 

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

12 31st Mar 
2015 

• Project board formed to review options around e-
prescribing of chemotherapy.  

• Business case to approved by Board of Directors  

• Project currently underway to assess all options for a 
replacement system, including in-house development. 

• Review of IT infrastructure to ensure this will support any 
upgrade requirements for storage and latency 
capabilities. 
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5 

 

CCS 

NS 

 

  

Reputational risk and adverse 
impact on service delivery if CMT 
and FY2 junior doctors are 
removed due to poor educational 
experience and supervision 

 

12 31st May 
2015 

• Task and finish group has been established to review 
team versus ward based care 

• Review of establishment to ensure correct skill mix to 
meet the demand complete business case to CWFPG 
March 2015 

• New handover system implemented; electronic solution 
in development 

• Exploring options for a dedicated handover room 

• Escalation policy agreed for out of hours period 

• Review the out of hours supervisory support for the junior 
doctors by end of May 2015 

• Explore options for GP trainees 

• Medical Director leading discussion with the Deanery and 
TCC regarding junior doctor involvement in “TCC out of 
hours cover” Junior doctor involvement to be phased out 

• New chest drain simulation equipment being purchased b 
the School to improve procedures training opportunities 

6 

  

NS 

CCS 

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

12 31st Mar 
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. 

• Audit to be undertaken in March 

7 

 

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. 

8 

 

R&D 

 

 

Loss of excess treatment funding 
for non-commercial portfolio 
studies 

 

12 31st Mar  
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 

• Screening of appropriate patients in progress, but 
currently not financed. A business case to underpin the 
financial impact of the PHE guidance under consideration 
and  will be submitted to C&WPG. 

• Options appraisal re screening methodology in process 
which will incorporate advice from IP&C experts. 

• Dialogue on-going with local hospitals re provision of 
information to patients at point of diagnosis 
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10 

 

SoO 

 

Loss of SIFT income from 
University of Manchester Medical 
School  following “hub” and 
“spoke” arrangements for funding 
training activities 

12 31st Mar 
2015 

• Participation in discussions with the UHSM "hub" and 
other UHSM trusts. 

• Meeting with UHSM to agree principles and challenge 
potential double counting  

• Awaiting revised figures from UHSM 
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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.  At month 11 our cumulative activity levels are on 
plan. 

 
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 tables below. 
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6. Finance   
 
6.1   Summary Month 11 Financial Performance:  Variance Analysis 
 

 
 
 
6.2 I&E 

The month 11 EBITDA surplus is £15,136k (£753k below plan). 
The month 11 I&E surplus is £5,720k (£468k above plan). 
The month 11 trading position is a surplus of £7,854k (£769k above plan). 
The continuity of services risk rating is 4, in line with an annual plan of 4. 
The FRR, whilst no longer a Monitor performance metric, is 4.50, compared to an annual plan 
of 3.85.  The increase is due to the improved EBITDA (as defined by Monitor) position. 

 
As reported last month, CIP delivery has been achieved in full (100.0%) both in year and 
recurrently 
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6.3 Balance sheet / liquidity 
 
Cash balances stand at £59.8m (126.1% of plan). 
Debtor days stand at 8 in line with quarterly trend in relation to the NHS Agreement of 
Balances exercise and the raising of quarterly invoices.  Performance against Monitor’s debt 
over 90 days indicator remains a green rating. 
Capital expenditure stands at 66.2% of plan 
 

 
6.3.1 Other 

 
TCC distributable profits of £1,141k in month and £1, for the 2015 year to date.  Due to trading 
performance, TCC has generated sufficient profits in 2014 to trigger additional distributable 
profits in excess of contractual levels to the Trust of £2,281k 
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7. Access Targets & Efficiency   
 
7.1   Cancer waiting time targets 
 Our performance against each standard to date is outlined below. 

 

Existing Standards Operational 
Standard Q3 Jan Feb 

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

62 day with reallocations 85% 86,7% 86.0% 93.3% 

31 day standard 96% 98.2% 97.7% 98.2% 

62 day screening standard 90% 100% 50.0% 100% 

62 day consultant upgrade standard No National Target Set 89.0% 78.9% 92.2% 

31 day drug standard 98% 99.8% 100% 99.3% 

31 day surgery standard 94% 98.3% 98.5% 97.8% 

31 day radiotherapy standard 94% 99.0% 99.3% 98.1% 

Breast 14 day symptomatic  93% n/a n/a n/a 
Subject to validation and breach reallocations. 
Data Accurate as of 11/03/15/15 

 
Performance 

 We have achieved 98.2% against the 31 day target, 99.3% against the 31 day drug standard, 
97.8% against the 31 day surgery and 98.1% against the radiotherapy targets in February 

 

 

94%

96%

98%

100%

Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
31 day 98.6% 98.6% 98.2% 98.3% 98.3% 99.6% 98.3% 97.5% 98.5% 98.6% 97.7% 98.2%

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

31 sub (XRT) 100.0% 100.0% 99.4% 99.6% 100.0% 100.0% 98.6% 100.0% 99.3% 98.3% 99.3% 98.1%

31 sub (surgery) 100.0% 100.0% 98.6% 97.9% 100.0% 100.0% 98.4% 99.4% 100.0% 96.8% 98.5% 97.8%

31 day performance

 
 
 62 day performance 

The month 11 target of 85% with the agreed reallocations has been fully achieved in February, 
with a performance of 93.3% 

 

Mar-
14

Apr-
14

May-
14

Jun-
14 Jul-14 Aug-

14
Sep-
14

Oct-
14

Nov-
14

Dec-
14

Jan-
15

Feb-
15

62 % CWT 80.6% 69.6% 69.0% 68.4% 64.1% 65.5% 69.3% 64.7% 65.5% 70.5% 61.2% 59.6%
62 % Local Policy 88.9% 95.9% 86.4% 88.1% 89.1% 79.6% 92.4% 88.6% 85.4% 85.8% 86.0% 93.3%
Local 62 day target 79% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

0%

20%

40%

60%

80%

100%
62 day performance
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Q4 13/14 Q1 14/15 Q2 14/15 Q3 14/15
Qtr % CWT 69.5% 66.3% 67.0% 60.3%
Qtr % Local Policy 90.0% 87.2% 86.7% 89.8%
Target 85% 85% 85% 85%
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80%
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62 day performance

 
         
         62 day screening 

There have been no Christie breaches in February 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 February is at 92.2%% against a target of 85%.   
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15

Internal 31 day 92.1% 88.9% 89.1% 88.8% 86.9% 84.9% 89.3% 98.4% 89.7% 89.7% 86.8% 92.2%
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 February 100% of referrals received, had a clock start date provided. The monthly target 
has been achieved with 97.2% of admitted patients seen within 18 weeks from referral to 
treatment and 98.3% of non-admitted patients seen within 18 weeks from referral to treatment.   
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Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
Incomplete 98.6% 98.4% 98.7% 98.7% 99.1% 98.7% 98.2% 97.6% 97.9% 97.4% 99.2% 99.2%
Admitted 97.8% 96.8% 98.4% 95.9% 97.4% 98.0% 97.6% 96.7% 93.9% 97.2% 95.2% 97.2%
Non-admitted 98.6% 98.5% 98.8% 98.9% 98.9% 97.9% 97.5% 98.5% 97.5% 97.6% 98.3% 98.3%

18 weeks performance
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Radiotherapy 
The average wait for palliative radiotherapy patients in February is at 10 days, this is better 
than the Royal College target of 14 days.    The average wait for radical radiotherapy patients 
in February is at 26 days this is better than the Royal College target of 28 days.   
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Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-1 4 Sep-1 4 Oct-14 Nov-1 4 Dec-1 4 Jan-15 Fe b-15
Palliative average 8 9 9 10 9 10 9 9 10 10 10 10

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

Radical a verage 25 23 23 24 24 26 26 23 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 
80.9% of patients waited less than 20 minutes in February  
 

40%

60%

80%

100%
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target 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
compliance 80.7% 81.8% 82.2% 83.7% 88.7% 81.2% 90.8% 88.2% 81.3% 83.0% 83.6% 80.9%

Progress against 20 minute wait - Outpatients

 
 
 
Chemotherapy 
The chemotherapy waiting times continue to exceed the planned target.  In February 85.0% of 
patients waited less than an hour for their treatment.  93.0% of patients are now receiving their 
treatment over 2 days.    
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Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
Target (all patients) 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
Compliance (all patients) 87% 84% 88% 83% 90% 85% 81% 89% 84% 88% 89% 85%
Target (2 day treats) 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90%
Compliance (2 day treats) 93% 91% 95% 90% 93% 92% 93% 93% 92% 93% 93% 93%

Patients receiving chemotherapy within one hour

 
 
 
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 91.0% in February 
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combined

compliance 90.9% 89.1% 88.5% 92.1% 82.2% 87.2% 88.9% 85.5% 87.1% 91.0% 87.1% 91.0%

Pharmacy waits
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7.3    Commissioning for quality and innovation (CQUINS) 2014/15 
We continue to implement and measure progress against both national and locally agreed 
CQUIN measures.  All measures in February are fully compliant.   
 

 
 
 
 
 

69



7.4   Length of stay (LOS) 
Average rolling LOS is 6.70 in February 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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Annual 6.23 6.26 6.28 6.28 6.39 6.40 6.39 6.45 6.49 6.58 6.59 6.70

12 month rolling average LOS - Trust level

 
 
 
7.5  Theatre Utilisation 

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

Cancelled operations on the day for non-clinical reasons
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Number of Surgical Operations

 
 
The increase in surgical operations in May is due to the North West gynaecology surgery 
commencing at Christie and the increase in October is due to the South Sector gynaecology 
surgery commencing.    

  
7.6   Diagnostic utilisation 

High utilisation continues for MRI and CT. 
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Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-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 100.0% 96.9% 80.7% 84.4% 76.8% 85.9% 75.3% 86.4% 81.8% 82.2% 88.7% 85.4%
2 weeks 75.1% 70.2% 53.6% 63.7% 58.2% 60.7% 58.9% 70.2% 70.6% 67.5% 78.5% 69.3%

CT waiting times
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Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-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%
4 weeks 99.0% 91.5% 96.0% 98.4% 98.5% 97.8% 99.0% 95.5% 97.6% 88.5% 93.4%
2 weeks 54.0% 54.5% 46.5% 70.3% 65.9% 79.4% 55.6% 62.9% 67.3% 74.3% 67.6%

MRI waiting times
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7.7  Efficiency programme 
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The recurrent CIP was fully delivered at the end of month 10 as reported last month.  The 
table below reflect the performance against the agreed plan per quarter. 
 
The table below demonstrate predicated and actual performance against the quarterly targets 
agreed at the beginning of the year 

 

 
 

 
15/16 allocation and project streams have now been agreed and work has commenced to 
develop PID’s for the forthcoming year.  The transformation board it has been agreed that 
we will have schemes in work up to deliver 100% of the recurrent CIP by the  end of Q1.  
The risk assessed management of schemes has is under review to ensure that high risk 
schemes are not factored into the projected delivery plan. The PMO structure will be 
realigned to support and meet the reposting needs of the work streams. 
 
Breakdown of 15/16 schemes and allocation:- 

    £m 
• Productivity     0.15 
• Drugs management   0.50 
• Procurement    0.40 
• Chemotherapy pathway  0.50 
• Radiotherapy pathway  0.50 
• Inpatient pathway   0.85 
• Outpatient pathway   0.60 
• Supporting services pathway  0.75 
• R&D income generation  0.10 
• Corporate functions   1.06 
      5.46 

 
Resources have been secured to develop the reporting tool for 15/16 and reporting will 
commence in April.  Targets for delivery have been agreed through transformation board in 
line with last year’s target and with 1005 of the recurrent savings being removed by the end 
of month 10. 
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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 

14/15.   
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2600

Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
Total Headcount 2474 2490 2416 2420 2467 2487 2496 2504 2489 2500 2494
Total FTE 2250 2259 2198 2206 2250 2272 2278 2279 2266 2278 2271
Forecast FTE plan for year end 2415 2415 2415 2415 2415 2415 2415 2415 2415 2415 2320

Total Headcount & FTE

 
 
 
8.2    Use of bank and agency  

Agency costs are at 0.99% of the total pay bill in February.  The table below shows actual 
agency spend for 2014/15 year to date.  
 

 
 
8.3    Sickness absence  

The trust sickness absence rate has reduced in month to 3.5% and has maintained at 3.4% 
for the year to date against a target of 3.2%.  As a result of working closely with HR to ensure 
that the correct procedure has been applied to individual cases the Sickness percentage has 
slightly improved from last month within the CNS division.   Sickness absence continues to be 
monitored at divisional board meetings and performance reviews 
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Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
target 3.4% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2%
Trust total 3.35% 3.07% 3.08% 3.34% 3.68% 3.49% 3.55% 3.65% 3.34% 3.43% 3.66% 3.51%

Trust Level - Absence Rates
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8.4    Personal development reviews (PDR)  

Performance in February  is 85.0% compliance against a 90% target.  PDR compliance has 
maintained 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 has increased in month 11 to 90.0%% against the 95% target.   As 
previously reported as a result of the IG compliance CCS essential training compliance has 
dropped since last month. This is being closely managed by the division.  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 October 2013 to 30th 
September 2014 

 
Initiating Clinical Research (70 day target) 

 

 
65% 
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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 the trust sustainable development and 
carbon reduction quarterly key issue reports. In turn pertinent issues are escalated to 
the capital workforce planning group (CWPG) 

 
10.2 Good corporate citizenship – DH toolkit (www.corporatecitizen.nhs.uk)  

Graphs indicate performance progress, via self assessment with detailed evidence, for each 
of the six good corporate citizenship elements with an overall trust rating.  

 
10.3 Energy and the carbon reduction commitment (CRC) 

The graph indicates the percentage compliance against the target set out by the trust of 
10%:- 
• The annual reduction in consumption average for 2014/15 is currently 30.33% 
• The trust Co2 emissions for January are 1126 tonnes  
• New energy conservation measures are under development with trust contracted 

energy consultants. Heating systems and additional renewable sources are under 
review 

• Additional energy conservation measures being developed include Solar PV, calorifier 
replacement and triad avoidance 

• The trust CRC emissions were 3.3% higher during the period April to December 2014 
than in 13/14, if the current levels of emissions were to be maintained through the 
remainder of year 5 this would result in total emissions 9,688tCo2 
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Energy 16.61 18.29 22.01 23.66 27.59 28.79 30.1 29.16 30.66 38.45 30.79 26.42

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 of 
food waste. 
• January 2015 achieved 5.32% food waste.  
• Cash less swipe card system will be rolled out in the beginning of March 2015 to reduce 

paper  
• Electronic systems developing to reduce significant paper reporting and improve audit 

trail  - Task master Monika temperature monitoring system, all internal billing and the 
ordering system in place for ward requisitions, special diets, and patients meal 
numbers 

• Discussions with local fruit and veg supplier taking place, 
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Food waste following ERIC criteria

 
 

10.5 Low carbon travel 
Green travel plan (GTP) target set at 60% of staff using sustainable travel by 2030 – 
currently  
34.7 % (baseline). 

• First Group Manchester ticket vending contract ready for review at executive level. 
• Sustainable accessibility analysis results received from TfGM – under review 
• Staff travel survey of all site users closed and results received – Figures to be 

collated 
• Board of directors has agreed to form a consultation group to discuss permit eligibility  

testing. 
• Bicycle Tool Kit & Pump obtained for general use – signing in/out procedures to 

follow 
 

 
10.6 Carbon emissions from clinical waste 

• The graph indicates an increase in waste produced (October 2014 to January 2015). 
Service activity affecting waste tonnages. PICR are producing significant amounts of 
waste, monitors are in place with consideration being given to increased recharge costs 
(finance). 

• General and domestic waste, procurement process for collaborative purchasing 
complete, tender contract awarded to SITA UK, a planned implementation of new 
systems will be phased over a period of 2 months (revised February and March 2015). 
Phased approach due to types of equipment required e.g. compactor, bailing, 
confidential waste consoles, wheeled containers. The new contract will significantly 
reduce waste to landfill. 
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Carbon emmissions from waste

 
 

 
11. Recommendation 

 
The board is asked to note performance for month 11 
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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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Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
Clinical Negligence 4 4 6 6 8 7 8 9 9 9 8 9
Employer Liability 14 14 13 14 14 17 18 19 19 19 18 18
Public Liability 2 2 2 2 2 2 2 2 2 2 2 2

Litigation and Claims - number of live claims
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Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
Payments £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £939 £0

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 

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
External Referrals (13-14) 1358 1404 1227 1440 1427 1307 1448 1291 1293 1468 1284 1772
External Referrals (14-15) 1366 1397 1647 1583 1311 1524 1554 1350 1497 1389 1387
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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) 

  
     

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 733 772 720 778 775 743 844 709 817 791 721
PLAN 741 752 762 814 752 782 814 741 773 773 719 793
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 714 731 743 794 694 889 897 738 763 771 721
PLAN 708 708 743 814 708 778 814 708 743 743 708 778
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 1181 1048 1165 1255 1057 1288 1377 1264 1199 1305 1172
PLAN 1122 1122 1178 1291 1122 1235 1291 1122 1178 1178 1122 1235
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 8161 7980 8196 8674 7476 8587 8837 8148 7873 8517 7919
PLAN 7245 7245 7607 8332 7245 7970 8332 7245 7607 7607 7245 7970
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 4791 4638 4442 4959 4617 5083 5242 4411 4791 4700 4503
PLAN 4509 4507 4734 4987 4533 4985 5208 4533 4760 4758 4533 4985
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Chemotherapy Deliveries (Treatments) Against Plan

 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 8046 8354 8473 9822 8274 8617 9364 7982 8683 8399 8530
PLAN 8251 8251 8663 9488 8251 9076 9488 8251 8663 8663 8251 9076
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Radiotherapy Deliveries (Fractions) Against Plan

 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 315 345 303 275 261 364 523 555 509 557 499
PLAN 384 384 404 442 384 423 442 384 404 404 384 423
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3. Finance 
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Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15
Actual 558 1,221 1,984 2,799 4,012 5,092 5,582 5,750 5,777 5,703 5,720
Trust Plan 477 955 1,432 1,910 2,387 2,865 3,342 3,819 4,297 4,774 5,252 5,729

Trust performance against budgets

 

 

50.0

55.0

60.0

65.0

70.0

75.0

80.0
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Actual 76.4 67.4 67.9 68.0 70.9 72.1 71.3 70.8 73.6 71.8 72.1 75.5

Plan 55.9 55.6 55.6 55.6 55.6 55.6 55.6 55.6 55.6 55.6 55.6 55.6

Liquidity (Days)

`

 
 

3.3  
Issue  • CoSR Forecast 5 year Projections 

Indicator • CoSR Forecast 5 years  - Liquidity Days 
• CoSR Forecast 5 years  - Capital Service Cover 

Source • Finance ledger 
Target • Monitor – Continuity of Service Rating (CoSR) 

 

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) 
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2014-15 2015-16 2016-17 2017-18 2018-19
Capital Service Cover Rating 4 4 4 3 3
Capital Service Cover Metric

(Times) 3.67 3.05 2.73 2.49 2.43
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Liquidity Metric (Days) 55.6 51.9 48.8 51.2 56.0
Liquidity Rating 4 4 4 4 4

0.0

10.0

20.0

30.0

40.0

50.0

60.0
5 year CoSRR forecast - Liquidity Days

`̀

 
 

 

0
1
2
3
4
5
6
7
8
9

10
11

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

M
ill

io
ns

Aged Debt 

>180 Days

90-180 Days

61-90 Days

31-60 Days

0-30 Days

 
 
 
 
 
 
 
 
 
 
 

 
 

3.4  
Issue  • Debtors 
Indicator • Value of 30, 60 and 90 day debtors 
Source • Finance ledger 
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4. Workforce 
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Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
Medical staf f 24.3% 24.7% 25.5% 25.2% 26.8% 27.5% 27.0% 27.7% 26.5% 26.1% 28.1%
Nurse staff 20.7% 19.8% 20.6% 20.9% 20.4% 20.5% 20.5% 20.9% 21.5% 21.6% 21.0%
Clinical staff 26.4% 26.9% 24.8% 24.2% 24.4% 24.0% 23.6% 23.8% 24.3% 23.9% 23.6%
Non clinical staff 27.8% 27.7% 28.4% 29.0% 27.8% 27.1% 28.1% 27.1% 27.1% 27.6% 26.3%
Total agency/other 0.84% 0.95% 0.68% 0.74% 0.57% 0.81% 0.73% 0.54% 0.68% 0.78% 0.99%

% 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 

 

£0

£10,000

£20,000

£30,000

£40,000

£50,000

£60,000

Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15
Networked Services £15,399 £7,857 £19,783 £25,637 £25,937 £13,849 £7,736 £12,255 £8,698 £8,290 £1,795 £19,844
Cancer Centre Services £33,136 £47,896 £49,845 £23,259 £27,170 £27,319 £52,451 £43,472 £32,212 £42,119 £51,299 £52,054
Finance £5,130 £5,441 £622 £0 £0 £0 £0 £0 £0 £0 £0 £0
Estates & Facilities £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £4,908 £3,721

Agency Costs by Division

 
 

5.3  
Issue  • Staff Turnover 

Indicator • Number of leavers by leaving reason 
• 12 month turnover (headcount) 

Source • Integrated personnel system 

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

Meeting of the Board of Directors 
Friday 27th March 2015 

 

Report of Executive Director of Finance & Business 
Development 

Paper Prepared By Executive Directors 

Subject/Title 

Corporate planning ;  
• Board Assurance Framework (BAF) 
• Updated Planning Timetable 
• Monitor submission  
• Revenue & Capital Plan 2015-16 
• Corporate objectives 2015-16 

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

Purpose of Paper 

To receive the corporate plans including the 
corporate objectives, board assurance framework, 
Monitor Submission and the revenue and capital 
plans for 2015-16 

Action/Decision Required To approve the corporate plans 

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 

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

 

You are reminded not to use acronyms 
or abbreviations wherever possible.  
However, if they appear in the attached 
paper, please list them in the adjacent 
box. 
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Agenda item 15/15a 

Meeting of the Board of Directors 
Friday 27th March 2015 

 
Corporate Planning 

 
 

1. Introduction 
 
This paper will update on four core items fundamental in the 2015-16 planning 
process:  
 To note the draft Board Assurance Framework (BAF) (Appendix A) 
 To ensure the Board of Directors is aware of the finalised timetable for the 

Annual Plan Submission 
 To approve the revenue and capital plan 2015-16 (subject to contract sign off 

subject to contract sign off and the finalisation of roll forwards and charitable 
funding for the capital plan (Appendix B) 

 To provide the Board of Directors with the draft of the 3 page Monitor 
submission that focuses upon the Trust’s assumptions regarding activity and 
financials (Appendix C) 

 To approve the trust corporate objectives 2015-16 (Appendix D) 
  
 
2. Annual Plan Submission Timetable 

 
2.1 Impact of tariff discussion upon planning timetable 

Following the tariff consultation and the requirement for providers to elect to choose 
the Enhanced Tariff Option or the Default Tariff Rollover Option, Monitor recognised 
the need to provide the Trusts with additional time to reflect these changes in their 
planning processes.  

2.2 Planning timetable: 2015-16 Annual Plan 

The revised Monitor timetable is provided below: 

Activity Original timetable Revised timetable 
Submission of draft activity plan data n/a 27 Feb 
Confirmation of chosen tariff option n/a 4 Mar 
Contract signature date 11 Mar 31 Mar 
Draft Plan – Activity and Financials * 27 Feb 7 Apr 
Plans approved by Board of Directors 31 Mar Early May 
Submission of Annual Plans 10 Apr 14 May 
Feedback to NHS FTs By June By July 
 

 * A draft version is contained within Appendix C of this paper. 
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3. Final Revenue and Capital Plan 2015-16 
 

The planning assumptions for the 1 year financial plan have now been refreshed and 
are detailed in the following paragraphs.  
 
Inflationary 
 

• The tariff deflator has been calculated at (1.6%) for 2015-16;  
• Pay awards are assumed at 1% 
• An allowance of 2.5% is included for general non pay with 3% for drugs 

inflation. 
• An allowance has been made for additional inflationary pressures including 

energy prices and the carbon reduction scheme. 
 

Activity 
 
Activity plans, which been developed by clinical divisions, have now been submitted 
to commissioners and include contract outturn and growth in chemotherapy, 
radiotherapy, PC, PET CT scans, Nuclear Medicine Therapies and High Cost Drugs. 
 

  
Activity £’000 % Notes 
2015-16 2015-16 2015-16 

Chemotherapy 2000 
treatments 2,205 3.5% 

In line with national 
prevalence and 

incidence. No change in 
clinical practice. 

XRT 1500 
fractions 582 1.4% No change in clinical 

practice 

PC (inpatients) 15 
procedures 666 30% 

In line with NHS 
England’s Clinical 

Commissioning Policy 
NHSCB/A08/P/a 

PET CT 600 scans 479 10% 
Offset by in year 300 

reduction from WHSCC 
(600 recurrent) 

Nuclear Medicine (Radium 223) 126 
treatments 195 54% 

New treatment 
introduced on the CDF 

in 2014-15.    
High Cost Drugs   563 7% Benchmarked with RM 
         
Total   4,691     
% of total nhs income   2.8%     

 
 
The activity plan has increased to take account for service developments which 
include; 
 
 National investment in Peritoneal Carcinomatosis (Year 2) 
 Transfer of specialist gynaecology activity as part of the Greater Manchester 

surgical reconfiguration – this is still under negotiation with commissioners 
 

Negotiations with commissioners around the investment in activity growth are on-
going with agreement in principle on the majority of numbers already established. 
This will be finalised at the signing of the contract.  
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National Tariff 
 
On the 4th March the trust accepted the Enhanced tariff Option (ETO). In line with this 
option the following planning assumptions have been modeled within the plan.  
 
 ETO impact 
Specialised services marginal rate Increase from proposed 50% to 70% 
Gross tariff deflator (efficiency) Reduced from 3.8% to 3.5% 
CQUIN Access to 2.5% CQUIN 
 
Other income assumptions included in the plan include; 
 Payment of CQUIN @ 2.5% - £4m 
 Payment of full outturn at 2015-16 tariff rates - £8.1m. This includes £4.2m of 

NICE approved drugs in year. We are currently discussing a risk share 
agreement based on actual cost incurred for any new NICE approved drugs 
for 2015-16.  

 No penalties on contractual targets and CQUIN. 
 
 
Commissioning for Quality & Innovation (CQUIN) 
 
The full CQUIN guidance has yet to be published, although discussions have taken 
place to agree broad categories aiming for a limit of 10 indicators across the contract. 
There is a risk that the current 2.5% allocation will reduce to compensate for the 
rejection of national tariff.  
 
CQUIN Indicator 

 
National   Improving dementia & delirium care 

 Early treatment of sepsis 
 Acute kidney Injury 

Local (new)  Anti-biotic door to needle bundle 
 Safe hospital discharge 
 Medicines optimisation 

2 year CQUINs  Patient held information 
 Reducing long term follow ups 

Specialised services CQUINs   Onco-type DX 
 Clinical Utilisation Review 
 Blueteq  

 
The NHS Safety Thermometer and Friends and Family Test CQUIN goals will be 
retired and become part of the core part of the contract as a standard measures that 
require on-going delivery. 
 
There is still discussion around the inclusion of the Clinical Utilisation Review (CUR) 
and Blueteq CQUIN, both of which require the trust to install specific IT systems.   
 
 

4. Financial Plan 2015-16 
 
Appendix B sets out the draft proposed financial plan for 2015-16 incorporating the 
above principles and assumptions. 
 
The main items to note are: 
 

• The recurrent plan is a breakeven financial position (£0.0m) 
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• Non-recurrent funds and commitments increase the in-year surplus to £8.7m. 

£7.7m of this relates to charitably funded donations, leaving a trading surplus 
of £1m.  

 
• The plan retains the Trust’s Continuity of Service Risk Rating (CoSRR) at 4 

based on the methodology within the new Risk Assessment Framework (RAF) 
 

• The CIP target has been set at £5.46m which is an increase of £460k 
compared to the 2014-15 target and relates to the roll forward from this period 
due to the timing of the PET CT/Alliance Medical Ltd contract. The 
Transformation Board, established to oversee the delivery of CIP, is currently 
developing plans that take account of the increasing challenge as we move 
from more traditional efficiency driven schemes to those more 
transformational in nature that require different ways of working.   
 

• An additional £1.3m has been assumed regarding additional distributions from 
The Christie Clinic (TCC) based on the TCC’s current and planned trading 
position. 

 
• Investment from growth in activity has been assumed which is subject to 

agreement with commissioners. 
 
This plan is subject to commissioner contract sign off and finalisation of the charitably 
funded capital donations in line with the capital plan. 
 

 
5. Capital Plan 

 
The Board of Directors has previously approved a 5 year capital plan. 
 
The 5 year plan has been refreshed to include final values of approved schemes and 
updated projections on schemes in work-up, site development and Protons.  
Appendix B sets out the draft proposed capital plan for 2015 to 2020. 
 
The capital position has been discussed at CWP, previous Management Boards and 
through divisional workshops. 
 
Incorporating the changes, the 5 year capital plan to the 31st March 2020 requires a 
cash investment of £205.1m 
 
Capital development is funded by the following sources: 
 

• The existing cash balance 
• Cash generated each year through depreciation and surplus 
• Loans and finance leases 
• PDC equity capital 
• Charity including grants 

 
Funding Source 
 

£ 

Exchequer 57.6 
The Christie Charity 29.2 
Protons (loans and PDC) 118.2 
Total 205.1 
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The trust must retain some cash in order to maintain its liquidity ratio at 4 based on 
current ratio calculations and the board has previously agreed that the capital 
programme should be contained within 80% of the remaining cash available.  The 
20% buffer and the headroom will allow for new emerging or urgent schemes to be 
delivered. 
 
An assessment of the cash available to the Trust over the next 5 years (2015 to 
2020) is set out below: 
 

Cash   
  £m 
Operating cashflow 39.4 
Assumed loan headroom 22.1 
Total NHS funding incl. loans 61.5 
    
80% of Total NHS funding incl. loans 49.2 
Protons cash via loans and PDC 118.2 
Cash Limit (80% of cash available, 100% Protons)  167.4 

  Total exchequer 5 year capital plan 175.8 

  Cash shortfall / (surplus) on capital plan after Protons funding 8.4 
 
Applying the 80% control limit we could potentially borrow £22.1m and not exceed 
this limit, however this would still leave a shortfall of £8.4m against the current capital 
plan requirement. 

 
6. Monitor Submission – Activity and Finance Assumptions 

The second submission for Monitor in line with the revised timetable above is due on 
7th April. This includes a 3 page summary on the financial assumptions and high level 
plan plus associated financial templates. A copy of the 3 page narrative is contained 
within Appendix B of this paper. 

7. Corporate Objectives 

The corporate objectives are contained within Appendix D of this paper. There have 
been two changes since those identified in February Management Board pack: 

• A greater emphasis on the engagement of The Christie in the Manchester 
Devolution activity. 

• Inclusion of an objective relating to Making Safety Visible. 

• Reaccreditation of OECI.  

8. Recommendations 
Management Board are asked to; 

 Note the draft Board Assurance Framework (BAF) 

 Note the updated planning timetable 

 Approve the revenue and capital plan 2015-16 (subject to contract sign off 
and the finalisation of roll forwards and charitable funding for the capital plan) 

 Approve the Monitor submission for 7th April.  

 Approve the final trust corporate objectives for 2015-16. 
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DRAFT Board Assurance Framework 2015/16 Appendix A
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1.1 Risk to patients and reputational risk to trust of 
breaching the HCAI thresholds EDoN&Q

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

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

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

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

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

EDoN&Q

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.

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

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

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

Monitoring of performance data and contract 
KPIs occurs at various monthly meetings 
and feeds to CQUINS steering group. 
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2.1
There is a risk to future NIHR funding if we fail to 
meet national patient recruitment targets and 
inability to deliver services

EMD
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

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

2.2

Sustainability as a leading cancer centre and the 
impact on the achievement of the trust strategy if 
we do not achieve biomedical research centre 
(BRC) status.

EMD
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. Academic investment plan group progress 
against plan and MAHSC BRC group

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 Capacity to deliver the School of Oncology 
strategy whilst improving operational delivery EMD Development of School of Oncology strategy.  Impact of key stakeholders 

including operational leads.

Gaps in infrastructure. Insufficient 
capacity and capability to deliver. 
Lack of implementation plan for 
international development 
strategy.

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

EDoF&BD

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

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

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.

4.3 No funding route identified for excess treatment 
costs for trials EDoF&BD

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

Reports to research governance committee 
and commissioner meetings

4.4
Lack of a solution to the patient and relative 
accommodation issue for the Proton Beam 
Therapy service

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

PBT steering group and Strategic Plan 
Implementation Board

4.5 Achievement of OECI accreditation EMD Work centrally coordinated based on OECI measures. Timeframes for re 
accreditation identified (June 2015). Funding identified. Project group not yet formed

4.6
Lack of metrics to evidence progress against the 
ambition to be leading comprehensive cancer 
centre

COO / EMD 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

OECI accreditation achieved

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 

4.2
Future development of surgical oncology due to 
uncertainty of commissioning within Greater 
Manchester

COO

97



Principle Risks Exec Lead Li
ke

lih
oo

d
Im

pa
ct

Key Control established Key Gaps in Controls C
on

tr
ol

Assurance G
ap

s 
in

 a
ss

ur
an

ce

Action plan 
summary O

pe
ni

ng
 P

os
iti

on

Po
si

tio
n 

at
 e

nd
 o

f Q
1

Po
si

tio
n 

at
 e

nd
 o

f Q
2

Po
si

tio
n 

at
 e

nd
 o

f Q
3

Po
si

tio
n 

at
 e

nd
 o

f Q
4

5.1 GM devolution changes have an adverse impact 
on The Christie objectives CEO

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

Management Board and Board of Director 
reports from CEO. 

5.2 No further growth in delivery of chemotherapy at 
local centres

COO / 
EDoF&BD

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

Monitored through Strategic Plan 
Implementation Board that reports to 
Management Board

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

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

5.4 The Christie Pathology Partnership objectives 
not achieved

COO/ 
EDoF&BD The Christie Pathology Partnership board established Appropriate membership of the 

board with partner organisations
The Christie Pathology Partnership board 
meetings

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

EDoN&Q 
EMD

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 Achievement of cancer targets

Don't see the 
data relating to 
the full patient 
pathway
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6.1 Key performance targets not achieved COO
Exec led monthly divisional performance review meetings. Integrated 
performance & quality report to Management Board and Board of Directors 
monthly

Continued achievement of all key 
performance targets

6.2 Financial performance target not achieved EDoF&BD 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

6.3 Loss of income as a result of the local and 
national commissioning intentions EDoF&BD

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

Signed contract 
with 
commissioners

6.4 CIP programme not achieved EDoF&BD / 
COO

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

6.5 Board assurance on the reliability of the 
measures presented EDoF&BD Development and implementation 

of a kite mark for data quality

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

Corporate objective 6 - To maintain excellent operational and financial performance 
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7.1 Governance failure resulting from temporary 
board and senior leader arrangements CEO Recruitment underway for executive and non executive positions. External 

recruitment partner appointed and timetable in place fro NED appointments.
Interview date for 2 substantive NEDs May 
2015.

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

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).

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

7.3 Sickness targets not achieved DoW / COO Adherence with sickness management policy monitored through performance 
review meetings.

Monthly sickness levels as reported in 
Integrated performance and quality report

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

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

7.5 Impact of national pay awards on senior 
managers DoW Monitored through turnover and appraisal. Personal development discussed in 

appraisal. Staff engagement work as part of OD plan. Unable to influence national policy Appraisal and turnover data
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8.1 Insufficient car parking capacity EDoF&BD

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.

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

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

EDoF&BD
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

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

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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Appendix B Revenue Plan 2015-16  
 

Summary Recurrent                
2015-16           

£000 

Total               
2015-16           

£000 
Clinical income (192,016) (192,400) 
Non-clinical income (42,285) (43,603) 
Donations received as operating 
income 0 (7,702) 
Total Income (234,301) (243,705) 
      
Pay 100,229 100,402 
Non-pay (incl. drugs) 112,914 109,220 
Reserves 11,438 14,673 
Total Operating Expenditure 224,581 224,296 
      
EBITDA (9,719) (19,410) 
      
Non-operating income (4,194) (4,194) 
Donated depreciation 3,710 3,710 
Other non-operating expenditure 10,203 11,191 
      
(Surplus) / deficit (0) (8,702) 
      
Exceptional items 0 0 
      
Revised (Surplus) / deficit (0) (8,702) 

   Reserves released   (1,000) 
Impairment budget released 0   
Growth Actual £   
Tariff deflation Actual £   
CIP (5,460)   
Pay inflation 1.00%   
Non-pay inflation 2.50%   
Drugs inflation 3.00%   
CoSRR   4 
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Capital Plan 2015-20 
 
 

 
5 Year Capital Plan 2015 to 2020  Total  

 
 2015-16   2016-17   2017-18   2018-19   2019-20  

2015 to 
2020 

 
 £m   £m   £m   £m   £m   £m  

Approved schemes 9.6 1.2 1.1 1.3 0.0 13.2 
Pipeline schemes 1.1 0.0 0.0 0.0 0.0 1.1 
Protons 35.7 61.7 30.4 5.8 0.2 133.8 
Capital development of Oak Rd Phase 2 0.5 5.7 7.1 1.0 0.0 14.3 
Investment in TCC 

     
0.0 

Asset investment / replacement  18.1 9.9 6.0 4.3 1.2 39.5 
Backlog maintenance and carbon reduction 0.6 0.6 0.6 0.6 0.6 3.1 
Emerging schemes   0.0 0.0 0.0 0.0 0.0 
Total capital expenditure 65.7 79.1 45.3 13.0 2.0 205.1 

       Charitable funding - The Christie Charity (7.7) (1.9) (3.0) (1.0) 0.0 (13.6) 
Charitable funding for Protons - The Christie Charity 0.0 0.0 (5.6) 0.0 0.0 (5.6) 
Charitable funding for Protons - National fundraising          
(incl. The Christie Charity) 0.0 0.0 (4.5) (5.5) 0.0 (10.0) 
              
Total exchequer capital expenditure 57.9 77.2 32.1 6.5 2.0 175.8 

       Funding for Protons (loan and PDC) (35.9) (61.9) (20.4) 0.0 0.0 (118.2) 
              
Cash required 22.0 15.3 11.7 6.5 2.0 57.6 
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Annual Planning Review Monitor 2015-16 

Introduction 

In 2014-15 the Trust set a financial plan to achieve a surplus of £5.7m. The forecast year 
end position as at January 2015 is a surplus of £6m.   

The 2 year operational plan set an aspiration for 2015-16 of a surplus of £6.2m, which 
included £4.1m of charitably donated income. Based on current planning assumptions this 
has been revised to a surplus of £8.7m, which includes £7.7m of charitably donated income, 
leaving a trading surplus of £1m.  

Our financial strategy for 2015-16 is to continue to focus on delivering productivity and 
efficiency improvements and to reduce costs. Being a financially sustainable organisation 
will be critical to support delivery of safe services and achieve surpluses to deliver the 
investment required to fulfil our ambitious capital programme. 

Our financial targets are underpinned by national efficiency and commissioner Quality, 
Innovation Productivity & Prevention (QIPP) requirements, and unavoidable cost increases. 
These financial pressures require the Trust to delivery cost improvement savings of £5.46m 
in 2015-16. This equates to approximately 3.0% of our controllable costs. 

The Trust continues to invest cash surpluses to support the delivery of service with an 
emphasis on reconfiguring facilities to improve services for our patients and to ensure 
patients have local access to the best treatments with investment and replacement of the 
latest technology. Within the programme we will be investing in a new Integrated Procedure 
Unit (IPU), MR scanning facility, fixed site PET CT in 2015-16.  

Inflationary Planning Assumptions 

• The tariff deflator has been calculated at a reduction of (1.6%) for 2015-16 (see 
section on ETO);  

• Pay awards are assumed at 1% in line with national available information. The full 
impact of the NHS proposed pay offer for 2015-16 has not been financially modelled 
until the final outcome is known.  

• An allowance of 2.5% is included for general non pay with 3% for drugs inflation. 
• An allowance has been made for additional inflationary pressures including energy 

prices and the carbon reduction scheme. 

Reserves  

The Trust has central reserves that are set aside as part of its financial contingency planning 
and as part of the mitigation approach should the Trust face any unforeseen cost pressures 
during the financial year. One relates specifically to risk that arise during the year and the 
other to pump prime transformational projects that will make a financial return in later years.  

• Risk Reserve - £1.25m 
• Spend to save reserve - £1.25m 
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Growth assumptions  

Domain  
2015-16 

Basis Commissioner 
Alignment Activity £’000 % 

Chemotherapy 2,000 
treats 2,205 3.5% 

In line with national prevalence and 
incidence. No change in clinical 

practice. 

 
 

XRT 1,500 
fractions 582 1.4% No change in clinical practice. 

 

PC (inpatients) 15 proc 666 30% 
In line with NHS England’s Clinical 

Commissioning Policy 
NHSCB/A08/P/a 

 

PET CT 600 
scans 479 10% Offset by in year 300 reduction from 

WHSCC (600 recurrent) 
 

Nuclear Medicine 
(Radium 223) 

126 
treats 195 54% New treatment introduced on the 

CDF in 2014-15.    
 

High Cost Drugs   563 7% Benchmarked with Providers  

Total 
  

  

4,691   
  
  
  

% of NHS Income 2.8% 

Other income assumptions include; 

• Payment of CQUIN @ 2.5% - £4m. Assuming no penalties on contractual targets.  

• Payment of full 2014-15 outturn at 2015-16 tariff rates - £8.1m. This includes £4.2m 
which relates to NICE approved drugs in year. Discussions are underway around a 
risk share agreement based on actual cost incurred for any new NICE approved 
drugs for 2015-16 which will mitigate the risk related to uncertainty for this high costs 
area. 

• The Christie Clinic continue to perform well enabling profits in excess of £4m to 
contribute towards the trust financial position. Based on this performance and 
additional £1.3m has been assumed in the plan.  

Efficiency requirement 

Factor Rate Basis Financial Impact 
£’000 

NHS Tariff  efficiency 
requirement (1.6%) (3.5%) efficiency requirement resulting in (1.6%) (£2,570) 

NHS QIPP Challenge (1.5%) Working collaboratively with commissioners to 
delivery recurrent cash releasing schemes  (£2,510) 

Marginal Rates @ 30% (1.6%) 30% of activity above 14-15 baseline not paid (£2,697) 

   (£7,777) 
 

Enhanced Tariff Option (ETO) 

On the 4th March the trust accepted the Enhanced tariff Option (ETO). In line with this option 
the following planning assumptions have been modeled within the plan.  
 
 Specialised services marginal rate – increase from proposed 50% to 70% 
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 Gross tariff deflator (efficiency) – reduced from 3.8% to 3.5% 

 CQUIN – Access to 2.5% CQUIN allowable. 

Financial Impact 
The financial impact of the planning assumptions are presented below. 

 2015-16 £m 
Surplus/ (deficit) £8.7m 

Trading surplus  £1m 

Cash balance £38m 

CIP requirement £5.46m 

Continuity of Service 
Risk Rating 

Debt 4 

Liquidity 4 

Combined 4 

 

Financial Risks  

The Board of Directors recognises that the NHS is entering a period of significant uncertainty 
and challenges over the next five years, including changes within the commissioning 
landscape, impact of deficit reduction on the wider public sector and a general election in 
2015. It is more important than ever that the Trust has robust plans for the future. The risk of 
future commissioning and pricing issues remains number 1 on the trust corporate risk 
register.  

Linked to this, the trust has identified a number of risks to achieving its financial plan for 
2015-16 primarily relating to commissioner affordability. With the level of uncertainty still 
surrounding the affordability of specialised services and in the absence of a signed contract 
with commissioners, the trust cannot accurately forecast the future financial impact. 
Downside scenarios have been modelled based on the impact of the marginal rates policy 
and NHS England’s ability to fund the outturn and growth generated from increased demand 
and approvals of new NICE drugs.  

Recent guidance has also been issued regarding the Cancer Drugs Fund where an 
evaluation of the current list has resulted in a number of regimens being removed. Although 
this has more recently been adjusted to add back some drugs, there are a number of high 
cost drugs I the pipeline for approval from NICE that will impact in 2015-16.   

Downside Planning 

The Trust has conducted downside scenario planning to quantify the impact of the financial 
risks. Should these scenarios materialise, this would need the Trust to identify and deliver 
additional savings opportunities, post a deficit position and/or review the capital programme 
to mitigate the impact to the organisation. 
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Appendix D Corporate Objectives 2015-16 
 
1. To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness 

Annual objective Measure Timescale Director 
1.1 Increase access to the latest imaging and 

treatment 
Commence relocation and expansion of MR scanning service 31.3.16 COO 
Identify options for more local delivery in PET / CT 31.12.15 COO 

1.2 Widen access for patients to supporting 
services 

Progress development of  Maggie’s Centre in line with milestones 31.3.16 EDoF&BD 

1.3 Improving the patient experience of the 
outpatient environment 

Deliver of business case for redevelopment and relocation of service 
for the patient benefit 30.9.15 COO 

1.4 Develop standards for patient and public 
experience 

Implement The Christie Experience quality mark for patient and 
public experience, and monitor effectiveness 31.3.16 EDoN&Q 

1.5 To support the divisions in the delivery of the 
Quality Strategy  

To realise the year 2 goals and ambitions of the Quality Strategy 31.3.16 EDoN&Q 

1.6 To identify and develop plans to deliver 
Improving Outcomes Guidance requirements 
for cancer care  

Maintain Peer Review standards and undertake self-assessment of 
IOG and Quality Standards for cancer. 31.3.16 EDoN&Q 

1.7 To ensure that the legislative requirements  set 
out in The Health & Social Care Act 2008 
(Regulated Activities) Regulations 2014 are 
embedded into the organisation 

Through the process of mock inspections and embedding of 
requirements to meet CQC inspection standards the Trust will 
continue to review and update evidence. 31.3.16 EDoN&Q 

1.8 Develop plan to deliver the new integrated 
procedures unit 

Commence build of the new integrated procedures unit 31.3.16 EDoF&BD 

1.9 To lead the development of a bespoke ward 
accreditation scheme 

To have an agreed to plan and to have begun implementation of a 
ward accreditation scheme (full implementation by 31st March 2017). 31.3.16 EDoN&Q 

1.10 To introduce a development project to deliver 
end to end pathways of care (primary care 
through secondary to tertiary) for gynaecology 
and lung patients in partnership with another 
acute provider 

Improved understanding and capability for measuring and monitoring 
safety within the Board team, and;  
Improved measuring and monitoring of safety within the organisation 
with measurable benefits for patients on pathways of care between 
the Trust and the provider 

31.3.16 EDoN&Q 
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2. To be an international leader in research and innovation which leads to direct patient benefits 
Annual objective Measure Timescale Director 

2.1 Work alongside MAHSC to deliver agreed 
strategy and increase research capabilities 

Implement plan for BRC application 31.3.16 EMD 
Progression of Academic Expansion Plan 31.3.16 EMD 

2.2 Implement early trial phase strategy  Increase recruitment capacity in line with strategy  31.3.16 EMD 
 
 
3. To be an international leader in professional education for cancer care 

Annual objective Measure Timescale Director 
3.1 To increase the provision and range of 

education and training 
 

To develop strategic approach to the delivery of educational services 
in areas of Christie clinical expertise 31.3.16 EMD 

Increase the level of commercial activity of the School of Oncology 31.3.16 EMD 
Broaden the breadth of educational offering through academic 
partnerships and exploring e-technology solutions. 31.3.16 EMD 

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

Annual objective Measure Timescale Director 
4.1 Progress plan for Proton therapy Progress milestones: 

- Contract signatures for equipment and build 
- First 12 months of forward plan implemented  

31.3.16 EDoF&BD 

4.2 Continue to improve clinical outcomes Publication of Clinical Outcomes Unit papers 31.3.16 EDoF&BD 
4.3 Participate in European Reference Networks 

for specialist surgery 
Become a reference centre for Peritoneal Metastases of Colorectal 
origin 31.3.16 COO 

Become a reference centre for lymphoedema 31.3.16 COO 
4.4 Achieve reaccreditation of OECI To meet and achieve the requirements of the accreditation 31.3.16 EMD 
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5. To provide leadership within the local network of cancer care 

Annual objective Measure Timescale Director 
5.1 Establish a joint IOG compliant service for 

Gynaecology surgery 
Progress the development one gynae-oncology service across both 
CMFT and The Christie site 31.12.15 COO 

5.2 Develop chemotherapy strategy Delivery of localisation of chemotherapy in line with the strategy 31.3.16 COO 
Development of governance arrangements for delivery of trials at the 
outreach centres 31.3.16 COO 

5.3 
 

Development of Haematology (including 
HMDS) strategy 

Develop Haematology Strategy in line with Manchester Cancer plans  
31.3.16 COO 

5.4 Delivery of Radiotherapy Strategy Undertake feasibility assessment of a south sector radiotherapy 
centre 31.3.16 COO 

Work with northern trusts to explore opportunities to develop a 
radiotherapy alliance 31.3.16 COO 

5.5 Delivery of National PET Service Delivery of year 1 partnership plan with Alliance Medical  31.3.16 COO 

Establish Academy of Advanced Imaging through PET National 
Contract 31.3.16 COO 

Progress work with Trust team to address phase 2 of the 
procurement 31.3.16 COO 

5.6 Develop Trusts’ strategic response to 5 Year 
Forward View and the Dalton Review 

Development of an outline Trust Enterprise Strategy  
31.3.16 EDoF&BD 

 
 
6. To maintain excellent operational, quality and financial performance 

Annual objective Measure Timescale Director 
6.1 To develop and deliver our financial strategy Achieve a Continuity of Service Rating of 4 31.3.16 EDoF&BD 

Agree site strategy for long term developments  31.3.16 EDoF&BD 
Implementation of commercial partners’ strategy 31.3.16 EDoF&BD/ 

COO 
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6.2 Develop relationships with commissioners 
 

Develop relationships with lead commissioners and other 
commissioning bodies  

31.3.16 
EDoF&BD 

6.3 To identify and deliver transformational 
efficiencies that demonstrate value for money 
and achieve our contribution to the savings 
target 

Manage and deliver the transformational programme through the 
programme management office work streams. 31.3.16 COO 

Deliver trust wide efficiency savings of 3.1%  31.3.16 COO 

6.5 Achieve and sustain upper quartile 
performance targets 

Achieve performance targets: 
• Maintain governance rating of green 
• Achieve national and local CQUIN targets 
• Achieve national research performance metrics for clinical 

trials 
• Maintain a low risk on non-compliance with the CQC 

intelligence monitoring assessment 
• Maintain a green rating for clinical negligence claims. 
• Quality Impact Assessments undertaken for all efficiency 

schemes signed off by Medical Director/Executive Director of 
Nursing and Quality 

• Friends and family of patients in ambulatory care setting in 
place The Christie in the top decile of performance with 
published results 

31.3.16 Exec team 

6.6 To deliver and implement strategic plan in line 
with Monitor guidance 

All Monitor Guidance requirements for strategic planning fulfilled 31.3.16 EDoF&BD 
Implementation Board established to oversee strategic plan 
implementation   

31.3.16 EDoF&BD 

First 12 months of milestones delivered 31.3.16 EDoF&BD 
6.7 Provide informatics solutions to improve 

access to information and efficiency 
Implementation of first 12 months of Informatics & PMO Strategy 31.3.16 EDoF&BD & 

COO 
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7. To be an excellent place to work and attract the best staff 
Annual objective  Measure Timescale Director  
7.1 To improve staff engagement and motivation to 

enhance staff and patient experience 
Increased staff engagement across all professional groups 31.3.16 DoW 
Increase engagement in education for staff throughout the Trust 31.3.16 EMD 

7.2 To support staff to maintain their physical and 
mental health and wellbeing 

Develop targeted health promotion interventions for identified 
common causes to encourage wider wellbeing 

31.3.16 DoW 

Reduce incidence of sickness (from 14/15 levels) 31.3.16 DoW 
7.3 To support the development of a skilled, 

flexible workforce able to adapt to new 
treatments, technologies and working practices 

Workforce plans to be aligned to service delivery and future 
developments 

31.3.15 DoW 

Plan to deliver against specific business needs (7 day working, 
Proton Therapy) 

31.3.16 DoW 

7.4 Implementation of nurse revalidation Preparation and early implementation of requirements for nursing 
revalidation. 

31.03.15 EDoN&Q 

 
 
8. To play our part in the community 

Annual objective Measure Timescale Director 
8.1 Play our part as a corporate citizen Implement Travel Strategy in line with milestones 31.3.16 EDoF&BD 

Proactively engage with Greater Manchester devolution agenda  31.3.16 EDoF&BD 
Engage with Macmillan Cancer Improvement Plan 31.3.16 EDoN&Q 
Maintain opportunities for work experience, training and employment 
through partnerships with local schools and employment agencies 

31.3.16 
DoW 

Develop partnerships to allow The Christie to become involved in 
supporting the Public Health Agenda 

31.3.16 EMD 
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DRAFT Board Assurance Framework 2015/16 Appendix A
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1.1 Risk to patients and reputational risk to trust of 
breaching the HCAI thresholds EDoN&Q

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

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

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

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

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

EDoN&Q

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.

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

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

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

Monitoring of performance data and contract 
KPIs occurs at various monthly meetings 
and feeds to CQUINS steering group. 
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2.1
There is a risk to future NIHR funding if we fail to 
meet national patient recruitment targets and 
inability to deliver services

EMD
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

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

2.2

Sustainability as a leading cancer centre and the 
impact on the achievement of the trust strategy if 
we do not achieve biomedical research centre 
(BRC) status.

EMD
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. Academic investment plan group progress 
against plan and MAHSC BRC group

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 Capacity to deliver the School of Oncology 
strategy whilst improving operational delivery EMD Development of School of Oncology strategy.  Impact of key stakeholders 

including operational leads.

Gaps in infrastructure. Insufficient 
capacity and capability to deliver. 
Lack of implementation plan for 
international development 
strategy.

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

EDoF&BD

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

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

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.

4.3 No funding route identified for excess treatment 
costs for trials EDoF&BD

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

Reports to research governance committee 
and commissioner meetings

4.4
Lack of a solution to the patient and relative 
accommodation issue for the Proton Beam 
Therapy service

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

PBT steering group and Strategic Plan 
Implementation Board

4.5 Achievement of OECI accreditation EMD Work centrally coordinated based on OECI measures. Timeframes for re 
accreditation identified (June 2015). Funding identified. Project group not yet formed

4.6
Lack of metrics to evidence progress against the 
ambition to be leading comprehensive cancer 
centre

COO / EMD 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

OECI accreditation achieved

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 

4.2
Future development of surgical oncology due to 
uncertainty of commissioning within Greater 
Manchester

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

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

Management Board and Board of Director 
reports from CEO. 

5.2 No further growth in delivery of chemotherapy at 
local centres

COO / 
EDoF&BD

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

Monitored through Strategic Plan 
Implementation Board that reports to 
Management Board

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

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

5.4 The Christie Pathology Partnership objectives 
not achieved

COO/ 
EDoF&BD The Christie Pathology Partnership board established Appropriate membership of the 

board with partner organisations
The Christie Pathology Partnership board 
meetings

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

EDoN&Q 
EMD

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 Achievement of cancer targets

Don't see the 
data relating to 
the full patient 
pathway
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6.1 Key performance targets not achieved COO
Exec led monthly divisional performance review meetings. Integrated 
performance & quality report to Management Board and Board of Directors 
monthly

Continued achievement of all key 
performance targets

6.2 Financial performance target not achieved EDoF&BD 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

6.3 Loss of income as a result of the local and 
national commissioning intentions EDoF&BD

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

Signed contract 
with 
commissioners

6.4 CIP programme not achieved EDoF&BD / 
COO

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

6.5 Board assurance on the reliability of the 
measures presented EDoF&BD Development and implementation 

of a kite mark for data quality

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

Corporate objective 6 - To maintain excellent operational and financial performance 
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7.1 Governance failure resulting from temporary 
board and senior leader arrangements CEO Recruitment underway for executive and non executive positions. External 

recruitment partner appointed and timetable in place fro NED appointments.
Interview date for 2 substantive NEDs May 
2015.

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

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).

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

7.3 Sickness targets not achieved DoW / COO Adherence with sickness management policy monitored through performance 
review meetings.

Monthly sickness levels as reported in 
Integrated performance and quality report

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

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

7.5 Impact of national pay awards on senior 
managers DoW Monitored through turnover and appraisal. Personal development discussed in 

appraisal. Staff engagement work as part of OD plan. Unable to influence national policy Appraisal and turnover data
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8.1 Insufficient car parking capacity EDoF&BD

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.

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

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

EDoF&BD
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

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

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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Meeting of the Board of Directors 
Friday 27th March 2015 

 
 

Report of Director of Workforce 

Paper Prepared By Director of Workforce & Head of HR 

Subject/Title Organisational Development Plan Update 

Background Papers Organisational Development Strategy 

Purpose of Paper To provide update on current developments and 
activities  

Action/Decision Required To note progress  

Link to: 

 NHS Strategies and Policy 
 

Link to: 

 Trust’s Strategic Direction 

 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 

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. 

OD – organisational development 

PDR – performance development review 

FFT _ Friends and Family test 
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Meeting of the Board of Directors 

Friday 27th March 2015 
 

Organisation Development Plan Update 
 

1. Introduction 
In November 2012 the Board of Directors approved the trusts organisational development plan 
which described the development and implementation of organisational development initiatives 
aimed at engaging and motivating staff to support the delivery of the trusts 2020 vision. 
 
An updated organisational development strategy for 2014-2018 was approved by the 
Management Board in May 2014.  This paper provides an update on progress and identifies 
priorities for the next 12 months and beyond. 
 
2. Background 
The updated strategy is one of the enablers to support the delivery of our 5 year strategic plan 
and is aligned with the Quality and Education strategies.  An integral part of the strategy is the 
Christie Commitment; the brand name of our organisational development plan.  Built on our 
previous success and track record of delivery, it describes our principles, behaviours and staff 
pledges. It is our promise to patients, carers and families about how they will be cared for, and 
for our staff it is our promise about how we will treat each other.  The Christie Commitment is the 
framework to enable engagement initiatives to be developed further in a planned and considered 
way.     
 
3. Organisational Challenges  
2014 was a challenging year for the trust as a result of the board governance issues which led to 
Monitor intervention and the Monitor/CQC preliminary review.   In addition, the Department of 
Health did not implement the recommendations of the Pay Review Body for Agenda for Change 
staff which resulted in co-ordinated industrial action being taken by most of the major trade 
unions.   
 
4. Measuring Progress  
Actions and progress against the organisational development strategy objectives are shown in 
Appendix 1.  Our approach has been to refresh established good practice as well as developing 
some new initiatives.  The work of our Christie Commitment champions should be 
acknowledged as they have played an important role in the development and testing of new 
ideas before roll-out across the organisation. 
 
The results of the 2014 NHS National Staff Survey show that the trust has sustained very good 
performance when benchmarked with other specialist trusts.  (Appendix 2 key findings scores).  
Importantly, the trust has maintained this performance against a national trend of slight 
deterioration in positive scores. 
 
In addition, our response rates and advocacy scores for the National Staff Friends and Family 
Test place us in the top 20 for recommendation as a place for care and the top quartile for 
recommendation as a place to work. 
 
The results from these surveys are supported by the feedback received from staff during our 
‘One Week All Staff’ engagement event held in February 2015.   The week long programme 
involved a number of our Christie Commitment champions and members of the Executive Team 
speaking with staff across all professional groups, to better understand their views on the culture 
of the trust and we can improve staff experience. 
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 5. Next Steps 
The staff survey results and key themes of the feedback from One Week All Staff have been 
shared with the divisional teams to address local priorities for improvement.  Actions and 
progress will be monitored through performance review meetings supported by feedback from 
executive walkarounds and feedback from Christie Commitment champions.  The feedback from 
the recent PWC review of the OD strategy will be incorporated to provide assurance that the 
objectives support the delivery of the trust 5 year strategic plan. 
 
One of our key priorities is to support staff to raise concerns.  We have reviewed the 
recommendations of the Freedom to Speak Up review and have identified key actions to ensure 
that we reflect the good practice identified.  Appendix 3 details our current arrangements and 
actions to address any gaps. 
 
5. Conclusion  
Good progress has been made against the organisational development strategy objectives.  
Further progress will be dependent upon a combination of corporate and local projects to further 
improve staff motivation and engagement to deliver the best quality care and experience for our 
patients, carers, families and staff.  The trust is well placed to attract and retain the best staff to 
support our ambition to be one of the world’s top five integrated cancer centres.  
 
6. Recommendation 
The Board is asked to note progress to date and support future priorities.  
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Organisational Development Plan Milestones  
 
Objective Progress Outcome Future priorities Outcome measure 
To improve staff 
engagement and 
motivation to 
enhance staff and 
patient experience  
 

• Christie Commitment 
champions network 
developed 

 
• Pilot site for RCN led 

National Advisory Group 
for Cultural Alignment  

 
• Implementation of 

National staff Friends 
and Family Test   

 
• Executive led patient 

safety and risk 
programme of visits to 
wards and departments 

 
• One Week All Staff event 

held in February 2015 
 

• Senior managers and 
clinical leads congress to 
develop strategic plan 

 
• Night of Stars event  24th 

April 2015 
 

 

• Staff engagement 
scores above average 

    in National staff survey 
 
• National FFT results in 

top quartile  
 
• Internal patient survey 

and national patient 
FFT excellent patient 
feedback 

 
• Positive early feedback 

indicates staff value the 
opportunity to meet 
with and share their 
views with members of 
the executive team 

 
• Excellent engagement 

and ‘buy-in’ – continued 
high levels of 
attendance  

 
 

• Achieve top 10 in national 
staff survey 

 
• Respond to One Week All 

Staff Feedback including 
2nd event in September 
2015 

 
• Pilot values based 

recruitment before roll-out 
across trust 

 
• To better understand the 

experience of specific staff 
groups (including BME 
staff) 

 
• Review of staff recognition 

arrangements 
 
 

 

• Improved advocacy 
score for place to 
work in national staff 
survey and FFT  
    

• Improved staff 
engagement scores 

 
• Compliance with 

Workforce Race 
Equality Standard  

 
 

To support staff to 
maintain  their 
physical and 
mental health and 
wellbeing  

• Reasons for absence 
recorded and reported  
 

• Resilience training 
delivered  

• Sickness absence rates 
3.4% to Feb 2015 
(against target of 3.2%) 

 
 

• Targeted interventions for 
main causes of sickness 
absence  - (stress and 
musculosketal) 
: 

• Improved sickness 
absence rates and 
reduction in 
prevalence of stress 
and musculoskeletal 

Appendix 1 

119



Objective Progress Outcome Future priorities Outcome measure 
 

• On site physiotherapy 
service implemented 

 
• Annual health & 

wellbeing event held on 
19 March 2015 

 
• Raising concerns 

workshops delivered in 
partnership with trade 
unions 

 
• Safety culture survey 

conducted July 2014 
 

 
 
• High proportion of staff 

would report patient 
safety incidents  

 
 
 
 

 
 

• Review of arrangements 
to encourage and support 
staff to raise concerns 
(incorporating Freedom to 
speak up 
recommendations- see 
Appendix 3) 
 

absence 
 

• Improvement in 
health  & wellbeing 
indicators in national 
staff survey 

 
• Staff feel more 

confident about 
raising concerns  

 
• Improved feedback 

and shared learning 
as a result of 
incidents reported 
 

To support the 
development of a 
skilled, flexible 
workforce  able to 
adapt to new 
treatments, 
technologies and 
working practices 
 
  

• Integrated workforce 
planning process 
developed – HR, 
Finance and School of 
Oncology  
 

• Job planning review 
undertaken 

• HR involvement in 
transformation board to 
support improvement 
projects 

• Develop workforce 
planning process to 
support correlation of 
workforce data and 
employee 
relations/performance 
KPIs 

• Improved 
understanding of 
workforce (I want to 
say something about 
being able to identify 
things such as future 
skills shortages etc 
but not sure how to 
work it?)  

To develop  
opportunities for 
work experience, 
training and 
employment 
through 
partnerships with 
local schools and 
employment 

• Range of programmes 
delivered including 
cadet scheme, work 
experience, career 
coaching and pre-
employment training 
programmes 
 

 

•  Employment offered 
to local young adults 
through job centre plus 
scheme 

• CPME apprenticeship 
established 

• Links established with 
local housing trust 

• Christie volunteering 

• Implementation of in 
house work 
experience 
programme 
partnership with 
local schools 

• Work experience 
programme 
established 
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Objective Progress Outcome Future priorities Outcome measure 
agencies  opportunities extended 

to younger people  
Supporting The 
School of Oncology 
to develop 
leadership capacity 
and capability at all 
levels across the 
trust 
 
 
 

• Leadership and 
Management 
Development 
Programme delivered to 
70 staff 

• Bespoke team and 
individual coaching 
programmes offered 
 

• Staff have been 
sponsored to undertake  

      national leadership 
      programmes 
 

• Good feedback from 
all  cohorts   

• Personalised 
development plans 
Development of 
individual training 
courses based on the 
assessments 
undertaken on the 
leadership programme 
 

• Develop core programme 
to be flexed for  existing 
leaders and new/aspirant 
leaders   
 

• Establish leaders forum 
 

• Development of a clinical 
mentoring programme 

 
• Talent management? 

 
 

• Implementation of a 
talent management 
strategy  

Supporting The 
School of Oncology 
to provide learning 
and development 
opportunities for all 
staff across the 
trust 

• Apprenticeship & 
vocational training 
programmes 
established 

• Christie Care Certificate 
launched 

• Baseline assessment of 
educational attainment 
for Bands 1 – 4 

• Pilot site for in house 
nurse accreditation 
scheme 
 

 
   

• First Care Certificate 
awards presented in 
March 2015 

 
• 30% response rate 

achieved 
  

• Extend Christie Care 
Certificate to other staff 
groups 
 

• Target bands 1-4 staff for 
personal development 
 

• develop a talent 
management and 
succession planning 
programme 

• Revise PDR process to 
include career  
aspirations and provide 
appropriate support 

  

• Implementation of a 
talent management 
strategy 
 

• Improved career 
development 
opportunities 

 
• Increased uptake of 

in-house 
development from 
bands 1-4 
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         2014 NHS National Staff survey results key finding scores                    
Appendix 2  
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                                           Appendix 3 
Freedom to Speak Up recommendations  

Implementing the 
recommendations 

Recommendations 
Accountability for implementation of the recommendations: 
These recommendations require every single person to contribute to a safer, committed and compassionate and caring service. 

1. All organisations which provide NHS healthcare and regulators should implement the Principles and Actions set out in this report 
in line with the good practice described in this report; 

2. The Secretary of State for Health should review at least annually the progress made in the implementation of these Principals 
and Actions and the performance of the NHS in handling concerns and the treatment of those who raise them, and report to 
Parliament. 

 
Table of Principals and Actions 
Theme Culture Change Executive Lead Trust Response Further Action 
Principle: 
1 

Culture of Safety: 
Every organization involved in providing NHS healthcare should actively foster a culture of safety and learning in which all staff feel safe to 
raise concerns 

Actions: 
1:1 

Boards should ensure that progress in creating and maintaining a safe 
learning culture is measured, monitored and published on a regular basis. 

Director of 
Nursing & 
QS/Director of 
Workforce 

Benchmarked well in 
national surveys 
supported by local 
initiatives.  Reports to 
BoD 

Promote widely 
to staff.  Identify 
hotspots and 
work with local 
managers to 
identify 
deficiencies 

1:2 System regulators should regard departure from good practice, as identified 
in this report, as relevant to whether an organization is safe and well-led. 

   

Principle: 
2 

Culture of Raising Concerns: 
Raising concerns should be part of the normal routine business of any well led NHS organisation 

Actions: 
2:1 

Every NHS organization should have an integrated policy and a common 
procedure for employees to formally report incidents or raise concerns.   In 
formulating that policy and procedure organisations should have regard to 
the descriptions of good practice in this report. 

Director of 
Workforce 

Policy in place that 
documents how 
employees can raise 
concerns.  The policy 
has been reviewed 
recently with MIAA. 

Review policy 
and ensure good 
practice 
reflected. 

2:2 NHS England, NHS TDA and Monitor should produce a standard integrated    
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policy and procedure for reporting incidents and raising  concerns to support 
Action 2.1 
 

Principle: 
3 

Culture free from bullying: 
Freedom to speak up about concerns depends on staff being able to work in a culture which is free from bullying and other oppressive 
behaviors. 

  Executive Lead Trust Response Further Action 

Actions: 
3:1 

Bullying of staff should consistently be considered, and be shown to be, 
unacceptable.  All NHS organisations should be proactive in detecting and 
changing behaviors which amount, collectively or individually, to bullying or 
any form of deterrence against reporting incidents and raising concerns; and 
should have regard to the descriptions of good practice in this report. 

Director of 
Workforce 

Respect at Work 
policy in place.  The 
Trust also has a 
number of staff 
advisers who are 
available across the 
Trust for staff to 
discuss concerns with 
on an informal basis.   
19% of respondents 
to staff survey state 
that they have been 
subject to bullying and 
harassment in past 12 
months 

Review policy.  
Work in 
partnership with 
staff side to 
support early 
intervention 
wherever 
possible.  To use 
data and 
feedback from 
surveys and 
engagement 
events to identify 
and address any 
specific areas of 
concern. 

3:2 Regulators should consider evidence on the prevalence of bullying in an 
organization as a factor in determining whether it is well-led. 

   

3:3 Any evidence that bullying has been condoned or covered up should be 
taken into consideration when assessing whether someone is a fit and proper 
person to hold a post at director level in an NHS organization. 

Director of 
Workforce/ 
Company 
Secretary 
 
 
 
 

Include as part of 
FFPT requirements 

Finalise and 
approve policy 
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Principle: 
4 

Culture of Visible Leadership: 
All employers of NHS staff should demonstrate. Through visible leadership at all levels in the organization, that they welcome and encourage 
the raising of concerns by staff. 

  Executive Lead Trust Response Further Action 
4:1 Employers should ensure and be able to demonstrate that staff have open 

access to senior leaders in order to raise concerns, informally and formally. 
CEO/Executive 
Team 

The executive team 
undertake scheduled 
quality walkarounds of 
departments to 
engage with staff 
across the 
organisation.  A 
recent engagement 
event `one week all 
staff` was held which 
included focus group 
sessions with the 
executive team.   

To continue with 
staff 
engagement 
programme.  
Increased 
visibility of Board 
of Directors and 
other senior 
leaders through 
informal 
walkarounds.  

Principle: 
5 

Culture of valuing staff: 
Employers should show that they value staff who raise concerns, and celebrate the benefits for patients and the public from the improvements 
made in response to the issues identified 

Actions: 
5:1 

Boards should consider and implement ways in which the raising of concerns 
can be publicly celebrated. 
 

Director of 
Nursing &QS 
 

 It is proposed 
that learning 
from events will 
be published in 
the Quality 
Accounts 

Principle: 
6 

Culture of reflective practice: 
There should be opportunities for all staff to engage in regular reflection of concerns in their work 
 

Actions: 
6:1 

All NHS organisations should provide the resources, support and facilities to 
enable staff to engage in reflective practice with their colleagues and their 
teams 

Medical 
Director/Director 
of Nursing &QS 
 

Case reviews are held 
following closure of a 
formal `respect at 
work` case to reflect 

To develop a 
training 
programme 
which will 
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on practice. capture reflective 
practice and 
share learning. 

Theme Better Handling of Cases  
Principle: 
7 

Principle 7: Raising and report concerns 
All NHS organisations should have structures to facilitate both informal and formal raising and resolution of concerns 
 

  Executive Lead Trust Response Further Action 
 

Actions: 
7:1 

Staff should be encouraged to raise concerns informally and work together 
with colleagues to find solutions. 

Director of 
Workforce 

informal resolution 
encouraged through 
ACAS trained 
mediators and staff 
advisors within the 
trust Regular 
discussions held with 
T U’s s to encourage 
informal resolution of 
issues.  Two joint 
`raising concerns` 
events were held in 
September 2014 with 
the Trade Unions to 
encourage staff to 
raise concerns and 
resolve informally. 

Review scope 
and skills of staff 
mediators and 
staff advisors.   
Deliver a further 
`raising 
concerns` event 
by 30 June 
2015.   
Communication 
plan to raise 
awareness of 
personal 
responsibility 
and informal 
resolution option. 

7:2 All NHS organizations should have a clear process for recording all formal 
reports of incidents and concerns, and for sharing that record with the person 
who reported the matter, in line with the good practice in this report. 

Director of 
Nursing &QS/ 
Director of 
Workforce 

Datix incident 
reporting system  in 
place 
Exec review process 
Respect at Work 
issues reported 
monitored through 

Review and 
strengthen 
where 
necessary. 
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staff forum 
investigation 
Whistleblowing issues 
monitored through QA 
Committee 

Principle: 
8 

Investigations: 
When a formal concern has been raised, there should be prompt, swift, proportionate, fair and blame-free investigations to establish the facts 

  Executive Lead Trust Response Further Action 
Action: 
8:1 

All NHS organisations should devise and implement systems which enable 
such investigations to be undertaken, where appropriate by external 
investigators. And have regard to the good practice suggested in this report. 

Director of 
Nursing & 
QS/Director of 
Workforce 

Already part of current 
arrangements.  

 

Principle: 
9 

Mediation and dispute resolution: 
Consideration should be given at an early stage to the use of expert interventions to resolve conflicts, rebuild trust or support staff who have 
raised concerns. 

Action: 
9:1 

All NHS organisations should have access to resources to deploy alternative 
dispute resolution techniques, including mediation and reconciliation to: 
 
 

• Address unresolved disputes between staff or between staff and 
management as a result of or associated with a report raising a 
concern; 

• Repair trust and build constructive relationships. 

 The Trust has a 
number of ACAS 
trained mediators 
across the 
organisation who are 
used to mediate and 
encourage 
reconciliation. 

Implement a 
refresher 
programme of 
mediator 
training. Review 
external 
mediation 
support. 

Theme Measures to support good practice    
Principle: 
10 

Training: 
Every member of staff should receive training in their organisation’s approach to raising concerns and in receiving and acting on them 
 

Action: 
10:1 

Every member of staff should receive training which complies with national 
standards, based on a curriculum devised jointly by HEE and NHS England 
in consultation with stakeholders.   This should be in accordance with the 
good practice set out in this report. 

Director of 
Workforce 

Awaiting toolkit from 
NHS Employers 

Develop interim 
communication 
plan to 
encourage staff 
to raise concerns 

Principle: 
11 

Support: 
All NHS organisations should ensure that there is a range of persons to whom concerns can be reported easily and without formality.  They 
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should also provide staff who raise concerns with ready access to mentoring, advocacy, advice and counseling. 
 
 

  Executive Lead Trust Response Further Action 
Action: 
11:1 

The Boards of all NHS organisations should ensure that their procedures for 
raising concerns offer a variety of personnel, internal and external, to support 
staff who raise concerns including: 
(a) a person (A ‘Freedom to Speak Up Guardian’) appointed by the 
organisation’s chief executive to act in a genuinely independent capacity; 
(b)  a nominated non-executive director to receive reports of concerns 
directly from employees (or from the Freedom to Speak Up Guardian) and to 
make regular reports on concerns raised by staff and the organisation’s 
culture to the Board; 
(c) at least one nominated executive director to receive and handle concerns; 
(d) at least one nominated manager in each department to receive reports of 
concerns; 
(e) a nominated independent external organization (such as the 
Whistleblowing Helpline) whom staff can approach for advice and support. 

CEO/Chair The Trust policy 
states clearly all of the 
personnel, internal 
and external including 
executive directors 
and non-executive 
directors who are 
available to support 
staff who raise 
concerns. 

To formally  
appoint a 
`Freedom to 
Speak Up 
Guardian` 

11:2 All NHS Organisations should have access to resources to deploy counseling 
and other means of addressing stress and reducing the risk of resulting 
illness after staff have raised a concern. 

Director of 
Workforce 
 
 
 
 
 

On site Occupational 
Health service which 
is available for staff to 
self  refer should they 
wish.  Employee 
assistance 
programme (EAP)  24 
hour confidential 
helpline available to 
support staff and  face 
to face counseling  
sessions if 
appropriate 
. 

Further 
development of 
EAP  to include 
a specific 
provision for staff 
who raise 
concerns. 

11:3 NHS England, NHS TDA and Monitor should issue joint guidance setting out 
the support required for staff who have raised a concern and others involved. 
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Principle: 
12 

Support to find alternative employment in the NHS: 
Where a NHS worker who has raised a concern cannot, as a result, continue in their current employment, the NHS should fulfill its moral 
obligation to offer support. 

  Executive Lead Trust Response Further Action 
Action: 
12:1 

NHS England, the NHS Trust Development Authority and Monitor should 
jointly devise and establish a support scheme for NHS workers and establish 
a support scheme for NHS workers and former NHS workers whose 
performance is sound who can demonstrate that they are having difficulty 
finding employment in the NHS as a result of having made protected 
disclosures. 

   

12:2 All NHS organisations should actively support a scheme to help current and 
former NHS workers whose performance is sound to find alternative 
employment in the NHS. 

Director of 
Workforce 

   Sign up to 
scheme 

Principle: 
13 

Transparency: 
All NHS organisations should be transparent in the way they exercise their responsibilities in relation to the raising of concerns, including the 
use of settlement agreements. 

Action: 
13:1 

All NHS organisations that are obliged to publish Quality Accounts or 
equivalent should include in them quantitative and qualitative data describing 
the number of formally reported concerns in addition to incident reports, the 
action taken in respect of them and feedback on the outcome. 

Director of 
Nursing & QS 

The Trust reports the 
required data in the 
Quality Accounts. 

Ensure 
compliance 

13:2 All NHS organisations should be required to report to the National Learning 
and Reporting System (NLRS), or to the Independent National Officer 
described in Principle 15, their relevant regulators and their commissioners 
any formally reported concerns/public interest disclosures or incidences of 
disputed outcomes to investigations. NLRS or the Independent National 
Officer should publish regular reports on the performance of organisations 
with regard to the raising of and acting on public interest concerns; draw out 
themes that emerge from the reports; and identify good practice.  

Director of 
Nursing & QS 

 Ensure 
compliance 

13:3 a) CEOs should personally review all settlement agreements made in an 
employment context that contain confidentiality clauses to satisfy 
themselves that such clauses are genuinely in the public interest.  
b) All such settlement agreements should be available for inspection by the 

 All Trust settlements 
are drawn up by our 
legal advisors to 
ensure that such 
clauses are in the 

 
Fully compliant 
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CQC as part of their assessment of whether an organisation is well-led.  
c) If confidentiality clauses are to be included in such settlement agreements 
for which Treasury approval is required, the trust should be required to 
demonstrate as part of the approval process that such clauses are in the 
public interest in that particular case.  
d) NHS TDA and Monitor should consider whether their role of reviewing 
such agreements should be delegated to the Independent National Officer 
recommended under Principle 15. 

public interest.  The 
CEO reviews and 
signs every settlement 
on behalf of the Trust.  
All settlement 
agreements are 
available for 
inspection as part of 
CQC well-led 
assessment. 

 
 
 
 
 
 
 
 
 
 
 
 

Principle: 
14 

Accountability: 
Everyone should expect to be held accountable for adopting fair, honest and open behaviors and practices when raising or receiving or 
handling concerns.   There should be personal and organizational accountability for: 

• Poor practice in relation to encouraging the raising of concerns and responding to them; 
• The victimization of workers for making public interest disclosures; 
• Raising false concerns in bad faith or for personal benefit; 
• Acting with disrespect or other unreasonable behavior when raising or responding to concerns 

Inappropriate use of confidentiality clauses. 
  Executive Lead Trust Response Further Action 
Actions: 
14:1 

Employers should ensure that staff who are responsible for, participate in, or 
permit such conduct are liable to appropriate and proportionate disciplinary 
processes. 
 

Director of 
Workforce 

The relevant Trust 
policies and 
procedures refer  to 
disciplinary 
processes.  . 

Review existing 
policies to 
incorporate 
recommendation 

14:2 Trust Boards, CQC, Monitor and the NHS TDA should have regard to any 
evidence of responsibility for, participation in or permitting such conduct in 
any assessment of whether a person is a fit and proper person to hold an 
appointment as a director or equivalent in accordance with the Health and 
Social Care Act 2008 [Regulated Activities] Regulations 2014 regulation 5 
. 

Director of 
Workforce/ 
Company 
Secretary 

Include as part of 
FFPT requirements 

 

  Executive Lead Trust Response Further Action 
14:3 All organisations associated with the provision, oversight or regulation of Director of Include as part of  
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healthcare services should have regard to any evidence of poor conduct in 
relation to staff who have raised concerns when deciding whether it is 
appropriate to employ any person to a senior management or leadership 
position and whether the organisation is well-led. 

Workforce/ 
Company 
Secretary 

FFPT requirements 

Principle: 
15 

External Review:  
There should be an Independent National Officer (INO) resourced jointly by national systems regulators and oversight bodies and authorised 
by them to carry out the functions described in this report, namely:  

• Review the handling of concerns raised by NHS workers and/or the treatment of the person or people who spoke up, where there is 
cause for believing that this has not been in accordance with good practice 

• Advise NHS organisations to take appropriate action where they have failed to follow good practice, or advise the relevant systems 
regulator to make a direction to that effect; 

• Act as a support for Freedom to Speak Up Guardians 
• Provide national leadership on issues relating to raising concerns by NHS workers 
• Offer guidance on good practice about handling concerns 

Publish reports on the activities of this office 
Action:  
15:1 

CQC, Monitor, NHS TDA, and NHS England should consider and consult on 
how such a post might jointly be created and resourced and submit proposals 
to the Secretary of State, as to how it might carry out these functions in 
respect of on-going and future concerns. 

   

Principle: 
16 

Coordinated Regulatory Action: 
There should be coordinated action by national systems and professional regulators to enhance the protection of NHS workers making 
protected disclosures and of the public interest in the proper handling of concerns 

Action: 
16:1 

CQC, Monitor, NHS TDA in consultation with the Department of Health 
should work together to agree procedures and define the roles to be played 
by each in protecting workers who raise concerns in relation to regulated 
activity. Where necessary they should seek amendment of the regulations to 
enable this to happen. 

   

16:2 Healthcare professional regulators should review their procedures and 
processes to ensure compliance with the good practice set out in this report 
and with this Principle. 
 

   

Principle: 
17 

Recognition of oganisations: 
CQC should recognize NHS organisations which show they have adopted and apply good practice in the support and protection of workers 
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who raise concerns 
Action: 
17:1 

CQC should consider the good practice set out in this report when assessing 
how organisations handle staff concerns. Good practice should be viewed as 
a positive factor contributing to a good or outstanding rating as part of their 
well-led domain. 

   

Theme Particular measures for vulnerable groups  
Principle: 
18 

Students and Trainees: 
All principles in this report should be applied with necessary adaptations to education and training settings for students and trainees working 
towards a career in healthcare. 

  Executive Lead Trust Response Further Action 
Action: 
18:1 

Professional regulators and Royal Colleges in conjunction with Health 
Education England should ensure that all students and trainees working 
towards a career in healthcare have access to policies, procedure and 
support compatible with the principles and good practice in this report  

 .  
 
 
 
 

18:2 All training for students and trainees working towards a career in healthcare 
should include training on raising and handling concerns 

Medical Director All students and 
trainees who 
undertake placements 
at the Christie are 
made aware through 
local induction of all 
trust policies and 
procedures 

Review induction 
arrangements 

Principle: 
19 

Primary Care: 
All principles in this report should apply with necessary adaptations in primary care. 

Action: 
19:1 

NHS England should include in its contractual terms for general/primary 
medical services standards for empowering and protecting staff to enable 
them to raise concerns freely, consistent with these Principles.  

   

19:2 NHS England and all commissioned primary care services should ensure 
that each has a policy and procedures consistent with these Principles 
which identify appropriate external points of referral which are easily 
accessible for all primary care staff for support and to register a concern, in 
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accordance with this report. 
19:3 In regulating registered primary care services CQC should have regard to 

these Principles and the extent to which services comply with them 
  

 
 
 

 

Theme Enhancing the legal protection  
Principle: 
20 

Legal protection should be enhanced: 
 

Action: 
20:1 

The Government should, having regard to the material contained in this 
report, again review the protection afforded to those who make protected 
disclosures, with a view to including discrimination in recruitment by 
employers (other than those to whom the disclosure relates) on grounds of 
having made that disclosure as a breach of either the Employment Rights Act 
1996 or the Equality Act 2010. 

   

20:2 The list of persons prescribed under the Employment Rights Act 1996 
should be extended to include all relevant national oversight, 
commissioning, scrutiny and training bodies including NHS Protect, NHS 
England, NHS Clinical Commissioning Groups, Public Health England, 
Healthwatch England, local Healthwatch, Health Education England, Local  
Education and Training Boards and the Parliamentry and Health Services 
Ombudsman. 

   

20:3 The Government should ensure that its proposal to widen the scope of the 
protection under the Employment Rights Act 1996 includes all students 
working towards a career in healthcare. 
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Meeting of the Board of Directors 

Friday 27th March 2015 
 

Compliance with NICE Safe Staffing Guidelines  

1. Background 
1.1. Since June 2010 the Trust has carried out a bi-annual audit of patient acuity and 

dependency using the Safer Nursing Care Tool© (SNCT) formerly known as the AUKUH 
(Association of UK University Hospitals) tool.  The tool calculates the baseline nursing 
establishment required to meet patient care needs, this has been used successfully to 
inform and support workforce planning over the last four years.  

 
1.2    The SNCT findings have been reported to the Board 6 monthly, for the last three years, to 

provide assurance that the trust is taking a patient-centred, evidence-based, systematic 
approach to monitoring and reviewing nurse staffing levels.  

 
1.3 In January 2014, the Mersey Internal Audit Agency (MIAA) review of the Acuity Model 

provided the Board with a significant assurance level regarding the Trust arrangements for 
data collection in relation to the acuity model. 
 

1.4 Since the final report of the Mid Staffordshire NHS Foundation Trust Public Inquiry was 
published in February 2013, a succession of publications outlining safe staffing 
requirements and the Government’s commitment to these requirements have been 
published culminating in the publication of NICE Safe Staffing Guidelines in July 2014.  

 
1.5 The Chief Nursing Officer for England published the CNO paper Safer Staffing: A Guide to 

Care Contact Time in November 2014. The guide sets out the expectations of 
commissioners and providers to optimise nursing, midwifery and care staffing capacity and 
capability so that they can deliver high quality care and the best possible outcomes for their 
patients.  

 
1.6 RAG rating methodology indicators for safe staffing were agreed nationally in December 

2014. The RAG rating will include data from Inpatient survey, staff survey, sickness and 
absence rate (12 month average) and staff planned v actual fill rate. The publication of the 
RAG status will be in spring 2015. 

  
2. Introduction 

2.1 An evidence-based approach to ensuring safe staffing has been adopted by the trust for 
some time through the use of the SNCT, however since 2014 a range of additional 
processes to meet the NICE guidance have been introduced. This is the 2nd six monthly 
review that reports evidence and facilitates compliance with the guidance.  
 

2.2 The NICE guidance addresses five overarching elements which need to be met those of: 
−    Organisational strategy; 
−  Principles for determining nursing staff requirements; 
−  Setting the ward nursing establishment; 
−  Assessing availability of nursing staff on the day to meet patient need; 
−  Monitoring and evaluation of nursing staff establishments. 

         

Agenda Item 15/15c 
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2.3 As a requirement of the guidance, the board of directors has monthly review of the details 
and summary of planned and actual staffing on a shift-by-shift basis through the integrated 
quality and performance report. 
 

2.4 Furthermore, the guidance requires that organisational responsibility and accountability for 
budgeted nurse staffing establishments sits with the Board of Directors and must 
encompass a formal board level review of individual wards at least twice a year. This paper 
provides the board with the information required for it to discharge this duty. 

 
3. The review of budgeted establishments 

3.1 This review centres on the nursing care requirement of patients determined by acuity and   
dependency data (SNCT data). The review also includes consideration of all the other 
factors that can influence the nursing staff requirement including patient flow, the care 
environment, staff turnover, sickness rates, and patient harm data. 

 
3.2  In compliance with the NICE guidance, the senior ward nurse’s overall professional 

judgement of staffing need based on all the above information was ascertained. 
 
3.3  The month of January saw the NHS dealing with unprecedented activity with high national 

pressure for beds and patient acuity and this is equally reflected in the results of this data 
collection and analysis. 

 
3.4  For each ward reviewed, a proforma was completed and the output of each assessment 

and sign off can be seen at Appendix 1. 
 
3.5  The review was undertaken on the 10th March 2015 with strong representation from senior 

nurses and divisional managers. Refinement of the process since last time, coupled with 
familiarity of staff with the proforma, improved the outcome of the review. 

 
3.6  Evidence of activities undertaken to ensure safe staffing was presented and also captured 

service developments and changing patient profiles. 
 
3.7  The MAU has seen an increase in patient dependency and flow over the last year and an 

approved business case has enabled the provision of a twilight shift to increase staffing 
during key periods (4pm-midnight Mon to Fri and 10am-6pm on Saturday and Sunday). 
With staffing now aligned to need, the unit has seen improved patient satisfaction (FFT for 
February = 96) and increased staff morale with a reduction in staff turnover from 12% to 
2.6% in the six month period under review. 

 
3.8  Palatine ward has successfully introduced a new nurse rota system resulting in increased 

staffing numbers on each shift. Skill mix changes have been made to the budgeted 
establishment to reflect the needs of combining the former HTU and YOU. 

 
3.9  A grade uplift of two HCAs on ward 3 has enabled them to extend their skills to better meet 

the needs of post-operative patients and on Ward 4 the deficit of one trained nurse at night 
identified at last review has been addressed. 

 
3.10 An equalisation of staffing between wards 11 and 12 has been undertaken following the last 

review.  
 
3.11 Additional activity money has been used to eliminate the vacancy factors on wards. 
 
3.12 CCU was recognised to be two whole time equivalents short of required need to enable a 

supernumery shift coordinator in line with national guidance, this is being addressed. Nurse 
staffing requirements going forward are captured in a business case for expanding the 
service to 8 beds.  

 
3.13 On a shift by shift basis, where the actual staff numbers were less than the planned staff 

numbers the ward teams followed an agreed escalation process based on the acuity and 
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dependency of care required and a review of the bed occupancy. This has included using 
the hospital bank to support the patient acuity levels. There are twice daily reviews of 
planned staffing as well as a review of the Trust activity.   

 
3.14 During the month of January 2015 the ward leaders and Matrons did not escalate any 

staffing issues to the Director of Nursing & Quality. Where actual staffing numbers were 
less than planned the staff followed an agreed escalation process based on the acuity and 
dependency of care required. Staffing numbers on ward 3 and 10 showed some variance 
across the month. This was in the preparation for half of ward 10’s staff and patients being 
decanted to ward 3 to enable ward renovation work. 

 
3.15 Ward 4 and ward 12 used bank within budget, however ward 11 overspent on bank nurses 

reflecting the shortfall in the budgeted establishment identified in this review. 
 

3.16 During the period since last review there have been 6214 in-patient episodes across the 
wards which saw 4 complaints about nurses or nursing care. 

 
3.17 The process used to review the nursing establishments is described below in Appendix 2.  

 
4. Safer Nursing Care Tool Data and Trends 

4.1 The data collection undertaken in January 2015 was, in some instances, less reliable as a 
reflection of patient acuity due to bed reconfigurations during the ward 10 refurbishments 
and the need for a review of the model to capture acuity on the integrated Palatine ward for 
the Teenage and Young Adult patients.  

 
4.2 The trend data for each of the wards can be reviewed below. The greyed out sections 

reflect ward reconfigurations where earlier data is irrelevant or where data was previously 
not collected. 

 

Ward 

WTE recommendation from 10 SNCT data sets 

Budgeted 
Nursing 

Establishment 
Jan 2015 

(Incl. Band 7) 

Average 
bed 

occupancy 
last 6 

months 

(Midnight 
count) 

Jun-
10 

Jan-
11 

Jun-
11 

Jan-
12 

Jun-
12 

Jan-
13 

Jun-
13 

Jan-
14 

Jun-
14 

Jan 
- 15 

4/BMRU        39.30 41.04 50.521 42.00 
87% 

25% 

10 32.48 30.76 32.65 32.24 30.97 38.16 31.49 33.20 33.60 31.402 33.21 83% 

11 35.17 35.89 32.57 30.38 33.60 33.57 36.28 32.00 37.16 38.28 35.94 91% 

12 37.11 38.84 37.12 36.05 34.73 33.54 32.35 34.70 34.71 41.853 36.02 89% 

MAU 29.84 28.74 29.59 30.06 33.64 29.60 29.38 30.36 33.36 35.39 36.74 75% 

Palatine         50.27 42.844 46.655 91% 

3          13.516 17.80 
 

45%7 
 

CCU          33.09 30.76 75% 

 

      1 Changes to the leadership of the ward and experience of leading the SNCT assessment  
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      2 Less reliable due to altered bed configuration during refurbishments 
3 Unusually busy period of high patient acuity during January 
4 Less reliable due to the particular needs of TYA needs not being adequately captured 
5 Requirement for further data points to see trends 
6 Less reliable due to altered bed configuration during refurbishments of Ward 10 
7 Bed occupancy over last 3 months. 

 

The trend graphs below should be viewed in the light of these notes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.3    By this time next year the trust will have implemented an electronic safer staffing acuity tool 
which will provide data on a shift by shift basis replacing the twice yearly data collections.  
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5. Improvement since last report 

5.1    Since last review the Nursing Establishment and Escalation Policy has been approved. The 
policy reflects the NICE guidance and describes trust processes for ensuring safe staffing. 

 
5.2    Trust’s across Greater Manchester have shared their approaches to safe staffing; this Trust 

shared our establishment review template and our policy in relation to escalation. 
 
5.3     A bespoke electronic solution ‘Florence’ has been developed in-house to enable electronic 

capture of staffing data on a shift by shift basis and tools to facilitate escalation where 
necessary based on red flags as set out in the NICE guidance. The staffing data is now 
displayed on screens outside each ward together with generic ward information, patient 
harms data and quality improvement stories.     

 
6. Conclusion 

6.1 The review provides broad assurance that the budgeted nursing establishments currently 
set for most of the trust’s in-patient wards align with the care needs of patients in the 
context of other workload sensitive factors and care quality, where there is variance there 
are plans in place to address these.  

 
6.2 The Ward leaders have provided their professional opinion on their nursing establishments. 
 
6.3 Ward staff have utilised escalation processes in the light of patient acuity when the actual 

staff on shift did not match the planned. Staffing deficits were addressed by use of bank 
staff and bed reductions in line with patient acuity and professional judgement. 

 
6.4 Actions have been agreed to address outstanding staffing requirements on Ward 11 and 

CCU. 
 

7. Recommendations 
7.1 The Board are asked to endorse the findings and conclusion of this 6 monthly nursing 

establishment review and approve the nurse staffing levels. 
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Appendix 1 

Data to inform review of the budgeted nursing establishments 

Palatine Ward 

Current Budgeted Establishment  46.65 wte 

Current Skill Mix (%Registered Nurses to %Unregistered Nurses) 

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

72% Registered Nurses 

28% Non-registered Nurses 

% Bed Occupancy (average over 6 months since last 
review) 

Efficiency Benchmark 82% 

91% 

Factors relevant to establishment review 

Patient Factors 

Baseline requirement based on patient acuity data  - 
Safer Nursing Care Tool© data for January 2015 

42.84 WTEs  

Includes 16% uplift for annual leave & additional 6% uplift 
for other planned & unplanned leave 

 

 

 

Other Patient Factors  

 

 

 

 

 

 

 

 

 

 

Haematology and transplant specialist, 
Teenage & Young adult, Paediatric and 
Radioisotope services. 

Level 1b with some level 2 post-transplant 
dependency patients on ward requiring 1:2 
nursing and sometimes1:1 nursing prior to 
transfer to CCU. 

Recognised nurse to patient ratio for 
haematology patients is currently 1:3. We also 
have TYA patients with a nurse to patient ratio 
of 1:4, and paediatric patients for stage 2 
recovery following GA for radiotherapy, 
inpatient admissions for MIBG, all of which 
require a paediatric nurse allocation. 

Under JACIE accreditation we are required to 
be able to provide 1:1 nursing care if necessary 
for transplant patients. 

The graph below shows IV antibiotic usage for inpatients and the increase in doses delivered over the 
last 3 years. 

The vertical axis shows doses of antibiotics with the horizontal axis showing each year by month. 
There are obvious peaks around November/December each year due to patients suffering from 
influenza. 
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Ward Factors 

Ward Layout 

The ward has 31 side rooms, including 12 
specialist Hepa rooms and 1 radioisotope room 
and is 100 metres long with 2 nurse bases, 2 
treatment rooms and 2 sluice rooms included to 
reduce distances travelled by staff. 

The ward has a dual call bell system for nursing 
and non-nursing needs. 

Each patient room has its own set of equipment 
to ensure infection control standards and 
availability. 

Patient Flow – based on SNCT data for January 2015 

 

Teenage and Young Adult patients show higher turnover of inpatient admissions with peaks and 
troughs influenced by this factor 

Evolution/Development of Service (Planned or Actual) We have successfully introduced the new nurse 
rota system which has given increased staffing 
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numbers per shift but we are currently carrying 7 
vacancies and 1 additional post awaiting start 
dates from already recruited staff. 

Once recruited staff commence in post the ward 
will meet the planned staffing levels and have flex 
for the band 6 nursing staff to develop their 
leadership skills/team management 
responsibilities. 

The additional post is a co-senior sister for the 
ward which aims to lead the TYA inpatient 
service and become team leader for one of the 
ward teams – the ward has recently commenced 
working as 2 teams within the integrated ward. 

The current co-senior sister is planning to retire in 
August 2015 and prior to this the leadership 
structure will once again be reviewed. 

Other Ward Factors 

Having 31 side rooms has created a pressure 
from: 

• Increased nurse call buzzers 

• Impacts ability to observe patients other than 
directly at door viewing. Recording patient 
activities (intentional rounding) is used to 
assist in monitoring the number of 
observation of a patient. 

• Closed side room doors can make patients 
feel isolated, a point noted following a focus 
group for TYA patients and verbal feedback 
from Haematology patients. Previously 
haematology patients were nursed in rooms 
with a large transparent screen in the door. 

• Patients with fall risk are managed through 
the installation of a falls monitor to detect any 
patient at floor level for longer than 10 
seconds. Confused patients with a falls risk 
are 1-1 observed and low level beds are 
utilised. 

•  Physical ward size/building size impacts on 
patients & staff physical activity, TYA patients 
with mobility issues have found the length of 
the unit problematic; however every effort is 
made to ensure they are nursed in the most 
suitable rooms on the unit. Staff have been 
divided into two geographical teams to 
improve patient management in covering the 
unit. 
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Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 

100% supervisory status however when required 
will work within the nurse numbers. Once the co-
senior sister commences the supervisory status 
will be 50% for each sister. 

Sickness Rate (over 6 months since last review) 

3.6% (RNs) 5.9% (non-RNs) There has been 
long term sickness due to staff member receiving 
non- work related injuries. Short term ad hoc 
sickness is lower than the Trust average 

Staff Turnover (over 6 months since last review) 

5.7% (RNs)  12.1% (non-RNs) 

Non trained staff appear to have a higher 
turnover but have moved to other posts within the 
Palatine ward. 

Bank Use (over 6 months since last review) 

Trained Nurse 133 shifts: Currently managing 7  

HCA 150 shifts to support 1-1 observation of 
patients at risk of falls and cover vacancies. 

This has led to a £4K budget overspend 

Support of Learners & New Staff 

There are 2 clinical practice facilitators within the 
ward who are responsible for booking training for 
all new staff, assess new starters and provide 
update training as and when required by all staff. 

All new staff have a named preceptor to provide 
clinical support during shifts. 

There is a 12 month development programme for 
all new starters to the unit. 

Provide dedicated training days for haematology 
transplant and TYA specialities which are open 
for National attendance as well as internal staff. 

Staff compliance with mandatory training 85.3% (RNs)  86.3% (non-RNs) 

Staff compliance with PDR 

63.0% (RNs)  70.0% (non-RNs)  

This is an area for improvement and the Senior 
sister aims to achieve to 100% compliance 
through: group PDP for some work staff groups 
and allocating time slots on the  duty rota for 
sisters to plan reviews for their individual team 
members 

Other Nursing Factors 

We have not yet achieved full establishment due 
to high turnover of staff since moving to the new 
unit in June 2014. This now appears to be 
stabilising and we are awaiting 7 appointed 
registered nurses to commence employment. 
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Safety Factors  

No. of Shifts where RN:Patient ratio exceeded 1:8  
– based on SNCT data for January 2015  

Early 
0 

Late 
0 
 

Night 
0 
 

Operational Safety Issues 

When paediatric patients are required to stay 
overnight a paediatric nurse is required on every 
shift. 

Paediatric medical cover is provided by a 
permanent speciality grade doctor and a 
rotational Specialist Registrar from The 
Children’s Hospital. 

% of nursing hours where actual met the planned 
hours: [January 2015] 

For Registered Nurses:  

98.1%- Day Shifts 

89.6% - Night shifts   

For Care Staff  

97.9% - Day shifts  

100 % Night shifts 

Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Aug 
14 

Sept 
14 

Oct 
14 

Nov 
14 

Dec  
14 

Jan  
15 

Falls (moderate and 
above)  0 0 0 0 0 0 

Pressure Ulcers 
(attributable Grade 2 & 
above) 

0 0 1 0 0 1 

Medication Errors 
(attributable to nurses 
including reported near 
misses) 

5 3 3 11 8 5 

Complaints (related to 
nurses or nursing care) 

0 2 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Attributable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

Professional Judgement and Recommendation 
of Senior Ward Nurse 

 

The staffing levels will be appropriate once all 
recruited staff commence in post for the complex 
patient mix and an all side roomed ward. This 
has been achieved with the introduction of the 
new shift rota in September 2014 providing more 
trained nurses on each shift and increasing the 
number of HCA shifts.  

The introduction of a co-senior sister will enable 
more effective and efficient management of the 
ward within 2 geographical teams each covered 
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by a senior sister lead. However the ward will 
remain an integrated unit and the senior sisters 
are expected to work in a collaborative manner to 
increase patient experience, staff support and 
promote unity within the teams. 
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Ward 10 

Current Budgeted Establishment 33.21 WTEs 

Current Skill Mix (%Registered Nurses to %Unregistered Nurses) 

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

67% Registered Nurses 

33% Non-registered Nurses 

% Bed Occupancy (average over 6 months since last review) 

Efficiency Benchmark 82% 
83% 

Factors relevant to establishment review 

Patient Factors 

Baseline requirement based on patient acuity data  - Safer 
Nursing Care Tool© data for January 2015 

37.83 WTEs (100% occupancy) 

31.40 (based on 83% occupancy) 

Includes 16% uplift for annual leave & 
additional 6% uplift for other planned & 
unplanned leave 

Other Patient Factors 

Ward 10 admits male & female 
patients who are undergoing 
extensive major complex surgery 
often involving 3 or 4 specialities. 
Patients attend from a wide 
geographical area and The Christie 
is one of 2 national centres to 
provide a PTS surgical service.  

CCU step-down patients and 
emergency surgical patients are also 
admitted.   

Due to the complexity of the surgery 
post operatively many patients 
routinely have CVC’s, multiple 
drains, epidurals and PCA’s.   

Patients who have undergone plastic 
surgery often require close 
observation which involves recording 
observations and reviewing wounds 
every 15 minutes for the first 12 
hours post operatively.  

Ward Factors 

Ward Layout 

The ward is presently undergoing 
refurbishment.  On completion there 
will be six 4 bedded bays and 4 side 
rooms with en suite facilities.  
Additional office and storage space 
is being created in addition to other 
ward environment improvements. 
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Patient Flow – based on SNCT data for January 2015 

 

Evolution/Development of Service (Planned or Actual) 

It is anticipated that the PTS service 
will continue to expand and develop.  
The ward is also aiming to become a 
dementia flagship ward for the Trust. 

Other Ward Factors  

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 60% supervisory status 

Sickness Rate (over 6 months since last review) 2.8% (RNs)  7.1% (non-RNs) (long-
term sickness) 

Staff Turnover (over 6 months since last review) 2.8% (RNs)  5.6% (non-RNs) 

Bank Use (over 6 months since last review) 

Unregistered - 72 shifts  

Registered - 81 shifts  

The majority of this occurred in 
September & October to maintain 
1:1 for a patient at risk of injuring 
themselves. 

Support of Learners & New Staff 

There is a training strategy for 
surgical nurses under development 
by a multi-disciplinary group and 
supported by the Clinical Director.  It 
is planned that all surgical nurses 
will complete this training.  

Mandatory training is being reviewed 
to ensure that staff are only required 
to undertake relevant mandatory 
training. 
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New starters to the ward are given a 
supernumerary period of 2 weeks 
and then closely supported by a 
team of nurses led by a band 6 
sister.  Support from specialist 
nurses is also given. 

Student nurses have placements on 
ward 10 and placements are 
coordinated by a staff nurse and 
feedback from students is extremely 
positive about their experience on 
the ward. 

The ward is also supporting 
unqualified staff to achieve The 
Christie Certificate 

Staff compliance with mandatory training 94.1% (RNs)  80.7% (non-RNs) 

Staff compliance with PDR 

85.7% (RNs)  83.3% (non-RNs)  

Noncompliance is a result of staff on 
long term sick being included in the 
compliance %. 

Other Nursing Factors 

Ward round can take a considerable 
amount of time due to the input of up 
to 4 teams with one patient.   

Drug rounds are extensive and time 
consuming due to the fact that the 
majority of patients require IV drugs. 

The ward has been without a ward 
manager for a number of months 
following resignation of the previous 
post holder and the arrival of the 
new ward manager. 

Ward manager acts as surgical bed 
coordinator 1 – 2 shifts per week. 

Safety Factors  

No. of Shifts where RN:Patient ratio exceeded 1:8 – based on 
SNCT data for January 2015  

Early 
9 

Late 
13 

Night 
2 

Operational Safety Issues 

Due to number of existing agreed 
flexible working agreements where 
staff are not required to work night 
duty there is a frequent rotation to 
nights for the remaining staff which 
impacts on staff morale and health. 

During the refurbishment staff are 
required to work over 2 geographical 
areas which the matron is closely 
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monitoring. 

Vacant positions are now recruited 
to although new staff are yet to 
commence in post.   

% of nursing hours where actual met the planned hours: 
[January 2015] 

For Registered Nurses:  

94.2%- Day Shifts 

98.4% - Night shifts   

For Care Staff  

93.4% - Day shifts  

100.0% Night shifts 

Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Aug 
14 

Sept 
14 

Oct 
14 

Nov 
14 

Dec  
14 

Jan  
15 

Falls (moderate and above)  0 0 0 0 0 0 

Pressure Ulcers (attributable Grade 2 
& above) 

0 0 1 0 0 1 

Medication Errors (attributable to 
nurses including reported near misses) 

0 2 6 0 1 1 

Complaints (related to nurses or 
nursing care) 

0 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Attributable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

Professional Judgement and Recommendation of Senior 
Ward Nurse – completed by Matron as ward manager only 
in post 1 week. 

 

The ward is undergoing 
refurbishment and safe staffing / 
patient ratios are maintained during 
this period. 

SNCT data was collected during a 
period that does not reflect the 
wards regular demands and will be 
repeated in July when ward is at full 
capacity. 
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Medical Admissions Unit 

Current Budgeted Establishment 36.74  WTEs 

Current Skill Mix (%Registered Nurses to %Unregistered 
Nurses) 

Recommended Minimum Skill Mix (RCN) 65% Registered 
Nurses 

73% Registered Nurses 

27% Non-registered Nurses 

% Bed Occupancy (average over 6 months since 
last review) 

Efficiency Benchmark 82% 

75% (at midnight) 

Factors relevant to establishment review 

Patient Factors 

Baseline requirement based on patient acuity data  
- Safer Nursing Care Tool© data for January 2015 

35.39 WTEs 

Includes 16% uplift for annual leave & additional 6% uplift for 
other planned & unplanned leave 
 
 

Other Patient Factors 

All admissions are emergency/unplanned 
admissions. As a result, dependency is generally 
high due to the number of interventions that are 
required for a new admission. Due to the nature 
of hospital flow and activity, admissions peak 
between 4pm and midnight. 

 

 

Ward Factors 

Ward Layout 

 

 

 

 

 

The ward has a large footprint. The male annexe 
and female bay are a fairly large distance apart.  
To mitigate this, we generally assign 2 nurses and 
a HCA to each side (day shifts) to avoid nurses 
having patient allocations split across the two 
sides.  This also reduces the risk of areas being 
left without a nursing presence. This can however 
cause challenges, with some nurses having 
heavier workloads than others – this is managed 
by the Co-ordinator supporting the staff with 
higher allocations of higher dependency.  This is 
not possible on night shifts, when there is no 
supernumerary co-ordinator. 
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Patient Flow – based on SNCT data for January 2015 

 

Evolution/Development of Service (Planned or Actual) 

Actual 

• The ward has seen an increase in patient 
dependency and patient flow over the last 
year.  This has been addressed with a 
business case which was approved to 
increase staffing levels during the key periods 
of patient flow.  This has provided a Twilight 
shift (4pm-midnight) Mon-Friday, and a 10-6 
shift on Saturday and Sunday. 

• We now have Acute Medicine Consultants 
Mon-Fri 0800-1800 based on MAU.  This has 
improved the level of senior medical cover, 
allowing earlier interventions and decisions 
which is improving patient flow.  Conversely, 
due to this higher level of cover and the acute 
skills of nursing staff, some higher 
dependency patients are being kept on MAU 
for longer. As a result of this, we plan to 
review our Admissions policy. 

• The Palatine Ward opened in June 2014, 
merging the HTU and YOU.  Since then, 
outside of 0800-1500, all unplanned 
admissions come through the MAU for initial 
assessment and management. Previously 
these patients would have gone to the 
HTU/YOU if beds were available. 

• MAU now accepts all surgical unplanned 
admissions for initial assessment and 
management.  We now need to plan for a 
name change to ‘Emergency Assessment 
Unit’ to reflect that we now take surgical and 
medical emergencies. 
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Planned  

• We are considering adjusting our shift times 
and consider how we can further support 
periods of peak activity, and improve patient 
flow, within our current establishment (e.g. 
increase twilight fit, decrease late shift) 

• We are considering using telemetry for patient 
monitoring to increase safety for acutely 
unwell patients, in discussion  

Other Ward Factors 

Harm free care data (as of 5/3/2015) 

Number of days since last incident: 

Falls – 417 

MRSA bacteraemia – 1890 

C.diff infection – 1890 

Pressure ulcer since admission - 640 

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 60% supervisory 

Sickness Rate (over 6 months since last review) 
4.3% (RNs)  8.1% (non-RNs) 

This includes 2 staff members on long term sick 
leave 

Staff Turnover (over 6 months since last review) 2.3% (RNs)  0% (non-RNs) 

Bank Use (over 6 months since last review) 352 shifts agreed to support ward acuity needs 
ahead of approved business case. 

Support of Learners & New Staff 

All new members of staff get 4 weeks planned 
supernumerary time, during which they are 
supported by a Team Leader/Preceptor, and 
training and assessment takes place.  A review 
takes place in the 3rd or 4th week, and further 
supernumerary time or other support is 
considered for staff developing at a slower rate 
than expected. 

All staff have the support of a designated Band 6 
nurse, in addition to the support of the Band 7. 

New HCA’s will be taken through the ‘Care 
Certificate’ programme. 

Staff compliance with mandatory training 91.1% (RNs)  95.3% (non-RNs) 

Staff compliance with PDR 89.7% (RNs)  85.7% (non-RNs) 

Other Nursing Factors 
• Staff required to give IV antibiotics under PGD 

to patients with Sepsis 

• Have taken on 2 newly qualified nurses as a 
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trial – this has been successful 

• HCA’s are Band 3 due to the need for 
extended clinical skills  

• One area that requires close monitoring is 
night staffing.  3 RN’s staff the night shift with 
1 HCA. On occasion this level of staffing has 
felt insufficient.  This is currently being 
mitigated by the use of a Twilight shift on the 
busiest days.  Sometimes the twilight is 
moved to cover staffing inadequacies on other 
wards, which does affect the service provided 
on MAU (i.e. increasing bed turnover time).  
We have a similar issue with the 10-6 shift. 

• Bed turnover during the key period of 4pm-
midnight is often delayed by the need for bed 
areas to be cleaned (particularly side rooms) 
and there is a reduced number of Domestics 
at this time.   

Safety Factors  

No. of Shifts where RN:Patient ratio exceeded 1:8 
– based on SNCT data for January 2015  

Early 
0 

Late 
0 

Night 
0  

Operational Safety Issues 

Nurse call system – inadequate way finding 
indicators which sometimes causes delays in 
responding to buzzers  

No controlled access on main doors. 

% of nursing hours where actual met the planned 
hours: [January 2015] 

For Registered Nurses:  

99.4%- Day Shifts 

100.0% - Night shifts   

For Care Staff  

98.6% - Day shifts  

100.0% Night shifts 

Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Aug14 Sept 14 Oct 14 Nov 14 Dec 14 Jan 15 

Falls (moderate and 
above)  0 0 0 0 0 0 

Pressure Ulcers 
(avoidable Grade 2 & 
above) 

0 0 0 0 0 0 

Medication Errors 
(attributable to nurses, 
including reported near 
misses) 

5 2 2 6 3 3 

Complaints (related to 
nurses or nursing care) 

0 0 0 1 0 0 
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MRSA bacteraemia 0 0 0 0 0 0 

Attributable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

Professional Judgement and Recommendation 
of Senior Ward Nurse 

 

Since the business case was approved to support 
the increase in activity and dependency, in my 
judgement the MAU is currently staffed to a 
sufficient level.  This judgement is based on the 
following evidence: 

Objective   

• Good performance in FFT (+96 for 
February 

• Good performance in Patient survey 

• Reduction in staff turnover (from 12% to 
2.6%) 

• Low incidence of Harms (see ‘Other ward 
factors’ 

Subjective 

• Increased staff morale 

• Faster patient flow 

• Improved patient experience 

• Patient and MDT feedback is generally 
positive 

In summary, MAU is appropriately staffed. Some 
monitoring of night staffing and movement to 
other wards is required. 
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Ward 4/BMRU 
 

Current Budgeted Establishment 43.66 wte 

Current Skill Mix (%Registered Nurses to %Unregistered 
Nurses) 

Recommended Minimum Skill Mix (RCN) 65% Registered 
Nurses 

73% Registered Nurses 

27% Non-registered Nurses 

% Bed Occupancy (average over 6 months since 
last review) 

Efficiency Benchmark 82% 

87% (Ward 4)  25% (BMRU) 

Factors relevant to establishment review 

Patient Factors 

Baseline requirement based on patient acuity data  
- Safer Nursing Care Tool© data for January 2015 

50.52 WTEs 

Includes 16% uplift for annual leave & additional 6% uplift for 
other planned & unplanned leave 
 
Although acuity was high in January, the reliability 
of this data is in question as new, inexperienced 
band 6 staff were validating data. 

Other Patient Factors 

Ward 4 and BMRU specialise in tracheostomy 
patients and laryngectomy patients, who require 
1-2 hourly checks, patients require training by 
ward staff prior to discharge home.  Extra training 
requirements and competency by staff are an 
essential requirement.  All ward 4 staff have to 
attend a head and neck study day, and require 
being assessed before they can look after the 
laryngectomy or tracheostomy patients. When 
these patients have to attend another department 
i.e.: XRT, they have to have a trained nurse 
escort which can take up to an hour. We can take 
up to 4 altered airway patients at any one time. 

These patients also tend to require a RIG 
insertion or NG in place for feeds and 
medications, these patients also require full 
training by ward staff prior to discharge. 

Other patients admitted to ward 4 are patients 
with Brain disease or metastases and can often 
be quite confused.  

Ward 4 looks after Molecular Radiotherapy and 
Brachytherapy patients.  

Specialising in molecular radiotherapy and inter 
brachytherapy.  Patients have to be continually 
monitored on CCTV due to isolation.  Staff 
requires specialised training in both areas and 
assessed as competent.  Waste has to be 
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monitored and extra procedures for cleaning the 
rooms.  

Prostate brachytherapy- requires post op 
observations as per protocol.  All bed space and 
bodily waste requires Geiger monitoring for side 
effects. 

Every Tuesday there is a brachytherapy pre op 
clinic from 9.00-17.00hrs, requiring staff nurse 
cover to complete the full nursing assessments, 
ECG and bloods and patient education. 

Tuesday-Thursday x2 scans daily for PDR 
patients between 10.00am – 14.00hs that require 
a trained nurse escort which can take approx. 1 
hour each scan. 

Tuesday-Thursday there can be up to 8 more 
additional transfers to and from theatre requiring 
an escort which can take up to 30 minutes 

Specialises in brain, confused and dementia 
patients.  Often these patients have agitated and 
aggressive behaviour and confusion which in 
some instances not all may require 1:1 nursing 
following an assessment of the patient.  

Spinal cord compression patients that require 5 
nurses for safe log rolling should this be required. 

Ward Factors 

Ward Layout 

4 Side rooms, 8 annexe beds 12 male beds, 4 
brachy beds 4 iodine beds 3 PDR beds and 4 
recovery beds totalling 39 beds however not 
all these beds are in current operation, but 36 
beds can be utilised weekly. The ward is split 
over two floors  

Patient Flow – based on SNCT data for January 2015 
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Evolution/Development of Service (Planned or Actual) 

Ward 4 annexe which has 8 beds and one side 
room, and is currently under review and plans 
have now been drawn up to change the layout to 
a more appropriate layout, this is on the risk 
register. The business case for the alterations of 
the annexe has been approved, and we are 
looking at this work being completed before the 
end of 2015. The annexe following alterations will 
have one less bed. 

Other Ward Factors 
At present ward 4 takes the less complex 
chemotherapy patients, and does not give bolus 
chemotherapy.   

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) Working towards 80% this is not always possible 
with vacancy demands and sickness.  

Sickness Rate (over 6 months since last review) 
7.5% (RNs)  5.8% (non-RNs) 

3 RNs on long term sick leave 

Staff Turnover (over 6 months since last review) 2.1% (RNs)  0% (non-RNs) 

Bank Use (over 6 months since last review) 275 shifts 

Support of Learners & New Staff 

Ward 4 can take 5 students plus one elective 
student. All staff on ward 4 attends a head and 
neck full study day. and new starters use the 
preceptorship package 

Staff compliance with mandatory training 86.6% (RNs)  90.0% (non-RNs) 

Staff compliance with PDR 62.1% (RNs)  84.6% (non-RNs) 

Other Nursing Factors  

Safety Factors  

No. of Shifts where RN:Patient ratio exceeded 1:8 
– based on SNCT data for January 2015 [Ward 4 and 
upper floor of BMRU] 

Early 
0 

Late 
5 
 

Night 
19 
 

Operational Safety Issues  

% of nursing hours where actual met the planned 
hours: [January 2015] 

For Registered Nurses:  

96.9%- Day Shifts 

98.1% - Night shifts   

For Care Staff  

100% - Day shifts  

97.6% Night shifts 
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Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Aug 
14 

Sept 
14 

Oct 
14 

Nov 
14 

Dec  
14 

Jan  
15 

Falls (moderate and 
above)  0 1 0 0 0 0 

Pressure Ulcers 
(attributable Grade 2 & 
above) 

0 1 1 0 0 1 

Medication Errors 
(attributable to nurses 
including reported near 
misses) 

1 3 6 5 3 1 

Complaints (related to 
nurses or nursing care) 

0 0 0 1 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Attributable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

Professional Judgement and Recommendation 
of Senior Ward Nurse 

 

Staffing levels at present are appropriate.  

I am concerned to see the amount of medication 
errors and is something I will monitor over the 
next few months and hope to see an improvement 
in. 

As the annexe is being completely refurbished, I 
hope to see a reduction in falls.  

I have highlighted to staff my ambition of a zero 
tolerance of pressure ulcers.  

We have 3 new members to the band 6 team who 
were not confident in collecting the acuity data 
this is being addressed for the next data 
collection. If we have 4 altered airway patients on 
the ward at one time then an extra nurse may be 
required due to the extra escorts off the ward and 
the length of time these escorts take. 

The 3 new band 6’s have just had training to 
enable them to undertake PDP’s so the 
compliance for this will improve over the next few 
weeks. 

We have used a lot of bank over the last 6 
months due to sickness, vacancies and maternity 
leave. This has remained within the ward financial 
budget. 

Mon-Thursday night, staffing levels have been 
increased on the night shift so going forward the 
1:8 ratio should not be exceeded 
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Critical Care Unit 

Current Budgeted Establishment 30.76 WTEs 

Current Skill Mix (%Registered Nurses to %Unregistered 
Nurses) 

Recommended Minimum Skill Mix (RCN) 65% Registered 
Nurses 

100% Registered Nurses 

 

% Bed Occupancy (average over 6 months since 
last review) 

Efficiency Benchmark 82% 

75% 

Factors relevant to establishment review 

Patient Factors 

Baseline requirement based on patient acuity data 
(Workload tool) for January 2015 

 

 

33.09 WTEs for the current capacity of six beds. 

Includes 16% uplift for annual leave & additional 
6% uplift for other planned & unplanned leave 
 
Enables the provision of shift co-ordination 
 
Since the last Nursing establishment review for 
CCU, an acuity scoring system has been 
introduced and the data collected over the last six 
months is now available to analyse. The 
‘workload tool’ has been embedded in the 
software system used within CCU and is a 
recognised tool specific to the critical care setting, 
capturing activity unique to such a setting. The 
data provided will be utilised in our Business case 
to increase establishment figures. 

Other Patient Factors 

All non-elective emergency admissions and 
planned surgical admissions. 

In relation to the non-elective emergency 
admissions, these are predominantly medical 
patients who require significant nursing input 
(mostly1:1 care) and are the patient group who go 
on to require level 3 care. Medical patients 
therefore have a longer length of stay within the 
unit.  

Ward Factors 

Ward Layout 

CCU is an eight bedded unit, comprising of a four 
bedded bay and four side rooms. 

As recommended by the National Core Standards 
for Critical Care, CCU patients nursed in such 
side rooms require 1:1 RN patient ratio. 
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Patient Turnaround 

Evolution/Development of Service (Planned or Actual) 

The current staffing establishment for CCU is 
based upon a six bedded unit, catering for both 
Level 2 and Level 3 patients. 

Over the past two years, CCU has seen a year on 
year increase in activity, predominantly surgical, 
and anticipates activity to increase further in the 
next Financial year. CCU has repeatedly 
escalated into usage of the seventh and 
sometimes eighth bed. 

Currently CCU is trialling the introduction of HCAs 
to the CCU setting, for day shifts, which will 
support our fundamental care needs and ensure 
effective use of staffing resources. 

Additionally, the introductory trial of twilight shifts 
will commence in May.  Following a band 5 
meeting, staff felt that the unit would benefit 
greatly with an additional staff member working 
from 16:00 – 24:00. This would allow for the 
increased workload from 17:00 -20:00, Monday 
through to Thursday, for our post-operative 
patients. Most post-operative patients are 
admitted between 18:00 and 20:00. 

In response to this increased activity, CCU is 
pulling together a Business case to staff the unit 
fully to its capacity of eight beds. 

Other Ward Factors  

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 

Ad hoc – attempting 60:40 ratios but governed by 
needs of unit. This can also be attributed to the 
issue of the current staffing establishment not 
having provision for a supernumerary shift co-
ordinator. 

This will be addressed under the Business case 
review. 

Sickness Rate (over 6 months since last review) 0.7% (RNs)   

Staff Turnover (over 6 months since last review) 8.5% (RNs) 

Bank Use (over 6 months since last review) 60 (RN) Shifts & 1 HCA shift.  59 agency shifts 
used on CCU of which 32 used in Jan 15. 

Support of Learners & New Staff 

In accordance with National standards in CCU 
staffing, all new starters to CCU are given a 
standard supervisory period, which ranges from 
two weeks for experienced CCU staff, four weeks 
for all other staff and a period of six weeks for all 
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newly qualified staff.  All starters are supported by 
a designated Team Leader/Preceptor and during 
their supernumerary period, training is expected 
to be given and a review of their training needs 
prior to being placed ‘in numbers’. 

With the introduction of HCAs to CCU, we will 
ensure that a full induction is given, as per trust 
policy. 

In order to comply with the National Core 
Standards for Critical Care, 50% of CCU nursing 
staff must hold a recognised formal qualification in 
Critical Care. CCU has a rolling programme of 
education to ensure we are compliant with this 
standard and the unit Practice Educator plays a 
vital role in ensuring that all staff are signed off as 
competent, in line with the National Competency 
Framework. 

Additionally, CCU has a dedicated Student 
Support Team and has a significant number of 
undergraduates passing through each year – on 
average four students per term. 

Staff compliance with mandatory training 86.2% (RNs) 

Staff compliance with PDR 78.6% (RNs) 

Other Nursing Factors 

As part of the 2012 External review, it was 
recommended that in order for CCU staff to 
remain competent in their Level 3 skills, they 
should have access to an external Level 3 
provider. 

As part of the formal SLA with UHSM, CCU 
Nursing staff have been placed on a rota to the 
UHSM ICU for a period of 2 - 3 weeks.  

This has placed a pressure on CCU from both a 
Financial and Nurse staffing perspective. Talks 
are in place with UHSM to have this rotation of 
staff reciprocated. 

Safety Factors  

No. of Shifts where RN:Patient ratio exceeded 1:8  Early 
0 

Late 
0 

Night 
0 

Operational Safety Issues 
Increased use of agency and increased activity to 
meet demands of service may well exceed 
recommended ratio of Bank/Agency usage. 

% of nursing hours where actual met the planned 
hours: [January 2015] 

For Registered Nurses:  

102.0%- Day Shifts 

105.9% - Night shifts   

These figures reflect the usage of Agency/Bank 
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staff to meet the increased acuity within CCU. 

Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Aug 
14 

Sept 
14 

Oct 
14 

Nov 
14 

Dec 
14 

Jan 
15 

Falls (moderate or 
above)  0 0 0 0 0 0 

Pressure Ulcers 
(attributable Grade 2 & 
above)  

1 0 2 0 5 1 

Medication Errors 
(attributable to nurses 
including reported near 
misses) 

1 2 3 1 3 0 

Complaints (related to 
nurses or nursing care) 

0 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Attributable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

Professional Judgement and Recommendation 
of Senior Ward Nurse 

 

In my professional judgement as senior ward 
manager, the current nursing establishment for 
CCU needs to increase further and funding has 
already been granted to address this issue and 
recruitment is underway. In the interim, bank and 
agency staff are utilised to ensure safe staffing 
levels are maintained and service provision needs 
are met. 

Given the increased demands of the unit, 
predominantly Surgical activity, CCU needs to 
address the matter of expansion to eight beds to 
ensure full service provision needs are met. A 
business case is underway to address this 
capacity issue. 

In order to meet National core standards for CCU 
staffing the nursing establishment would need to 
be increased, with the coordinator 
supernumerary, if we are to escalate to eight 
beds. 

Due to the ebb and flow of the unit activity the 
increase in staff, to accommodate eight beds 
should be creative in its design and contracts 
need to reflect the development of a multi-skilled 
workforce to work across MAU, CCU and 
Outreach. 
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Ward 11 
 

Current Budgeted Establishment 35.94 WTEs 

Current Skill Mix (%Registered Nurses to %Unregistered 
Nurses) 

Recommended Minimum Skill Mix (RCN) 65% Registered 
Nurses 

71% Registered Nurses 

29% Non-registered Nurses 

% Bed Occupancy (average over 6 months since 
last review) 

Efficiency Benchmark 82% 

91% 

Factors relevant to establishment review 

Patient Factors 

Baseline requirement based on patient acuity data  
- Safer Nursing Care Tool© data for January 2015 

38.28 WTEs 

Includes 16% uplift for annual leave & additional 6% uplift for 
other planned & unplanned leave 

Other Patient Factors 

Patients on ward 11 require complex nursing 
care.  The ward treats acutely unwell patients.  

Treatment administered on the ward includes 
level 3 bolus chemotherapy, (vesicants) which 
require constant monitoring during administration, 
the treatment can take at least one hour and the 
nurse is not allowed to leave the patient until the 
treatment is completed. 

Treating IL2 patients requiring minimum of hourly 
interventions. 

Rituximab patients requiring 15 minute 
observations for the first hour of delivery, then 
every half hour for the duration of the 
administration, duration of treatment can be from 
3 to 5 hours. 

Patients with severe side effects to treatment 
such as frequent loose stools and decreased 
mobility and lethargy.   

Nursing staff have to deal on many occasions 
with very complex discharges which involve 
meetings held with other MDT members.  

Caring for patients with spinal cord compression 
involves 5 nurses to be able to undertake log 
rolling. 

The numbers of patients with confusion and 
dementia, who require close observation due to a 
higher falls risk, has also increased.  
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Ward Factors 

Ward Layout 5x four bedded bays and 8 side rooms  

Patient Flow – based on SNCT data for January 2015 

 

 

 

 

 

 

 

 

 

Evolution/Development of Service (Planned or Actual) 

Ward 11 has increased the IL2 patient ratio from 
1 per week to 2 per week; this has impacted on 
the nursing requirements and care for these 
patients. 

There is an increase on the amount of bolus 
chemotherapy patients that are being admitted to 
ward 12. Which is impacting on the need for 
further training of nursing staff to be able to 
deliver this chemotherapy 

Other Ward Factors  

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) Working towards 80% but this is not always 
possible, with vacancies and sickness. 

Sickness Rate (over 6 months since last review) 6.8% (RNs)  7.9% (non-RNs) 

Staff Turnover (over 6 months since last review) 4.5% (RNs)  0% (non-RNs) 

Bank Use (over 6 months since last review) 165 shifts 

Support of Learners & New Staff 

Ward 11 at any one time can take 4 students and 
1 elective student. New staff are supported 
through the preceptorship tool. We have a high 
turnover of staff presently, but vacancies are filled 
promptly and Ward 11 has good mechanisms in 
place for teaching of new staff and students and 
has been recognised by the university as an 
excellent environment for student assessors and 
supportive staff, receiving in 2013 Placement of 
the year award for Student Nurses, and were 
nominated again in 2014.   

168



Staff compliance with mandatory training 81.0% (RNs)  92.5% (non-RNs) 

Staff compliance with PDR 82.1% (RNs)  100% (non-RNs) 

Other Nursing Factors 
Essential training needs to be met and sometimes 
can be quite challenging, with the dependency on 
the ward. 

Safety Factors  

No. of Shifts where RN:Patient ratio exceeded 1:8 
– based on SNCT data for January 2015  

Early 
3 

Late 
5 
 

Night 
2 
 

Operational Safety Issues  

% of nursing hours where actual met the planned 
hours: [January 2015] 

For Registered Nurses:  

94.2%- Day Shifts 

92.6% - Night shifts   

For Care Staff  

92.4% - Day shifts  

77.5% Night shifts 

Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Aug 
14 

Sept 
14 

Oct 
14 

Nov 
14 

Dec 
14 

Jan 
15 

Falls (moderate and 
above)  0 0 0 1 0 0 

Pressure Ulcers 
(attributable Grade 2 & 
above) 

0 0 0 0 0 1 

Medication Errors 
(attributable to nurses 
including reported near 
misses) 

6 2 6 3 3 4 

Complaints (related to 
nurses or nursing care) 

0 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Attributable C. Diff. 0 0 0 0 0 0 

Red Flag events No red flag events 

Professional Judgement and Recommendation 
of Senior Ward Nurse 

 

As a senior nurse for Ward 11 I feel that the 
staffing budget is almost at the correct level to 
equalize with ward 12 and this will be matched in 
the first quarter of 2015/16. 

Ward 11 had a high number of acutely ill and 
dependent patients in January 2015 which is 
reflected in the increased wte requirement as 
demonstrated in the acuity tool completed in 
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January. 

There have been a few occasions where the 8:1 
patient/staffing ratio was exceeded without care 
being compromised. Efforts are made to cover the 
relevant shifts and duty managers and night 
sisters are informed to offer additional support to 
staff on duty. 

Ward 11 has had a high turnover of trained staff 
due to a combination of staff promotion and 
relocation.  

The bank usage was due to a number of staff 
(RN’s and HCA’s) being off with long term 
sickness which has now resolved as well as Band 
5 vacancies. 

The HCA ratio is lower and this is not felt on the 
ward as I have reorganised staffing and employed 
a hostess. The Christie certificate has been 
launched on the ward.  
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Ward 12 

Current Budgeted Establishment 36.02 WTEs 

Current Skill Mix (%Registered Nurses to %Unregistered 
Nurses) 

Recommended Minimum Skill Mix (RCN) 65% Registered 
Nurses 

75% Registered Nurses 

25% Non-registered Nurses 

% Bed Occupancy (average over 6 months since 
last review) 

Efficiency Benchmark 82% 

89% 

Factors relevant to establishment review 

Patient Factors 

Baseline requirement based on patient acuity data  
- Safer Nursing Care Tool© data for January 2015 

41.85 WTEs 

Includes 16% uplift for annual leave & additional 6% uplift for 
other planned & unplanned leave 

Other Patient Factors 

Patients nursed on ward 12 require complex 
nursing care.  The ward cares for acutely unwell 
patients. 

Treatments administered on the ward include 
level 3 bolus chemotherapy (vesicants) which 
requires level 3 trained nurses constantly 
monitoring during administration. 

Treating IL2 patients requiring minimum of hourly 
intervention. 

Patients with severe side effects of treatment 
such as frequent loose stools and decreased 
mobility and lethargy.   

Nursing staff have to deal on many occasions 
with very complex discharges which involve 
meetings held with other MDT members.  

Rituximab patients requiring 15 minute 
observations for the first hour of delivery, then 
every half hour for the duration of the 
administration, duration of treatment can be from 
3 to 5 hours. 

Caring for patients with spinal cord compression 
involves 5 nurses to be able to undertake log 
rolling. 

The numbers of patients with confusion and 
dementia, who require close observation due to a 
higher falls risk, has also increased.  
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Ward Factors 

Ward Layout 5 four bedded bays and 8 side rooms  

Patient Flow – based on SNCT data for January 2015 

 

Evolution/Development of Service (Planned or Actual) 

Ward 12 has increased the number of IL2 patients 
within the clinical area, this figure has risen from 1 
patient a week to two patients per week, and this 
is a significant increase based on the dependency 
of these patients.   

There is an increase on the amount of bolus 
chemotherapy patients that are being admitted to 
ward 12. Which is impacting on the need for 
further training of nursing staff to be able to 
deliver this chemotherapy 

 

Other Ward Factors  

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 
Working towards 80%, t on occasions this is not 
always possible when sickness or vacancies 
arise. 

Sickness Rate (over 6 months since last review) 2.3% (RNs)  6.3% (non-RNs) 

Staff Turnover (over 6 months since last review) 4.0% (RNs)  5.6% (non-RNs) 

Bank Use (over 6 months since last review) 249 shifts 

Support of Learners & New Staff 
Ward 12 at any one time can take 4 students and 
1 elective student. New staff are supported 
through the preceptorship tool.   
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Staff compliance with mandatory training 89.4% (RNs)  95% (non-RNs) 

Staff compliance with PDR 100% (RNs)  100% (non-RNs) 

Other Nursing Factors 
Essential training needs to be met and sometimes 
can be quite challenging, with the dependency on 
the ward.  

Safety Factors  

No. of Shifts where RN:Patient ratio exceeded 1:8 
– based on SNCT data for January 2015  

Early 
0 

Late 
2 
 

Night 
3 
 

Operational Safety Issues  

% of nursing hours where actual met the planned 
hours: [January 2015] 

For Registered Nurses:  

97.7%- Day Shifts 

97.2% - Night shifts   

For Care Staff  

100.7% - Day shifts  

100.0% Night shifts 

Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Aug 
14 

Sept 
14 

Oct 
14 

Nov 
14 

Dec 
14 

Jan 
15 

Falls (moderate or 
above)  0 0 0 0 0 0 

Pressure Ulcers 
(attributable Grade 2 & 
above) 

0 0 0 0 0 1 

Medication Errors 
(attributable to nurses 
including near misses) 

3 1 2 2 0 2 

Complaints (related to 
nurses or nursing care) 

0 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Attributable C. Diff. 2 0 1 0 0 0 

Red Flag events 0 0 0 0 0 0 

Professional Judgement and Recommendation 
of Senior Ward Nurse 

 

As senior nurse for the clinical area I feel that the 
staffing budget of 36.02 WTE is at the correct 
level for ward 12. The current staffing level allows 
training compliance maintained and safe practice. 

Patient dependency increased during January 
2015 with higher numbers of level 2 patients 
nursed on the ward. This reflects the increased 
wte shown in the January 2015 Acuity tool.  

The days where patient ratio exceeded 1:8, 
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indicative staffing evidenced that care was not 
compromised. Attempts are made to cover shifts 
where staffing is less than planned. Duty 
managers are informed to offer additional support. 

Turnover over of RN increased during the last six 
months. This was a combination of staff 
promotion and some newly qualified nurses 
stating that ward 12 is not a suitable clinical area 
for new registered nurses due to the clinical 
demands, our approach to recruiting newly 
registered nurses is being reviewed.  

The bank usage is due to Band 5 vacancies and 3 
RN and 2 HCA currently on maternity leave. Bank 
usage is maintained within the ward budget. 
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Ward 3 

Current Budgeted Establishment 17.80 WTEs 

Current Skill Mix (%Registered Nurses to %Unregistered 
Nurses) 

Recommended Minimum Skill Mix (RCN) 65% Registered 
Nurses 

66% Registered Nurses 

34% Non-registered Nurses 

% Bed Occupancy (average over 6 months* since 
last review) 

Efficiency Benchmark 82% 

45%    *over 3 months 

Factors relevant to establishment review 

Patient Factors 

Baseline requirement based on patient acuity data  
- Safer Nursing Care Tool© data for January 2015 

13.51 WTEs (100% occupancy) 

Includes 16% uplift for annual leave & additional 6% uplift for 
other planned & unplanned leave 
 
(Refer to professional judgement of senior ward 
nurse) 

Other Patient Factors 

Ward 3 is a female surgical ward and takes 
patients who have planned admission dates for 
surgery, CCU step downs and 
emergency/unplanned admissions, dependency 
can therefore be higher.  

For the second month running ward 3 has 
achieved 100% in FFT for both response rate and 
overall satisfaction.  

 

Ward Factors 

Ward Layout 

 

 

Ward 3 is a converted nightingale ward and was 
previously used as a decant ward.  There is lack 
of office and storage space.   

There is only 1 side room on the ward which does 
not have en suite facilities.  When the side room 
is used for infection reasons the toilet opposite is 
the designated one with clear signage. 
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Patient Flow – based on SNCT data for January 2015 

 

Evolution/Development of Service (Planned or Actual) 

The 10 bedded short stay female surgical ward 
opened in September 2014 and it was only 
towards the end of the year that the ward was 
starting to become established 5.5 days. 

The permanent location on Ward 1 is due to open 
in July 2015. 

Other Ward Factors 

Ward 3 is a 5.5 day 10 bedded ward however 
since January 5th the ward has been operating 
24/7 with an increase to 17/18 beds to support the 
refurbishment of ward 10.   

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 60%  

Sickness Rate (over 6 months since last review) 0.9% (RNs)  4.3% (non-RNs) 

Staff Turnover (over 6 months since last review) 0% (RNs)  25.0% (non-RNs) 

Bank Use (over 6 months since last review) 

Un-registered 2 shifts 

RN 21 shifts 

The majority of the RN shifts were to cover 
unfilled vacancies that are now filled. 

Support of Learners & New Staff 

A whole new team has been recruited, some 
existing Christie staff and some new to the 
organisation. 

All new members of staff get 2 – 4 weeks planned 
supernumery induction. During this phase training 
and assessments take place and staff are 
assigned a designated team leader to support 
them. 
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All staff have the support from a designated band 
6, in addition to the support from the band 7.  

Staff compliance with mandatory training 93.8% (RNs)  90.0% (non-RNs) 

Staff compliance with PDR 100% (RNs)  100% (non-RNs) 

Other Nursing Factors 

There has been an opportunity to uplift 2 HCAs to 
band 3 Senior HCAs.  The extended clinical skills 
work well with postoperative patients. 

There are numerous escorts to theatre and from 
recovery on a daily basis which impacts on 
staffing and the ward.  

A minimum of 1 patient per week requiring flap 
observations / 1:1 care which increases the 
dependency on the ward. 

All patients on the ward have either PCA’s or 
Epidurals which require hourly observations.  The 
majority of the patients have percutaneous central 
lines which require close observation. 

Safety Factors  

No. of Shifts where RN:Patient ratio exceeded 1:8 
– based on SNCT data for January 2015  

Early 
2 

Late 
6 

Night 
4 

Operational Safety Issues  

% of nursing hours where actual met the planned 
hours: [January 2015] 

For Registered Nurses:  

94.0%- Day Shifts 

98.4% - Night shifts   

For Care Staff  

82.8% - Day shifts  

83.3% Night shifts 

Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Aug 
14 

Sept 
14 

Oct 
14 

Nov 
14 

Dec 
14 

Jan 
15 

Falls (moderate and 
above)  0 0 0 1 0 0 

Pressure Ulcers 
(attributable Grade 2 & 
above) 

0 0 0 0 0 0 

Medication Errors 
(attributable to nurses 
including near misses) 

0 0 0 0 0 0 

Complaints (related to 
nurses or nursing care) 

0 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 
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Attributable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

Professional Judgement and Recommendation 
of Senior Ward Nurse 

 

In my judgement the short stay surgical ward is 
staffed to a sufficient level however as this is a 
new establishment and ward 1 is not yet open I 
don’t feel it can be judged in the same way yet. 

The SNCT audit was conducted during a phase of 
refurbishment on ward 10 therefore the data 
captured on both ward 3 and 10 will not be a true 
reflection.  
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Appendix 2 

 

 

The process for reviewing ward staffing establishments 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SNCT data collection undertaken twice yearly in January and July 

Other data relevant to the review is collated twice yearly in 
February and August and entered onto a template (Appendix 1) 

A review meeting is convened twice yearly in February/March and 
August/September by the Director of Nursing & Quality. Attendees 
will include senior ward nurse representatives, matrons and 
divisional managers  

The review is formally reported to and endorsed by the Board of 
Directors twice yearly in March and September.  
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Agenda item 16/15ai 
 
 

Meeting of the Board of Directors 
Friday 27th March 2015 

 
 

Report of Chairman 

Paper Prepared By Company secretary 

Subject/Title Register of directors interests 

Background Papers n/a 

Purpose of Paper To request the board to update their entry in the 
current register of directors’ interests  

Action/Decision Required To update the current register of directors’ interests 

Link to: 

 NHS Strategies and Policy 
 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 

Impact on resources and risk and 
assurance profile 

You are reminded that resources are 
broader than finance and also include 
people, property and information. 

 

You are reminded not to use acronyms or 
abbreviations wherever possible.  
However, if they appear in the attached 
paper, please list them in the adjacent box. 
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Board of Directors’ Register of Interests  
2015 

 
 
Name of company, 
partnership, local 
authority of other body or 
organisation 

Nature of the interest 
(shareholder, director, 
partner, advisor, employee 
etc) 

Type of interest (direct or 
indirect and whether it is 
pecuniary or non-pecuniary) 
 

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
I confirm that I have understood the Trust Code of Conduct for Directors and Employees and in 
making this declaration to The Christie; I confirm compliance with the requirements of the register 
of interests. 
 
I accept that in submitting this declaration it does not remove my personal responsibility of 
ensuring I am not in a position or situation which may result in a potential breach of this policy. 
 
 
 
Signed:………………………………………………  Date:……………………………. 
 
 
Name: ……………………………………………… 
 
 
Title:………………………………………………….  
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Agenda item 16/15aii 
 

Meeting of the Board of Directors 
Friday 27th March 2015 

 
 

 
 
 
 
 

Report of Chief executive 

Paper Prepared By Company secretary 

Subject/Title Directors’ representations  

Background Papers None 

Purpose of Paper 

To request completion of the letters of 
representation from each Board member and 
declaration of independence from each non-
executive director 

Action/Decision Required To note 

Link to: 

 NHS Strategies and Policy 

 

 

Monitor Code of Governance 

 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 

Objective 7 
 

Impact on resources and risk and 
assurance profile 

You are reminded that resources 
are broader than finance and also 
include people, property and 
information. 

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. 
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Agenda item 16/15aii 
 

Meeting of the Board of Directors 
Friday 27th March 2015 

 
Directors’ representations  

 
1. Representation by all members of the board 

Under the terms of authorisation as a Foundation Trust it is necessary for the board 
to confirm their awareness of all significant matters within the organisation and 
disclose any matters of consequence to the organisation. This is done for the 
previous 12 months.   
 
A draft of the letter is attached as appendix 1. All board members are asked to sign 
this letter to confirm the statements contained within it. 

 
2. Register of Commercial Interests and Affiliations  

The register is required to comply with standing orders 8-10 (included in our 
constitution as Annex 8) which cover declaration and register of interests, pecuniary 
interests and standards of business conduct and is also part of The Christie 
response to the published national guidelines on “Standards of business conduct for 
NHS staff”. 
 
All board members are required to review their entry on the register and complete 
the standard declaration.  A summary of this information is published on The Christie 
website.   
 

3. Declaration of independence by all non-executive directors 
The Trust is required to identify in its annual report each non-executive director it 
considers to be independent.  The board should determine whether each director is 
independent in character and judgement and whether there are relationships or 
circumstances which are likely to affect, or could appear to affect, the director’s 
judgement.  Each non-executive director will be asked to provide a declaration 
confirming their independence.  A draft declaration of independence form is attached 
as appendix 2. 
 
The board of directors should confirm that it has received an appropriate declaration 
of independence from each non-executive director and considers each non-
executive director to be independent. 

 
4. Recommendation 

Each member of the board is asked to sign the relevant letter of representation (this 
will be available for signing at the board meeting) and the declaration of their 
commercial interests and affiliations.  Non-executive directors will be asked to sign 
the declaration of independence. 

 
The board is asked to confirm that it considers each non-executive director to be 
independent. 
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Appendix 1 

 

 
 
[1st April 2015] 
 
 
 
 
[              ] 
 
 
Dear Chris/Roger, 
 
Disclosure of significant matters of a strategic, operational or governance nature 
I confirm that to the best of my knowledge and belief I have informed the board about all 
significant matters of a strategic, operational or governance nature that I have become 
aware of as part of my employment on behalf of the Trust.  There are no matters of 
consequence that I have not already disclosed to the board or one of its committees. 
 
Through meetings of the board and its committees held throughout the year I can confirm 
that to my knowledge and belief the Trust operates sound governance in relation to risk and 
performance management and board roles, structures and capacity. 
 
I have also reviewed my declaration of interests in the Trust’s register and can confirm that it 
is accurate as at today’s date and no conflict of interest exists. 
 
[As chair of the [audit/quality assurance] committee I have been responsible for ensuring 
that assurance is provided to the board on all matters of [corporate and financial/clinical and 
research] governance and risk.  I can confirm that, to the best of my knowledge and belief, 
the board has been advised about all significant matters.] 
 
Yours sincerely 
 
[Neil Large 
Non-executive director 
Chair of the Audit Committee] 
 
[Christine Beasley 
Non-executive director 
Chair of the Quality Assurance Committee] 
 
[Kathryn Riddle / Ron Stout / Jayne Brown 
Non-executive director] 
 
[Execs - Title] 
 
[Christine Outram 
Chairman – letter to Roger] 

 

Wilmslow Road 
Withington 

Manchester 
M20 4BX 

                                     Direct Tel: 0161 446 3043 
Hospital Tel: 0845 226 3000 

Email: louise.westcott@christie.nhs.uk 
Internet: www.christie.nhs.uk 
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Appendix 2 
 

 
 

Declaration of independence 
2014/2015 

 
Name:   
 
Title of Post:   Non executive director       

 
 
 

Please state if you: 
■ have been an employee of the NHS foundation trust within the last five years; 
 
 
■ have, or have had within the last three years, a material business relationship with the 
NHS foundation trust either directly, or as a partner, shareholder, director or senior 
employee of a body that has such a relationship with the NHS foundation trust; 
 
 
■ have received or receives additional remuneration from the NHS foundation trust apart 
from a director’s fee, participates in the NHS foundation trust’s performance-related pay 
scheme, or is a member of the NHS foundation trust’s pension scheme; 
 
 
■ have close family ties with any of the NHS foundation trust’s advisers, directors or senior 
employees; 
 
 
■ hold cross-directorships or has significant links with other directors through involvement in 
other companies or bodies; 
 
 
■ have served on the board for more than nine years from the date of their first election; 
 
 
■ are an appointed representative of the NHS foundation trust’s university medical or dental 
school. 
 
 
 
 
 
 
Signed:  …………………………………………… Date: ……………………………………… 
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Chair: Chris Outram  Chief Executive: Roger Spencer 
 

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

http://www.christie.nhs.uk/
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