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DRAFT Public minutes of the meeting of the Board of Directors of  
The Christie NHS Foundation Trust held on Friday 24th April 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) 
Wendy Makin (WM) 
Ann McEvoy (AMc) 
Jason Dawson (JD) 
 

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

In Attendance: Louise Westcott (minutes) Company secretary 
 Ann Gavin-Daley 

Carl Sharpe 
Melanie Albiston 
Simon Josephs 

Public governor 
Public governor 
Member of the public 
Oracle 

 
Presentation:  Moving care closer to home – Jane Booker (JBo), Macmillan Urology Clinical Nurse 

Specialist and Helen Johnson (HJ), Urology Clinical Nurse Specialist 
JBo set the scene in urology by explaining that there are 40,000 new diagnoses of prostate cancer per 
year. This is an expanding service. There are a variety of follow up pathways. This can be confusing for 
patients. There are varying degrees of willingness / expertise from primary care to take on follow ups. 
Changes in therapies have impacts on how we follow up patients. There is now a focus on living with 
and beyond cancer. The urology team wanted to provide specialist care delivered locally with holistic 
needs assessment and managing long term side effects. Patient education is key to the success of this 
model. This has the effect of releasing appointments from tertiary care which means cost savings and 
capacity to see new patients. The specialist nurse service provides the community follow up. Over 1000 
appointments have so far been moved out into the community. This work was originally funded by 
Prostate Cancer UK, this has now finished and CQUINs money has been used to continue the service. A 
post CQUIN business case is now in development. 

HJ talked about the personalised care tailored to the patient that the community service aims to provide. 
Patients bring their PSA blood test results to their consultation and everything else is then assessed in 
terms of consequences of treatment. GP contact is also a key part of the community service. In the 
patient surveys conducted the feedback has been excellent. 

Commissioner discussions are ongoing and there are close ties with the urology pathway board of 
Manchester Cancer. Primary care HCPs, providers and patients are all involved. 

Questions were invited. 

RS asked about patients discharged to the GP who go on to have problems. HJ responded that these 
patients cannot then re-access the community clinic currently. 

KR asked about GP training. JBo responded that this is difficult as the very low numbers of patients seen 
by GPs means they sometimes don’t have the level of interest. There are GP master classes in cancer. 

WM talked about coordination for people who are out of the system as this work may influence other 
pathway boards. WM noted that this is ahead of other tumour pathways. 

RGS commented that this is at the forefront of new models of care. Acute providers are looking to learn 
from this. This is leading and very effective as it is constructed in response to what is best for patients 
and has moved specialised service follow-up into the community. It is important that the evidence from 
this is put forward and shared. 

3



CO commented on how this expertise can be shared in order to improve care for patients. HJ responded 
that the provider board is working on this. 

RGS added that Manchester Cancer has a big opportunity to deliver across pathways with models like 
this and replicating the work in Urology across other tumour sites. 

JF asked if this can be rolled out to other disease groups. Breast was suggested as a possibility. 

NL commented that we need to ensure the economic model is viable. JF added that the more we do the 
more viable it becomes.  JF and JB supported the need to develop the business case for this service. 

WM commented that we ought to be looking to develop a tariff for the final appointment when a patient is 
discharged as this needs lengthy discussion and is akin to a new patient appointment. 

CO concluded that this is absolutely what we should be looking at in terms of strategic development. 

 
No Item Action 

19/15 Standard business  
a Apologies  

 Apologies were received from Jayne Brown, interim non-executive director, Tony Blower, 
Executive Medical Director 

 

b Minutes of the previous meeting held on 27th February 2015  
 The minutes of the meeting held on 27th March 2015 were accepted.    

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

d Declarations of interest  
 None declared  

20/15 Key reports  
a Chief executive’s report  

 RGS presented his report and drew attention to some key items. 
Devolution in Greater Manchester – there are a number of meetings this week and next 
week about the set up phase of work streams. Early implementation priorities have been 
outlined (including 7 day working, AHS system, dementia & mental health & work). Cancer 
is not one of them. 
Manchester Cancer Provider Board – the board received an excellent presentation from 
Professor Gordon Jayson on the success of the local delivery of chemotherapy. This was 
very well received. The very strong success in both the numbers of treatments delivered 
locally and the safety of this service was outlined. 
Questions were invited. 
CO congratulated JB on her North West Leadership award. 
CO informed board that the Maggie’s ground breaking event was a great success and very 
emotional. 
CO then relayed the boards’ congratulations to Professor Gordan Jayson on his 
presentation and also to Lorraine Burges on her Queens Nurse Award. 
NL noted that we need to focus on what Devolution Manchester really means and what the 
risk assessment is. RGS responded that we are just starting to understand what a risk 
assessment would look like and we will develop this. JF added that a financial plan should 
be available in December. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

RGS 
b Medical director’s report  

 WM presented the medical directors report that reflects the energy and ambition of the 
work going on in the organisation. 
WM highlighted the use of the new technologies in the School of Oncology that are 
enabling live streaming of study day’s and other events. 
The new appointments were highlighted as well as the success of the School of Oncology 
in winning an award from the Macmillan Living with and Beyond Cancer. 
The annual report highlights from 2014/15 from education and research were highlighted 
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No Item Action 
through the report. 
Questions were invited. 
CO noted the very positive set of achievements outlined. 

c Integrated performance report  
 CO introduced the report and drew boards’ attention to the new dashboard contained in 

the report. CO added that this is excellent and very clear and extended thanks to NL for his 
input in the development of the dashboard and to the team who have produced it. 
JD presented the performance report for month 12 and outlined the key performance. 
metrics 
• +71 Adapted net promoter score for the patient survey  
• Outpatient 20 min wait – 80.8% (target 80%) 
• Chemotherapy treatment – 88.0% (target 80%)  
• Pharmacy turnaround – 87.2% (target 80%) 
• CQC IMR band 6 – no associated risks 
• 0 MRSA reported in March 
• 0 C-Diff reported in March (19 YTD NHS England target 20) 
• 0 SUI panels, 7 executive reviews 
• 4 complaints, 1 inquests 
• Safe staffing – levels in line with acuity of patients throughout the month 
1 risk at 20 relating to commissioning changes 
• Monitor continuity of services rating 4   
• Patients treated YTD +1.06% 
• Objectives all score amber 
• I&E surplus £5.941m, £0.212m above plan 
• EBITDA surplus £11,316m, £6,018m below plan 
• 100% CIP achieved recurrently – achieved Q4 plan in month 10 
• Cash balance £48.4m 
• Debtor days of 11 
• Length of stay 6.6 days (target 6.4 days) 
• Sickness absence 3.6% for March (target 3.2%) 
• Agency 0.8% of total pay bill 
• 18 weeks and 31 days are above target 
• 62 day performance 92.4.% for March (target 85%), on target to achieve 62 days for 

the quarter 
In summary our Governance rating is green and the Continuity of Services rating is 4. 
Questions were invited. 
CO asked about Personal Development Reviews (PDRs). AM responded that we are at 
86% and that we need a final push to ensure the remaining group are captured. This is 
managed through the performance review. Streamlining of paperwork has made this more 
manageable.  
NL commented that this is great performance and that the dashboard is great. He asked 
about the C Diff numbers and whether anything has changed. JB responded that there has 
been no change, 4 cases were identified at a point in time and a particular issue was 
resolved as a result but practice remains the same and is very effective for our high risk 
patients. 
RGS noted some further work on calibration of thresholds could help. 
CO commented that as a non-executive the dashboard is excellent and very helpful. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

21/15 Other reports  
a Savile report  

 

JB presented the report on the Savile recommendations. This highlights 12 
recommendations for the trust and an action plan was presented addressing each of these. 
The trust response will be sent through to Monitor by their deadline of 15th June 2015. 
Comments were invited. 
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No Item Action 
KR noted that this is about getting people to think in a way that ensures we are extra safe. 
All visitors to the trust must be covered. 
We are used to dealing with visitors and JB assured board that visitors are never left 
unaccompanied. 
JB added that as part of this review we have had to look at how we apply the guidance to 
our volunteers and governors in a way that haven’t done before. 
Board noted the report and its actions. 

22/15 Approvals  
a Monitor Q4 return  

 

JF presented the Monitor Q4 return which reflects the performance that is presented in the 
performance report. In addition to this there is more financial information, information on 
capital projects and on the board and council of governors. 
An amendment has been made to section 2.3.1 where further information has been 
provided around the 62 day screening standard breach. This relates to the impact of 
patient choice to delay treatment having a big impact because of the very low number of 
patients. The numbers are below the Monitor de minimus threshold of 6 and therefore will 
not fail the target. 
JF outlined the declarations that need signing which relate to finance, governance and 
otherwise where board confirm that there are no matters requiring an exception report. 
Board approved the Monitor Q4 return. 
NL noted that it is a credit to the team that the forecast was so consistent and accurate. 

 

b Independent review of leadership and governance – implementation plan  

 

CO reminded board that this has been ongoing for some time. PwC undertook the review, 
a report was produced and the implementation plan relating to the recommendations is 
attached. 
RGS reminded board that FT’s need to carry out a review every 3 years in line with the 
RAF. The report has been shared with board, governors, the regulator and also made 
public.  
Work is already in progress on many recommendations. No urgent action was required as 
a result of the review and no material concerns were identified. Progress will be updated 
against this action plan on a regular basis. 
CO updated board that NED recruitment is underway. CO expressed heart-felt thanks to 
the interim NEDs for the enormous support and help they have given over the last 18 
months to the organisation. 
Recommendations were made around NED roles including involvement with assurance 
committees and CoG committees. CO informed board that she is reviewing this as a whole 
to ensure that we are using the time of the board in the best possible way. Proposals will 
be brought to the June board. 
Comments were invited. 
There was agreement from the board that the described approach is correct. 
CB noted that the timing is great in terms of the review of NED roles and is entirely 
appropriate and what is best for the organisation is the priority. 

 

c Essential Standards for Quality and Safety / NHSLA  

 

JB presented the paper on the essential standards as a requirement of our CQC 
registration. JB described the process that we go through, our mock inspections and the 
risk rating as well as our NHSLA portfolio profile (green) and the CQC /Monitor review. JB 
also outlined that she has undertaken a desktop review of the evidence for all of the CQC 
standards. 
There is 1 audit report pending. 
The next steps were described in terms of undertaking a review of our arrangements for 
the Fit & Proper Persons regulations and a duty of candour audit. 
JB summarised that we have met the required standards and therefore asked board to 
approve the position set out. 
RS asked about the area in outpatients that is showing as ‘requires improvement’. JB 
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No Item Action 
responded that this related to waiting times and a further inspection is planned. 

d Annual Plan 2015/16  

 

JF presented the Annual Plan for 15/16. She outlined that guidance has changed in recent 
weeks due to tariff changes. This reflects what the board discussed at the away day in 
March for our operational, financial, quality and capital strategies. We need to evidence 
that we are resilient and sustainable. JF noted that she is strongly assured that we are. 
JF summarised the content of the plan for board and described the committee structure in 
place to deliver as well as the need to include further work on the financial elements.  
JF asked for the sustainability and resilience declaration to be approved. 
JF asked the board for any comments on the plan to be fed back by 1st May. 
JF asked for delegation of authority to JF and RGS to sign and submit the plan following 
comments. The board approved this. 
CO invited comments. 
NL commented on the inflationary pressures and asked if they are going to be this great 
and could we be over estimating this impact. JF responded that we have been prudent in 
our modelling and that this may be an area where we gain. 
RGS noted that no other provider trust is as advanced in their ability to sign the contract as 
we are. CO thanked the team for the hard work in getting us to the position we are in. 
The way we have negotiated shared risk has put us in a very strong position in terms of 
agreeing the contract. 

 
 
 
 
 
 
 
 

NED’s 

e Board assurance framework (BAF) 2015/16  

 

RGS presented the updated BAF 2015/16. Further work is needed to add the scoring of 
the risks. This will come to the next meeting and then be used on a monthly basis by 
board. 
NL added that this is a live document that focuses us on key issues. At the end of each 
board meeting we should work out what needs to be reflected in the BAF. We should also 
look at issues through exception reports where necessary. 
The BAF 2015/16 was approved. 

 

f Board Governance  
i Register of matters approved by the board  
 The register of matters approved was noted and approved. No issues were raised.  

ii Register of documents approved under seal  
 The register of documents approved was noted and approved. No issues were raised.  

23/15 Any other business  
 No items were raised.  

24/15 Date of the next meeting:  
 Thursday 28th May 2015  
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Agenda item  25/15c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

29 May 2015 Annual reporting cycle Integrated performance report COO Monthly report 26/15c
Annual reporting cycle Annual reports from audit & quality assurance 

committees
Committee chairs Approve 29/15ci&ii

Annual reporting cycle Annual governance statement Exec direc Approve 28/15a
Annual reporting cycle Annual report, financial statements and quality 

accounts 
EDoF&BD Approve 28/15a

Annual reporting cycle Statement on code of governance Approve 28/15a
Monitor provider licence Self certification declarations EDoF&BD General condition 6 and 

Continuity of Service condition 7 
of the NHS Provider Licence

28/15bi&ii

Board Assurance Framework CEO Monthly update 29/15bi&ii

26 June 2015 Annual reporting cycle Integrated performance report COO Monthly report
Monitor provider licence Self certification declarations EDoF&BD Corporate Governance 

statement and certification on 
AHSCs and training of 
governors

Board Assurance Framework CEO Monthly update

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
Board Assurance Framework CEO Monthly update

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

EDoN&Q Six month review

Public Meeting of the Board of Directors - 2015

Action plan rolling programme after April 2015 meeting 

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

Action To Agenda no

Board Assurance Framework CEO Monthly update

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

Board Assurance Framework CEO Monthly update

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

Board Assurance Framework CEO Monthly update

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

Board Assurance Framework CEO Monthly update

February 2016 Annual reporting cycle Integrated performance report COO Monthly report
Board Assurance Framework CEO Monthly update

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

Executive 
directors

Approve next year's annual plan

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

Annual reporting cycle Chair Review
Board Assurance Framework CEO Monthly update

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

NHSLA
EDoN&Q Declaration / approval

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

Board Assurance Framework CEO Monthly update

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

Friday 24th April 2015 

 

No. Agenda Action By who Progress Board review 

1 20/15a Develop a risk assessment relating to Greater 
Manchester Devolution  RGS Risk assessment produced May Board 

2 22/15d Comments on the draft annual plan to be fed back to JF 
by 1st May 

Non-
executives Comments received May Board 
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Agenda item 26/15a 
 

Meeting of the Board of Directors 
Thursday 28th May 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. 

UHSM - University Hospital of South Manchester 

AO - Acute Oncology 
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Agenda item 26/15a 
 

Meeting of the Board of Directors 
Thursday 28th May 2015 

 
Chief executive’s report 

 
 
1. The Christie Clinic Annual Report 

On the 8th May The Christie Clinic joint venture board reviewed the annual activities for 
the year January 2014 - December 2015.  Excellent progress against plans has 
continued and high quality delivery of services is evidenced by the significantly high 
levels of patient satisfaction feedback.   
 

2. Greater Manchester Devolution  
The programme board continue to make progress on developing work streams in the 
following key areas: 
 
• Governance 
• Strategic plan development 
• Resources and responsibilities 
• Early implementation priorities 
 
We have been engaged in each of these work stream development meetings and their 
emerging work plans.  The objectives being to develop a strategic plan for the financial 
and operational sustainability of Greater Manchester Health and Social Care services 
by December and to have governance arrangements in place in shadow format 
commencing on 1st October 2015 in readiness for a start date commencing 1st April 
2016.  The first bulletin on progress is appended to this report. 
 
Further information is available at http://www.agma.gov.uk/cms_media/files/mou.pdf 
 

3. Manchester Academic Health Science Centre (MAHSC) 
On Thursday, 14th May, 2015 the board of governors met.  A number of development 
items were reviewed including a draft MAHSC/NIHR annual report, a consultation on 
development plans for the MAHSC clinical trials co-ordination unit, and proposals for 
the future of global health activities.  In addition to this key consideration was given to 
the development of a Greater Manchester academic health science system.  This 
would be part of an opportunity in the GM devolution plans to achieve strengthening of 
the innovation research development and adoption pipeline.  It is proposed to achieve 
this by aligning the existing assets including bodies such as MAHSC, the academic 
health science network, the comprehensive learning and research network and the 
innovation hub.  The MAHSC board supported the development of this proposal.  
http://www.mahsc.ac.uk/  
 

4. Saville Report Recommendations 
In April the board received a paper relating to the recommendations that came out of 
the Saville review. The actions required by the organisation were outlined and these 
have now been updated to reflect the completion of all of the identified actions. The 
Monitor deadline for the submission of a template identifying the trusts actions in 
response to the recommendations in 15th June 2015. The evidence relating to the 
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recommendations and the completed template will be included on the Board of 
Directors SharePoint site for your information from 15th June. 
 

5. Healthier Together Programme Board 
The programme board met on 13th May.  It reviewed the commitment of the 
committees in common of the clinical commissioning groups to take a joint decision to 
moving the programme forward.  It also heard feedback from the development of 
proposals from sectors about how the change could be delivered.  The progress that 
has been made on improvements in clinical outcomes from working together in a single 
service model was also discussed.  https://healthiertogethergm.nhs.uk/  
 

6. Royal Marsden Visit 
On 15th May, we hosted a visit from the executive team from the Royal Marsden 
Hospital.  The visit reviewed joint work we have been undertaking on new care models 
and agreed the ways in which this can be developed further to improve patient care 
standards and outcomes further.  In addition we agreed some further activities to share 
and benchmark network work delivery against.  http://www.royalmarsden.org/home  
 

7. Professor of Cancer Nursing 
On Friday, 1st May, 2015 Janelle Yorks, Professor of Cancer Nursing commenced at 
The Christie.  Janelle started her career in Sydney Australia and obtained her 
doctorate at The University of Salford.  She is currently a Senior Lecturer at The 
University of Manchester, School of Nursing Midwifery and Social Work.  
 
Over the last 10 years, Janelle’s research has focused on the experience of distressing 
symptoms, namely breathlessness, cough and fatigue in malignant and non-malignant 
disease.  She has focused on the development and validation of robust mechanisms 
for the assessment of symptoms and the development and testing of non-drug 
symptom management interventions, involving a range of conditions such as lung 
cancer, COPD, pulmonary hypertension and pulmonary fibrosis.  
 
Janelle is currently deputy chair of The University of Manchester School of Nursing, 
Midwifery and Social Work Cancer, Palliative and Supportive Care research group, and 
has numerous publications relating to patient symptomatology and patient outcomes.  

 
8. Christie Site Developments  

Proton 
Enabling works for the Proton Beam Therapy project has commenced including the 
demolition of the old YOU.  To minimise disruption the Highways agency has 
introduced a one-way restriction on the flow of traffic along Oak Road.  The one Way 
restriction commenced on the 18th May 2015.  
 
Maggie’s  
The building works for the Maggie development are continuing to programme. 
 
MCRC 
The development of the MCRC has now been completed and Practical Completion 
was given on 24th April 2015.  The building is now being occupied. 
 
Car Parking 
The Golden Lion car park works have now been completed and is now open for patient 
parking.  Works to ABC car park on Kinnaird continues and is due for completion in 
early July 2015.   
 
Ward refurbishments  
Refurbishment and remodelling works to the existing wards continues.  Phase 1 of the 
refurbishment works to Ward 10 are due for completion at the end of May 2015.   

16

https://healthiertogethergm.nhs.uk/
http://www.royalmarsden.org/home


Works to remodel Ward 1 commenced in April and are due to complete in August 
2015.  
 
Linac  Replacement Programme 
This continues with a new Linac currently being installed.  It is due to be put into 
service in August. 
 

9. Greater Manchester Run 
This year The Christie was supported by over 1600 runners in the annual Great 
Manchester Run and our blue Christie t-shirts dominated the course.  Our own 
Chairman took part in the race, alongside a team of business leaders, who were 
participating as part of a corporate business challenge.  Feedback from our runners 
has shown they valued the support received from our teams at the charity village, on 
the cheering bus and from our nurses, staff, governors and volunteers at the finish line. 
 
The Christie also had amazing support from a number of celebrities including BBC 
Breakfast TV presenter Bill Turnbull, Real Housewives of Cheshire stars Lauren Smith 
and Leanne Brown, Shameless actor Ciaran Griffiths, former Heartbeat actress Tricia 
Penrose and actor Gary Damer.  The Great Manchester Run continues to be a large 
area of focus for the charity and it is estimated that this event will raise approx. 
£300,000 
 

10. Charity Thank you event 
In April the charity held a reception specifically designed to thank corporate businesses 
who had donated in 2014/15, collectively raising over £1m.  At this event the charity 
also launched a new corporate award scheme, which recognises those companies who 
have shown continuous support for The Christie by fundraising for three or more years. 
Fifteen awards were given on the night celebrating 3, 5, 10 and 20 year partnerships. 
The evening also comprised of a clinical presentation which highlighted how the charity 
supports the organisation and the difference fundraisers make to our patients. 

 
11. Sally Devynor opening May Draper 

Sally Dynevor who plays Sally Webster in Coronation Street visited the Trust on 5th 
May to open the refurbished ‘May Draper’ tea bar.  Sally was treated for breast cancer 
here in 2009 and regularly used and volunteered in the tea bar throughout her 
treatment.  The tea bar has around 40 volunteers providing a service to patients and 
visitors and many of them came along on the day.  Volunteers and patients were 
thrilled by Sally’s visit, and some of the cast of Coronation Street have also expressed 
an interest in helping in the tea bar in future 
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GM Devolution Health and Social Care E-bulletin 
Issue 1 - May 2015 

 

 

 
GM Devo is moving apace  
The eyes of the country are on us in Greater Manchester. We have the chance to 
make the greatest, fastest possible improvement to the health and wellbeing of the 
2.8 million people who live and work here. 

We want to move from having some of the worst health outcomes to having some of 
the best. And we want to close the health inequalities gap within GM and between 
GM and the rest of the UK faster than we have already. 

How will we do this? Devolution will help us as we secure increased freedoms and flexibilities to tailor our 
budget and priorities to our own region’s needs – alongside that we will set out a programme of vigorous 
collective action based on reforming public services to shift the way we spend towards early, proactive 
help. 

We will use the vast experience and expertise of local people to inform what we do. And we in the 
authorities – the NHS, local authorities, police, fire, transport, housing and others – will try to put people 
and place before our organisational priorities so we can tackle some of the major health, work, housing and 
other issues we face. 

We’re moving quickly as well. We're little more than ten weeks into this and yet colleagues from across the 
different parts of GM have come together many times to start to develop priorities and plans. 

What we are doing now will, if we get this right, fundamentally alter how Greater Manchester people live 
their lives.  

 Ian Williamson, Interim Chief Officer 
 
Programme Structure 
The Programme structure has been finalised and leads established. There are now five workstreams which 
sit beneath the Programme Board (which meets for the third time this week): 
 
Strategy  
A Leadership Reference Group (chaired by Donna Hall and Ranjit Gill) will be established to co-ordinate the 
development of the strategy. From the Leadership Reference Group sub-groups will be formed to take 
responsibility for crafting individual parts of the plan (reporting into the Leadership Reference Group). The 
strategy will develop with the creation of the 10 Locality Plans and we are going to be issuing a request for 
volunteers to be a locality SRO (10 localities) to lead locality plans.  
 
Governance 
A Governance Group chaired by Liz Treacy now meets weekly and involves leads from councils, CCGs and 
NHS Trusts. The group's remit includes: setting up the new boards which will be coming in shadow form this 
year, making proposals for changes in legislation, clarifying accountability issues, leading development of 
MoUs with national bodies and supporting the legal transformation.  
 
Devolving responsibilities and resource 
This will oversee the establishment  and completion of an agreed roadmap setting out the milestones for full 
devolution of all the relevant funding streams by 1st April 2016. 
 
Early implementation priorities 
Greater Manchester wants to use the build up year before full devolution in 2016 to test new ways of tackling, 
at a large scale, some of the major challenges faced in the region - see the section below on Early 
Implementation Priorities for more detail. 
 
Partnerships, engagement and communications 
To ensure regular communication and engagement with patients, carers and the public during the different 
stages of devolution.  The work will cover stakeholder communications and engagement, public 
communications and engagement, events, campaigns, digital, media and public relations. There is a 
Communications and Engagement Working Group with representation from organisations and partners 
across GM and with NHS England already in place. 
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Early Implementation Priorities 
In early 2015 people from across the NHS and public sector in GM identified a ‘long list’ of areas they felt 
were both important and had the potential to make a difference quickly. All were then scored, based on 
potential impact, how practical they would be to implement, value for money and whether they cover different 
areas as well as health, for example: wealth creation, employment and social care. 
A short list of seven ‘early implementation priorities’ was then drawn up. These are not meant to reflect the 
full breadth of change possible, but rather to give us the chance to test new ways of working together while 
still having significant positive impact on health and wellbeing across GM.  They are as follows: 
 
Seven day access to primary care – lead Rob Bellingham, Director of Commissioning for the Greater 
Manchester Area Team of NHS England and health and social care devolution team 
This builds on the successful track record of increaing access to primary care through Wave 1 of the Prime 
Minister’s Challenge Fund (PMCF) in Bury, the GM Primary Care Demonstrator programme and the 
successful Wave 2 PCMF bids in the City of Manchester and Wigan. 
 
Public Health campaign – lead Steve Pleasant, Chief Executive/ Lead Chief for Health, Tameside 
MBC/AGMA 
The greatest and fastest possible health improvement will not just come from integration but also from 
prevention. This will develop a programme engaging the whole system to deliver increased participation in 
physical activity and sport. It will be a partnership between Public Health England,  GMCA, GM CCGs and 
other bodies such as GreaterSport, Transport for Greater Manchester and leisure providers, amongst others. 
 
Academic Health Science System (AHSS) – lead Sir Michael Deegan, Chief Executive, Central 
Manchester University Hospitals NHS Foundation Trust 
This will align the work of Manchester Academic Health Science Centre (MAHSC), Greater Manchester 
Academic Health Science Network (GMAHSN) and Local Clinical Research Network (LCRN) into an 
integrated system that will lead the country. 
 
Healthier Together decision – lead Ian Williamson, Chief Officer of Central Manchester CCG 
All Greater Manchester CCGs will reach a decision on the recommended configuration of the Healthier 
Together single service model across urgent and emergency care, acute medicine and general surgery. 
 
Dementia Pilot – lead Sir David Dalton, Chief Executive, Salford Royal NHS Foundation Trust  
Salford will pilot a a programme for people living with dementia, supporting the development of integrated 
services to improve the quality of care they receive. There will be the opportunity to use technology in 
MediaCity and digital advances to support patients to remain at home and be discharged safely from hospital 
when they do need treatment.   
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Mental Health and Work – lead Warren Heppolette, Strategic Director Health and Social Care Reform  
This project will aim to reach agreement on a new more intensive and integrated delivery model for 
supporting unemployed people who have a mental health-related barrier to work.  The role health services 
play in helping people find employment and keep it will be examined as a small pilot of 5,000 growing to 
50,000.  
 
Workforce policy alignment – lead Darren Banks, Director of Strategy, Central Manchester University 
Hospitals, NHS Foundation Trust  
This piece of work will aim to reach agreement between providers on: common standards on pre-
employment checks, statutory and mandatory training and common rates for specific targeted locum and 
agency staff. 
 
 
Devolution Transition Management Team 
 
The team responsible for the early stages of devolution currently includes colleagues on attachment or 
secondment from a range of organisations in Greater Manchester, as well as those providing their time from 
within their current roles. They are: 
 
Ian Williamson, Interim Chief Officer, GM Health and Social Care Devolution 
Sir Howard Bernstein, Chief Executive, Head of Paid Service, MCC, GMCA 
Steve Pleasant, Chief Executive, Tameside MBC 
Rob Bellingham, Director of Commissioning, Greater Manchester Area, NHS England and Greater 
Manchester Health and Social Care Devolution 
Su Long, Chief Officer, Bolton CCG 
Alex Heritage, Assistant Chief Officer and Deputy Director of Service Transformation, Service 
Transformation for NHS Commissioners in GM 
Leila Williams, Programme Delivery and Director of Service Transformation, Service Transformation for 
NHS Commissioners in GM 
Warren Heppolette, Director of Health and Social Care Reform, Greater Manchester 
Darren Banks, Director of Strategic Development, Central Manchester University Hospitals, NHS 
Foundation Trust 
Sarah Senior, Chief Financial Officer (currently director of Finance, Cumbria Partnership NHS Foundation 
Trust, coming into new post on 1 June 2015) 
Carol Culley, Deputy City Treasurer, Manchester City Council 
Liz Treacy, City Solicitor, MCC, GMCA 
Will Blandamer, Programme Director of Care and Health Integration, Wigan Council 
Andrew Lightfoot, Strategic Director, Public Service Reform, GMCA 
Katy Calvin-Thomas, Director of Planning, Performance and Information, Pennine Care NHS Foundation 
Trust 
Claire Norman, Head of Communications, Engagement and Marketing, North West Commissioning Support 
Unit  
 
 
GM Devo event attendance  
We’re being asked – and are keen to – have a presence at many forthcoming events and conferences, 
culminating in the Health and Social Care Expo in Manchester in early September. We’re also aware that a 
number of you are being invited to discuss devolution and its implications. 

We’ll be circulating a briefing pack shortly which will set out the facts and key messages about devolution, 
along with a presentation doing the same. Please feel free to use this as widely as you can. That way we can 
ensure we tell a consistent and accurate story to which you can add your own messages. 

And if you would like some support with an event, in terms of speakers or collateral, we’d be more than 
happy to try and help. We are at a very early stage but we know it’s important to bust some of the myths and 
explain what impact  this groundbreaking move will have for the people here. 

If you want to know more about GM Health and Social Care Devo email: gm.devo@nhs.net 
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Key milestones: 
April 2015: Process for establishment of Shadow Governance arrangements agreed and initiated. 
May-December 2015: Early Implementation Priorities come on line. 
August 2015: Production of an Outline Plan to support the Comprehensive Spending Review process which 
will Include a specific investment fund proposal to further support primary and community care and will be the 
first stage of the development of the full Strategic Plan. 
October 2015: Shadow arrangements in place and start for budgets, governance and accountability. 
December 2015: Production of the final agreed GM Strategic Plan and individual Locality Plans ready for the 
start of the 2016/17 financial year. 
 
In preparation for devolution, GM and NHSE will have approved the details on the funds to be devolved and 
supporting governance, and local authorities and CCGs will have formally agreed the integrated health and 
social care arrangements. 
 
April 2016: Full devolution of agreed budgets, with the preferred governance arrangements and 
underpinning GM and locality S75 agreements in place. 
 
 
Web presence 
We’re considering how best to develop an external web presence to keep you informed (watch this space) 
and also creating a system for sharing information between the organisations internally. 
 
 
Communications update 
We now have a weekly Communications and Engagement Working Group in place with members who 
represent every sector (Trust, CCG, Council and NHS England) and locality of GM, with membership largly 
drawn from those organisations with representatives on the Programme Board. 
 
It is tasked with overseeing, delivering and forming the communications and engagement plans. 
 
Locality meetings with communications and engagement colleagues are taking place regularly and 
each member is responsible for liaising with both their sector and the parts of GM their organisation covers. 
This has ensured every organisation and every borough has a link in to the programme. 
The members are: 
 
Warren Heppolette, Director of Health and Social Care Reform, GM 
Claire Norman, NHS North West CSU 
Alicia Custis, Stockport NHS Foundation Trust 
Andrew Lynn, Pennine Acute Hospitals NHS Trust 
Laura Rooney, Pennine Care NHS Foundation Trust 
Chris Dunbar, Wigan MBC and GMCA 
Penny Shannon, Manchester City Council 
Sarah Dobson, Tameside MBC 
Nick Gomm, NHS North, Central, South Manchester CCG 
Nicola Onley, NHS Bolton CCG 
Lindsay Kirby, NHS Salford CCG 
Neil Skitt, NHS England 
Amanda Stocks, NHS England 
 
The team are collating stories from round the region to illustrate the sort of work which we hope the freedoms 
coming from devolution will allow us to spread further and faster. 
 
They have also worked with the NHS England brand team to agree the logo to represent the health and 
social care devolution work. They felt it should show the NHS in GM working together, rather than being 
suggestive of a new entity. Alongside the GMCA logo this is the identity which will be used for the health and 
social care devolution work at present and which you will see on documents from now on 
 

gm.devo@nhs.net  
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Agenda item 26/15b 
 

 
Meeting of the Board of Directors 

Thursday 28th May 2015 
 

Report of Medical Director 

Paper Prepared By Yvonne Clooney 

Subject/Title Executive Medical Director’s report 

Background Papers n/a 

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

Action/Decision Required To note  

Link to: 

 NHS Strategies and Policy 
Cancer Outcomes Framework 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

All objectives of the Trust 

Impact on resources and risk and 
assurance profile 

You are reminded that resources are 
broader than finance and also include 
people, property and information. 

Nil 

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

JAG – Joint Advisory Group 
MDT – Multidisciplinary Team 
PET – Positron Emission Tomography 
MCRC – Manchester Cancer Research Centre  
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Agenda item 26/15b 

 
Meeting of the Board of Directors 

 
Thursday 28th May 2015 

 
Executive Medical Director’s Report 

 
 

 
1. Consultant Appointments 

Dr Tomas Ahern has been appointed as a Locum Consultant in Endocrinology, he 
commenced in post on 5th May 2015 
 
Dr Daniel Wiseman has been appointed to the post of Locum Consultant in 
Haematology and commenced in post on 11th May 2015. 
 
Dr Amelie Harle has been appointed as a Consultant in Medical Oncology with an 
interest in Lung Cancer,  having recently competed her CCT, she will commence in post 
in June 2015. 
 
 

2. Endoscopy Unit  
I am delighted to inform the Board that the Christie recently secured JAG (Joint Advisory 
Group) accreditation for the Endoscopy Unit.  This is a fantastic achievement and our 
thanks go to Mr. Paul Fulford (Consultant Surgeon) , Miss Rebecca Brown (Medical 
Secretary), Mrs Tracey Woods (Endoscopy Unit Sister)  Mrs Mary Hughes 
(Decontamination Co-ordinator) , Mrs Nikki Maggs (Theatre Manager) and Mr Omer 
Aziz (Consultant Surgeon), all of whom have worked very hard making the necessary 
changes to reach the required standards. The JAG accreditation not only represents the 
high standards of service we provide for patients but also the hard work of our multi-
disciplinary team (MDT). 
 
 

3. RAPID Trial Results 
Results of a Multi-Centre Trial of PET-Directed Therapy for Early-Stage Hodgkin’s 
Lymphoma’ led by Professor John Radford based at the University of Manchester’s 
Institute of Cancer Sciences and the Christie NHS Foundation Trust has demonstrated 
that in patients with early stage Hodgkin lymphoma the late effects of radiotherapy could 
be reduced by using a scan to determine those who actually need it. 
 
In a paper published in the New England Journal of Medicine, the scientists show that a 
positron-emission tomography (PET) scan immediately after treatment with 
chemotherapy can identify patients who have a very good outcome without additional 
radiotherapy. 
 
 

4. Research & Development relocation to MCRC 
On Tuesday 6th May the Research and Development team relocated from C Block to the 
MCRC Building, a state of the art facility that will: 

• Support the expansion of research activities with tremendous potential for future 
breakthroughs  

• Help the MCRC to become a world-leading comprehensive cancer research centre 
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• Create a recruitment incentive to attract additional world-class researchers in a 
deeply competitive international marketplace 

• Help us to use resources in the most effective way  

Studies in the new building will focus on early cancer research that does not directly 
involve patients or patient treatment but that aims to improve understanding of cancer in 
order to drive development of new treatment strategies for patients. 
 
 

5. Innovation Expo – September 2015 
Expo showcases and celebrates the innovation that improves health and care services 
every day, and the people who have dedicated their careers to patient care. It focusses 
on innovation in its broadest sense: highlighting new ways of working and an inclusive 
culture across health and care that can lead to genuine and lasting improvements for 
our patients and citizens. 
 
The Christie has submitted an application to exhibit at the Expo in September 2015. 
 
 

6. 7 Day Working 
The Christie has initiated a 7 day working group through the existing transformational 
board to review the opportunities in relation to asset utilisation and workforce implication 
for developing the Christie hospital as 7 day working.  This has been included in the 
transformational schemes and spans each of the themes reported of inpatient, 
outpatient and support services.  The Programme management office has submitted the 
national assessment tool benchmarking our current 7 day working practices.  
Subsequent to this a quality impact assessment will be completed.  Alongside these 
national actions a programme plan will be developed to develop the Christie hospital 7 
day offering. 
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Agenda item 26/15c 

 
Integrated performance and quality report for month 1 – April 2015 

 
Report of Executive Directors 

Paper Prepared By 

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

Subject/Title Integrated performance and quality report for month 1 

Background Papers (if relevant) Balance scorecards 

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

Action/Decision Required To note the content of the report 

Link to: 

 NHS Strategies and Policy 

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

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 Board Assurance Framework 
6.1 

 1.  To demonstrate excellent and equitable clinical outcomes 
and patient safety, patient experience and clinical 
effectiveness  

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

3.  To be an international leader in professional and public 
education for cancer care  

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

5.  To provide leadership within the local network of cancer care  
6.  To maintain excellent operational and financial performance  
7.  To be an excellent place to work and attract the best staff 
8.  To play our part in the community 

Resource Impact None 

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

IP – Inpatients 
DC – Day Case 
MRI – Magnetic Resonance Imaging 
CT – Computer Tomography 
CMPE – Christie Medical Physics Engineers 
FCE – Finished consultant episode 
CWT – cancer waiting times 
IMR – Intelligent monitoring report. 
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Agenda item 26/15c 

 
 
 
 

Month 1 Performance Report 
 
 
Introduction 
 
The Integrated Performance and Quality report now includes a summary dashboard that presents 
an overview of performance.  Exception reports are also now included where any target has 
breached and is flagged as red. 
 
 
Overall Performance 
 
In month 1 our overall good performance trend continues.  Our length of stay remains slightly above 
plan, although is improving, this is due to a number of patients admitted as an emergency, who are 
having complex treatment.   We have no risks scoring above 15. The previously reported risk 
relating to changes in tariff and loss of income has been reduced to a risk of 15 from 20 due to 
heads of terms being agreed and a supporting letter from NHS England relating to the 2015/16 
contracted activity.  This is expected to further reduce once a contract is formally signed in the next 
month. The full risks can be found in section 4 of the report.  
 
Quality – In April our satisfaction survey was brought in line with the National family and friends test 
scoring methodology, the survey results for April are at 99.3%.  Our chemotherapy treatment targets 
continue to be met and exceeded. We remain low risk in the CQC intelligent monitoring 
assessment.     
 
Patient safety – there have been no cases of MRSA bacteraemia and there has been no cases of 
avoidable or unavoidable CDifficile in April 
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Patient Satisfaction Score - % Not Recommended < 4% 0.71%  0.71%

Scoring methdololgy 
changed in April 2015 
from Net Promoter to 
% Recommended & % 

Not Recommended

0.00%  0.00%

Friends & Family Score (Outpatients) % Not Recommended < 4% 1.40%  1.40%
Patient Satisfaction Score - % Recommended 94% 99.29% 99.29%

100.0%

Indicator Target Feb-15 Mar-15 YTD
Palliative Radiotherapy 30 Day Suvival Rate
Final Chemotherapy 30 Day Survival Rate

Performance

Major Surgery 30 Day Survival Rate

90.0%

4
100.0%
96.1%

Patients Waiting >52 Weeks 0 0 0
18 Weeks Compliance - Incomplete Pathways

Monitor Continuity of Services Rating 4
Indicator Target Mar-15 Apr-15

Performance Dashboard - 2015/16

Performance

YTD

4
Performance

 4


i

Cancelled Operations On The Day Of Surgery - Rebooked Within 28 Days 100% 100% 100%

i

6 WeeksDiagnostic Waiting Times - PET/CT/MR 100.0%

18 Weeks Compliance - Non-Admitted Patients 95.0% 99.2% 98.0%
18 Weeks Compliance - Admitted Patients 92.9%

i


0 1

100.0%
92.9%
98.0%
98.4%

0

100%

80% 80.8% 92.8% 92.8%
Chemotherapy Waiting Times  (% seen within target)

25 26 26
h
i

92.0% 98.9% 98.4%

80%

6.64



Cancelled Operations On The Day Of Surgery 0

100.0% 99.4% 99.4%i

Target Mar-15 Apr-15 Performance YTD

87.2% 92.7% h 92.7%

1

87.0%

1.2%

Outpatient Waiting Times (% seen within target)

1.2%
Length Of Stay (Elective & Non-Elective Inpatients - Rolling 12 Months) < 6.4 6.62 6.62

i
62 Day Compliance - Screening 90% 100.0% 100.0% 
62 Day Compliance - Upgrades

90.1%

10

i
Pharmacy Waiting Times  (% seen within target)

86.7%

83.9%85%* 93.5%

Delayed Transfers Of Care (% of occupied bed days) < 3.5% 1.2%

i
62 Day Compliance - Post Reallocations 85% 92.4% 90.1%

Bed Occupancy (Midnight) 82% 84.8%

80% 88.0% 87.0%

Radiotherapy Waiting Times - Radical (Days) < 28

i

Cancer Tarets

Indicator

86.7%

Radiotherapy Waiting Times - Palliative (Days) < 14 11 10

i


h
h
h

98%

31 Day Compliance - Subsequent Surgery 94% 97.5% 95.2%
31 Day Compliance - Subsequent Radiotherapy 94% 100.0% 100.0%

100.0%
83.9%

Friends & Family Response Rate (Inpatients & Daycases) 40% 60.58% 41.86% 41.86%

Quality

Indicator Target Mar-15 Apr-15 Performance YTD

95.2%

31 Day Compliance 96% 98.7% 98.4% 98.4%

100.0%
31 Day Compliance - Subsequent Drug Therapy



Friends & Family Score (Inpatients & Daycases) % Recommended 94% 90 96.47% 96.47%

Friends & Family Score (Outpatients) % Recommended 94% 95.56%  95.56%
Friends & Family Score (Inpatients & Daycases) % Not Recommended < 4%

Mixed Sex Accomodation 0 0 0 0

Number Of Complaints
(Year Target) 

<65 4 11 11i

Achieved
Patient Safety


Safety Thermometer 95% 95.27% 97.96% 97.96%h
Intelligent Monitoring Report -

<= 19 0 3

0

Clinical Effectiveness


3i
0

0

h

Incidents Reported (grade 2 or above) < 243 19 16 16

Indicator Target Mar-15 Apr-15

Staff Training 95% 90.8% 90.8%

MRSA 0 0 0

HR & Workforce

Never Events 0 0 0 0
Serious  Incidents 0 0



Performance YTD
Staff Sickness < 3.2% 3.85% 3.09% 3.09%h
Indicator Target Mar-15 Apr-15

Agency Usage (subject to validation) < 1% 0.80% 1.00% 1.00%i
Staff PDRs 95% 86.3% 85.8% 85.8%i

90.8%

Indicator Target Mar-15 Apr-15 Performance YTD

i

i


Performance

VTE Risk Assessments 95% 95.4% 96.5% 96.5%

YTD

C-Difficile - Attributable Cases Due To Lapse In Care <= 12 0 0

74.4 h 74.4

h
Number of Pressure Ulcers  (Post admission - Grade 2 or above) < 28 8 3 3h

Finance

 Achieved100.0%

Activity

Continuity of Services Risk Rating 4 4 4  4

Cash Balance - % of Planned Value > 90% 110.5% 111.4% h 111.4%
Key Risks

Changes to national commissioning arrangements including local and national 
commissioning intentions.

Current Top Corporate Risk

Indicator Target Mar-15 Apr-15 Performance YTD
Number of Corporate Risks Grade 15 or Above 4 4  4

Income & Expenditure (Rolling YTD) < 0% -3.7% -5.8% h -5.8%

CIP Performance - Full Year Impact - Recurrent % (M 1 Target ) < 
90% 58.2%  58.2%

i


Achieved
Achieved

86.0%
99.0%

85.0%
99.0%

0


C-Difficile - All Attributable Cases

Overall Trust Activity Vs Plan > 0% 4.53% 0.81% i 0.81%

Capital Servicing Capacity > 2.5 4.0 4.7 h 4.7

Indicator Target Mar-15 Apr-15 Performance YTD
Liquidity - Ratio (days) > -2 69.3
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Performance Exception Report 
 

 
Indicator 

Cancelled Operations on the day 
Target Mar-15 Apr-15 Performance YTD 

90% 0 1 i 1 

Issue 

• Patient cancelled due to a lack of CCU beds 

• Position at 8am: 7 patients in CCU, 3 Surgical TCI’s and 1 possible discharges  

• Decision made to cancel Colorectal patient 

Proposed Action 

• Business case being produced to staff for 8th bed 

• CCU TCIs for the following week now being reviewed at weekly scheduling meeting 

Assessing Improvement 

• Daily Occupancy of CCU to be monitored 

• Improvements to be monitored at Surgical Directorate, CCS Board and Theatre Performance Meeting  

• Number of late starts due to a lack of CCU beds to be monitored  

• Number of cancellations due to lack of CCU bed to be monitored  

Impact 

• Loss of operating time due to cancelled patient 

• Patient was rebooked within 7 days 

Expected Date of Performance Delivery 

01.05.15 

Executive Lead 

Jason Dawson 
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Performance Exception Report 
 

 
Indicator 

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

Target Mar-15 Apr-15 Performance YTD 

6.4 6.64 6.62 i 6.64 

Issue 

There has been an increasing trend in overall LOS in recent months (As per the data below).  High level data 
shows the majority of this increase is related to emergency patients.  Whilst the overall figure continues to be 
over target, the measure as at April shows a small reduction.  

May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Total 6.29 6.31 6.37 6.39 6.40 6.44 6.43 6.48 6.50 6.58 6.64 6.62

EL 5.43 5.44 5.46 5.43 5.44 5.43 5.37 5.36 5.36 5.42 5.48 5.47
NEL 7.39 7.42 7.57 7.67 7.69 7.85 7.89 8.06 8.18 8.32 8.38 8.36        

Proposed Action 

A detailed investigation has been launched to investigate the length of stay data for all inpatients, with particular 
focus given to the recent increase in emergency admissions.  This will be a joint investigation by the 
Performance & Information teams.  In addition to the retrospective reports that have been set up to investigate 
long staying patients the Performance team have also built a system of reporting that monitors current inpatients 
and their length of stay.  This report is being monitored daily.  The longer term intention is that this report will 
function as an early warning system to pre-empt any outlier patients and potentially reduce their length of stay 
before there is an effect on the month end figures.  

Assessing Improvement 

Improvement is being monitored by the Divisions via 
reports produced by Performance.  Live dashboards have 
been developed to show length of stay trend against all 
admissions.  To the right is a screenshot of one of the live 
dashboards.  The Performance team are now able to look 
at any period over the last 3 years and analyse the length 
of stay for a cohort of patients.  The data is currently being 
looked at by specialty and type with particular focus on any 
long stay outliers. 

 

Impact 

Understanding of the reasons for the increase in the length of stay for emergency patients.  This analysis should 
form the statistical basis for potentially implementing changes to the admissions & discharge processes.  The 
ultimate outcome for this review is to reverse the trend of increasing length of stay for all inpatients, particularly 
those admitted as an emergency where appropriate. 

Expected Date of Performance Delivery 

31/05/15 

Executive Lead 

Jason Dawson 
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Performance Exception Report 
 

 
Indicator 

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

82% 84.8% 86.7% i 86.7% 

Issue 

There has been an increasing trend in overall trust bed occupancy in recent months.  High level data shows the 
majority of this rise is related to the expected additional gynaecological surgical cases that are now being done 
at the trust on a particular ward.  The additional factor for the increase from March has been a peak in 
occupancy on the Haematology and Young Oncology Unit.      

Proposed Action 

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

Assessing Improvement 

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

Impact 

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

Expected Date of Performance Delivery 

30/09/15 

Executive Lead 

Jason Dawson 

 
 
 
 
 
 
 
 
 
 
 
 
 

34



Performance Exception Report 
 

 
Indicator 

Essential Training 
Target Mar-15 Apr-15 Performance YTD 

95% 91% 91%  91% 

Issue 

Essential Training compliance remains at 91% just below the target.   

Proposed Action 
A review of essential training will be completed by the end of June.  All trainers have been asked to provide a 
rationale for the scope, frequency and delivery method for their subject  
Compliance with risk critical training is monitored through Risk & Quality Governance Committee.  Risk 
assessments are undertaken to ensure that appropriately skill staff are on duty at all times. 

Subject matter experts are targeting specific areas to improve non-compliance. 

Assessing Improvement 

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

Impact 

Low impact due to risk assessments being undertaken. 

Expected Date of Performance Delivery 
30/06/2015 

Executive Lead 
Ann McEvoy 
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Performance Exception Report 
 

 
Indicator 

PDR 
Target Mar-15 Apr-15 Performance YTD 

90% 86% 86%  86% 

Issue 

PDR compliance has remained at 86% in month but remains below the Trust target.     

Proposed Action 
Estates and CMPE have fallen below 80% have been asked to improve compliance.   

PDR compliance continues to be a high agenda item and is discussed at performance review. 

Assessing Improvement 

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

Impact 
Low impact 

 

Expected Date of Performance Delivery 
30/06/2015 

Executive Lead 
Ann McEvoy 
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1. Patient experience  
 
1.1  Patient Satisfaction Surveys 
 

In April 2015 the 200 inpatient survey scoring methodology was brought in line with the 
national percentage recommended scoring methodology used in the national friends and 
family test.  The new scoring methodology now focuses on one positive percentage based on 
responses for strongly agree and agree combined, and one negative percentage based on  
disagree combined.   

 
Baseline questions are measured about a range of issues that may be encountered by 
patients, carers and relatives.  The issues covered are: 
 

Dignity and respect Privacy 
Pain relief Waiting times 

Availability of information Cleanliness 
Attitude of staff  

  
 
The table below shows the patient survey performance by month for 2015/16 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Recommended % 99.3%
Not Recommended % 0.7%
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The overall performance for patient satisfaction in April is 99.3% 
 

The table below shows 15 of 2108 responses where patients have given a negative response 
to one of the 17 questions asked.   
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Actions are being undertaken to ensure improvements in the areas that have had negative 
responses as above in April  

 
 

National Changes to Family and Friends    
Following a national review, the Net Promoter scoring methodology has been discontinued 
from 1st April 2015, and has been replaced with an alternative scoring system.  The new 
scoring methodology now focuses on one positive percentage based on responses for 
extremely likely and likely combined, and one negative percentage based on unlikely and 
extremely unlikely combined.    
From April 2015 our day cases have been included in the inpatients scoring methodology.   
In addition we are also reporting outpatient data for our new patients referred in for the family 
and friends test. 
 
Inpatient National Family and Friends  
The family and friends test carried out in April for our inpatients and day cases show we have 
had an excellent response of patients recommending The Christie at 96.4%. For our 
outpatient areas we have also had an excellent response at 95.5%. 

 
Outlined in the table below are the survey results for each inpatient, day case and outpatient 
areas.  

 
 
Inpatients and Day cases 

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

 

1.3 Number of complaints by primary concern raised by complainant  

 
 

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

► Query/suggestion ► Allegation that service 
received substandard

► Single issue 
complaints with  
allegation of lack of 
appropriate care

► Multiple issue 
complaints with 
allegations of lack of 
care

► Multiple issue, 
complex complaints

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

► Simple complaints 
which can be 
resolved quickly

► Serious complaints  
containing one issue

► Serious complaints  
containing more than 
one issue

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

► Anonymous 
comment forms 
raising concerns

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

► Risk to organisational 
reputation

1 2 3 4 5

 
 

Four complaints were due to be responded to in writing in the month of April, all four were 
responded to within the agreed response time. 
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Complaints by type 
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Complaints monthly comparison 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2013/14 3 6 2 8 3 6 4 4 6 9 6 9
2014/15 6 3 5 4 5 7 8 6 1 7 9 4
2015/16 11
Baseline 6 6 6 6 6 6 6 6 6 6 6 6
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1.4  PALS Contacts 
 

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

 

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

 

Date Executive 
Director Location Outcome 

07.04.15 Medical Director Health 
Records 

Challenges: 
• Increased workload,  
• A&C review which had resulted in a reduction in 

staff  
• The environment needs some updating 
• The temporary location of surgical prep staff in an 

area with difficult access when moving case notes 
• The introduction of electronic health records will 

result in changes in working practice 
The team are proud of: 
• The team has a low sickness rate. 
• Positive strong leadership to the team 
• The team is a “behind the scenes” team and 

therefore not often recognised for the work they do.  
Nevertheless the team members work hard to 
provide an efficient service and take pride in their 
work.  

Recommendations: 
• Health records are stored off site.   Work on going to 

look at having the files scanned and stored 
electronically. 

• The re-location of the surgical prep staff when 
suitable space is identified 

• To develop performance templates and dashboards 
14.04.15 Executive Director 

of Nursing and 
Quality 

Procedures 
Team 

Challenges  
• Recently moved into new unit and adjusting to the 

new environment 
• Managing the environment; opaque doors which 

improve privacy & dignity have obscured view into 
rooms & sunlight through the windows makes it 
difficult to see images on ultra-sound screen. 

• Having the capacity to troubleshoot & support ward 
staff. 

The team are proud of: 
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Date Executive 
Director Location Outcome 

• Being a service unlike any other in the UK; have 
achieved many ‘firsts’   

• Managing pressures on a daily basis & manage this 
at the same time as delivering good patient 
experience  

• Extremely low infection rates     
Recommendations: 
• Make the rooms less clinical in appearance 
• Undertake a patient satisfaction survey once unit 

been open a little longer and participate in the F&F 
tests; 

• Review capacity constraints 
 

28.04.15 Interim Chief 
Operating Officer 

Clinical 
Trials Unit 

Challenges: 
• Continue working through good communication to 

overcome perceived barriers in awareness and 
understanding between R&D and other areas of the 
trust around clinical trial staffing and bed 
management,  

• Staffing and operational issues arising from physical 
separation of inpatient beds from rest of CTU – 
requires changes in staffing models and novel ways 
of working, including the doctors to support further 
expansion 

• Work through disruption caused by 12 months of 
building works due to start Aug/Sep to minimise the 
effects on patients and staff 

The team are proud of: 
• CTU staff are extremely proud and happy to work on 

the unit, find it very friendly and had no negative 
feedback to give 

• Positive about supportive working relationships with 
non-trial chemo nurses and SDCU 

Recommendations: 
• Suggestion to scan ECGs required for protocols so 

that they can be viewed by MAU doctors (ideally via 
CWP) without having to attend CTU  

 
 
 
1.5 Eliminating mix sex accommodation  

There were no incidents of mixed sex accommodation in April.  There were 31 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 April submission for the Open and Honest Care return.   
  

 
 

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

 
 
2.2    Safe Staffing – March 2015 

The Christie specialises in cancer treatment, research and education and is the largest cancer 
centre in Europe. Treating 44,000 patients a year from across the UK, it became the first UK 
centre to be officially accredited as a comprehensive cancer centre and has its own dedicated 
hospital charity. The Christie employs 2,750 staff, all of whom are determined to provide the 
best possible cancer care and patient experience    Our organisation is committed to 
improving quality and delivering safe, effective and personal care, within a culture of learning 
and continuous service improvement.      
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Getting the right staff with the right skills to care for our patients all the time is our 
priority 

This report is based on information from April 2015. The information is presented in three key 
categories: planned vs actual staffing, hospital overview, breakdown by ward and any actions 
taken.  This information is complimented by the bed occupancy of the Trust which enables the 
senior nurse to make informed decisions on where to place a patient based on patient acuity, 
clinical speciality and ward staffing levels.  

NB: This report should be read in conjunction with the Open and Honest Care - Patient Harms 
Report for the corresponding month. 

Staffing levels 

Planned vs Actual Hospital Overview 
Planned staff means the number of staff, both registered nurses and care staff, required for 
each shift identified within the current funded establishment. 
Actual staff means the number of staff, both registered nurses and care staff, in attendance for 
each shift. 

 

Breakdown By Ward 
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Action Taken 

Where the actual staff numbers were less than the planned staff numbers the ward team 
followed an agreed escalation process based on the acuity and dependency of care required 
and a review of the bed occupancy. 

This escalation has included using the hospital bank to support the patient acuity levels. There 
are twice daily planned staffing reviews as well as a review of the hospitals activity. 
 
During this month the ward leaders and Matrons did not escalate any staffing issues to the 
Director of Nursing & Quality.  
 
 
Bed Occupancy 

 

 

2.3 MRSA bacteraemia 
There were no cases of MRSA bacteraemia reported in April 
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 MRSA screening 
100% of appropriate patients were screened in April 
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Clostridium Difficile 
There were no cases of avoidable and unavoidable c-diff reported in April 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Avoidable + Unavoidable 3
Avoidable 0
Avoidable Target (Moni tor) 1 2 3 4 5 6 7 8 9 10 11 12
Avoidable + Unavoidable Target (NHS

England) 2 3 5 6 8 10 11 13 14 16 17 19

Avoidable Target (National ) 1 2 4 5 6 7 8 9 11 12 13 14
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MSSA 
There were 2 cases of MSSA bacteraemia April 
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Glycopeptide Resistant Enterococcus (GRE) 
There were no cases of GRE bacteraemia in April. 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 6 cases of E-Coli in April.  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 16 incidents occurring in April that resulted in patient harm; one was graded major 
due to a fracture.  Three pressure ulcers were reported and these and the remaining harms 
were all minor. 
 
Clinical incidents are graded using the following matrix; Grade 2 incidents cause the type of 
harm that can be remedied using first aid measures, whereas grade 3 incidents need 
professional intervention for example surgery. It is a national requirement that all RIDORR 
reportable incidents are graded as a 3 (or more if appropriate). 
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►
Minor injury or illness which 
was remedied with first aid 
treatment

►
Moderate injury or illness 
requiring professional 
intervention

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

► Fatalities

►
Health associated infection 
which did not result in 
permanent harm

►
No staff attending essential 
/ key training

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

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

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

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

►

4 / major 5 / catastrophic

Adverse event 
requiring no/minimal 
intervention or 
treatment.

1 / no harm 2 / minor 3 / moderate

 
 

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

 
 
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.  April 2015 shows 3 
pressure ulcers which occurred on CCU (2) and Ward 11.  The Ward sisters have been given 
key performance indicators from the Executive Director of Nursing & Quality one of which is 
pressure ulcer reduction. 
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2014/15 Total 0 4 5 7 8 9 13 13 18 23 24 31
2015/16 Total 3
15/16 Reduction Tra jectory 2 5 7 9 12 14 16 19 21 23 26 28
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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. Therefore the target for 2015/16 has been set for a 25% 
reduction from the 2013/14 outturn. The Ward sisters have been given key performance 
indicators from the Executive Director of Nursing & Quality one of which is falls reductions 
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Never Events 
There were no never events in April. 

 
 
2.5   Litigation, claims and inquests  

 
Claims 
Clinical negligence, employer liability and public liability 
There were no claims opened in April and two claims closed in April. 

 
Payments 
There were no payments made on a claim in April. 
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Inquests 
Three inquests were held in April relating to patients of The Christie 
 

 
 
 

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

 
2.6 Executive reviews 

Four executive reviews were held in April, 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 April   
 
 
2.8    IMR - Intelligent Monitoring Report 

The latest draft Intelligent Monitoring Assessment updated by the Care Quality Commission 
shows The Christie as rated in the lowest risk band 6, with no elevated risks as outlined below. 
This will be published 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.   
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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
Radical XRT 90 day survival rate 96% 96% 96% 97% 96% 97% 96% 96% 95% 97%
Palliative XRT 30 day survival rate 83% 84% 84% 83% 84% 81% 83% 88% 84% 81% 86% 85%
Final chemotherapy 30 day survival

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

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

Treatment survival rates

 
Data subject to validation 
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Data subject to validation. 
 
 

3.2    Critical Care Outcomes  
We provide critical care level 2 and also level 3 for selected patients.   
The data in the tables below shows that our patients have much better survival rates both on 
leaving critical care and overall than is expected given their condition as measured by the 
Apache II severity scale.   
 
This demonstrates the safety of this service.   
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Unit mortality 13.9% 4.4% 2.2% 7.8% 0.0% 8.0% 8.3% 8.2% 5.2% 5.6% 8.5% 6.4%
Total mortality 13.9% 4.4% 2.2% 7.8% 0.0% 10.0% 10.4% 10.2% 12.1% 5.6% 10.2% 6.4%

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 Ovary 
 
The following report includes clinical outcomes data on ovarian cancer based on analyses of 
new cases for whom clinician entered diagnosis and stage (DS) forms have been completed. 
Cancers of the fallopian tube and peritoneum are also included. The report focuses on new 
patients from January 2014 to April 2015 but survival estimates include patients diagnosed 
from 2007 onwards.  
Ovarian cancer is the fifth most common cancer and the fourth most common cause of cancer 
death in women in the UK (CRUK 2014).  There are around 21 new cases each year in 
England for every 100,000 women; rates in the North West of England are slightly higher at 24 
cases per 100,000 each year. There are approximately 360 new patients referred with ovarian 
cancer to The Christie each year representing approximately 2% of all new referrals (based on 
2014 DS and non-clinician entered clinical outcome (ACOG) forms, excluding peripheral 
patients).   
 
UK data for ovarian cancer show one and five year net survival to be approximately 72% and 
46% respectively (Cancer research UK (CRUK) 2015). Ovarian cancers are staged using the 
International Federation of Gynaecology and Obstetrics (FIGO) staging system. Early stage 
ovarian cancers are Stage I and II.  Late stage disease is stage III and IV where the cancer 
has spread outside of the pelvic area. Survival estimates by stage at diagnosis are not 
available nationally but a single regional study in former Anglia Cancer network region 
reported one year survival to be 98% for stage I disease and 41% for stage IV disease.   Five 
year survival ranged from 90% for stage I to 4% for stage IV 
(http://www.cancerresearchuk.org/cancer-info/cancerstats/types/ovary/survival/ovarian-
cancer-survival-statistics#By4 May 2015).     
 
There is also evidence from various reports of variation in outcomes associated with patient 
age at diagnosis and tumour type.  
One year survival estimates for Christie patients are not dissimilar to the study in Anglia. One 
year survival for ovarian cancer for all patients presenting to The Christie with early stage 
disease (FIGO stage I & II) is estimated to be 93% (95% confidence intervals (CIs) 86% - 
97%). For patients who present to the Christie with late stage disease (FIGO stage III & IV) 
one year survival is estimated to be 73% (95% CIs 64% - 80%) for patients referred to The 
Christie for primary treatment (NPT) and 85% (95% CIs 72% -90%) for patients referred to 
The Christie following surgery elsewhere (PPT). 
 
However, as with all outcomes data, care should be taken when comparing Christie outcomes 
data with published regional and national survival figures as the Christie ovarian cancer 
patient population is not entirely representative of the UK or England ovarian cancer 
population as a whole.  Our data are not yet sufficiently mature to allow the appropriate 
adjustments for case mix to be made that would make such comparisons meaningful.  This is 
partly due to relatively small numbers of patients referred each year, but also the relatively 
short time we have been capturing structured data at a level that allows full interpretation of 
outcomes for our patients such as performance status and comorbidity. Furthermore the 
referral pathway for patients being referred to The Christie for surgery has changed in the last 
6 months and the data will not yet fully reflect this change.  As our dataset grows, and as 
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national data improves, particularly with regard to stage data, we will be able to undertake 
much more fine-tuned analysis that will take into account age at diagnosis, performance 
status, comorbidities and disease sub-type as well as stage and treatment, to provide more 
informative comparative data. 
This report and other cancer specific reports produced by the Christie’s Clinical Outcomes 
Unit can be downloaded from http://www.christie.nhs.uk/our-standards/clinical-outcomes/the-
christie-outcomes/cancer-specific-reports.aspx 
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4. Top Ten Risks  
 
4.1    Top 10 corporate and financial risks  

There is one new corporate risk this month which is highlighted below 
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1 

 

 

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

15 31st Apr 
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 

• 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. 

• Potential date of contract sign-off is 1st May 2015 but is 
subject to change 

 

 

2 

 

 

 

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

15 31st Jan 
2016 

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

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

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

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

 

 

3 

 

 

 

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 7th Jul 

2015 

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

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

• S106 car parking restrictions implementation by MCC 
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Control measures 

likely to be implemented mid June 

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

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

5 

NEW 

Risk of loss of Confidentiality, 
Integrity and Availability of critical 
data due to cyber attack 

12 1st Nov 
2015 

• Immediate action taken following report of an incident 

• CWPG agreed business case for new firewalls and 
additional anti virus tools. 

• Increase our Firewall and AntiVirus protection in line with 
growth of malware and other cyber attacks. 

• Horizon scan for new threats and act accordingly. 

6 

 

 

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

12 30th Sep 
2015 

• Review of the leadership and management arrangement 
for capital planning 

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

• Paper to be presented to May Management Board 

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

• Clearer performance reporting is to be introduced to 
financial year 2015/16. 

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

 

 

7 

 

 

 

 

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

12 30th Jun 
2015 

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

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

8 

 

  

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

12 31st Jul 
2015 

• Water safety policy in place 

• Water safety plan in draft but processes are in place 

• 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. 

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

9 

 

 

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

 

12 30th Apr 
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.  

•  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 are two new divisional risks this month, which are highlighted below.   
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Control measures 

1 

 

NS 

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

12 31st Jul 
2015 

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

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

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

2 

NEW 

HR 

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

12 30th May 
2015 

• Temporary alternative accommodation has been sought 
to enable the service to run with two clinics, meaning the 
service will run from two locations.  

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

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

3 

 

CCS 

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

12 30th Jun 
2015 

• CPP Board 'away day' in April / May 2015 to review 
current position. 

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

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

4 

 

CCS 

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

 

12 30th May 
2015 

• Results acknowledgement committee re-established. 

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

• Monthly reporting of results acknowledgement for 
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Control measures 

NS 

 

radiology and histopathology demonstrates improvement. 

• Incident reporting system being used to highlight issues. 

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

• CCP now have a receptionist tasked to record and log 
unacknowledged results as they arrive. A significant 
reduction in unallocated results, in particular for 
microbiology, is anticipated 

5 

NEW 

CCS 

Risk of service disruption due to 
slippage of ward refurbishment 
programme 

12 7th Jul 
2015 

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

 

6 

  

CCS 

FABD 

 

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

12 31st May 
2016 

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

• This proposal will proceed through Trust approval 
procedures during April 2015.   

• It is intended that the tight deadline of February 2016 for 
implementation of the new e-prescribing system for 
chemotherapy will be met. 

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

7 

  

NS 

CCS 

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

12 31st Jul 
2015 

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

• Electronic form released in CWP  upgrade 31st January 
2015 

• Roll out of training across all ward areas in progress 

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

8 

 

R&D 

 

 

Loss of excess treatment funding 
for non-commercial portfolio 
studies 

 

12 30th Jun  
2015 

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

• New studies will not open unless excess treatment costs 
are agreed  

• Continued monitoring of non-commercial trial activity 

9 

  

CCS 

NS 

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

12 31st Jul 
2015 

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

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

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

10 

 

CMPE 

 

Loss of medical physics contracts 
and associated income.  
 

12 30th Jun 
2015 

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

• Visit customers to explain the benefits of the service.  

• Prices have been reduced to make CMPE more 
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Control measures 

competitive. 

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

• Respond proactively if trusts initiate competitive 
tendering. 
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5. Activity 
 
5.1    Key trends and forecasts  

Following transition from local to national tariff our activity against plan is being closely 
monitored and valued at a component level.   

 
We have consistently delivered our commissioner activity plan within 1% of the contract value.     
Fluctuations in income associated with under and over performance are contained without our 
risk share agreement with NHS England. 
  

 
 

A significant proportion of our activity is delivered at outreach centres.  This currently results in 
a short delay in adding this activity.  As a consequence a retrospective improvement in activity 
against plan occurs.   This is set out in the tables below. 
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6. Finance   
 
6.1   Summary Month 1 Financial Performance:  Variance Analysis 
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Liquidity Liquidity Ratio (days) -2 -7 -12 74.4 4
Capital servicing capacity Capital servicing capacity (times) 2.5 1.75 1.25 4.7 4
Continuity of Services risk rating Continuity of Services Risk rating 4 3 2

Income & Expenditure: YTD Overall financial position variance (%) - 
(underspend)/overspend against plan

<0% <0 to 3% >90% -5.8%

CIP Performance Underperformance against target - In year to current
month (%) excluding reserves mitigation

<90% <90 to 100% >100% 58.2%

CIP Performance Underperformance against target - Full year impact - in
year (%)

<90% <90 to 100% >100% 58.2%

CIP Performance Underperformance against target - Full year impact -
recurrent (%)

<90% <90 to 100% >100% 58.2%

Capital Expenditure Exchequer Capital Spend to date (£'000) £3,225k
Cash Balance Current balance to date (£'000) £53,317k
Cash Balance Percentage of planned value >90% 80-90% <80% 101.7%

Principal purpose cap Income derived from principal purpose exceeds income
derived from other purposes

<50% <50% to 99% >100% 21.0%

Debtor Days Average length of time debt is outstanding <12 <15 >16 11
Public Sector Payment Policy Trade creditors paid cumulatively within 30 days (%) >95% 90-94% <90% 98.4%
Public Sector Payment Policy Trade creditors paid cumulatively within 10 days (%) >80% 65-80% <65% 75.3%

M1 
Target

Trust Objective Themes & 
Performance Indicators

Tolerances Indicator

 
 
 
6.2 I&E 

The month 1 EBITDA position is reporting a surplus of £1,991k (£374k above plan). 
The month 1 I&E surplus is £767k (£42k above plan). 
The continuity of services risk rating is 4, in line with an annual plan of 4. 
CIP delivery is better than the planned recurrent trajectory, standing at 41.8% both in year and 
recurrently. 
 

 
6.3 Balance sheet / liquidity 

Cash balances stand at £53.3m (101.7% of plan). 
Debtor days stand at 11 in line with quarterly trend in relation to the NHS Agreement of 
Balances exercise and the raising of quarterly invoices. 
Capital expenditure stands at 85.7% of plan. 

 
 
6.3.1 Other 

TCC distributable profits of £959k in month and £4,044k for the 2015 year to date. 
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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 Q4 Apr 

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

62 day with reallocations 85% 89.9% 90.1% 

31 day standard 96% 98.3% 98.4% 

62 day screening standard 90% 75.0% 100% 

62 day consultant upgrade standard No National Target Set 88.4% 83.9% 

31 day drug standard 98% 100% 99.4% 

31 day surgery standard 94% 98.1% 95.2% 

31 day radiotherapy standard 94% 99.8% 100% 

Breast 14 day symptomatic  93% n/a n/a 
Subject to validation and breach reallocations. 
Data Accurate as of 13/05/15 

 
Performance 

 We have achieved 98.4% against the 31 day target, 99.4% against the 31 day drug standard, 
95.2% against the 31 day surgery and 100% against the radiotherapy targets in April  

 

 

94%

96%

98%

100%

May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
31 day 98.2% 98.3% 98.3% 99.6% 98.3% 97.5% 98.5% 98.6% 97.7% 98.6% 98.7% 98.4%

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

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

31 sub (surgery) 98.6% 97.9% 100.0% 100.0% 98.4% 99.4% 100.0% 96.8% 98.5% 98.3% 97.5% 95.2%

31 day performance

 
 
 62 day performance 

The month 1 target of 85% with the agreed reallocations has been fully achieved in April with a 
performance of 90.1%. 

 

May-
14

Jun-
14 Jul-14 Aug-

14
Sep-
14

Oct-
14

Nov-
14

Dec-
14

Jan-
15

Feb-
15

Mar-
15

Apr-
15

62 day CWT 69.0% 68.4% 64.1% 65.5% 69.3% 64.7% 65.5% 70.5% 62.2% 61.3% 70.2% 69.0%
62 day (adjusted) 86.4% 88.1% 89.1% 79.6% 92.4% 88.6% 85.4% 85.8% 86.0% 90.3% 92.2% 90.1%
62 day target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

0%

20%

40%

60%

80%

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

0%

20%

40%

60%

80%

100%

62 day performance

 
         
         62 day screening 

There have been no Christie breaches in April 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 April is at 93.1%% against a target of 85%.   
 

 

80%

85%

90%

95%

100%

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

Internal 31 day 89.1% 88.8% 86.9% 84.9% 89.3% 98.4% 89.7% 89.7% 86.8% 93.6% 94.2% 93.1%
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 April 100% of referrals received, had a clock start date provided. The monthly target has 
been achieved with 92.9% of admitted patients seen within 18 weeks from referral to treatment 
and 98.0% of non-admitted patients seen within 18 weeks from referral to treatment.   
 

 
 
 

90%

92%

94%

96%

98%

100%

May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Incomplete 98.5% 98.3% 98.4% 98.0% 98.2% 97.4% 97.6% 97.0% 99.2% 99.0% 98.9% 98.4%
Admitted 98.3% 96.3% 97.2% 97.8% 97.6% 97.1% 93.8% 97.0% 94.9% 97.2% 96.1% 92.9%
Non-admitted 98.6% 98.8% 98.7% 97.6% 97.2% 98.3% 97.3% 97.3% 98.1% 98.5% 99.2% 98.0%

18 weeks performance
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Radiotherapy 
The average wait for palliative radiotherapy patients in April is at 10 days, this is better than 
the Royal College target of 14 days.    The average wait for radical radiotherapy patients in 
April is at 26 days this is better than the Royal College target of 28 days.   
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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 Mar-15 Apr-15
Palliative average 9 10 9 10 9 9 10 10 10 10 11 10

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

Radical a verage 23 24 24 26 26 23 26 25 26 26 25 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 
92.8% of patients waited less than 20 minutes in April.  
 

40%

60%

80%

100%

May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
target 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
compliance 82.2% 83.7% 88.7% 81.2% 90.8% 88.2% 81.3% 83.0% 83.6% 80.9% 80.8% 92.8%

Progress against 20 minute wait - Outpatients

 
 
 
Chemotherapy 
The chemotherapy waiting times continue to exceed the planned target.  In April 87.0% of 
patients waited less than an hour for their treatment.  94.0% of patients are now receiving their 
treatment over 2 days.    

 

70%
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80%

85%

90%

95%

100%

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

Patients receiving chemotherapy within one hour
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Pharmacy 
The pharmacy 20 minute waiting time is for those patients who attended the dispensary with a 
prescription requiring immediate dispensing.  The turnaround times of simple and complex 
scripts have been combined to show the overall performance, it is at 92.7% in April. 
 

50%
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70%

80%

90%

100%

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

compliance 88.5% 92.1% 82.2% 87.2% 88.9% 85.5% 87.1% 91.0% 87.1% 91.0% 87.2% 92.7%

Pharmacy waits

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

68



 
7.3    Commissioning for quality and innovation (CQUINS) 2015/16 

The 2015/16 CQUIN indicators have been agreed with our Commissioners, these are 
highlighted below and will be reported quarterly.  

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

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

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

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

sepsis screening.

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

Specification of requirements for e-forms to be 
developed.

Acute Kidney Care

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

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

guidance (CG169) applicable to patients 
undergoing chemotherapy and where 

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

patients developing AKI. 

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

Tissue Viability and 
Wound Care

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

community about their use. 

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

mirrors practise within the GM area. 

Medication Changes

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

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

summary. 

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

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

Ready For Discharge
Develop a local procedure/protocol to ensure 

patients are clinically ready to be discharged in 
the AM.

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

‘home by 10am’ with the following

Next appointment (if appropriate)
Take home medication

Onward referral arranged

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

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

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

Planning for discharge with clear dates and times 
reduces: 

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

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

providing patients the following ability:

- View upcoming clinical appointment dates and 
detail

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

staff supporting their care
- Hospital Information (Maps, important 

numbers etc.)
- Chemotherapy symptom diary

- Specific side effects to monitor related to their 
specific treatment

Test the  implemented system with patient user 
group 

Prostate

Lymphoma

Thyroid

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

SACT that is prescribed but not taken by 
patients.

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

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

highlighting the following: :  
- Prescribing & Treatment Initiation, 

- Verification of Prescriptions,
- Patient Education and Information, 

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

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

up

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

reduction trajectory

Q1

Patient Held Information

Anti-biotic Door to Needle Bundle

INDICATOR

Management of Oral Formulation of 
Systematic Anticancer Therapy (SACT)

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

deliverables will be 
detailed in the Q1 report.

JunQ1 Target / Deliverables Apr

Medicines 
Optimisation

Reducing Long 
Term Follow Ups

May

Safer Hospital 
Discharge

Brief Description

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

lies with the specialised cancer MDT).

Monitoring of current clinics and plan for further roll 
out. 

Shadow monitoring of local tariff for charging of 
remote clinic activity. 
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7.4   Length of stay (LOS) 
Average rolling LOS is 6.62 in April against a target of 6.4, this has improved in month.  
 
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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May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Annual 6.29 6.31 6.37 6.39 6.40 6.44 6.43 6.48 6.50 6.58 6.64 6.62

12 month rolling average LOS - Trust level

 
 
 
7.5  Theatre Utilisation 

There was one cancelled operations on the day for non-clinical reasons in April this was due 
to the unavailability to critical care beds.  
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Cancelled 0 1 0 0 0 0 0 0 3 1 0 1
Re-Booked in 28 days 0 1 0 0 0 0 0 0 3 1 0 1

Cancelled operations on the day for non-clinical reasons
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May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Total 433 440 441 411 463 491 453 441 485 465 489 396

Number of Surgical Operations

  
  
7.6   Diagnostic utilisation 

High utilisation continues for MRI and CT. 
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100%

%

May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-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 80.7% 84.4% 76.8% 85.9% 75.3% 86.4% 81.8% 82.2% 88.7% 85.4% 80.3% 81.7%
2 weeks 53.6% 63.7% 58.2% 60.7% 58.9% 70.2% 70.6% 67.5% 78.5% 69.3% 69.8% 69.8%

CT waiting times
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%

May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
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 91.5% 96.0% 98.4% 98.5% 97.8% 99.0% 95.5% 97.6% 88.5% 93.4% 95.5% 82.7%
2 weeks 54.5% 46.5% 70.3% 65.9% 79.4% 55.6% 62.9% 67.3% 74.3% 67.6% 68.8% 62.4%

MRI waiting times
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PET scans 518 498 570 499 552 566 513 470 497 521 600 643

Clinical PET scanner - studies per month
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7.7  Efficiency programme 
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The annual target for CIP in 2015-16 is £5.46m.  As at month 1, £2.3m has been achieved and 
removed from budget recurrently and £2.3m has been achieved in year. 
 
Against the £5.46m target, 41.8% has been delivered recurrently and 41.8% in year.   
 

 
Within month 1 – eighteen PID’s have been submitted, of these 15 schemes completed in 
month to release £2.3m of recurrent savings and £2.3m in year. There are 3 active schemes 
which are anticipated to deliver a further £598K of recurrent savings and £19K in year.   
 
The organisation has achieved the Q1 milestone of 30% CIP identified and transacted by the 
end of Q1, through corporate areas overachievement of CIP and are working to identify the 
remaining £2.5m of CIP by the end of Q1. 
 
The table below demonstrate predicated and actual performance against the quarterly targets 
agreed at the beginning of the year.   

 
 

Within month 1 – eighteen PID’s have been submitted, of these 15 schemes completed in 
month to release £2.3m of recurrent savings and £2.3m in year. There are 3 active schemes 
which are anticipated to deliver a further £598K of recurrent savings and £19K in year.   
 
The organisation has achieved the Q1 milestone of 30% CIP identified and transacted by the 
end of Q1, through corporate areas overachievement of CIP and are working to identify the 
remaining £2.5m of CIP by the end of Q1. 
 
The table below demonstrate predicated and actual performance against the quarterly targets 
agreed at the beginning of the year.   

 
 

Quarter Target Actual Actual + Risk assessed 
value of schemes 

Q1 30% 41.8% 41.8% 
Q2 50%   
Q3 88%   
Q4 100%   
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8. Workforce      
 
8.1    Employees in post 
 The table shows performance in whole time equivalents (WTEs) against our workforce plan for 

2015/16   
 

2100

2200

2300

2400

2500

2600

May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Total Headcount 2490 2416 2420 2467 2487 2496 2504 2489 2500 2494 2505 2508
Total FTE 2259 2198 2206 2250 2272 2278 2279 2266 2278 2271 2285 2286
Forecast FTE plan for year end 2415 2415 2415 2415 2415 2415 2415 2415 2415 2320 2320 2320

Total Headcount & FTE

 
 
 
8.2    Use of bank and agency  

Agency costs are at 1.0% of the total pay bill in April.  The table below shows actual agency 
spend for 2015/16.  
 

 
 
 
8.3    Sickness absence  

The trust sickness absence rate is at 3.09% for April against a target of 3.2%.   Sickness 
absence continues to be monitored at divisional board meetings and performance reviews 
 

2%

3%

4%

5%

May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
target 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2%
Trust total 3.08% 3.34% 3.68% 3.49% 3.55% 3.66% 3.34% 3.42% 3.78% 3.80% 3.85% 3.09%

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

Performance in April is 85.7% compliance against a 95% target.  PDR compliance has 
improved in month and continues to be closely monitored through Performance Review 
meetings and divisional board meetings.  Divisions have plans in place and are working with 
the HR team to achieve compliance.     
 

 
 
 
8.5    Essential Training  

Essential Training in April is at 90.7%% against the 95% target.  Weekly reports continue to 
be provided to CNS to enable them to monitor compliance in more detail.  Monitoring of 
compliance continues at performance review meetings and through the risk committee on a 
monthly basis.  
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 9. Research and development  
 
9.1  Clinical trials / studies  

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

• Initiating Research- the 70 day target (this looks at how quickly studies are set up 
and first patient is recruited) 

• Delivering Research- time and target (this looks at whether or not we’ve recruited the 
agreed target number of patients within the agreed timeframe) 

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

Target 1st January 2014 –  
31st December 2014 

 
Initiating Clinical Research (70 day target) 

 

 
81% 
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May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Number 86 104 171 114 152 187 152 137 162 156 139 148
Target 114 114 114 114 114 114 114 114 114 114 114 114

New patients recruited to clinical studies
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Number 545 522 533 538 547 554 536 531 538 549 560 571

Number of studies/trials currently open
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10. Sustainable development management 
 
10.1 Sustainability  

• The sustainable development management committee review progress of overall 
actions on a quarterly basis, against the SDM plan (SDMP)  

• The current status of all elements of the NHS sustainable development unit (SDU) 
guidance, are reported by individual leads, via key issue reports. In turn pertinent 
issues are escalated to the capital workforce planning group (CWPG) 

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

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

 
10.3 Energy and the carbon reduction commitment (CRC) 

The graph indicates the percentage compliance against the target set out by the trust of 
10%:- 
The annual reduction in consumption average for 2015/16 is currently 30.22% 
New energy conservation measures (Phase 3) proposal has now been received.  
Solar PV cells output will reduce the trust imported electricity.  
Year-end figures will be used to address CRC liability calculation for 2014/15 
Purchase of 175K CRC allocation for 2015/16 has been purchased in the forecast period. 
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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
Target 10 10 10 10 10 10 10 10 10 10 10 10
Energy 22.01 23.66 27.59 28.79 30.1 29.16 30.66 38.45 30.79 26.42 34.57 24.67

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. 
• The introduction of paperless systems will save paper and improve efficiency i.e. 

Cashless swipe cards service will go fully operational on the 1st April. Billing is now 
stored electronically with full audit trail 

• Work is on-going with the online Catering brochure for booking of functions/buffets. 
This will be totally electronically with billing sent electronically to finance.  
A new electronically monitoring system for cleaning, temperature checks and other 
tasks currently being. Staff engagement and training on-going 
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Actual food waste 7.19 6.59 5.74 5.19 5.58 4.74 4.96 7.10 5.32 4.95 4.46 5.08

Food waste following ERIC criteria
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10.5 Low carbon travel 
• Green travel plan (GTP) target set at 60% of staff using sustainable travel by 2030  
• First Group Manchester ticket vending to commence May-15.  
• Sustainable accessibility analysis under review 
• Quotes for bicycle compound being sought. 
• Parking permit eligibility consultation group meetings commenced. 
• Expression of interest given to TfGM for a public bicycle pump to be installed onsite. 
• Travel plan coordinator attended Travel Choices workshop on sustainability.  

 
 
10.6 Carbon emissions from clinical waste 

• The graph continues to indicate an increase in waste produced. As previous monthly 
report increases in service activity are ultimately affecting waste tonnages.  

• In addition PICR are producing significant amounts of waste, it is understood that due to 
the SLA in place a recharge will not be available as previously reported. However, the 
trust needs to review the implication within the SLA re targets for sustainability and 
reductions 

• General and domestic and recycled waste, proposals to introduce recycle waste e.g. 
plastics, aluminium cans, newspapers, magazines etc. at a local department level is 
under review subject to allocation of space to integrate systems locally i.e. Reduce waste 
to landfill. 

• Clinical waste contractor pre-acceptance waste audit report has been received and 
submitted to the Health and Safety Committee April 2015 for comment, the report is 
positive and compliant 
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Carbon emmissions from waste

 
 

 
 
 

11. Recommendation 
 

The board is asked to note performance for month 1 
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DATA APPENDICES 

Month 1 2015/16 

Section Page 

1 Patient safety 

2 Activity 

3 Finance 

4 Workforce 

5 Additional Reports 
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1. Patient Safety 

 
 

1.1  
Issue  • Litigation and claims 

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

Source • Datix system 
Target • Internal performance target 
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Clinical Negligence 6 6 8 7 8 9 9 9 8 9 9 9
Employer Liability 13 14 14 17 18 19 19 19 18 18 17 16
Public Liability 2 2 2 2 2 2 2 2 2 2 2 1

Litigation and Claims - number of live claims
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Payments relating to claims

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

82



 
2.     Activity 

 
 

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

 

May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr
External Referrals (13-14) 1404 1227 1440 1427 1307 1448 1291 1293 1468 1284 1772 1366
External Referrals (14-15) 1397 1647 1583 1311 1524 1554 1350 1497 1389 1387 1540 1451
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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 718
PLAN 736 726 777 809 747 777 788 757 767 747 735 767

100
200
300
400
500
600
700
800
900

Sp
ell

s

Inpatient Spells Against Plan

 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 759
PLAN 751 713 826 863 751 826 826 788 788 751 788 788

0
100
200
300
400
500
600
700
800
900

Ep
iso

de
s

Daycase Episodes Against Plan

 

83



Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 1175
PLAN 1162 1103 1278 1336 1162 1278 1278 1220 1220 1162 1220 1220
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ACTUAL 4916
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ACTUAL 8106
PLAN 8391 7972 9230 9649 8391 9230 9230 8810 8810 8391 8810 8810
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3. Finance 
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Actual 767
Trust Plan 725

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

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

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

 
 

 
 

 
 

 
 
 

0%
5%

10%
15%
20%
25%
30%
35%

Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Medical staf f 25.5% 25.2% 26.8% 27.5% 27.0% 27.7% 26.5% 26.1% 28.1% 26.4% 26.5%
Nurse staff 20.6% 20.9% 20.4% 20.5% 20.5% 20.9% 21.5% 21.6% 21.0% 20.9% 20.8%
Clinical staff 24.8% 24.2% 24.4% 24.0% 23.6% 23.8% 24.3% 23.9% 23.6% 24.9% 24.7%
Non clinical staff 28.4% 29.0% 27.8% 27.1% 28.1% 27.1% 27.1% 27.6% 26.3% 26.8% 26.7%
Total agency/other 0.68% 0.74% 0.57% 0.81% 0.73% 0.54% 0.68% 0.78% 0.99% 0.99% 1.24%

% of cost - clinical to non-clinical

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5.1  
Issue  • Staff Profile 

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

Source 
 

• Finance ledger 
• Electronic Staff Record 

Target • Internal performance monitoring 
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5.2  
Issue  • Use of agency and bank 
Indicator • Total cost per month by division 
Source • Finance ledger 
Target • NHS Better Care, Better Value Indicators 
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May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
Networked Services £19,783 £25,637 £25,937 £13,849 £8,040 £12,255 £8,698 £8,290 £7,584 £27,000 £14,339 £18,037
Cancer Centre Services £49,845 £23,259 £27,170 £27,319 £52,451 £43,472 £32,610 £44,290 £54,672 £66,073 £54,375 £58,262
Finance £622 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0
Estates & Facilities £0 £0 £0 £0 £0 £0 £0 £0 £4,908 £3,721 £381 £3,101

Agency Costs by Division

 
 

5.3  
Issue  • Staff Turnover 

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

Source • Integrated personnel system 

Target • Internal performance monitoring 
• NHS Better Care, Better Value Indicators 
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national inpatient survey for 2014 
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quality improvement in 2015/16. 
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Meeting of the Board of Directors 
Thursday 28th May 2015 

 
National inpatient survey 2014/2015 

 
1. Introduction 

The National inpatient survey is published on an annual basis and this year’s publication is 
based on the response to questions from patients that stayed in our hospital in May, June, 
and July 2014. These sampling months are a month earlier than they were in 2013. 
 
The results of the Inpatient survey for 2014 were published on the 21st May 2015; prior to 
this the organisation had received and reviewed its results. Following publication of the 
national results the Trust will benchmark this organisation against the results from hospitals 
across Greater Manchester and also against specialist cancer Trusts. 
 
Each year a number of agreed improvement areas are identified and the clinical divisions 
through the patient experience committee agree the work programme to ensure that where 
results are not as expected or require further attention these are delivered in a co-ordinated 
way for patient benefit. 
 
The purpose of this paper is to present the high level results and to describe the 
improvements areas and seek Board support and approval for these. 

 
2. High Level Results for 2014 

 
Table1: Section Scores from the 2014 Inpatient Survey 
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The Christie has again received excellent results (Appendix 1) in the annual inpatient 
survey by the Care Quality Commission (CQC). We have performed better than most other 
trusts in all but one of the section scores and one of the eleven section scores (waiting list 
and planned admissions) achieved the highest score.  
 
850 patients who had a stay of at least one night in May, June or July 2014 were invited to 
take part in the survey. 496 patients responded giving an overall response rate of 62% 
against a national response rate of 49%. The results are set out in eleven section score 
areas of which ten are relevant to the Trust.  
  
Patients were asked to rate their overall experience of care and the Trust scored a high 
score of 8.7, the lowest score by any trust was 7.2 and the highest achieved was 9.2. 
 
For 36 out of 58 questions we scored better than most other trusts and 22 were about the 
same.  There were no questions where our performance was worse than most other trusts.  
 
There has been an improvement from 2013 to 2014 in 9 questions, 11 remained the same 
and 36 questions showed a small percentage fall. 
 
Table 1 above shows the section scores for the 2014 survey. The black diamond is the Trust 
score, if it lies in the green section then it is better than most other trusts, the orange 
indicates the same as most other trusts and the red is worse compared to most other trusts.  

 
3. Areas for Improvement  

The Patient Experience Committee is the governance committee that takes the operational 
lead for ensuring the developing action plans are delivered into practice and monitors this 
over the year, with the responsible officer presenting to the committee. 
 
Following the 2013 survey the following areas for improvement were agreed: 

• Delays on the day of discharge; 
 

• What medication side effects to watch out for; 

• Being told how to take medication in an understandable way; 

• Awareness raising about how to complain. 

Review of the 2014 survey shows that we have made improvements in three of the four 
identified areas from the 2013 survey.  

There has been a fall in the score for delays in discharge and this had already been 
identified as a continued area for improvement through internal patient experience surveys 
and our one day every patient programme. The Executive Director of Nursing & Quality 
asked for this to be an area for focussed work and has negotiated a local CQuIN that is 
being supported by our commissioners and is based around a quality improvement of 
‘home by 10am’, whereby discharge medications will be available before 10am on day of 
discharge and onward referrals and future appointments made and provided to the patient 
with appropriate explanations. 

The section score on operations and procedures has moved in year from being a top 
section score in the 2013 survey to the top of the middle 20% of Trust’s in 2014, these 
elements in this section score will form part of action planning for quality improvement in 
2015.  
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 The other targeted areas for quality improvement are: 

• Finding someone on the hospital staff to talk to about worries and fears; 

• Hospital staff doing everything they could to help control pain; 

• Being involved in decisions about discharge and delays in discharge. 

4. Recommendation 
 The Board are asked to note the results in this year’s survey and to support and approve 

the areas for quality improvement. 
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National NHS patient survey programme
Survey of adult inpatients 2014
The Care Quality Commission
The Care Quality Commission (CQC) is the independent regulator of health and adult social care in
England.

Our purpose is to make sure hospitals, care homes, dental and GP surgeries, and all other care
services in England provide people with safe, effective, compassionate and high-quality care, and
we encourage them to make improvements.

Our role is to monitor, inspect and regulate services to make sure they meet fundamental standards
of quality and safety, and to publish what we find, including performance ratings to help people
choose care.

Survey of adult inpatients 2014
To improve the quality of services that the NHS delivers, it is important to understand what people
think about their care and treatment. One way of doing this is by asking people who have recently
used health services to tell us about their experiences.

The twelfth survey of adult inpatients involved 154 acute and specialist NHS trusts. Responses were
received from over 59,000 people, a response rate of 47%. People were eligible for the survey if
they were aged 16 years or older, had spent at least one night in hospital and were not admitted to
maternity or psychiatric units. Trusts were given the choice of sampling from June, July or August
2014. Trusts counted back from the last day of their chosen month, including every consecutive
discharge, until they had selected 850 patients (or, for a small number of specialist trusts who could
not reach the required sample size, until they had reached 1st January 2014). Fieldwork took place
between September 2014 and January 2015.

Similar surveys of adult inpatients were also carried out in 2002 and from 2004 to 2012. They are
part of a wider programme of NHS patient surveys, which cover a range of topics including A&E
services, children's inpatient and day-case services, maternity services and community mental
health services. To find out more about our programme and for the results from previous surveys,
please see the links contained in the further information section.

The Care Quality Commission will use the results from this survey in our regulation, monitoring and
inspection of NHS acute trusts in England. We will use data from the survey in our system of
Intelligent Monitoring, which provides inspectors with an assessment of risk in areas of care within
an NHS trust that need to be followed up. The survey data will also be included in the data packs
that we produce for inspections. NHS England will use the results to check progress and
improvement against the objectives set out in the NHS mandate, and the Department of Health will
hold them to account for the outcomes they achieve. The NHS Trust Development Authority will use
the results to inform quality and governance activities as part of their Oversight Model for NHS
Trusts.

Interpreting the report
This report shows how a trust scored for each question in the survey, compared with the range of
results from all other trusts that took part. It uses an analysis technique called the 'expected range'
to determine if your trust is performing 'about the same', 'better' or 'worse' compared with other
trusts. For more information, please see the 'methodology' section below. This approach is designed
to help understand the performance of individual trusts, and to identify areas for improvement.

A 'section' score is also provided, labelled S1-S11 in the 'section scores' on page 5. The scores for
each question are grouped according to the sections of the questionnaire, for example, 'the hospital
and ward,' 'doctors and nurses' and so forth.

This report shows the same data as published on the CQC website
(www.cqc.org.uk/surveys/inpatient). The CQC website displays the data in a more simplified way,
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identifying whether a trust performed 'better', 'worse' or 'about the same' as the majority of other
trusts for each question and section.

Standardisation
Trusts have differing profiles of people who use their services. For example, one trust may have
more male inpatients than another trust. This can potentially affect the results because people tend
to answer questions in different ways, depending on certain characteristics. For example, older
respondents tend to report more positive experiences than younger respondents, and women tend
to report less positive experiences than men. This could potentially lead to a trust's results
appearing better or worse than if they had a slightly different profile of people.

To account for this, we 'standardise' the data. Results have been standardised by the age, sex and
method of admission (emergency or elective) of respondents to ensure that no trust will appear
better or worse than another because of its respondent profile. This helps to ensure that each trust's
age-sex-admission type profile reflects the national age-sex-admission type distribution (based on
all of the respondents to the survey). Standardisation therefore enables a more accurate
comparison of results from trusts with different population profiles. In most cases this will not have a
large impact on trust results; it does, however, make comparisons between trusts as fair as
possible.

Scoring
For each question in the survey, the individual (standardised) responses are converted into scores
on a scale from 0 to 10. A score of 10 represents the best possible response and a score of zero the
worst. The higher the score for each question, the better the trust is performing.

It is not appropriate to score all questions in the questionnaire as not all of the questions assess the
trusts. For example, they may be descriptive questions such as Q1 asking respondents if their
inpatient stay was planned in advance or an emergency; or they may be 'routing questions'
designed to filter out respondents to whom following questions do not apply. An example of a
routing question would be Q42 "During your stay in hospital, did you have an operation or
procedure?" For full details of the scoring please see the technical document (see further
information section).

Graphs
The graphs in this report show how the score for the trust compares to the range of scores achieved
by all trusts taking part in the survey. The black diamond shows the score for your trust. The graph
is divided into three sections:

• If your trust's score lies in the orange section of the graph, its result is 'about the same' as most
other trusts in the survey.

• If your trust's score lies in the red section of the graph, its result is 'worse' compared with most
other trusts in the survey.

• If your trust's score lies in the green section of the graph, its result is 'better' compared with
most other trusts in the survey.

The text to the right of the graph states whether the score for your trust is 'better' or 'worse'
compared with most other trusts in the survey. If there is no text the score is 'about the same.'
These groupings are based on a rigorous statistical analysis of the data, as described in the
following 'methodology' section.

Methodology
The 'about the same,' 'better' and 'worse' categories are based on an analysis technique called the
'expected range' which determines the range within which the trust's score could fall without
differing significantly from the average, taking into account the number of respondents for each trust
and the scores for all other trusts. If the trust's performance is outside of this range, it means that it
performs significantly above/below what would be expected. If it is within this range, we say that its
performance is 'about the same'. This means that where a trust is performing 'better' or 'worse' than
the majority of other trusts, it is very unlikely to have occurred by chance.

In some cases there will be no red and/or no green area in the graph. This happens when the
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expected range for your trust is so broad it encompasses either the highest possible score for all
trusts (no green section) or the lowest possible for all trusts score (no red section). This could be
because there were few respondents and / or a lot of variation in their answers.

Please note that if fewer than 30 respondents have answered a question, no score will be displayed
for this question (or the corresponding section). This is because the uncertainty around the result is
too great. A technical document providing more detail about the methodology and the scoring
applied to each question is available on the CQC website (see further information section).

Tables
At the end of the report you will find tables containing the data used to create the graphs. These
tables also show the response rate for your trust and background information about the people that
responded.

Scores from last year's survey are also displayed. The column called 'change from 2013' uses
arrows to indicate whether the score for this year shows a statistically significant increase (up
arrow), a statistically significant decrease (down arrow) or has shown no statistically significant
change (no arrow) compared with 2013. A statistically significant difference means that the change
in the results is very unlikely to have occurred by chance. Significance is tested using a two-sample
t-test.

Where a result for 2013 is not shown, this is because the question was either new this year, or the
question wording and/or the response categories have been changed. It is therefore not possible to
compare the results as we do not know if any change is caused by alterations in the survey
instrument, or variation in a trust's performance. Comparisons are also not able to be shown if a
trust has merged with other trusts since the 2013 survey, or if a trust committed a sampling error,
either in 2014 or 2013. Please note that comparative data is not shown for sections as the questions
contained in each section can change year on year.

Notes on specific questions
Please note that a variety of acute trusts take part in this survey and not all questions are applicable
to every trust. The section below details modifications to certain questions, in some cases this will
apply to all trusts, in other cases only to some trusts.

All trusts
Q11 and Q13: The information collected by Q11 "When you were first admitted to a bed on a ward,
did you share a sleeping area, for example a room or bay, with patients of the opposite sex?" and
Q13 "After you moved to another ward (or wards), did you ever share a sleeping area, for example a
room or bay, with patients of the opposite sex?" are presented together to show whether the patient
has ever shared a sleeping area with patients of the opposite sex. The combined question is
numbered in this report as Q11 and has been reworded as "Did you ever share a sleeping area with
patients of the opposite sex?"

Please note that the information based on Q11 cannot be compared to similar information collected
from surveys prior to 2006. This is due to a change in the question's wording and because the
results for 2006 onwards have excluded patients who have stayed in a critical care area, which
almost always accommodates patients of both sexes.

Q33: "Did you have confidence in the decisions made about your condition or treatment?" is a new
question in 2014 and it is therefore not possible to compare with 2013.

Q52 and Q53: The information collected by Q52 "On the day you left hospital, was your discharge
delayed for any reason?" and Q53 "What was the main reason for the delay?" are presented
together to show whether a patient's discharge was delayed by reasons attributable to the hospital.
The combined question in this report is labelled as Q53 and is worded as: "Discharge delayed due
to wait for medicines/to see doctor/for ambulance."

Q54: Information from Q52 and Q53 has been used to score Q54 "How long was the delay?" This
assesses the length of a delay to discharge for reasons attributable to the hospital.
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Q67: "During your time in hospital did you feel well looked after by hospital staff?" is a new question
in 2014 and it is therefore not possible to compare with 2013.

Trusts with female patients only
Q11, Q13 and Q14: If your trust offers services to women only, a trust score for Q11 "Did you ever
share a sleeping area with patients of the opposite sex?" and Q14 "While staying in hospital, did you
ever use the same bathroom or shower area as patients of the opposite sex?" is not shown.

Trusts with no A&E Department
Q3 and Q4: The results to these questions are not shown for trusts that do not have an A&E
Department.

Further information
The full national results are on the CQC website, together with an A to Z list to view the results for
each trust (alongside the technical document outlining the methodology and the scoring applied to
each question):
www.cqc.org.uk/inpatientsurvey

The results for the adult inpatient surveys from 2002 to 2013 can be found at:
http://www.nhssurveys.org/surveys/425

Full details of the methodology of the survey can be found at:
http://www.nhssurveys.org/surveys/767

More information on the programme of NHS patient surveys is available at:
www.cqc.org.uk/public/reports-surveys-and-reviews/surveys

More information about how CQC monitors hospitals is available on the CQC website at:
http://www.cqc.org.uk/public/hospital-intelligent-monitoring
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Section scores
S1. The Emergency/A&E Department (answered
by emergency patients only)

S2. Waiting list and planned admissions
(answered by those referred to hospital) Better

S3. Waiting to get to a bed on a ward
Better

S4. The hospital and ward
Better

S5. Doctors
Better

S6. Nurses
Better

S7. Care and treatment
Better

S8. Operations and procedures (answered by
patients who had an operation or procedure)

S9. Leaving hospital
Better

S10. Overall views of care and services
Better

S11. Overall experience
Better

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The Emergency/A&E Department (answered by emergency patients only)
Q3. While you were in the A&E Department, how
much information about your condition or
treatment was given to you?

Q4. Were you given enough privacy when being
examined or treated in the A&E Department?

Waiting list and planned admissions (answered by those referred to hospital)

Q6. How do you feel about the length of time
you were on the waiting list? Better

Q7. Was your admission date changed by the
hospital? Better

Q8. Had the hospital specialist been given all
necessary information about your condition/illness
from the person who referred you?

Better

Waiting to get to a bed on a ward
Q9. From the time you arrived at the hospital, did
you feel that you had to wait a long time to get to a
bed on a ward?

Better

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The hospital and ward

Q11. Did you ever share a sleeping area with
patients of the opposite sex?

Q14. Did you ever use the same bathroom or
shower area as patients of the opposite sex? Better

Q15. Were you ever bothered by noise at night
from other patients? Better

Q16. Were you ever bothered by noise at night
from hospital staff?

Q17. In your opinion, how clean was the
hospital room or ward that you were in? Better

Q18. How clean were the toilets and bathrooms
that you used in hospital? Better

Q19. Did you feel threatened during your stay in
hospital by other patients or visitors?

Q20. Were hand-wash gels available for
patients and visitors to use? Better

Q21. How would you rate the hospital food?

Q22. Were you offered a choice of food?

Q23. Did you get enough help from staff to eat
your meals? Better

Doctors
Q24. When you had important questions to ask a
doctor, did you get answers that you could
understand?

Better

Q25. Did you have confidence and trust in the
doctors treating you? Better

Q26. Did doctors talk in front of you as if you
weren't there? Better

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Nurses
Q27. When you had important questions to ask a
nurse, did you get answers that you could
understand?

Better

Q28. Did you have confidence and trust in the
nurses treating you? Better

Q29. Did nurses talk in front of you as if you
weren't there? Better

Q30. In your opinion, were there enough nurses
on duty to care for you in hospital? Better

Care and treatment

Q31. Did a member of staff say one thing and
another say something different? Better

Q32. Were you involved as much as you wanted
to be in decisions about your care and
treatment?

Better

Q33. Did you have confidence in the decisions
made about your condition or treatment? Better

Q34. How much information about your
condition or treatment was given to you? Better

Q35. Did you find someone on the hospital staff
to talk to about your worries and fears?

Q36. Do you feel you got enough emotional
support from hospital staff during your stay?

Q37. Were you given enough privacy when
discussing your condition or treatment?

Q38. Were you given enough privacy when
being examined or treated? Better

Q40. Do you think the hospital staff did
everything they could to help control your pain?

Q41. After you used the call button, how long
did it usually take before you got help?

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Operations and procedures (answered by patients who had an operation or procedure)

Q43. Did a member of staff explain the risks and
benefits of the operation or procedure?

Q44. Did a member of staff explain what would
be done during the operation or procedure?

Q45. Did a member of staff answer your
questions about the operation or procedure?

Q46. Were you told how you could expect to
feel after you had the operation or procedure? Better

Q48. Did the anaesthetist or another member of
staff explain how he or she would put you to sleep
or control your pain?

Q49. Afterwards, did a member of staff explain
how the operation or procedure had gone?

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Leaving hospital

Q50. Did you feel you were involved in
decisions about your discharge from hospital? Better

Q51. Were you given enough notice about when
you were going to be discharged? Better

Q53. Discharge delayed due to wait for
medicines/to see doctor/for ambulance.

Q54. How long was the delay?

Q55. Before you left hospital, were you given any
written or printed information about what you
should or should not do after leaving hospital?

Q56. Did a member of staff explain the purpose of
the medicines you were to take at home in a way
you could understand?

Better

Q57. Did a member of staff tell you about
medication side effects to watch for when you
went home?

Better

Q58. Were you told how to take your medication
in a way you could understand? Better

Q59. Were you given clear written or printed
information about your medicines?

Q60. Did a member of staff tell you about any
danger signals you should watch for after you went
home?

Better

Q61. Did hospital staff take your family or home
situation into account when planning your
discharge?

Better

Q62. Did the doctors or nurses give your family or
someone close to you all the information they
needed to care for you?

Better

Q63. Did hospital staff tell you who to contact if you
were worried about your condition or treatment
after you left hospital?

Better

Q64. Did hospital staff discuss with you whether
additional equipment or adaptations were needed
in your home?

Q65. Did hospital staff discuss with you whether
you may need any further health or social care
services after leaving hospital?

Better

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Overall views of care and services

Q66. Overall, did you feel you were treated with
respect and dignity while you were in the hospital? Better

Q67. During your time in hospital did you feel
well looked after by hospital staff? Better

Q69. During your hospital stay, were you ever
asked to give your views on the quality of your
care?

Q70. Did you see, or were you given, any
information explaining how to complain to the
hospital about the care you received?

Overall experience

Q68. Overall...

I had a very poor
experience

I had a very good
experience

Better

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The Emergency/A&E Department (answered by emergency patients only)
S1 Section score - 7.7 9.4

Q3 While you were in the A&E Department, how much information
about your condition or treatment was given to you?

- 7.3 9.5

Q4 Were you given enough privacy when being examined or treated
in the A&E Department?

- 7.9 9.6

Waiting list and planned admissions (answered by those referred to hospital)
S2 Section score 9.6 8.1 9.6

Q6 How do you feel about the length of time you were on the waiting
list?

9.5 6.8 9.5 375 9.3

Q7 Was your admission date changed by the hospital? 9.7 8.5 9.9 386 9.7

Q8 Had the hospital specialist been given all necessary information
about your condition/illness from the person who referred you?

9.4 8.0 9.7 381 9.3

Waiting to get to a bed on a ward
S3 Section score 8.7 5.5 9.9

Q9 From the time you arrived at the hospital, did you feel that you had
to wait a long time to get to a bed on a ward?

8.7 5.5 9.9 491 9.0

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

or Indicates where 2014 score is significantly higher or lower than 2013 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2013 data is available.
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The hospital and ward
S4 Section score 8.8 7.5 9.1

Q11 Did you ever share a sleeping area with patients of the opposite
sex?

9.4 7.8 9.8 396 9.4

Q14 Did you ever use the same bathroom or shower area as patients of
the opposite sex?

9.7 6.3 9.8 473 9.4

Q15 Were you ever bothered by noise at night from other patients? 7.3 4.6 8.9 488 7.7

Q16 Were you ever bothered by noise at night from hospital staff? 8.1 7.1 9.2 486 8.6

Q17 In your opinion, how clean was the hospital room or ward that you
were in?

9.5 7.9 9.7 489 9.6

Q18 How clean were the toilets and bathrooms that you used in
hospital?

9.3 7.3 9.5 483 9.3

Q19 Did you feel threatened during your stay in hospital by other
patients or visitors?

9.8 9.4 10.0 490 9.9

Q20 Were hand-wash gels available for patients and visitors to use? 9.8 8.8 9.9 474 9.8

Q21 How would you rate the hospital food? 6.2 3.9 8.0 463 6.6

Q22 Were you offered a choice of food? 9.2 7.5 9.6 484 9.1

Q23 Did you get enough help from staff to eat your meals? 8.5 5.9 9.4 175 8.9

Doctors
S5 Section score 9.2 7.8 9.5

Q24 When you had important questions to ask a doctor, did you get
answers that you could understand?

8.9 7.3 9.4 466 9.0

Q25 Did you have confidence and trust in the doctors treating you? 9.5 8.2 9.8 491 9.5

Q26 Did doctors talk in front of you as if you weren't there? 9.3 7.7 9.6 489 9.3

Nurses
S6 Section score 9.0 7.4 9.3

Q27 When you had important questions to ask a nurse, did you get
answers that you could understand?

9.0 7.1 9.3 454 9.1

Q28 Did you have confidence and trust in the nurses treating you? 9.4 8.0 9.7 490 9.5

Q29 Did nurses talk in front of you as if you weren't there? 9.4 7.6 9.7 490 9.6

Q30 In your opinion, were there enough nurses on duty to care for you
in hospital?

8.3 6.2 9.5 489 8.7

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

or Indicates where 2014 score is significantly higher or lower than 2013 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2013 data is available.
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Care and treatment
S7 Section score 8.3 6.8 8.9

Q31 Did a member of staff say one thing and another say something
different?

8.6 7.4 9.1 488 8.8

Q32 Were you involved as much as you wanted to be in decisions
about your care and treatment?

8.3 6.1 9.2 488 8.6

Q33 Did you have confidence in the decisions made about your
condition or treatment?

9.0 7.2 9.4 489

Q34 How much information about your condition or treatment was
given to you?

9.0 7.0 9.5 490 9.1

Q35 Did you find someone on the hospital staff to talk to about your
worries and fears?

6.4 4.3 8.2 340 7.4

Q36 Do you feel you got enough emotional support from hospital staff
during your stay?

8.0 5.7 9.0 368 8.4

Q37 Were you given enough privacy when discussing your condition or
treatment?

8.8 7.5 9.4 491 9.1

Q38 Were you given enough privacy when being examined or treated? 9.7 9.0 9.9 492 9.8

Q40 Do you think the hospital staff did everything they could to help
control your pain?

8.6 7.3 9.3 257 9.3

Q41 After you used the call button, how long did it usually take before
you got help?

6.6 5.1 7.8 322 7.0

Operations and procedures (answered by patients who had an operation or procedure)
S8 Section score 8.8 7.7 9.2

Q43 Did a member of staff explain the risks and benefits of the
operation or procedure?

9.2 8.2 9.6 326 9.5

Q44 Did a member of staff explain what would be done during the
operation or procedure?

8.9 7.8 9.3 326 9.4

Q45 Did a member of staff answer your questions about the operation
or procedure?

9.0 7.8 9.6 305 9.4

Q46 Were you told how you could expect to feel after you had the
operation or procedure?

7.9 6.0 8.5 329 8.1

Q48 Did the anaesthetist or another member of staff explain how he or
she would put you to sleep or control your pain?

9.2 8.2 9.6 248 9.6

Q49 Afterwards, did a member of staff explain how the operation or
procedure had gone?

8.3 6.7 9.0 331 8.7

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

or Indicates where 2014 score is significantly higher or lower than 2013 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2013 data is available.
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Leaving hospital
S9 Section score 7.9 6.1 8.3

Q50 Did you feel you were involved in decisions about your discharge
from hospital?

7.8 5.8 8.7 471 8.4

Q51 Were you given enough notice about when you were going to be
discharged?

7.8 6.1 9.2 491 8.4

Q53 Discharge delayed due to wait for medicines/to see doctor/for
ambulance.

5.9 4.5 8.3 479 6.9

Q54 How long was the delay? 7.4 6.0 8.9 478 8.1

Q55 Before you left hospital, were you given any written or printed
information about what you should or should not do after leaving
hospital?

7.0 5.3 9.1 486 6.8

Q56 Did a member of staff explain the purpose of the medicines you
were to take at home in a way you could understand?

9.0 7.3 9.7 419 9.0

Q57 Did a member of staff tell you about medication side effects to
watch for when you went home?

6.7 3.7 7.6 362 6.8

Q58 Were you told how to take your medication in a way you could
understand?

9.2 7.4 9.5 384 9.1

Q59 Were you given clear written or printed information about your
medicines?

8.5 6.4 9.3 385 8.7

Q60 Did a member of staff tell you about any danger signals you should
watch for after you went home?

7.2 4.1 7.3 402 7.4

Q61 Did hospital staff take your family or home situation into account
when planning your discharge?

8.0 5.7 8.6 352 8.4

Q62 Did the doctors or nurses give your family or someone close to you
all the information they needed to care for you?

7.3 5.1 8.1 369 7.3

Q63 Did hospital staff tell you who to contact if you were worried about
your condition or treatment after you left hospital?

9.4 6.4 9.7 478 9.4

Q64 Did hospital staff discuss with you whether additional equipment or
adaptations were needed in your home?

8.7 5.8 9.3 118 8.7

Q65 Did hospital staff discuss with you whether you may need any
further health or social care services after leaving hospital?

9.1 7.2 9.7 283 9.3

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

or Indicates where 2014 score is significantly higher or lower than 2013 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2013 data is available.
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Overall views of care and services
S10 Section score 6.2 4.8 7.7

Q66 Overall, did you feel you were treated with respect and dignity
while you were in the hospital?

9.6 8.2 9.8 493 9.6

Q67 During your time in hospital did you feel well looked after by
hospital staff?

9.4 7.8 9.8 493

Q69 During your hospital stay, were you ever asked to give your views
on the quality of your care?

2.6 0.8 6.0 406 1.5

Q70 Did you see, or were you given, any information explaining how to
complain to the hospital about the care you received?

3.3 1.4 5.8 351 2.9

Overall experience
S11 Section score 8.7 7.2 9.2

Q68 Overall... 8.7 7.2 9.2 482 8.8

Survey of adult inpatients 2014
The Christie NHS Foundation Trust

or Indicates where 2014 score is significantly higher or lower than 2013 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2013 data is available.
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Survey of adult inpatients 2014
The Christie NHS Foundation Trust

Background information
The sample This trust All trusts
Number of respondents 496 59083

Response Rate (percentage) 62 47

Demographic characteristics This trust All trusts
Gender (percentage) (%) (%)

Male 50 47

Female 50 53

Age group (percentage) (%) (%)

Aged 16-35 5 6

Aged 36-50 13 11

Aged 51-65 34 23

Aged 66 and older 48 59

Ethnic group (percentage) (%) (%)

White 92 89

Multiple ethnic group 1 1

Asian or Asian British 2 3

Black or Black British 0 1

Arab or other ethnic group 0 0

Not known 5 6

Religion (percentage) (%) (%)

No religion 17 16

Buddhist 0 0

Christian 78 78

Hindu 0 1

Jewish 1 0

Muslim 3 2

Sikh 0 0

Other religion 1 1

Prefer not to say 1 2

Sexual orientation (percentage) (%) (%)

Heterosexual/straight 97 94

Gay/lesbian 1 1

Bisexual 0 0

Other 0 1

Prefer not to say 2 4
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Agenda item 28/15bi&ii 
Meeting of the Board of Directors 

Thursday 28th May 2015 
 

Report of Chief Executive 

Paper prepared by Company Secretary 

Subject/Title Monitor self-certification declarations 

Background papers (if relevant) Monitor’s annual plan review 2015/16 

 
Purpose of Paper 
 
 

NHS foundations trusts are required to make the following 
declarations to Monitor: 
1&2  Systems for compliance with licence conditions – in 

accordance with General condition 6 of the NHS 
provider licence (required to be returned to Monitor 
by 29 May 2015).   

 

3 Availability of resources and accompanying 
statement – in accordance with continuity of services 
condition 7 of the NHS provider licence  included in 
the APR 2015/16 Final Financial Template (required 
to be returned to Monitor per communications on 
final operational plan submissions). 

 

4   Corporate governance statement – in accordance 
with the Risk Assessment Framework  

5   Certification on AHSCs and governance – in 
accordance with Appendix E of the Risk Assessment 
Framework 

6  Certification on training of Governors – in 
accordance with s151(5) of the Health and social 
Care Act  (4, 5 & 6 required to be returned to Monitor 
by 30 June 2015).   

 

Action/Decision required To approve the submissions 
 

Link to: 
 NHS strategies and 

policy 
 

 
Monitor’s Risk Assessment Framework 
 

Link to: 
 Trust’s Strategic 

Direction 
 Corporate objectives 
 

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

Resource impact None 

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. 

APR Annual Plan Review 
AHSC Academic Health Science Centres 
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Agenda item 28/15bi&ii 
 

Meeting of the Board of Directors 
Thursday 28th May 2015 

 
Monitor self-certification declarations 

 
 
 
1. Background 

In the 2014/15 planning round Monitor asked NHS foundation trusts to develop comprehensive 
strategies for achieving sustainability and requested that these be articulated in 5-year strategic 
plans (submitted in June 2014). 

Although NHS foundation trusts are expected to continually develop their strategies, in most 
cases this does not mean fully recreating them each year. In fact, Monitor would generally 
consider this counter-productive. 

Monitor therefore only asked for the submission of a refreshed operational plan, covering 1 year 
(2015/16), which incorporates a focus on the trust’s strategic context. The timetable also 
includes a high-level draft plan.  

2. Introduction 
As part of the planning process NHS foundation Trusts are required to make the following 
declarations to Monitor:  
 
1 & 2 Systems for compliance with licence conditions - in accordance with General condition 

6 of the NHS provider licence 
3 Availability of resources and accompanying statement - in accordance with Continuity 

of Services condition 7 of the NHS provider licence 
4 Corporate Governance Statement - in accordance with the Risk Assessment 

Framework 
5 Certification on AHSCs and governance - in accordance with Appendix E of the Risk 

Assessment Framework 
6 Certification on training of Governors - in accordance with s151(5) of the 

Health and Social Care Act 
 
Declarations 1 and 2 are required to be returned to Monitor by 29 May 2015. 
 
Declaration 3 is included in the APR 2015/16 Final Financial Template, which is required to be 
returned to Monitor per communications on final operational plan submissions. 
 
Declarations 4, 5 and 6 are required to be returned to Monitor by 30 June 2015.   

 
3. Recommendation 

The board is asked to note and approve the self-certifications for: 
 

•  1 & 2  Systems for compliance with licence conditions – in accordance with General 
condition 6 of the NHS provider licence 

•  4, 5 & 6 Corporate governance statement, certification on AHSCs and governance and 
certification on training of governors 
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FT Name: The Christie NHS Foundation Trust

Organisation Name:

1 & 2
3
4
5
6 Certification on training of Governors - in accordance with s151(5) of the Health and Social Care Act

Declaration 3 is included in the APR 2015/16 Final Financial Template, which is required to be returned to Monitor per communications on final operational plan submissions.

1) Copy this file to your Local Network or Computer.
2) Select the name of your organisation from the drop-down box at the top of this worksheet.
3) In the Certifications G6 worksheet, enter responses and information into the yellow data-entry cells as appropriate.
4) Once the data has been entered, add signatures to the document, as described below.
5) Use the Save File button at the top of this worksheet to save the file to your Network or Computer - note that the name of the saved file is set automatically - please do not change this name.
6) Copy the saved file to your outbox in your Monitor Portal.

Notes:

In the event than an NHS foundation trust is unable to fully self certify, it should NOT select 'Confirmed’ in the relevant box. It must provide commentary (using the 
section provided at the end of this declaration) explaining the reasons for the absence of a full self certification and the action it proposes to take to address it. 

Self-Certification Template

NHS Foundation Trusts are required to make the following declarations to Monitor:

Systems for compliance with licence conditions - in accordance with General condition 6 of the NHS provider licence
Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence
Corporate Governance Statement - in accordance with the Risk Assessment Framework
Certification on AHSCs and governance - in accordance with Appendix E of the Risk Assessment Framework

Declarations 1 and 2 above are set out this template, which is required to be returned to Monitor by 29 May 2015.  

Declarations 4, 5 and 6 above are set out in a separate template, which is required to be returned to Monitor by 30 June 2015.  

Templates should be returned via the Trust portal, marked as a Trust Return with the activity type set to Annual Plan Review.

How to use this template

Monitor will accept either: 
1) electronic signatures pasted into this worksheet (always use Paste-Special to do this) or 
2) hand written signatures on a paper printout of this declaration posted to Monitor to arrive by the submission deadline.
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Worksheet "Certification G6"

1 & 2 General condition 6 - Systems for compliance with license conditions

1 Confirmed

2 Confirmed

Signed on behalf of the board of directors, and having regard to the views of the governors

Signature Signature

Name Name

Capacity [job title here] Capacity [job title here]

Date Date

A

B

Declarations required by General condition 6 of the NHS provider licence

Further explanatory information should be provided below where the Board has been unable to confirm declarations 1 or 2 
above.

The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming 
another option).  Explanatory information should be provided where required. 

Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee 
are satisfied, as the case may be that, in the Financial Year most recently ended, the Licensee took all such 
precautions as were necessary in order to comply with the conditions of the licence, any requirements 
imposed on it under the NHS Acts and have had regard to the NHS Constitution.

AND
The board declares that the Licensee continues to meet the criteria for holding a licence.

120



FT Name: The Christie NHS Foundation Trust

Organisation Name:

1 & 2
3
4
5
6 Certification on training of Governors - in accordance with s151(5) of the Health and Social Care Act

Declaration 3 is included in the APR 2015/16 Final Financial Template, which is required to be returned to Monitor per communications on final operational plan submissions.

1) Copy this file to your Local Network or Computer.
2) Select the name of your organisation from the drop-down box at the top of this worksheet.
3) In the Corporate Governance Statement and Other Certifications worksheets, enter responses and information into the yellow data-entry cells as appropriate.
4) Once the data has been entered, add signatures to the document, as described below.
5) Use the Save File button at the top of this worksheet to save the file to your Network or Computer - note that the name of the saved file is set automatically - please do not change this name.
6) Copy the saved file to your outbox in your Monitor Portal.

Notes:

Self-Certification Template

How to use this template

Monitor will accept either: 
1) electronic signatures pasted into this worksheet (always use Paste-Special to do this) or 
2) hand written signatures on a paper printout of this declaration posted to Monitor to arrive by the submission deadline.

In the event than an NHS foundation trust is unable to fully self certify, it should NOT select 'Confirmed’ in the relevant box. It must provide commentary (using the 
section provided at the end of this declaration) explaining the reasons for the absence of a full self certification and the action it proposes to take to address it. 

NHS Foundation Trusts are required to make the following declarations to Monitor:

Systems for compliance with licence conditions - in accordance with General condition 6 of the NHS provider licence
Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence
Corporate Governance Statement - in accordance with the Risk Assessment Framework
Certification on AHSCs and governance - in accordance with Appendix E of the Risk Assessment Framework

Declarations 1 and 2 above are set out in a separate template, which is required to be returned to Monitor by 29 May 2015.  

Templates should be returned via the Trust portal, marked as a Trust Return with the activity type set to Annual Plan Review.

Declarations 4, 5 and 6 above are set out in this template, which is required to be returned to Monitor by 30 June 2015.  
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Worksheet "Corporate Governance Statement"

Corporate Governance Statement

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

4 Corporate Governance Statement Response Risks and mitigating actions

1 Confirmed See Section 4

2 Confirmed

3 Confirmed

4 Confirmed In March 2014 concerns were raised with Monitor in regard to the governance of our 
board of directors.  The discretionary requirements were complied with and in  
November 2014 Monitor issued a Statement of Compliance which turned our Red 
rating back to Green (backdated to Q2).  In July 2014 Monitor and the CQC undertook 
a joint review which confirmed there were no serious governance failings or failings of 
culture at the Trust.  One of the recommendations from the review was for the Trust to 
commission an independent external review of leadership and governance. This was 
carried out during Quarter 4 and the findings confirmed those of the joint Monitor/CQC 
review.  

The Trust has recently appointed three new  substantive Non-Executive Directors to 
the board.

5 Confirmed See Section 4

6 Confirmed See Section 4

Signed on behalf of the board of directors, and having regard to the views of the governors

Signature Signature

Name Name

A

B

C

The board are unable make one of more of the above confirmations and accordingly declare:

The Board is satisfied that there are systems to ensure that the Trust has in place personnel on the Board, 
reporting to the Board and within the rest of the organisation who are sufficient in number and appropriately 
qualified to ensure compliance with the conditions of its NHS provider licence.

The Board is satisfied that the Trust applies those principles, systems and standards of good corporate 
governance which reasonably would be regarded as appropriate for a supplier of health care services to the 
NHS.

The Board has regard to such guidance on good corporate governance as may be issued by Monitor from time 
to time

The Board is satisfied that the Trust implements: 
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the 
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

The Board is satisfied that the Trust effectively implements systems and/or processes:

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations; 
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to 
standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board and 
statutory regulators of health care professions;
(d) For effective financial decision-making, management and control (including but not restricted to 
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern); 
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and 
Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks to 
compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive 
internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

The Board is satisfied that the systems and/or processes referred to in paragraph 5 should include but not be 
restricted to systems and/or processes to ensure:

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the quality 
of care provided;   
(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality of 
care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date information 
on quality of care;
(e) That the Trust, including its Board, actively engages on quality of care with patients, staff and other relevant 
stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Trust including but not restricted to 
systems and/or processes for escalating and resolving quality issues including escalating them to the Board 
where appropriate.
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Worksheet "Other declarations"

Certification on AHSCs and governance and training of governors

5 Certification on AHSCs and governance Response

Confirmed

6 Training of Governors

Signed on behalf of the Board of directors, and having regard to the views of the governors

Signature Signature

Name Name

Capacity [job title here] Capacity [job title here]

Date Date

The Board is satisfied it has or continues to:
• ensure that the partnership will not inhibit the trust from remaining at all times compliant with the 
conditions of its licence;
• have appropriate governance structures in place to maintain the decision making autonomy of the 
trust;
• conduct an appropriate level of due diligence relating to the partners when required;
• consider implications of the partnership on the trust’s financial risk rating having taken full account of 
any contingent liabilities arising and reasonable downside sensitivities;
• consider implications of the partnership on the trust’s governance processes;
• conduct appropriate inquiry about the nature of services provided by the partnership, especially 
clinical, research and education services, and consider reputational risk;
• comply with any consultation requirements;
• have in place the organisational and management capacity to deliver the benefits of the partnership;
• involve senior clinicians at appropriate levels in the decision-making process and receive assurance 
from them that there are no material concerns in relation to the partnership, including consideration of 
any re-configuration of clinical, research or education services;
• address any relevant legal and regulatory issues (including any relevant to staff, intellectual property 
and compliance of the partners with their own regulatory and legal framework);
• ensure appropriate commercial risks are reviewed;
• maintain the register of interests and no residual material conflicts identified; and
• engage the governors of the trust in the development of plans and give them an opportunity to 
express a view on these plans.

The Board is satisfied that during the financial year most recently ended the Trust has provided the 
necessary training to its Governors, as required in s151(5) of the Health and Social Care Act, to ensure 
they are equipped with the skills and knowledge they need to undertake their role.

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements.  Explanatory information should be provided where required.

For NHS foundation trusts:
• that are part of a major Joint Venture or Academic Health Science Centre (AHSC); or
• whose Boards are considering entering into either a major Joint Venture or an AHSC.
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A

B

C

Where boards are unable to self-certify, they should make an alternative declaration by amending the self-certification as necessary, and including any significant prospective 
risks and concerns the foundation trust has in respect of delivering quality services and effective quality governance

The Board are unable make one of more of the confirmations on the preceding page and accordingly declare:
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Agenda item 29/15a 
Meeting of the Board of Directors 

Thursday 28th May 2015 
 

Report of Chief executive 

Paper Prepared By Company secretary 

Subject/Title Corporate planning 2014/15 

Background Papers 

Agenda item 53/14ai Interim corporate objectives 2014-15; 
Agenda item 56/13b – Corporate planning 2013-14; Agenda item 
21/14a – Review of corporate objectives 2013/14; Agenda item 
21-14b – Corporate objectives 2013-14 

5 year strategy (developing and sustaining an International 
Cancer Institute) 
Divisional Implementation Plans  
Board Assurance Framework 2013/14 

Purpose of Paper To note progress against the corporate objectives and the board 
assurance framework for 2014/15 

Action/Decision Required To note progress 

Link to: 
• NHS Strategies and Policy • NHS Cancer Reform Strategy 

Link to: 
• Trust’s Strategic Direction 
• Corporate Objectives 

• Trust’s strategic direction 
• Divisional implementation plans 
• 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. 

COO Chief operating officer 
EMD Executive medical director 
EDoN&Q Executive director of nursing & quality 
EDoF&BD Executive director of finance & business development 
DoW Director of workforce 
IMRT Intensity modulated radiotherapy 
CNS Central nervous system 
MR Magnetic resonance 
CT Computed tomography 
BRC Biomedical research centre 
AHP Allied health professionals 
MAHSC Manchester Academic Health Science Centre 
PAS Patient administration system 
IPU Integrated procedures unit 
GMCCN Greater Manchester & Cheshire Cancer Network 
YOU/HTU Young oncology unit/Haematology transplant unit 
CQUIN Commissioning for quality & innovation 
CQC Care Quality Commission 
FFT Friends & Family Test 
ESR Electronic staff record 
MCC Manchester City Council 
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Agenda item 29/15a 
 

Meeting of the Board of Directors 
Thursday 28th May 2015 

 

Corporate planning 2014/15 
 

1. Introduction 
 The attached paper (appendix 1) sets out our achievements against the corporate 

objectives for 2014/15. 
 
2. Background 
 Each year we agree a set of corporate objectives within the framework of our 5 year 

strategy.   
 
 The board should note that the objectives set here are those of The Christie for its various 

activities.  As entities with their own identities (within the overall Christie umbrella), The 
Christie Clinic and The Christie Charity have their own objectives which are managed by 
the Joint Venture Board and the Charitable Funds Committee respectively.    

 
 The board has received regular progress reports throughout 2014/15.  This paper describes 

the end of year position.   
 
3. Exception report 

Overall the corporate objectives from 2014/15 have been achieved, however 3 of the 65 
components have not been achieved.  These are: 
 

Objective component Comment / action 

2.2 Friends and family of patients in ambulatory care 
setting place The Christie in the top decile of 
performance with national survey 

On hold by NHS England until 
31/3/15 

5.1 Implement the plans determined by Specialist 
Commissioners in relation to Urological and 
Gynaecological surgical services, and work with 
Greater Manchester Provider Services Board. 

Urology procurement halted by 
commissioners 

6.3 Maintain governance rating of green No action required. Q1 red rating 
returned to green from Q2 

 
4. Recommendation 
 The board notes the achievements against the corporate objectives for 2014/15 and the 

actions taken against the four objective components not achieved. 
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2020 Vision themes and draft corporate objectives 2014/15 

 

 

 

 

 

 

 

 

 

 

 

 

2020 Vision theme  2014/15 corporate objective 

1. Leading cancer 
care 

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  

2. The Christie 
experience 

3.  To be an international leader in professional education for cancer care  

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

3. Local & specialist 
care 

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

6.  To maintain excellent operational and financial performance  

4. Best outcomes 7.  To be an excellent place to work and attract the best staff 

8.  To play our part in the community 
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Key 

 

COO  Chief operating officer 

EMD  Executive medical director 

EDoN&Q Executive director of nursing & quality 

EDoF&BD Executive director of finance & business development 

DoW  Director of workforce 
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 Corporate Objectives 2014/15 

Leading cancer care  The Christie experience  Local and specialist care  Best outcomes  

1. To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness 

Annual objective  Measure 2020 Timescale Director Progress 

1.1 Increase access to the 
latest imaging and 
treatment 

Agree plans to extend the use of IMRT to all pelvic sites/CNS  31.3.15 COO Achieved 

Approve business case to extend the use of Stereotactic 
Radiosurgery (SRS) at Salford site 

 31.3.15 COO Achieved 

Agree strategy for use of MR and CT  31.3.15 COO Achieved 

1.2 Continue level 3 critical 
care 

Implementation of specialist support services and benchmarking of 
performance 

 31.3.15 COO Achieved 

1.3 Widen access for 
patients to supporting 
services 

Commence build  of  Maggie’s Centre in line with milestones  
31.3.15 COO 

Achieved 

1.4 Continue to improve 
clinical outcomes 

Approve strategy for Manchester Cancer  31.3.15 EMD Achieved 

Continue to expand the Clinical Outcomes Unit in the organisation 
in line with Year 1 Business Case measures 

 31.3.15 EMD Achieved 

Publish Medical Directors Annual Report on Clinical Outcomes  31.3.15 EMD Achieved 

1.5 Develop standards for 
patient and public 
experience 

Develop The Christie Experience Kitemark for patient and public 
experience 

 31.3.15 EDoN&Q Achieved 

Friends and family of patients in ambulatory care setting place The 
Christie in the top decile of performance with national survey 

 
31.3.15 EDoN&Q Exception report 

1.6 Implement Year one of 
Quality Strategy  

Deliver year 1 outcomes of the Quality Strategy and provide an 
annual report in December 2014  

 31.12.14 EDoN&Q Achieved 

 

131



Leading cancer care  The Christie experience  Local and specialist care  Best outcomes  

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

Annual objective  Measure 2020 Timescale Director  Progress 

2.1 Work alongside 
MAHSC to deliver 
agreed strategy 

Implement plan for BRC application  31.3.15 EMD Achieved 

Implement plan for clinical academic expansion in line with agreed 
milestones including the development of accommodation plan 

 31.3.15 EMD Achieved 

Implement plan for Professor of Cancer Nursing to increase 
academic and research capability of nursing and AHP staff 

 31.3.15 EMD Achieved 

MAHSC research office  31.5.15 EMD Achieved 

2.2 Facilitate and deliver 
MCRC building 

Building progress in accordance with agreed plan  
 

 
31.9.14 EDoF&BD 

Achieved 

 

Leading cancer care  The Christie experience  Local and specialist care  Best outcomes  

3. To be an international leader in professional education for cancer care 
Annual objective  Measure 2020 Timescale Director  Progress 

3.1 To increase the 
provision and range of 
education and training 

Implement Christie Scholars programme   31.3.15 EMD Achieved 

To become a reference centre for treatment of peritoneal 
metastases of colorectal origin. 

 31.3.15 EMD Achieved 

To develop strategy to establish The Christie as a recognised 
resource in developing high quality cancer services internationally 

 31.3.15 EMD Achieved 

3.2 To become an 
international leader in 
the publication and 
presentation of cancer 
outcomes 

Extend reporting on our website  31.3.15 EMD Achieved 
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Leading cancer care  The Christie 
experience  Local and specialist care  Best outcomes  

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

Annual objective  Measure 2020 Timescale Director  Progress 

4.1 Progress plan for 
Proton therapy 

Progress milestones to deliver Appointment Business Cases and 
Full Business Case 

- Equipment procurement 
- Design and planning  
- Heads of terms with DH/NHS England 

 

31.3.15 EDoF&BD 

Achieved 

4.2 Develop and 
implement improved 
ways of sharing 
electronic data within 
the local health system 

Extend integration environment capability enabling the sharing 
and consuming of patient data across organisations utilising 
standards  

 
31.3.15 EDoF&BD 

Achieved 

Successful upgrade of PAS and clinical systems  
31.3.15 

EDoN&Q/ 
EDoF&BD 

Achieved 

4.3 Establish IPU including 
biopsy suite 

Develop business case for IPU  31.9.15 COO Achieved 

 

 

 

Leading cancer care  The Christie experience  Local and specialist care  Best outcomes  

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

Annual objective  Measure 2020 Timescale Director  Progress 

5.1 Establish an IOG 
compliant service for 
Gynaecology and 
Urology surgery 

Implement the plans determined by Specialist Commissioners in 
relation to Urological and Gynaecological surgical services, and 
work with Greater Manchester Provider Services Board. 

 

31.3.15 COO Exception report 
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Leading cancer care  The Christie experience  Local and specialist care  Best outcomes  

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

Annual objective  Measure 2020 Timescale Director  Progress 

5.2 To implement a 
consultant led acute 
oncology service 
across Greater 
Manchester and 
Cheshire Cancer 
network 

Appoint additional consultants in line with approved plan by 
Commissioners  

 31.3.15 COO Achieved 

Explore options to develop a cancer unknown primary team  31.3.15 COO Achieved 

Develop plan for specialist acute oncology management system  31.3.15 COO Achieved 

Lead acute oncology education across the network  31.3.15 EMD Achieved 

5.3 Establish and expand 
the range of supra-
regional services 
offered by the Christie 

Ensure Centre of expertise in the management of endocrine 
late-effects relating to cancer within GMCCN 

 31.3.15 COO Achieved 

Develop strategy for plastics   31.3.15 COO Achieved 

5.4 Complete and transfer 
services to new 
YOU/HTU build 

Complete any remaining commissioning of the YOU/HTU new 
build in line with milestones  

 30.6.14 EDoF&BD Achieved 

Deliver efficiencies identified in the business case   31.3.15 COO Achieved 

5.5 Implement 
chemotherapy closer to 
home strategy 

Increase systemic treatments delivered closer to home in line 
with chemotherapy strategy 

 31.3.15 COO Achieved 

Service commencement for Christie @ Wigan chemotherapy 
service 

 31.3.15 COO Achieved 

5.6 Implementation of 
Haematology Strategy 

Develop Haematology Strategy in line with Manchester Cancer 
plans  

 31.3.15 COO Achieved 

5.7 
 

Delivery of 
Radiotherapy Strategy 

Development of business case for MR linear accelerator   
31.3.15 COO 

Achieved 

5.8 Development of living 
with and beyond cancer 
strategy 

Agree business case for implementation of living with and 
beyond cancer strategy  

 
31.1.15 COO 

Achieved 
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Leading cancer care  The Christie experience  Local and specialist care  Best outcomes  

6. To maintain excellent operational and financial performance 

Annual objective  Measure 2020 Timescale Director  Progress 

6.1 To develop and deliver 
our financial strategy 

Achieve a Continuity of Service Rating of 4   31.3.15 EDoF&BD Achieved 

Agree site strategy for long term developments   31.3.15 EDoF&BD Achieved 

Implementation of The Christie Clinic strategic plan  
31.3.15 

EDoF&BD/ 
COO 

Achieved 

Implement Christie pathology partnership arrangements in line 
with agreed milestones and develop strategy 

 
31.3.14 

EDoF&BD/ 
COO 

Achieved 

6.2 Develop relationships 
with commissioners 
 

Relationships with lead commissioners and other commissioning 
bodies developed 

 31.3.15 EDoF&BD Achieved 

Delivery of Strategic Plan for submission to Monitor reflecting 
Local Health Economy 

 31.3.15 EDoF&BD Achieved 

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 and four key work streams. 

• Chemotherapy pathway 
• Inpatient pathway 
• Radiotherapy pathway 
• Procurement 

 

31.3.15 COO 

Achieved 

Deliver trust wide efficiency savings of 3.1%  31.3.15 COO Achieved 

6.4 Achieve and sustain 
upper quartile 
performance targets 

Maintain governance rating of green  31.3.14 COO Exception report 

Achieve national and local CQUIN targets  31.3.14 COO Achieved 

6.4 Achieve and sustain Achieve national research performance metrics for clinical trials  31.3.15 EMD Achieved 
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upper quartile 
performance targets 

Maintain a low risk on non-compliance with the CQC intelligence 
monitoring assessment 

 31.3.15 EDoN&Q Achieved 

Transition to the new NHS LA system of Learning from Claims  31.3.15 EDoN&Q Achieved 

Ensure no areas of concern identified from CQC visits  31.3.15 EDoN&Q Achieved 

Quality Impact Assessments undertaken for all efficiency 
schemes signed off by Medical Director/Executive Director of 
Nursing and Quality 

 
31.3.15 

EMD/ 
EDoN&Q 

Achieved 

 
 

Leading cancer care  The Christie experience  Local and specialist care  Best outcomes  

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

Annual objective  Measure 2020 Timescale Director  Progress 

7.1 Implement the 2020 
organisational 
development strategy 

Implement national staff FFT and achieve top 20%   31.3.15 DoW Achieved 

Develop a framework of effective leadership, learning and 
development programmes to support delivery of corporate 
objectives 

 
31.3.15 DoW 

Achieved 

Succession plan for senior and middle grade managers    31.3.15 DoW Achieved 

Develop plans to facilitate 7 day working where appropriate 
utilising flexibilities of national pay systems 

 31.3.15 DoW On schedule 

7.2 
 
 

Effective use of IT to 
support staff 
 

Realise benefits from ESR functionality including self service  31.3.15 DoW Achieved 

Develop plan for staff mobile working  31.3.15 DoW On schedule 
Review and develop business case to implement resilient wireless 
network 

 31.3.15 EDoF&BD Achieved 

Review and upgrade virtual environment capacity where required  31.3.15 EDoF&BD Achieved 
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Leading cancer care  The Christie experience  Local and specialist care  Best outcomes  

8. To play our part in the community 
Annual objective  Measure 2020 Timescale Director  Progress 

8.1 Sustainability and 
corporate citizenship 

Seek endorsement from MCC for strategic planning framework 
to then be used as reference document for development of site 
and future planning applications 

 
31.3.15 EDoF&BD 

Achieved 

Facilitation of Neighbourhood Forum   31.3.15 COO / 
EDoF&BD 

Achieved 

Develop trust wide sustainable development plan   31.3.15 COO Achieved 

Further engagement to raise achievement and aspiration of local 
community 

 31.3.15 DoW Achieved 
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Agenda item 29/15b 

Meeting of the Board of Directors 
 

Thursday 28th May 2015 
 
 

Report of Executive Directors 

Paper Prepared By Louise Westcott, Company secretary 

Subject/Title Board Assurance Framework (BAF) 

Background Papers 

15/15a Corporate planning 2015/16  

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

Purpose of Paper The board is asked to note and comment on the 
updated Board Assurance Framework (BAF) 

Action/Decision Required To note 

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. 

BAF Board Assurance Framework 
EDoN&Q Executive director of nursing & quality 
EDoF&BD Executive director of finance & 

business development 
EMD Executive medical director 
COO Chief operating officer 
DoW Director of Workforce 
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Agenda item 29/15a 

 
 

Meeting of the Board of Directors 
Thursday 28th May 2015 

 
 
 

Board Assurance Framework 2015/16 
 
 
 

 
1. Background 
 The Board Assurance Framework (BAF) is the mechanism that helps boards to 

reinforce strategic focus and to ensure better management of risks.  The board is 
responsible for affirming that assurance is in place and the BAF helps to clarify those 
risks that may compromise the Trust’s strategic objectives. 

 
 
2. Introduction 
 Following the March 2015 board meeting the directors received a training session from 

Mersey Internal Audit (MIAA) on the Board Assurance Framework (BAF).  Following 
discussion at the April 2015 board it was agreed that further work was needed to add 
the scoring of the risks.  It was also agreed that the BAF should be presented to the 
board at each of its meetings. 

 
 The scoring of the risks has now been actioned and an updated BAF is attached at 

appendix 1. 
 
 

3. Recommendations 
The board is asked to note the opening position against the risks identified on the 
Board Assurance Framework.  
 
Board are asked to consider any changes to the Board Assurance Framework (BAF) 
following the discussions during the board meeting. 
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Board Assurance Framework 2015/16 Appendix 1
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1.1 Risk to patients and reputational risk to trust of 
breaching the HCAI thresholds EDoN&Q 3 4

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

12

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

12

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

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

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

EDoN&Q 2 2

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

4

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

4

1.4 Non achievement of the quality outcomes for the 
2015-16 CQUINS indicators. EDoN&Q 3 4

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

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

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

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

Not currently achieving the 70 day 
target 12

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

12

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

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

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

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

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

EMD 2 3
Development of School of Oncology strategy.  Impact of key stakeholders 
including operational leads. Transparency of educational PA's within job 
descriptions. Involvement in ERG tariff development.

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

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

EDoF&BD 3 4

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

12

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

12

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

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

Gynaecology - Commissioning agreement for gynae-oncology surgical services 
to be provided across 2 sites, namely The Christie and CMFT. The Christie has 
put forward proposal for one service two site model. Internal project board in 
place.

Project board. Transfer of activity.

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

Tender process now discontinued 
by commissioners. Awaiting 
further commissioner instructions

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

4.4 Loss of trials due to no processes for accessing 
funding for excess treatment costs for trials EDoF&BD 3 4

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

12 Reports to research governance committee 
and commissioner meetings 12

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

EDoF&BD 2 4
5 year strategy and estates strategy includes consideration of PBT 
accommodation, consideration of different options through project group. 
Business case will be developed.

8 PBT steering group and Strategic Plan 
Implementation Board 8

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

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

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

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

6 OECI accreditation achieved 6

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

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

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

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

Key directors attending discussions. Input into the business case. MOU 
produced and shared with board between ''All local authority members of the 
Association of Greater Manchester Authorities (AGMA) and all Greater 
Manchester Clinical Commissioning Groups (CCGs) (together known as GM)' 
and NHS England'.

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

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

5.2 No further growth in delivery of chemotherapy at 
local centres

COO / 
EDoF&BD 2 4

Downside modelling. Involvement of key individuals in tariff discussions.  
Response to national tariff consultation. Every option considered financially. 
Refreshed SACT strategy to be approved by Board in Q1 2015/16. Manchester 
Cancer to adopt Christie SACT strategy.

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

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

8

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

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

5.4 The Christie Pathology Partnership objectives 
not achieved

COO/ 
EDoF&BD 3 4 The Christie Pathology Partnership board established Appropriate membership of the 

board with partner organisations 12 The Christie Pathology Partnership board 
meetings 12

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

EDoN&Q 
EMD 2 4

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

Inability to influence across whole 
pathway 8 Achievement of cancer targets

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

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

8 Continued achievement of all key 
performance targets 8

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

Continued achievement of a Continuity of 
Services Rating of 4

Commissioner and Christie QIPP team established and meeting monthly.  
Strong relationship with commissioners enhanced by re-energising the Christie 
Commissioning Strategy Board (CCSB). A meeting schedule including definition 
of attendees is agreed with commissioners and is in place. Process in place for 
quick dissemination of NHS England policy.
Deputy Director of Finance is a member of Specialist top Up Tariff Working 
Group and is a member of a working group of the Federation of Specialist 
Hospitals (FSH).  Weekly returns submitted to Monitor tracking progress of 
contract negotiations. Trust has opted for ETO (enhanced tariff option) for 
2015/16.  QIPP schemes have been identified to enable savings to be offered to 
mitigate any future loss of income resulting from commissioner requests.  
Manage demand

No response from commissioners. 
Not sufficient capacity and 
capability

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

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

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

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

Corporate objective 6 - To maintain excellent operational and financial performance 

6.2 Financial performance target not achieved EDoF&BD 3 5 15 15

145



Principle Risks Exec Lead Li
ke

lih
oo

d
Im

pa
ct

Key Control established Key Gaps in Controls R
is

k 
Sc

or
e

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

7.1 Governance failure resulting from temporary 
board and senior leader arrangements CEO 2 3 Recruitment underway for executive and non executive positions. External 

recruitment partner appointed and timetable in place fro NED appointments. 6 Interview date for 2 substantive NEDs May 
2015. 6

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

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

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

9

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

Integrated performance and quality report 9

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

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

7.5 Impact of national pay awards DoW 3 3 Monitored through turnover and appraisal. Personal development discussed in 
appraisal. Staff engagement work as part of OD plan. Unable to influence national policy 9 Appraisal and turnover data 9
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8.1

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

EDoF&BD 3 3

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

9

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

9

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

EDoF&BD 3 2
Sustainable development management committee meet quarterly. National 
returns submitted. Quarterly reports on each requirement produced and 
progress monitored.

Not achieving target for energy & 
carbon reduction 6

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

6

Corporate objective 8 - To play our part in the community

Corporate objective 7 - To be an excellent place to work and attract the best staff
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Agenda item 29/15ci&ii 
 
 

Meeting of the Board of Directors 
Thursday 28th May 2015 

 
 

Reports of Chairs of audit & quality assurance committees 

Papers Prepared By 

Audit - Joanne Fitzpatrick, executive director of 
finance & business development 

Quality assurance - Jackie Bird, executive director of 
nursing & quality 

Subject/Title 

Annual reports: 

i. Audit committee 

ii. Quality assurance committees 

Background Papers  

Purpose of Paper To provide an annual summary of the work of the 
audit and quality assurance committees 

Action/Decision Required The board is asked to note and approve the annual 
reports of the audit & quality assurance committees 

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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Audit Committee Annual Report 
April 2014 – March 2015 

 
1. Introduction 

The purpose of this report is to formally report to the Board of Directors on the work of the 
Audit Committee during the period 1st April 2014 to 31st March 2015 and to set out how it 
has met its terms of reference and priorities. 

 
2. Committee membership and meetings 

The committee was chaired from April to July 2014 by Lee Childs, (Lee stood down at the 
end of July 2014 after 7 years as a non-executive director) and from August 2014 to March 
2015 by Neil Large, interim non-executive director, both of whom have the required financial 
expertise to enable them to express informed views about financial management.  There 
were six meetings during 2014/15: 28th April, two meetings on 27th May (joint meeting with 
the quality assurance committee followed by a full audit committee meeting), 28th July, 27th 
October 2014 and 30th January 2015. 

 
3. Assurance arrangements 

The committee has shared responsibility with the quality assurance committee to provide 
assurance to the board of directors that The Christie NHS Foundation Trust and The 
Christie Charitable Fund are properly governed and well managed across the full range of 
their activities. 

 
In broad terms the audit committee is responsible for all matters relating to corporate, 
financial & investment governance and risk management whilst the quality assurance 
committee is responsible for clinical & research governance and risk management. 

 
The main responsibilities of the audit committee are set out in the committee’s terms of 
reference. 

 
4. Terms of Reference 

The audit committee terms of reference (ToR) were reviewed and updated to reflect the 
findings of an external board governance review.  The revised ToR were approved at 
the committee’s April 2015 meeting following the board governance review undertaken 
by PwC. 

 
5. Governance, risk management and internal control process 

The audit committee followed the annual reporting cycle 2014/2015, approved at its 27th 
October 2014 meeting, to schedule its work throughout the year and it uses a rolling 
programme to track committee actions.   As of January 2015 the committee also has an 
action log to capture the actions from each meeting. 

 
The priorities for 2014/15, and the detailed work programme, were based on the corporate 
objectives, assurance framework and corporate risk register and discussion with executive 
directors. 
 
The Committee uses an audit recommendation tracking report to receive updates and 
monitors progress on actions/recommendations for all internal audit reports including those 
allocated to the quality assurance committee. Outstanding actions are reviewed at each 
meeting and senior managers are asked to attend to explain to the committee the reasons 
for any significant delay.  At the committee’s request high risk recommendations are 
reported to the Risk & Quality Governance Committee to ensure a link to the relevant 
divisional risk register. 
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The committee received a report from the internal auditor at each of its committee meetings 
which summarised the audit reports issued since the previous meeting. The committee 
received a full report on any internal audits assigned a ‘limited’ audit opinion with the 
responsible manager required to attend the next meeting to present their plans to address 
the audit recommendations.  In addition all limited assurance audits are followed up by an 
un-notified audit.  

 
The committee also received an executive director of finance & business development 
report at each of its meetings which provided an update on regular and scheduled business 
in accordance with the annual reporting cycle and other matters of financial governance 
interest. 

 
At the October 2014 meeting of the audit committee the 2014/15 Board Assurance 
Framework (BAF) was reviewed and it was agreed the format should be revised to ensure 
there is more focus placed on risk.  A new BAF for 2015/16 has been designed, in 
conjunction with our internal auditors, and was presented to the Board of Directors at its 
March 2015 meeting.   The current BAF has been updated to ensure the risks to the 
organisation of not achieving its objectives are captured.  
 
The committee is satisfied that the system of risk management in the organisation is 
adequate in identifying risks and allows the board of directors’ to understand the 
appropriate management of those risks.   The committee believes there are no areas of 
significant duplication or omission in the systems of governance (that have come to the 
committee’s attention) that have not been adequately resolved. 

 
6. Monitor 

Monitor uses a continuity of service risk rating to ensure Foundation Trusts are financially 
viable. There are four rating categories ranging from 1 (which represents the most serious 
risk) to 4 (representing the least risk).  This system monitors the level of risk to the on-
going availability of key services.  The Trust achieved a continuity of services risk rating of 
4 for the year ending 31 March 2015. 

 
In March 2014 following concerns raised in regard to the governance of our Board of Directors, 
Monitor issued the Trust with a notice of intervention which meant the Trust was red rated for 
governance.  The requirements of the notice were complied with and on 18th November 2014 
the Trust received a Statement of Compliance.  Monitor concluded its regulatory action at the 
Trust and our governance rating was changed from red back to green (backdated to Q2).  At no 
time during this period were there any concerns raised about our patient care or treatment. 
 

7. Achievement of the identified priorities 
The priorities for 2014/15 were reviewed and allocated between the audit and quality 
assurance committees. The priorities for the audit committee are set out below: 

 
1. Review of the Standing Financial Instruction- Achieved 
2. Gift and Hospitalities - Achieved 
3. Charity Funding Commitments - Achieved 
4. Review of major capital project – HTU \ YOU- draft report issued 
5. Mobile Computing (replaced IT infrastructure)  Achieved 
6. The Christie Pathology JVV – reporting arrangements- Deferred until 

2015/16 
7. Provider Licence -draft report issued 
8. Mandatory Training- Achieved 
9. Board sub-committee governance arrangement- Work to span over into 

2015/16 
 

8. Regulatory issues 
The Trust’s Standing Financial Instructions and Schedule of Reservation and Delegation 
of Powers regulatory documents were reviewed in October 2014 to ensure they reflect 
changes in governance structure and policies.   
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9. Assurance activity 

Detailed reports were received during the year across the full range of trust systems. 
 

The internal audit plan 2014/15 was based on a risk assessment approach centred on 
discussions with senior staff and non-executive directors and was linked to the 
organisation’s assurance framework.  The internal audit plan was structured to meet 
the NHS internal audit requirements and provide the Director of Audit’s Opinion which 
subsequently contributes to the board’s completion of the annual governance 
statement. 

 
The following internal audit reports were issued and reviewed by the Audit 
Committee during the year: 

 
Audit Assurance Date received Recommendations 

Reports issued:    
Combined financial systems Significant April 2014 3 low 
HR/Payroll (ESR) Significant April 2014 4 medium / 1 low 
Revalidation Significant April 2014 1 medium / 2 low 
Local CQUIN – end of life Significant April 2014 3 medium 
Acuity Model Significant April 2014 4 medium / 1 low 
Divisional Governance Significant April 2014 2 medium / 2 low 
Information Governance Toolkit Significant April 2014 0 
Pharmacy Management Significant May 2014 2 medium 
Medical Locums Limited  

(re-assessed as significant) 
May 2014 1 high / 2 medium / 1 

low 
2013/14 review – CQC Outcome 
21  
 

Significant July 2014 1 medium / 1 low 

Complaints review Significant October 2014 1 medium / 4 low 
Mandatory training Significant October 2014 1 high / 2 medium / 2 

low 
Cash Handling Visits Significant October 2014 3 medium / 1 low 
Quality spot check – Ward 11 Significant January 2015 6 medium / 1 low 
Medicines Management 
Baseline Assessment Review 

Significant January 2015 7 medium 

Charity Commitments Review Significant January 2015 3 medium / 2 low 
 

The committee received 1 ‘limited’ assurance report during 2014/15 in regard to the 
appointment of medical locums.   This assurance level was re-assessed following further 
evidence being provided which confirmed medical locum CVs were being received prior 
to appointment.  Recommendations were made around strengthening this process but the 
risk was reduced and significant assurance given.   Action plans were developed in all 
areas where recommendations for improvement were made.   
 
The Director of internal audit opinion was received at the 24th April 2015 meeting and the 
overall assurance opinion provided for the year ended 31st March 2015 was significant. 
 
In addition to the internal audit reports issued throughout the year, a review was 
undertaken to evaluate the effectiveness of the current arrangements in place in regard to 
gifts & hospitality which focused on compliance with the Trust’s policy.   Overall it was 
found that the Trust does have the system and policy in place regarding the requirements 
for gifts & hospitality declarations.  The review identified some areas for improvements to 
the existing controls and an action plan has been developed and the recommendations of 
the review are being implemented.    
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A high level review of the revised SFI’s was also undertaken to ensure that the document 
contained the necessary statutory requirements in relation to the key governance, financial 
and operational areas.   There were a number of areas highlighted for consideration in 
relation to ensuring the SFIs reflect the most up to date guidance and these have been 
actioned.   
 
During the year internal audit were requested to undertake the following additional to plan 
reviews:  
• Estates Statutory Compliance and Contractors Appointment process.  
• EPR Post Implementation  
 
The following pieces of work are ‘work in progress’ and will be reported to the audit 
committee on completion 
• Quality spot check – Ward 4  ( Complete to be reported to April 2015 committee) 
• Bed Management and Discharge Planning 
• Mobile Computing (Complete to be reported to April 2015 committee) 
• Information Governance (Complete to be reported  April 2015 committee) 
• Provider Licence  
• Payroll (Complete to be reported  April 2015 committee) 
• Combined Financial Systems (Complete to be reported  April 2015 committee) 
• Monitor Annual Plan Self-Assessment Tool 
• Sub Committee Governance 

 
10. Local Anti-Fraud Specialist 

The Local Anti-Fraud Specialist service has continued to enhance the Trust’s overall anti- 
fraud arrangements through the conduct of a range of agreed activities. 

 
The key tasks undertaken during the year were: 
 Strategic Governance – To ensure the continuation of the Trust’s Anti-Fraud 

arrangements through strong governance arrangements  
 Inform and Involve – To raise awareness of the Trust’s Zero tolerance to fraud and 

continue to embed the culture.  
 Prevent and Deter – Development, enhancement and communication of anti-fraud policies 

and procedures to ensure that the Trust is protected from emerging fraud risks. 
 Hold to Account – A focussed approach to detection, investigating and ensuring 

appropriate sanction and redress has been implemented.  
 
The anti-fraud annual plan approved for 2014/15 allocated 70 days to preventing, detecting 
and investigating fraud.  A significant amount of time has been given to deterring fraud and 
creating an anti-fraud culture within the organisation. 

 
Consistent with our long term approach of zero tolerance, all suspected frauds identified 
during the year have been fully investigated and appropriate action taken. 

 
11. Internal audit & counter fraud tender 

The internal audit & counter fraud contract expired on 30th June 2014 and a tender process 
was carried out.  Following presentations and interview of the shortlisted audit firms, Mersey 
Internal Audit Authority (MIAA) was re-appointed. 

 
12. Annual governance statement 

The draft annual governance statement was considered on 24th April 2015 and was judged 
consistent with the audit committee’s view on the organisation’s system of internal control. 

 
The final version will be approved by the joint audit and quality assurance committees 
before being submitted to the Board of Directors for approval on 28th May 2014. 

 
13. External audit 

The Council of Governors approved the appointment of PwC as the Trust external auditors 
in July 2012. The approved contract period was for five years until 2017 with an option to 
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break the contract at the end of years 3 and 4. The Audit committee considered the 
performance of PwC and agreed to continue with the existing contract for a further year 
until 31st August 2016.  This was reported and approved by the council of governors at its 
February 2015 meeting. 

 
14. Review of annual financial statements 2014/15 

The annual financial statements for 2014/15 were prepared in accordance with IFRS. 
 
The external auditors completed full and thorough audits of the exchequer accounts for 
2014/15 resulting in an unqualified opinion. The audited exchequer accounts were 
discussed in full at the joint meeting of the audit and quality assurance committees on 28th 
May 2015. 
 
In line with Monitor’s timetable for the submission of audited annual accounts a joint 
audit/quality assurance committee meeting was held on 28th May 2015 to approve the 
accounts. The external auditors completed full and thorough audits of the exchequer 
accounts for 2014/15 resulting in an unqualified opinion. 
 
The external auditors undertook a full and thorough audit of the charitable fund accounts for 
2013/14. The unaudited charitable fund accounts were reviewed by the Charitable Funds 
Committee and the audited accounts approved on 11th July 2014. 
 
The external auditors provided their annual governance opinion (ISA 260) in relation to the 
2013/14 year at 27th May 2014 meeting.  Assurances have been received from the 
executive director of finance and business development that matters identified in the report 
were addressed during 2014/15. 
 

15. Priorities for 2015/16 
The following priorities are identified for 2015/16 

 
 Standing Financial Instruction Compliance 
 Contract signing arrangements 
 EPR benefits realisation. 
 Review of major capital project –  Linear Accelerator replacement 
 The Christie Pathology JVV – reporting arrangements 
 Review volunteer  arrangement ( workforce audit) 
 Board Assurance and Fit and Proper Persons 
 Activity targets – 62 day / 18 weeks (Quality) 
 SUI – lessons learnt (Quality) 
 Medicine Management  KPI (Quality) 

 
 
 
Neil Large 
Chair of the Audit Committee 
April 2015 
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Quality Assurance Committee Annual Report 
April 2014 – March 2015 

 
1. Introduction 

The purpose of the quality assurance committee annual report is to review the work of the 
committee undertaken in the period 1st April 2014 to 31st March 2015 and to set out how it 
has performed against its responsibilities as defined in its terms of reference.   

 
2. Terms of reference & committee membership 
 The quality assurance committee terms of reference will be reviewed at its meeting in June 

2015.  
 
 From April 2014 to the end of August 2014 the committee was chaired by Barrie Bernstein, 

non-executive director, and from September 2014 onwards by Dame Christine Beasley, 
non-executive director.   

 
3. Meetings 

Four quality assurance committee meetings were held over the course of the year on 30th 
June, 29th September and 24th November 2014 and 27th February 2015.   In addition a joint 
meeting of the audit and quality assurance committees was held on 27th May 2014 (the 
decisions from this meeting were ratified at the board of directors’ meeting on the same 
day).  

 
4. Relationship to other Committees 

 The Committee has shared responsibility with the audit committee to provide assurances to 
the board of directors that The Christie is properly governed and well managed across the 
full range of their activities.   
 
In broad terms the quality assurance committee is responsible for ensuring that assurance 
is provided for Quality, educational & research governance and risk management.  The 
quality assurance committee informs the board of directors of the outcomes of its review.  
 

5. Achievement of the identified priorities  
No change was proposed to the priorities established in 2013/14 so the list below continued 
to form the basis of the committee’s programme during 2014/15.  The Board is invited to 
identify any additional subjects on which assurance may be required in response to 
changes in the Monitor Quality Framework, the PWC Well led review and the statutory 
changes in healthcare. 
 
The priorities for 2014/15 are set out below.   
 
a) Maintain registration with the CQC and full compliance with CQC essential standards 

of quality and safety, along with all other regulatory requirements.  Achieved 
b) Ensure that the Trust meets all quality related requirements of the Monitor 

Compliance Framework and Monitor Risk Assessment Framework for 2014/15.  
Achieved 

c) Monitor progress in maintaining NHSLA level 3 accreditation standards, and maintain 
green RAG rating for Clinical Litigation claims.  Achieved 
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d) Ensure continuing high standards of patient care and patient experience, monitor 
patient safety information and patient harm rates.  Achieved 

e) Monitor and support the ongoing development and presentation of clinical 
effectiveness and outcome data to ensure The Christie is delivering the best possible 
cancer care to its patients.  Achieved 

f) Ensure that the clinical audit programme is appropriate, adequately resourced and 
aligned with the strategic objectives of the Trust.  Achieved 

g) Continue to provide high standards of cleanliness and effective HCAI management 
and compliance with the Hygiene Code.  Achieved 

h) Oversee the publication of the annual Quality Accounts.  Achieved 
i) Receive the annual whistleblowing audit and review. Achieved 

 
6. Governance and risk management  

The committee maintains an annual reporting cycle.  Actions arising from meetings are 
recorded on an action-plan rolling programme.  These two documents are used to plan, 
record and monitor the work of the committee. 
 
Throughout the year the committee has received a range of information in accordance with 
the annual reporting cycle. 
 
6.1 Care Quality Commission (CQC) 
The committee receives regular updates describing the governance arrangements for 
monitoring compliance with the essential standards of quality and safety.  It has gained 
assurance by reviewing patient safety, effectiveness and experience reports and from the 
data within the performance report provided to the board of directors.  This will be reviewed 
in light of the Health and Social Care Act amended regulation.  
 
6.2  Monitor 
The Trust met all of its national targets and other mandatory requirements during 2014/15.  
 
In 2014 Monitor issued a notice of intervention and the Trust was rated “red” for 
governance.   This notice of intervention set out a discretionary requirement to appoint Sir 
Hugh Taylor as interim Chairman, which the Trust complied with  in  order  to  address  and  
manage  the  governance  concerns  around the  Board of Directors.  At no time were there 
any concerns around patient care or treatment.  
  
On 18th November 2014 the Trust was issued with a Notice of Compliance which 
confirmed that Monitor was satisfied that the Trust had complied with the discretionary 
requirements and our governance rating was returned to green at the beginning of 
December 2014. 
 
The report received from Monitor made 10 recommendations that have been addressed 
through an improvement plan which will be monitored through this committee.  
 
6.3  NHSLA 
The committee continues to monitor key areas in regard to the Level 3 standards set by the 
NHSLA even though there is no further accreditation against the standards. 
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6.4  Internal audit reports 
Internal audit reports by Mersey Internal Audit agency conducted on behalf of the quality 
assurance committee were received during the year as shown below.   
 

 
Any recommendations are captured in an action plan and implemented as required.  There 
were no limited assurance reports during 2014/15.   
 
6.5  Governance reports 
At its meeting on 30th June 2014 the committee received the following annual reports: 
 Health, Safety and Security annual report 2013/14 (there is a legal requirement to 

present this report annually) 
 Infection Prevention and Control annual report 2013/14  
 Equality and Diversity annual report 2013/14.  
 The Clinical Audit annual report 2013/14 was received at the September 2014. 
 The Safeguarding Vulnerable People annual report 2013/2014 was presented to the 

November 2014 meeting.   
 
There were no issues of concern raised in any of the reports. 
 
6.6  Risk management 
In line with the risk management strategy the committee seeks to ensure assurance that 
risk management processes are embedded and well managed. This is achieved via 
scrutiny of the key risks reports within the performance report provided to the board of 
directors and through an overview of the work of the risk and quality governance 
committee. 
 
The information provided in these reports has enabled the committee to provide assurance 
to the board of directors that there are effective systems of internal control in place with 
regard to clinical and research governance and risk management. 
 
6.7 Review of committee effectiveness 
In line with its terms of reference the Quality Assurance Committee received in November 
the outcome of the effectiveness review on how the committee performed over the past 
twelve months. The review made a number of observations and recommendations and 
these will be shared with the External Auditors currently undertaking the external Well Led 
Governance Review for their consideration. 

 
7. Annual Governance Statement 
The Annual Governance Statement for 2013/14 was considered and approved at a joint 
meeting of the audit and quality assurance committees on 27th May 2014.  

Internal audit report Date issued Audit assurance 
Acuity Model Review June 2014 Significant 
CQC Outcome 21 June 2014 Significant 
Complaints Review September 2014 Significant 
Quality spot check – Ward 11 November 2014 Significant 
Quality Spot Check ward 4 Report to be 

presented to June 
2015 meeting 

Significant 

Bed management and discharge 
planning 

Report to be 
presented to June 

2015 meeting 
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8. Quality Accounts 

The Trust received an unqualified audit opinion for its quality report (best outcome), which 
was published as part of the annual report and accounts for 2013/14. This included data 
covering patient satisfaction surveys, complaints, waiting times, clinical audits, 1 and 5 year 
survival rates, SUIs and infection rates, as well as performance against national targets and 
goals agreed locally with commissioners.           

 
9. Reviewing legality of actions 
 The committee has not received any reports of any enforcement activity (other than the 

Monitor intervention reported above) by any relevant regulators in relation to the Trust’s 
activities.  

 
10. Priorities for 2015/16 

1. Maintain registration with the CQC and full compliance with CQC regulatory requirements 
of quality and safety, along with all other regulatory requirements.  Prepare for new style 
CQC inspection.  

2. Ensure that the Trust meets all quality related requirements of the Monitor Risk 
Assessment Framework for 2013/14 and to bi-annually review the risk against the Monitor 
Quality Framework.  

3. Ensure continuing audit and evidence of high standards of patient care and patient 
experience, monitor patient safety information and patient harm rates.   

4. Monitor and support the ongoing development and presentation of clinical effectiveness 
data to ensure The Christie is delivering the best possible cancer care to its patients.   

5. Ensure that the clinical audit programme is appropriate, adequately resourced and aligned 
with the strategic objectives of the Trust.  Clinical Audit to attend every meeting of this 
committee to ensure clinical effectiveness.   

6. Continue to provide high standards of cleanliness and effective HCAI management and 
compliance with the Hygiene Code.   

7. Oversee the publication of the annual Quality Accounts.   
8. To agree quality priorities for internal audit with a focus on complaints management which 

have been agreed with the Quality Assurance Committee.  
9. To monitor the changes in the NHSLA requirements from Risk Management Standards to 

learning from claims and maintain green RAG rating.  
10. To receive the annual monitoring report of the whistleblowing policy. 
11. Ensure completion of the CQC/Monitor action plan.  

 
 
 
 
Dame Christine Beasley 
Chair of the Quality Assurance Committee  
February 2015 
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