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DRAFT Public minutes of the meeting of the Board of Directors of  
The Christie NHS Foundation Trust held on Friday 31st July 2015 at 10am in the  
trust administration meeting room centre, The Christie NHS Foundation Trust 

 
Present: Chris Outram (CO) 

Neil Large (NL) 
Kieran Walshe (KW) 
Roger Spencer (RGS) 
Jackie Bird (JB) 
Joanne Fitzpatrick (JF) 
Anthony Blower (AB) 
Ann McEvoy (AMc) 
 

Chair 
Non-Executive Director 
Non-Executive Director 
Chief executive 
Executive director of nursing and quality 
Executive director of finance & business development 
Executive medical director 
Director of workforce 
 

In Attendance: Caroline Moss (minutes) Assistant company secretary 
 Bernie Delahoyde (BD) Deputy chief operating officer 
 Ann Gavin-Daley (AG-D) Public governor for Salford 
 Roger Bowman (RB) Public governor for Trafford 

CO welcomed everyone to the meeting, particularly the two public governors, Ann Gavin-Daley and Roger 
Bowman.   CO noted that since the last meeting Neil Large has been appointed to a substantive non-
executive director post and she welcomed Kieran Walshe to his first public board meeting.  
 
Presentation:  Acute Care in The Christie – Dr Tim Cooksley, Honorary Consultant, Critical Care 
CO welcomed Dr Tim Cooksley (TC) to the meeting.  TC explained that in acute care there has been an 
increase in the number of emergency admissions being made with increasing patient complexity, poor 
continuity of patient care and an increase in mortality rates at weekends; this all leads to added pressure 
within the medical team workforce.   He described the acute medicine service as a high standard 
evidenced based practice which is committed to 7 day working (not currently available at The Christie).  
The service provides increased ambulatory care with shorter hospital stays.  TC outlined the benefits of 
7 day working in acute medicine which shows greater parity across the week with a higher standard 
consultant led service with improved outcomes for patients. 
 
The acute medicine service at The Christie is a consultant led and delivered service.  MAU ward rounds 
of all patients are undertaken daily and there is collaborative working with oncologists.  Trainee doctors 
and nurses are educated with general medical skills and regular audits are undertaken to ensure high 
standards of clinical work.  TC explained that the vision for acute medicine is to provide high standards 
of care with immediate response to poorly patients.  Collaborative working (including educating doctors, 
students and multi-professionals) is key to delivering a comprehensive and sustainable acute medical 
care service.  
 
TC reported on 3 patient stories: 

i. A 62 year old lady with metastatic breast cancer who was very poorly and had problems with 
blood clotting.  A team from UHSM was on standby to collect her; a drain was inserted and she 
was returned to The Christie. 

ii. A 30 year old patient undergoing radio-iodine treatment for thyroid experienced palpitations.  The 
patient was referred to a cardiology colleague that afternoon who, following examination, 
indicated he was happy for her to continue with her treatment thereby preventing any delay. 

iii. A 60 year old patient with a line infection was treated with antibiotics at the hospital on a daily 
basis which improved the patient experience and negated the need for a hospital stay. 

 
The challenge for acute care is to provide an ambulatory service.  TC noted the large geographical area 
served by The Christie and noted that to combat this, a virtual ward concept could be adopted.  This 
would be managed by The Christie working closely with colleagues at local ambulatory units.  TC noted 
that re-admissions are increasingly used as a quality indicator with cancer patients having an increased 
chance of readmission; this is not a good quality indicator for The Christie cohort of patients. 
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With the advent of Healthier Together there is potential to add further pressure to ‘hot sites’.  There was 
poor performance in 4 hour ED targets across Greater Manchester last winter and there was an increase 
in oncology workload.   There was also an increase in Phase 1 & 2 trials with the potential for 
Commissioners to expect The Christie to manage more hotline/priority patients.    
 
For the future there is potential to be innovative and visionary.  Delivering high standards will improve 
mortality rates, reduce length of stay, improve clinical handover leading to a high quality of patient care.  
There is potential to deliver a 7 day service whilst delivering financial savings.  This high quality work will 
improve the Trusts reputation both nationally and internationally.  The Christie could be a flagship not 
only for cancer but for an acute model of care in cancer patients. 
 
NL asked if additional staff would be required to run a 7 day consultant led service.  TC agreed more 
staff would be required which has financial implications for the Trust.  KW commented on the patient 
transferred between The Christie and Wythenshawe hospitals and whether acute services at The 
Christie can call on services at Wythenshawe during weekends.  TC indicated this would be minimal; it 
would be very unusual to transfer inpatient care.  KW asked about access to diagnostics.  TC confirmed 
diagnostics are undertaken at The Christie.    JB and TB commented on the support given to junior 
doctors which has helped revolutionise and modernise care for this group of patients.   
 
Roger Bowman, governor for Trafford, commented on excellent figures and commended TC on the 
service.  He asked how this is communicated externally.  TC confirmed this information is published in 
high impact medical literature but suggested for more local coverage it was a media issue.  JF noted the 
website is being improved to reflect this type of information.  Ann Gavin-Daley, public governor for 
Salford, commented on the obvious benefits this services has for patients, especially from a quality 
perspective. 
 
CO thanked TC for his excellent presentation. 

No Item Action 
39/15 Standard business  

a Apologies  
 Apologies were received from Kathryn Riddle, Ron Stout and Jason Dawson.  CO thanked 

Jason for his contribution as interim COO. 

 

b Minutes of the previous meeting held on 19th June 2015  
 The minutes of the meeting held on 19th June 2015 were approved.    

c Action plan rolling programme, action log & matters arising  
 All items from the rolling programme were captured on the agenda.  The two items on the 

action log were complete. 

 

d Declarations of interest  
 None declared.  

40/15 Key reports  
a Chief executive’s report  

 CO reported that the Proton Beam Therapy ground-breaking event took place on Monday 
27th July 2015.  The event was well attended by patients, clinicians, major donors, 
governors and supporters from across the network; there was strong representation from 
NHS England (NHSE) and the Department of Health (DH).   

RGS drew particular attention to the following in his report: 

• Update on devolution Manchester – work is continuing to develop a strategic plan for 
the whole of Greater Manchester.  Discussions have been held with partners regarding 
how this will work.   

• Healthier Together – progress has been made in determining the locations of the 
single service sites for acute services.    These are Stockport, Salford, Oldham and 
Central Manchester.  As the implementation plans are put in place, The Christie needs 
to look at how to organise acute oncology services within these centres to ensure they 
are appropriately integrated. 
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No Item Action 
• Best places to work 2015 – The Christie has been named in the list of best NHS places 

to work 2015.  The board’s congratulations were noted. 

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

• Anne Castleton has recently been appointed as a consultant haematologist.  She 
trained in London and is currently a locum at Saint Barts.  She takes up her 
appointment in January 2016. 

• Greater Manchester, Lancashire and South Cumbria Clinical Senate (CMLSC) – the 
CMLSC annual report has been issued.  AB and 3 Christie colleagues are taking up 
places on the clinical senate assembly from this autumn.   

• Two consultants have been awarded personal chairs by the University of Manchester 
(Miss Sarah O’Dwyer and Dr Corinne Faivre-Finn).  CO extended her congratulations 
and those of the board to both recipients. 

• GMC-NMC guidance on duty of candour – this has been circulated to all clinical 
directors, senior nurses and consultants to make staff aware of the legal requirements. 

 

c Integrated performance report  
 JB indicated her report was in 3 parts; high level performance metrics, update on patient 

safety for falls and pressure ulcers and the two additional reports:  

• Monitor 62 day target  
• Greater Manchester Emergency Preparedness, Resilience and Response (EPRR) 

assurance report 2015-16; the board approved the declaration of full compliance 
against the standards and acknowledged the associated work programme.  Approved 

The overall performance for Q3 remains good.   

Quality – 98.6% of patients are happy with the service we provide.  OP 20 minute waits, 
chemotherapy treatments and pharmacy turnaround times are all better than target and we 
have a CQC IMR band of 6 with no associated risks.   

Patient safety – there have been no MRSA or C-Diff cases reported in June, no SUI 
panels, 5 executive reviews, 2 complaints and 2 inquests.  Safe staffing levels have been 
achieved.   

Risks – there are no new risks above 15. 

Strategy – we have a Monitor Continuity of Service (CoS) rating of 4 and our objectives are 
on amber.   

Finance – the EBITDA surplus is £432k above plan, the trading surplus is £3k above plan 
and the I&E surplus is £192k below plan.  We are in a good CIP position and we have a 
cash balance of £51.8m.  Debtor days are at 14 (just above the 12 days target).   

Efficiency – length of stay is 6.63 days, sickness absence is 2.56% for June and agency 
spend is 0.65% of the total pay bill.   

Access – 31 days and 18 weeks are both above target.  62 day performance is 86.4% for 
June (86.7% for Q1). 

NL commented that the dashboard range is helpful.  KW asked for more information about 
the executive reviews.  JB reported that these are moderate incidents, claims or 
complaints which are reviewed by the EDoN&Q, EMD (or deputy) and the head of safety 
and risk at the weekly Executive Review Group.  JB reported that an in depth 3 monthly 
update goes to the quality assurance committee. 

Patient safety - pressure ulcers and falls – JB reported that a root cause analysis is 
undertaken and an executive review panel is called which nurses are required to attend.  
An attribution process (to assess whether appropriate care has been given) is undertaken 
to determine whether the pressure ulcers and falls were avoidable.  JB noted that the 
score card should have been flagged red for pressure ulcers and falls against the projected 
trajectory.  The pressure ulcer collaborative improvement programme shows a 24% 
reduction with no grade 3 or 4 ulcers last year.   

A business case to support the appointment of the first ever tissue viability nurse was 
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No Item Action 
approved and the nurse has been in post since January 2015.  JB noted that the Trust is 
evidencing more pressure ulcers due to mechanical devices.  The Trust is trialling new 
mattresses on the Palatine Ward. 

JB asked whether the report should include all minor falls as part of our open and 
transparent work.  JB explained ‘minor’ is described as first aid (applying a plaster).   JB 
noted the Trust only has a small number of falls and pressure ulcers and is below national 
benchmarks but strives to improve.   

Summary Governance Green 

  CoS rating 4 

Following a question from CO in regard to trial targets, RGS reported that considerable 
work is being undertaken at a national level and by The Christie at a local level regarding 
clinical trials.  This is about the speed an organisation can get a trial up and running.  R&D 
has set itself a target of being better than 90% as opposed to the 70% target set by the 
Department.  This is a key R&D ambition to lead in this area.  This is a global indicator of 
research performance by the NIHR and is an important marker for BRC bids.   

41/15 Other reports  
a Monitor/CQC Implementation plan update  

 

RGS reminded board that in July last year Monitor and the CQC undertook a joint review 
following concerns raised.  The review went well and culminated in a joint report received 
in November 2014 which identified no significant concerns, areas of good practice and 
some areas where improvements could be made.  An improvement plan was produced 
and a report against progress was provided to Board at the beginning of 2015.  RGS 
confirmed all actions set out in the implementation plan have now been completed; the 
update is for completeness and evidence of this.  The document will be sent to both 
regulators with evidence that all items are complete.  One of the actions was to undertake 
an external leadership review; this has been actioned and all recommendations completed.  
Documentary evidence will be available on the website following the Q1 submission. 

 

b Saville report update  

 

JB reported that following the death of Jimmy Savile and subsequent allegations of his 
wrongdoings the Department of Health (DH) launched an inquiry.  Of the 14 
recommendations to come out of the inquiry, 12 were relevant to The Christie.   We were 
asked to respond to Monitor by 15th June with an overview of any necessary actions taken 
as a result of the recommendations, where these are in progress and the day they will be 
completed.  All actions have been completed and the response sent to Monitor; evidence 
is available on the website. 

 

c Implications for The Christie of ‘Achieving World Class Outcomes’ strategy paper  

 

NHS England (NHSE) has developed an independent taskforce to develop a 5 year 
strategic plan for cancer services.  The strategy paper was issued at the end of June and 
the summary paper identifies the Trust’s next steps.  The strategy explores the entire 
cancer pathway with a breadth of recommendations with 6 strategic priorities.  

The strategy aligns to the Trust’s existing plans.  This issue with be for further discussion 
at the board time out in October. 

 
 
 
 
 
* 

42/15 Approvals  
a Monitor declaration for Q1 submission  

 

JF reported that the Monitor declarations are in a standard format set by Monitor and set 
out the Trust’s financial, performance and quality position.  There is also a non-financial 
section which focuses on areas such as the board of directors and council of governors.  
Since preparing the report 2 paragraphs have been added: 

• Close down of the Monitor/CQC implementation plan with link to website 
• Expression of interest to be a vanguard pilot for acute care  

Approved 
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No Item Action 
43/15 Board assurance  

a Assurance from board committees held in June  

 

JB reported that this is the first time a key issues report has been presented to board (this 
was one of the recommendations from the external governance review).  The committee 
considered each agenda item and a level of assurance was assigned to each risk reviewed 
(all received significant assurance).   A draft report was received from MIAA in regard to 
discharge management.  Significant assurance was assigned but there was 1 high risk 
around planning and discharge (steps are being taken to address this). 

The quality assurance committee asked for the following actions to be taken against the 
risks reviewed: 

Monitoring of: 

• Quality heat map (is it of value) 
• Board assurance framework 
• Quality indicators for waiting times 
• Patient falls 

There were no items for escalation to the board.  The board noted the key issues report 
and draft minutes 

Noted 

 

 Board Assurance Framework 2015/16  

 

RGS reported that the BAF has been updated following review at the last meeting and 
outlined the 3 changes reflected in the document.  RGS reminded board that this is a live 
document and updates won’t necessarily change the risk score e.g. discussion held 
around corporate objective 2.1 about achieving 70% research target. 

NL asked about pressure ulcers and falls which carry a reputational risk.  JB noted these 
would come under the patient safety section (objective 1) and the risks, key controls and 
assurance will be discussed at the Quality Assurance committee. 

Devolution Manchester – to be updated – no change to status but was considered at the 
Board.  This will form part of the strategic discussion in the autumn. 

Update to corporate objective 7 regarding being in the top best places to work – this won’t 
change the risk but should be evidenced. 

NL asked about sickness levels – AMc noted these figures are low; work is currently 
ongoing to offer more support to staff by identifying the reasons for sickness. 

CO commented that in regard to objective 7.1 the organisation has moved on and most 
appointments have now been made.  She felt a failure in governance was far less likely 
now than 12 months ago. 

 

44/15 Any other business  
 NL passed on his apologies for the September board meeting. 

KW asked if a decision has been made regarding changing the day of the board from 
Friday to Thursday.  Following discussion CO confirmed the dates would stand until the 
end of March 2016 and would be reviewed again from 1st April 2016. 

 

45/15 Date of the next meeting:  
 Friday 25th September 2015  
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Agenda item 46/15c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

25 September 2015 Annual reporting cycle Integrated performance report COO Monthly report 47/15c
Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Six month review 48/15a

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

CEO Interim review

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

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

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

February 2016 Annual reporting cycle Integrated performance report COO Monthly report

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

Executive 
directors

Approve next year's annual plan

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

Annual reporting cycle Chair Review

April 2016 Monitor Q4 return EDoF&BD Approve

Public Meeting of the Board of Directors - 2015

Action plan rolling programme after July 2015 meeting 

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

Action To Agenda no

Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Essential standards for quality & safety / 

NHSLA
EDoN&Q Declaration / approval

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

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

committees
Committee chairs Approve

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

accounts 
EDoF&BD Approve

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

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

Friday 31st July 2015 

 

No. Agenda Action By who Progress Board review 

1 41/15c 
Implications for The Christie of ‘Achieving World Class 
Outcomes’ strategy paper – for discussion at October 
2015 board time out 

CEO Agenda item for 15th October 2015 
board time out  
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Agenda item 47/15a 
 

Meeting of the Board of Directors 
Friday 25th September 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. 

DH - Department of Health 

HSJ - Health Service Journal 
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Agenda item 47/15a 
 

Meeting of the Board of Directors 
Friday 25th September 2015 

 
Chief executive’s report 

 
 
1. Greater Manchester Devolution 

The vision for the devolution programme is to rapidly improve the health and well being 
outcomes for the Greater Manchester (GM) population by bringing decision making on 
public spending within Greater Manchester. Detailed locality plans are being prepared 
to identify the current services and gaps in meeting the needs of the GM population. 
  
Discussions about the devolution programme are continuing and currently there is a 
strong emphasis on establishing governance and decision making structures and the 
interim financial position across Greater Manchester commissioners and providers. 
The governance proposals reiterate the principles of the devolution programme as set 
out in the original Memorandum of Understanding, published in March 2015. It also 
indicates that the governance structures will be in shadow form from October 2015 in 
preparation for full implementation of devolution from April 2016. Draft terms of 
reference for a Greater Manchester Provider Federation Board have been set out 
which describe how this group will oversee service provision and development from a 
provider perspective. 
  
The timeline for the devolution programme shows a detailed strategic plan for Greater 
Manchester prepared by December 2015. The Christie is feeding into this process and 
it is anticipated that there will be a Greater Manchester wide plan for The Christie 
alongside the 10 geographically based locality plans. 
  
A proposal was submitted as part of the Comprehensive Spending Review (CSR) 
process to access transitional funding in supporting service redesign as part of 
devolution. http://gmhealthandsocialcaredevo.org.uk/bulletin/e-bulletin-issue-5/ 
 

2. Manchester Cancer - Acute Care Vanguard 
With the devolution programme come opportunities to review and redesign a range of 
services in ensuring a holistic approach to patient care is adopted, spanning the full 
patient pathway from public health and primary care through to specialist 
treatment.  The Christie has embraced this opportunity and in partnership with a wide 
range of commissioner and provider organisations, prepared a proposal to take on 
more of a leadership role across the Greater Manchester cancer system.  This does 
not mean the Christie would provide all services but would have a strengthened role in 
coordinating and supporting organisations in delivering effective cancer care in order to 
drive improvements in cancer outcomes.  This is important as Greater Manchester has 
some of the most challenging cancer outcomes in England, clearly linked to delays in 
identification and diagnosis of cancer.  These discussions have resulted in the 
submission of a proposal to the national NHS England led process of vanguards where 
pioneer sites are established to explore alternative models of care delivery.  The 
proposal was recently presented to a panel and other proposed vanguard providers 
and the outcome of this process should be known in the next 2 weeks. 
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3. Manchester Cancer Provider Board 
The Provider Board received a presentation from its Medical Director, David Shackley, on 
progress so far approved the draft annual report for 2014/15.  The Board thanked Dave 
and his team and asked that a proposal for the support required beyond March 2016 be 
brought to the October meeting. 
  
Fiona Noden and Jenny Scott presented a summary of the Vanguard expression of 
interest that had been submitted for a system leader for cancer across Greater 
Manchester. The Board was supportive of the principle and discussed some of the details 
that would have to be worked through if the expression of interest was supported by NHS 
England. 
  
The Board heard that specialised commissioners continued to work with providers to co-
design the transformation process for specialist urology and oesophago-gastric cancer 
surgery. It was suggested by Mike Deegan that a clinical convention should be held to 
help ensure that these services are not looked at in isolation. The proposal received the 
support of the Board and specialised commissioners although it was noted that the role of 
convention would be to provide clinical advice and patient input to the commissioning 
process.  http://manchestercancer.org/services/  
  

4. Health Service Journal (HSJ) awards 2015 
The Christie has been shortlisted in 4 categories at this year’s HSJ Awards.  These are:- 
 
Compassionate Patient Care - this entry is for our patient and public involvement in the 
development of our Christie quality mark. 
  
Rising Star - this entry is an acknowledgement of leadership by Dr Neil Bayman one of 
our clinical oncologists and chair of the Greater Manchester lung pathway board, in the 
development of treatment and services.  
  
Specialised Services Redesign - this entry is for the redesigning of chemotherapy 
services; providing a network of services across Greater Manchester and Cheshire. 
  
Staff Engagement - This entry is in acknowledgement of a range of activities summarised 
in our Christie Commitments. 
  
The winners will be announced at an event in London on the 18th November, 2015 
https://awards.hsj.co.uk/  

  
5. NHS Constitution and Handbook updated 

Amendments to the NHS Constitution have been made in the following areas: prioritising 
patients; protecting patients from avoidable harm; providing assistance that patients need 
and staff compliance with guidance.  The Department of Health (DH) has also introduced 
a new duty of candour into the NHS Constitution to promote a culture of openness within 
the NHS.  The inclusion of a patient right to candour helps to achieve this NHS 
Constitution and Handbook updated - News stories - GOV.UK 
 

6. NHS Expo 2015 
The Christie exhibited at this year's NHS Health and Care Innovation Expo 2015 which 
took place on the 2nd and 3rd September at Manchester Central. The event enabled The 
Trust to showcase the organisation, highlighting our cutting edge technology, patient 
centric models of care and innovation and our the delivery of clinical education.  
More information can be found at:- http://www.england.nhs.uk/expo/ 
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7. Robotic Surgery 
As part of our asset replacement programme, we have taken delivery of two state-of-the-
art surgical robots, nicknamed ‘Mona’ and ‘Lisa’ by our theatre nurses.  The almost 
£2million da Vinci Si Surgical Systems upgrades our robotic surgery service with the very 
latest technology.  The new and enhanced robots  mean that our surgeons can offer the 
most advanced form of surgery and the most advanced training to other hospitals across 
the country.  Read more at http://www.christie.nhs.uk/about-the-christie/latest-
news/2015/180815.aspx 
  

8. Health Innovation Manchester 
The Health Innovation Manchester Launch took place on the 2nd September, 2015 when 
leaders from across healthcare research, academia and industry came together to launch 
the unique Health Innovation Manchester partnership which will speed up the discovery, 
development and delivery of innovative solutions to help improve the health of the almost 
three million people in Greater Manchester, and beyond.  
  
The new approach, which is the latest landmark in the region’s devolution of health and 
social care, builds on the existing expertise and assets in the area to address a 
nationwide issue of delays between research innovation and health and economic 
benefits being realised on the ground.  It will harness the partner organisations’ collective 
expertise to develop the infrastructure needed for clinical trials and health informatics. 
  
The partnerships aims and ambitions are enshrined in a Memorandum of Understanding 
which was signed at the launch by key partners from across the system including 
Manchester Academic Health Science Centre, Greater Manchester Academic Health 
Science Network, the Clinical Research Network, Manchester Science Partnerships and 
Manchester Growth Company.  Health priorities in Greater Manchester include 
cardiovascular disease, cancer, diabetes, drug and alcohol misuse and the high 
prevalence of obesity among adults and children. 
  
The partnership will also be able to have new innovations tested and validated for use 
across all NHS sites in the region – and then share data, learning and costs to improve 
diagnosis and ensure that patients get the most appropriate treatment.  This will then 
have an impact on the region’s industry from research and development through to 
manufacturing.  http://www.manchester.gov.uk/news/article/7252/greater_manchester_to_
create_world-class_health_innovation_system  
  

9. Innsbruck Management Centre Visit 
On Tuesday 1st September 2015, 27 undergraduate management students from 
Innsbruck Management Centre attended The Christie as part of their foreign study 
tour.  The tour was organised by Manchester Business School under the programme 
leadership of Lawrence Benson and Helen Baxter. The students were interested in finding 
out about how The Christie fits into the NHS structure and received a number of 
presentations from our leading clinicians and management team.  https://www.mci.edu/en/  
  

10. Holts Donation 
On the 15th September an event took place at The Christie to say thank you to the pub 
landlords and lady’s from Joseph Holt pubs across the region who have been taking part 
in various fundraising activities to raise money for the Joseph Holt Centenary Appeal and 
to show them the impact their donations will have on the creation of the Integrated 
Procedures Unit.  There fantastic target of raising £150,000 has been achieved and was 
then matched by the Richard Kershaw Trust and the Edward Holt Trust. 
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11. Site Developments 
Proton Beam Therapy 
Preliminary ground preparation work has been completed and deep piling activity for 
the PBT building foundations has commenced and is progressing to plan, and 
Interserve Construction Ltd (ICL) will have established their offices on site by early 
October.  All PBT working groups, including the clinical sub groups and the interface 
group (with representation from both the builder, equipment supplier (Varian) and the 
Trust are also established and meeting regularly. Trust Directors are due to meet with 
directors from both ICL and Varian to stress the importance of keeping to the agreed 
programme timeline which sees the first patient being treated in summer 2018. 
 
Procurement of the PBT Treatment Planning System was launched in August to 
ensure the system is available early next year to support the development of PBT 
treatment protocols.  A PBT workforce strategy has been developed which includes a 
detailed plan which will be used to actively monitor the recruitment and training 
requirements of all staff groups to ensure we are in able to commence the service in 
summer 2018. 
 
More details on this programme can be found at http://www.christie.nhs.uk/our-
future/our-developments/protons/proton-beam-therapy.aspx  
 
Wilmslow Road Cycleway 
The Wilmslow Road cycleway, which will improve the cycling infrastructure from Didsbury 
to Manchester, is scheduled to begin construction in late September.  The proposed 
cycleway will run either side of Wilmslow Road. 
  
The extent of the works will mean that the drop off area outside of the Wilmslow Road 
entrance, which serves both outpatients and The Christie Clinic, will not be available for 
use whilst work is undertaken. There will also be temporary bus stops located on 
Wilmslow Road near to the hospital whilst changes are made to the existing bus stops. 
  
Final plans are currently being confirmed between The Christie and Manchester City 
Council and once a programme of works is confirmed details will be 
published.  http://www.manchester.gov.uk/info/200024/consultations_and_surveys/6720/w
ilmslow_road_cycleway/4  
  
Car Parking 
Manchester City Council has completed the work required to implement the local parking 
restrictions in the roads surrounding The Christie.  The restrictions came into force on the 
31st August 2015.  The restrictions will apply from 8am to 8pm.  S106 penalty notices will 
be generated by number plate recognition and sent by post to the registered keepers of 
those cars.. A map of the restricted areas is available via the link 
http://discover/documents/upload/2/hospital%20parking%20(3).pdf  
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Meeting of the Board of Directors 

Friday 25th September 2015 
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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. 

NHS – National Health Service 
CDF – Cancer Drugs Fund 
NICE – The National Institute of Health and Care 
Excellence 
GP – General Practitioners 
CCGs – Clinical Commissioning Groups 
MMS – Manchester Medical School 
GMC – General Medical Council 
UK – United Kingdom 
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Agenda item 47/15b 

Meeting of the Board of Directors 
 

Friday 25th September 2015 
 

Executive Medical Director’s Report 
 
 

1. Consultant appointments 
I am pleased to inform you of the following consultant appointments that have been 
made over the past 2 months: 
 
Dr Yatin Jain (Radiology); Dr Francesca Marti (Medical Oncology); Dr David Thompson 
and Dr Ruth Conroy (Clinical Oncology); Dr Anna Castleton (Haemato-oncology) and  
Mr Damir Koustic (Plastic Surgery). Five of these have been recruited to new 
(additional) posts, the other replaces a colleague who has retired.  
 
Two of the three recent Manchester Cancer pathway director appointments were from 
among our Christie clinicians: Dr Andrew Wardley (systemic cancer treatments) and Dr 
Susan Davidson (radiotherapy). 
 
 

2. Update on the National Cancer Drugs Fund List 
On 4th September 2015 NHS England released the latest version (5.0) of the National 
Cancer Drugs Fund (CDF) List. This has enabled access for new treatments that are not 
yet endorsed by NICE, but the demand on the CDF has been high and it is significantly 
overspent. 
 
Earlier this year some drugs were removed from the CDF list, a number of these were 
subsequently reinstated following clinician and pharma-company appeals.  
 
A further announcement was made in September 2015, in which further exclusions from 
the CDF were proposed of 16 drugs for 27 cancer indications. These will not affect 
patients currently on treatment but will bar future applications.  The intention is to protect 
funds for other new and effective treatments on the horizon and it will also challenge 
drug companies over the charges set to the NHS for the drugs.  
 
The Drugs and Therapeutics Committee and the Drugs Management Committees of the 
Trust are working with clinicians to assess the impact of these changes for our patients 
and budgets (as some will receive standard treatments rather than the innovative 
medicines). Following this we will be in a position to write to the CDF chair as we have 
done previously.  Our clinicians who have roles within Clinical Reference Groups will 
also use these channels to influence the decisions being made. 
 
 

3. Engagement with primary care 
We recognise the importance of working with our primary care colleagues in supporting 
the whole pathway of care.  A small working group led by our deputy medical director 
and deputy director of business has been established to explore effective ways of 
collaboration for service delivery, education and strategy for the future.  A first meeting 
was held on 7th September with GP representatives from four localities/CCGs. The 
important themes that emerged were around two-way information exchange; changing 
perceptions about each other and the way we work; identifying opportunities for 
education and training. 
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The intention is to apply proposals to important transformational and educational 
initiatives which the Christie is already committed, as well as developing a shared 
approaches along patient pathways.  
 
 

4. Manchester Medical School Year 5 – Cancer care and Consolidation Programme 
Pilot 
The School of Oncology are piloting a new and innovative programme for 400 medical 
students from their 5th year of training, between September and December. 
 
This doubles our previous year 5 activity, with 25 medical students at The Christie on 
placement each week.  The model follows a patient care pathway approach, based with 
a disease group multi-professional team, whereby the students are in clinical practice 
80% of the time.  The overall programme learning objectives are delivered 4 days in 
clinical practice, underpinned with a 4 day seminar programme.    
 
We have received excellent feedback so far both from MMS and the medical students.  
The Director of Clinical Placements commented “They (the students) were all very 
pleased with the content of the week and the overall experience/opportunities that they 
had. In particular they were highly complementary of the enthusiasm and support by all 
concerned. The series of lectures delivered on the Friday also seems to have gone 
down well.  The fact that what is being delivered is part of a well thought out strategy 
rather than an ad-hoc series of lectures is being recognised by the students.....and 
consequently they were very complementary indeed.” 
 
One student added “I would like to just say thank you so much for helping to organise 
our week with the colorectal team at the Christie for this past week. I cannot thank you, 
Mr Wilson and all the members of the team enough for putting together such an 
informative and useful placement that was so well organised, packed full of different 
types of clinical exposure and filled with learning opportunities..... I would highly 
recommend future students having such similar opportunities” 
 
 

7. John Radford, Visiting Professor to Memorial Sloan-Kettering 
John Radford has been invited to be a guest professor at the Memorial Sloan-Kettering 
Cancer Center. He will present to their medical oncology Faculty and fellows on latest 
advances in treating Lymphoma. 
 
 

8. Responsible Officer Annual Report 
I am pleased to attach the report for our medical appraisal and revalidation for 2014-15, 
as required by NHS England.  This is applicable to consultants and non-training medical 
staff and we now have 165 doctors who connect to this organisation. Appraisal of 
doctors is embedded within our clinical governance and is integrated with audit and the 
clinical outcomes unit. Full participation in annual appraisal is required by each doctor to 
be successfully revalidated by the GMC and maintain their license to practice within the 
UK.  Benchmarking of our appraisal activity compares favourably for that in the North of 
England and nationally. 
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1. Executive summary 
There is a well-established process for annual appraisal of consultants and non-
training medical staff at The Christie. This provides robust evidence for medical 
revalidation and is also closely integrated with the clinical governance of the 
organisation. 
 
Key achievements in 2014-15: 
• An Annual Organisational audit report was submitted within the required 

timeframe to NHS England. 
 
• Benchmarking of Christie data on appraisals compares favourably with that of 

the rest of the North sector and national figures with an appraisal rate of 95.8% 
(sector 92.2%, national 86.2%). Only one doctor failed to undergo appraisal as 
required in 2014-15 without an approved reason for deferral; this has now been 
addressed. 

 
• All doctors connected to The Christie for the purpose of revalidation in Years 0, 

1 and 2 have now been through the revalidation process successfully, totalling 
56% of doctors for whom The Christie has revalidation responsibility. All 
recommendations were made within the required timeframe. 

 
• 59 positive recommendations have been made by the Responsible Officer. 

Another 5 recommendations were for deferral of revalidation; these were for or 
specific reasons and for a maximum period of up to 12 months.  There were no 
deferrals for non-engagement. 

 
• Review and updating of the Christie policies for medical appraisal and 

responding to concerns was undertaken. A new policy for remediation for 
doctors has been approved. 

 
• An electronic platform (Equiniti) has been implemented. This provides an 

electronic portfolio for use by doctors, a framework for appraisals, 360 
feedback, and system administration. 

 
• Updated guidance on supporting information for appraisal, linking to domains of 

good medical practice has been produced for our doctors. 
 
• The process for pre-employment checks has been reviewed with HR to ensure 

this captures revalidation and appraisal information and triggers reports when 
needed for doctors leaving the Trust. 
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• A lead appraiser role has been established, who supports the Responsible 
Officer and the appraiser group, and attends the local appraisal network 
meetings.  

 
• The Responsible Officer has attended NHS North of England RO network 

meetings and also HEE North-West meetings with the Director of medical 
education. 

 
• The Executive Medical Director and Responsible Officer have met each quarter 

with the GMC Employment Liaison Advisor. 
 
• A quality assurance tool for appraisal outputs (summary and development 

plans) has been introduced. 
 
• Excellent feedback from doctors undergoing their annual appraisal with high 

ratings across appraisers and aspects for the process, no unsatisfactory or 
poor ratings received. 

 
• Increased numbers of non-consultant doctors who are connected to the Trust 

means that we need to expand the current pool of trained appraisers. 
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2. Purpose of the Paper 
The Responsible Officer (RO) is required by NHS England to provide a full annual 
report to the Board of the organisation or ‘designated body’ on the compliance with 
national requirements for appraisal and revalidation of doctors.  
 
This is a summary of the achievements and activities undertaken in the past year to 
support this process and to bring to the Board’s attention any concerns and actions 
to be taken.  
 
This report follows the NHS England Framework template for quality assurance (April 
2014). 
 
 
  

26



3. Background 
Medical Revalidation was launched in 2012 to strengthen the way that doctors are 
regulated, with the aim of improving the quality of care provided to patients, 
improving patient safety and increasing public trust and confidence in the medical 
profession.  
 
The process for GMC revalidation of doctors licensed to practise in the UK 
commenced on 3 December 2012; as a designated body, The Christie has a 
responsibility for all non-training grade doctors employed by the Trust. This includes 
consultants, SAS and specialty doctors, non-agency locums and clinical academics. 
Doctors undergoing foundation year, core medical training or higher specialist 
training are connected to HEE North West. 
 
Revalidation is an on-going process; the initial cycle commenced in January 2013-16 
and is based on a 3 year cycle to ensure that the correct processes are implemented. 
2014-15 therefore represented year 2 of the introductory cycle. Thereafter, for each 
doctor, revalidation will be based upon evidence of satisfactory practice over a 5 year 
cycle. 
 
Provider organisations have a statutory duty to support their Responsible Officer in 
discharging their duties under the Responsible Officer Regulations1 and it is 
expected that provider boards / executive teams will oversee compliance by: 
 
• monitoring the frequency and quality of medical appraisals in their 

organisations; 
 
• checking there are effective systems in place for monitoring the conduct and 

performance of their doctors; 
 
• confirming that feedback from patients is sought periodically so that their views 

can inform the appraisal and revalidation process for their doctors; and 
 
• Ensuring that appropriate pre-employment background checks (including pre-

engagement for locums) are carried out to ensure that medical practitioners 
have qualifications and experience appropriate to the work performed. 

 
 
 
 
 
 
 
 

1 The Medical Profession (Responsible Officers) Regulations, 2010 as 
amended in 2013’ and ‘The General Medical Council (License to Practice and 
Revalidation) Regulations Order of Council 2012’ 
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4. Governance Arrangements 
The Executive Medical Director (EMD) ensures that there are arrangements with the 
Trust’s clinical governance and human resources departments so that all information 
is captured at annual appraisal and prior to revalidation; and that there are robust 
processes for responding to and managing a concern about a doctor.  
The role of Responsible Officer is held by the Deputy Medical Director and supported 
by the appraisal and revalidation co-ordinator (ARC). The EMD and RO meet with 
the medical workforce manager monthly to monitor and discuss any concerns; 
additionally there is a quarterly meeting where they are joined by the GMC 
Employment Liaison Advisor (ELA). 
 
The HR Team are responsible for: 
 
•  ensuring robust pre-employment checks are carried out; 
 
• providing information to the ARC on doctors who are joining the Trust and the 

nature of their contract; and 
 
• providing information to the ARC on doctors who are leaving the Trust. 
 
The RO will liaise with the RO at another Trust in relation to concerns about an 
individual doctor who may be leaving or transferring to The Christie.  The appraisal 
and revalidation co-ordinator is responsible for maintaining an accurate database of 
the doctors who have a prescribed connection to The Christie.  The ARC has 
responsibility for Equiniti and supports both doctors and appraisers in its use.  She  
regularly reviews the system to ensure that those doctors  who are due  have 
commenced their  portfolio preparation for  appraisal are sent reminders and lack of 
activity will be escalated to the Clinical Director and Responsible Officer.  Equiniti 
summarises the appraisal position via the RO Dashboard, where reports on appraisal 
and revalidation can be produced for the RO and EMD to discuss when they meet. 
 
The RO is compliant with training and attends NHS England regional and national 
RO meetings as a requirement of the RO post.  The RO had a satisfactory external 
appraisal with a level 2 RO in January 2015.  
 
There were no exclusions or referrals to the GMC made in 2014-15. 
 
Regular updates are reported via the Medical Director report. External reports are 
sent to NHS England North Revalidation Team via an annual organisational 
summary.  From 2015-16 there are also headline quarterly returns. 
 
From 2014, the GMC has published information on fitness to practice investigations 
by individual Trusts on the GMC website. 
 
The Board should be aware of important NHS England publications in the past year: 
 
• NHS England Framework for Quality Assurance for Responsible Officers and 

Revalidation April 2014 
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The RO and Executive Medical Director have reviewed and updated The Christie 
appraisal policy to be consistent with the NHS policy; a new policy for remediation 
(Policy for Enhancing the Performance of Medical Staff) was developed and agreed 
with the LNC in 2014.  The Responding to Concerns policy has also been reviewed 
and updated. 
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5. Medical Appraisal 
 
5.1 Introduction of an electronic platform (Equiniti) 
In July 2014 Equiniti was launched, supported by training for appraisers and the 
development of supporting information for doctors. This is the platform on which all 
consultants and non-training grade doctors on substantive contracts will complete 
their annual appraisal. Doctors on shorter term contracts (less than 12 months) will 
use the electronic web-based MAG form, as this is easily transferrable to another 
organisation. 
 
Equiniti will assist with future reporting and gives a better structure to the quality 
assurance of the supporting information provided.  In addition, working with the 
information team we now provide activity and clinical outcomes data (where 
available) for individual doctors to review at their annual appraisal. 

 
 

5.2 Appraisal performance data 2014-15 
In 2014/15, 158/165 doctors had completed their annual appraisal in year.  Six 
appraisals were approved as incomplete for reasons approved by the Responsible 
Officer.  One doctor did not have any approved reason for their incomplete appraisal.  
This non-compliance has been addressed. 
 
 
Table 1 Summary of 2014/15 Medical Appraisals:  

 
Designated Body 
Connections 

 
165 

1a 
(completed 
appraisal 

between 9-
15 months / 
signed off 
within 28 

days) 

1b 
(completed 
appraisal –  

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

days) 

2 
(Approved 
Incomplete 
appraisal) 

3 
(Unapproved 
Incomplete 
appraisal) 

Consultant 128 
 

106 17 4 1 

Staff Grade 13 
 

8 4 1 0 

Other (clinical 
fellows, specialty 
doctors) 

24 20 3 1 0 

Total 
 

165 134 24 6  1 

 
There were 24 (15%) appraisals that did not meet the specified 28 day sign off, this is 
an area on which we will continue to focus effort in the coming year.  Equiniti now 
provides the platform for this, supported by reminders to both the appraiser and 
appraisee that the process must be signed off within the 28 day sign off period. 
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6 Appraisers 
There were 25 trained appraisers in 2014-15,   including the Medical Director. This is 
a ratio of 7 appraisals per appraiser.  The Responsible Officer does not now 
undertake appraisal of doctors who are connected to the Christie.  A lead appraiser 
has been designated (Dr Ben Taylor) to work with the ARC and RO and shares in the 
quality assurance of appraisal outputs. An SAS doctor has been recruited to train as 
an appraiser to assist with appraisal for the SAS group of staff to ensure that 
appraisal is a developmental process for these doctors. 
 
Further revision of appraiser numbers has been undertaken; particularly in light of an 
increase in the number of non-training grade doctors such as research or oncology 
fellows who all require an annual appraisal.  The target is for each appraiser to 
undertake 5 in a 12 month period. More appraisers are therefore required and this 
also will enable some existing appraisers to step down if they choose to do so. New 
individuals are accessing formal training 2015-16.  
 
In 2014-15 as in previous years, doctors have been able to approach an appraiser of 
their choice subject to the requirements of the Trust policy and the agreement of their 
Clinical Director.  A record is kept of who undertakes the appraisal. This arrangement 
has been reviewed in the past year due to concerns about the lateness of some 
arrangements.  A decision was made in agreement with the LNC that in 2015-16 a 
process of allocated appraiser would be introduced. 
 
Four appraiser group meetings, chaired by the RO, were held in year in addition to 
Equiniti implementation sessions.  There is an expectation that appraisers should 
attend 50% of these, this is monitored by the ARC. Minutes and actions are 
circulated after each meeting.  A general appraiser refresher session was proposed 
and has been planned with an external facilitator; this will be held in September 
2015. 
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7 Quality Assurance 
 
7.1 Appraisal portfolio content:  
Notification of appraisal prompts access to guidance about the range of supporting 
information that should be gathered in preparation for appraisal. This relates to the 
domains of good medical practice.  Guidance with examples of evidence relevant to 
the specialties within the Christie was updated by the RO and appraiser group in 
2014, as a resource for our doctors and to assist some consistency at to what is 
expected.  
 
All doctors are provided with activity data with additional information through the 
Clinical Outcomes Unit where available. We are aware that activity information 
relating to individual clinicians may not be completely accurate, particularly where 
consultants work in a team; additionally corporate systems do not record the detail 
for some surgical procedures and these are maintained in individual log books. Any 
such discrepancies would be discussed with the appraiser and noted if appropriate, 
in the summary. Disease groups are now entering more accurate and clinician-
specific data through the clinical outcomes unit; it is now possible to generate 
clinician specific outcome reports and the richness of these will increase year on 
year. Doctors are expected to demonstrate some reflection about their practice and 
outcomes within their portfolio. 
 
The new electronic patient record and Theatreman system will also improve the 
accuracy of information provided.  It is expected that better quality data, with clinical 
outcomes, will be available for each clinician once these processes are fully 
implemented. 
 
An annual statement is generated from HR and the Quality and Safety team. The 
latter also documents the audit activity and status of any projects that have been 
undertaken in the past year. This would include participation in 30 day SACT audits 
and inpatient death mortality reviews for consultant oncologists. 
 
Additionally doctors can access their mandatory training record using ESR Live to 
ensure they have the most up to date version of their mandatory training record. 
 
The electronic system enables the appraiser to view the portfolio contents and 
approve when ready for appraisal and also for more comprehensive records to be 
kept on supporting information. A more formal audit of content is planned in the 
coming year as both appraisers and doctors required time to gain familiarity with use 
of the new system in the latter half 2014-15. 
 
 
7.2  360 feedback reports 
The Trust enables doctors to undertake 360 colleague feedback and patient 
feedback (for those with a clinical role) through the ARC office.  
 
The RO personally checks the individual colleague and patient feedback reports 
before they are sent on to individual doctors. The colleague feedback is discussed 
with the doctor’s appraiser but this may be outside of the appraisal meeting.  A 
reflection of this feedback and the feedback from patients is expected to be within 
each portfolio. 
 
No serious concerns about an individual doctor were identified via patient feedback in 
the past year. 
 

32



7.3  Appraisal outputs 
The outputs of the appraisal are the summary and the personal development plan, 
both of which are already signed off by the doctor and appraiser. These are checked 
for completion by the ARC, who highlights any gaps or concerns to the RO. 
 
The RO and the appraisal lead share in reading through each of the summaries and 
PDPs from the appraisal process.  Allowing for the implementation period for the new 
electronic platform, a structured audit was undertaken towards the end of the year on 
a sample of appraisals Jan – March 2015 when all were more confident in using the 
new formats and system (appendix A). 
 
A process for on-going QA of outputs, undertaken by the RO and lead appraiser is 
now in place. The model ‘Excellence tool’ for audit of outputs has been slightly 
modified to fit with the Christie/Equiniti system and agreed with the appraiser group. 
This is being used with completed outputs for 2015-16.  Any specific issues are 
addressed with the appraiser and doctor concerned, general comments and any 
issues are discussed at the appraiser group meeting on a quarterly basis. 
 
 
7.4  Feedback from doctors following appraisal  
Feedback was received from 106/165 (65%) appraisals.  Of these 96 were 
completed using Equiniti with the remaining 9 being completed prior to the electronic 
system being implemented.  The feedback was extremely positive and demonstrated 
that doctors value their appraisals and the role of their appraisers.  
 
Appraisers have each received their summary feedback reports as a result of having 
completed appraisals using the Equiniti system.  This demonstrates that the 
appraisal process and the appraisers themselves are viewed very positively, see 
appendix B  
 
 
7.5 Christie benchmarking with sector and England performance on appraisal 

and revalidation 
Appendix C is the analysis based upon returns from 731 Designated Bodies for year 
ending March 2015.    
 
Of note the Christie has a higher consultant and overall appraisal rate than those for 
the Northern sector and NHS England as a whole. Rates for incomplete (delayed 
sign off) and missed appraisals were also lower than for the sector or England. 
 
 
8 Access, security and confidentiality 
The appraisal portfolios and appraisal outputs are held within the password-protected 
electronic Equiniti system for the large majority of doctors now. A very small number 
(short term contracts or imminent retirement) use paper based or electronic MAG 
forms. Copies of these are held by the Medical Director Office. 
All doctors and appraisers are aware that there should be no patient identifiable 
information within appraisal portfolios and this is monitored by the appraiser. 
 
The Responsible Officer, Medical director, and ARC are able to view information 
within Equiniti as a whole. Appraisal outputs (summary and PDP) can be seen by the 
respective Clinical Director and also the appraisal lead. Information on individual 
doctors within Equiniti is otherwise accessed only by the doctor and their appraiser 
for that year. 
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Appraisal and revalidation history is provided about a doctor to the following   
• any private organisations where they undertake work if requested 
• University of Manchester (doctors on academic contracts) 
• Appraisal summaries would be sent with the knowledge of the doctor or directly 

by the doctor. 
 

Appraisal and revalidation information is also sent to other Responsible Officers on 
request when a doctor has changed employment; we often do not know details of the 
new employer to provide this routinely. 
 
No breaches of confidentiality or concerns have been identified in the past year. 
 
 
9 Clinical Governance 
The Christie has a well-established structure for clinical governance. While outcome 
information is brought to appraisal for discussion there are separate processes for 
peer review and monitoring, usually through disease groups or directorates. 
Moderate incidents, complaints and trends are seen weekly by the Executive Review 
Group, attended regularly by the Responsible Officer.  Actions are monitored through 
the Risk and Quality Governance Committee chaired by the Executive Medical 
Director. 
 
Both HR and the Safety & Risk teams provide a summary letter which highlights any 
complaints/incidents involving the doctor, or any additional concerns.  HR and clinical 
governance reports are generated before each annual appraisal, and also before 
recommendations for revalidation are made. 
 
The Christie RO or Executive Medical Director has liaised directly with the HEE 
North-West RO in the event of a concern involving a trainee, and also with the RO of 
another organisation if a concern involves a doctor who works at another site or 
organisation.   
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10 Revalidation Recommendations 
 
The recommendations made between 1st April 2014 and 31st March 2015 are 
summarised in the table below: 
 

Month Recommendation 
submitted for revalidation 

Defer Reason 

April 2014 7 -  

May 1 -  

June 2 1 Maternity  Leave 

July 4 -  

August 2 -  

September 8 1 Further information required  

October 7 -  

November 5 1 Further information required  

December 3 -  

January 8 1 Bereavement 

February 6 1 Maternity  Leave 

March 6 -  

 
In year there were 59 positive recommendations to revalidate all were completed on 
time.  There were 5 deferral requests.  Of those deferred, the 2 requiring further 
information were subsequently recommended for revalidation in the appropriate 
timeline, and in year. 
 
Recommendations made: 
 
Within 0-13 days of date due 46% 
Within 14-27 days of date due 36% 
More than 28 days before date due  18% 
 
 
There were no missed or late recommendations and no notifications for non-
engagement. 
 
All revalidation recommendations in year have been accepted by the GMC. 
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11 Recruitment and engagement background checks  
The HR recruitment team ensure that all pre-employment checks are undertaken in 
accordance with NHS employment check standards and in line with all legal, 
statutory and good practice guidance requirements.  
 
These meet six standards for:  
• Verification of the doctor’s identity 
• Their right to live and work in the UK 
• Professional registration and qualification checks 
• Employment history and reference checks 
• Criminal records checks 
• Occupational health checks. 
 
In relation to revalidation, all medical staff are required to complete the Revalidation 
Checklist.  This is then cross referenced with GMC Connect in order that we can 
check the doctor is connected to this designated body and also so that we can 
identify the doctors previous RO and request information pertaining to their last 
appraisal for our records. 
 
 
12 Monitoring Performance 
The performance of all doctors at The Christie is monitored by the Executive Medical 
Director and Responsible Officer through robust governance systems including 
reviews of deaths and referrals to the coroner; untoward incidents and complaints; 
and concerns raised through any other route, externally or internally. 
 
Incidents and complaints involving a doctor, and the doctor’s reflection on these, are 
brought to annual appraisal. 
 
If these involve a training grade doctor, the Christie RO ensures that the Director of 
Post-graduate Medical Education is made aware. The DPME provides an annual 
report to HEE North West on any significant issue involving a trainee. 
 
The Medical Director and Responsible Officer meet regularly with the GMC 
Employment Liaison Advisor and a member of the HR team is present. 

 
 

13 Responding to Concerns and Remediation 
A new Trust policy for remediation of medical staff has been approved and the policy 
for Responding to Concerns has been updated and approved. 
 
In the past year one doctor who joined the trust was under a GMC interim order and 
supervised appropriately; this order has since been lifted.  
 
There were no exclusions of a doctor or new referrals to the GMC in year.  
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14 Risk and Issues 
Two areas were identified for improvement in the previous external audit (2013-14) 
by MIAA of the appraisal and revalidation process. These related to incorporation of 
‘doctor specific’ clinical outcomes data and ensuring that pre-employment checks 
captured appraisal and revalidation history and current status. 

 
 Area for improvement Action Status 
1 Improved data quality  

(activity and outcome) 
Integrate with 
clinical 
outcomes 
development 

Achieved: COU now inputs 
into appraisal process. 
Availability of data 
increasing as COU works 
with disease-sites.  

2 Ensure locum doctors 
are engaged in appraisal 
and revalidation 

Augmented HR 
process 

Achieved 

 
 
Update on 2014-15 internal action plan: 
 
Action Progress Outcome 
Recommendations to 
GMC to be made earlier 
within 3 month window 
 

All recommendations 
made in time 
18% made more than 4 
weeks before date due 
36% made within 4 weeks 
of date due 
46% made within 2 weeks 
of date due 

Continue to work towards 
but often waiting upon 
key information such as 
feedback reports; also 
doctors connecting to 
Trust within few months 
of their revalidation 

Improved data quality  
(activity and outcome) to 
enable identification of 
outliers 

Doctors using  clinical 
databases via Outcomes 
Unit can now draw specific 
data    clinical outcomes 
development 

On-going, aligned with 
COU work with disease-
sites.  

Timely sign off of appraisal 
outputs 

 24  unapproved delayed 
Majority now on electronic 
system 

Reasons for missed 28 
day sign off captured 
 
Message reinforced to 
doctors and appraisers. 
On-going. 

Quality assurance process 
for appraisal portfolios and 
outputs 

Sample of outputs audited   
Jan-March. 

Modified Excellence tool 
now agreed and used to 
review all outputs and 
PDPs. 
Audit of portfolio content  
planned 2015-16  

Medical appraisal policy in 
place  

Policy revised and 
approved by LNC 2014 

Complete 

Policy for responding to 
concerns in place 

Policy revised and 
approved by LNC 2014 

Complete 

Case managers and 
investigators have training, 
performance review and 
access to networking 

Reviewed with medical 
director and director of 
HR. Agreed plan to extend 
pool and arrange training.   

RO attends network 
meetings. Planned 
training day now to be 
held on 2 November 
2015 
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Improvement plan 2015-16 
 
 Area for improvement Action Completion Status 
1 Established appraisers to 

undergo refresher training 
Training 
secured 

September 
2015 

Arranged with 
external facilitator 
25.9.15 

2 Repeat assessment of 
appraiser requirement from 
September 2015 

Target 5 (6-
7  
maximum) 
per 
appraiser/y
ear 

Review 
Annually 

Complete 

3 To reassess funding  
requirements for new and 
ongoing appraiser training ; 
increasing 360 surveys 

ARC Jan 2016 In progress 

4 Introduction of allocated 
appraiser schedule 

Agree 
process and 
implement 
schedule 

March  2015 Agreed with 
appraisers, CDs / 
LNC. 
Implementation 
begun. 

5 Reduce number of delayed, 
unapproved  appraisal 
summary sign offs 

ARC alerts 
14 days 
post 
appraisal 

March 2016 Commenced 

6 Routine audit of completed 
outputs for 2015-16 using 
modified  Excellence tool; 
feedback to appraisers and 
summary in annual report 

Appraisal 
lead 

March 2016 Commenced 

7 Formal audit of portfolio 
content 

Appraisal 
lead/RO 

March 2016 To commence 

8 To undertake audit of appraisal 
and revalidation data captured 
for new starters  

ARC/HR 
team 

March 2016 Process to 
capture 
information 
introduced late 
2014 

 
 
15 Recommendations 
The Board is asked to note the content of this report and the on-going improvement 
plan. A statement of compliance is to be made by the Chief Executive to NHS 
England by 30 September 2015 
 
 
 
Attachments 
Appendix A - Appraisal audit 2014-15 
Appendix B - Feedback from doctors about appraisers and appraisal 2014-15 
Appendix C -  The Christie NHS Foundation Trust AOA Comparator Report 
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Appendix A 
 

 
 
 
 
 
 
 

Appraisal Audit 
 

2014/15 
 
 
 

11th May 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Prepared on behalf of The Christie NHS Trust  
by Yvonne Clooney, Office of the Medical Director  
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Introduction 
In the past year a new electronic tool Equiniti, for portfolios and appraisal discussion 
was introduced. 
 
This has presented challenges for both doctors and appraisers. 
 
The RO does see all appraisal summaries after they have been received, but the 
formal audit is based upon the outputs from Equiniti towards the end of 2014-15, 
therefore the teething problems with Equiniti had been addressed and appraisers 
were more familiar with the system. 
 
The format of the excellence tool does not completely fit with the Equiniti System 
outputs (e.g. latter confirms that last year’s PDP was reviewed but not the detail of 
progress against each item) also items included in scores may not be applicable. 
 
A random sample of 34 appraisal outputs (20%) were audited by the RO and 
appraisal lead using the external Excellence QA Tool. 
 
Overall the audit demonstrated that good quality appraisal discussions are being 
held.  However, it is clear that PDP objective setting is an area in need of 
improvement (PDP items may be more relevant to service than individual, or they are 
not SMART).  We need to ensure that personal commitment to quality improvement 
is more explicit. 
 
 
In the context of our doctors here we need to ensure that: 

- There is a focus on clinical outcomes  
- We identify those with academic and training roles.  
- Appraisal is developmental and supportive for our non-training grade group of 

doctors as this is not explicitly picked up by this QA tool (although we do 
collect feedback from individual doctors).  

 
 
Recommendations 
1) QA  tool to be modified for 2015-16 and  agreed with appraiser group to 

explicitly address these points. 
 

2) Appraiser group training session this year will focus on how to ensure 
appraisal has appropriate challenge, appraisal for non-training doctors and 
PDP construction. 
 

3) In 2015-6 all completed summaries will be monitored via the revised tool and 
this will be forwarded to individual appraisers. 
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Results 
 
Audit Sample: 34 
 

 
 
Comments 
No comment re relation of this appraisal to revalidation cycle (20) 
Portfolio rating 'A', but does not appear to be as comprehensive (1) 
Evidence rated 'B'(not sure if this was opinion of reviewer) 
Doesn't comment on private activities (3) 
Little reflection outside the appraisal discussion 
University/research work described, but no comment on university appraisal, revalidation date 
noted. 
Note made that University appraisal not yet taken place 
 
 

  

0

5

10

15

20

0
1

2
N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Encompass All 
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Comments 
Complimentary - 'diligent, conscientious' but these did not relate to evidence discussed 
Some linked to evidence but some observational 'highly regarded in this respect' (x3) 
‘No concerns' but not reference to evidence 
Positive comments made but improve by saying ‘as show by x’ 
Most, not all, linked to evidence 
Some linked to evidence but some observational ‘highly regarded in this respect’ 
Lack of reference to evidence 

  

0
5

10
15
20
25

0
1

2
N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Exclude bias and prejudice 
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Comments 
Good for specialty doctor - constructive, identified actions 
Affirmative but challenge ? (x3) 
Not much challenge but broad discussion 
A positive and constructive appraisal of a clinical research fellow 
Thorough, but probably not challenging 
Not demonstrably challenging but thorough 
Thorough, less clear if challenging 
Sensitive and supportive 
Given senior position and achievements more affirmative than challenging 
Summary indicates a constructive developmental discussion for this trust doctor 
Appraisal of one senior doctor by another, affirmative rather than challenging 
Positive but challenge ? 
Very positive and encouraging but not sure if challenge to develop was there 
Positive and affirming, but more challenge ? 
Dr X is new to the UK (1yr) and the appraisal does emphasise needs in terms of  career 
progression 
 

 
 

0

5

10

15

20

0
1

2
N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Challenge, Support and Encourage 
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(There were no disagreements over statements in this sample) 
 

 
 
Comments 
Good for specialty doctor - constructive, identified actions 
Senior position and clear involvement in QA and research 
Encouragement regarding research development, could be more reflection on QI 
Some evidence this was covered 
Not much reflections regarding forward plans but reference to audits 
Supports research developments; response to complaint issues; refers to QA of work 
Good evidence of reflection and discussion 
Evidence this was covered to some extent but not detail 
Includes reflection and role in audit activities 
Limited evidence of QA activity this time 
One example given 
Affirmed good practice and discussed peer review, responses to complaints and learning 
Refers to activities e.g. 30 day SACT but not clear if led to discussion about learning or 
changes as a result 
 

 

0
10
20
30
40

0
1

2
N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Explain the reasons why any statements e.g. 
Health and Probity have not been agreed 

0
5

10
15
20

0
1

2
N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Look at supporting information, lessons learned 
and changes made 
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Comments 
Equiniti output captures that discussion of last year’s PDP but no section to prompt details on 
to what extent achieved so N/A unless any specific reference made. 
 
 
 

 

 
 

Comments 
But could do more on a developmental level (x3) 
Celebrates excellence but room for more aspiration/development: if covered 
was not captured here 
Very positive but (needs) more on development/aspirations 

 
 

0
5

10
15
20

0
1

2
N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Look at last years PDP and reflect on each 
objective 

0

10

20

30

0
1

2
N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Encourage excellence, celebrate 
accomplishments and record aspirations 
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Comments 
Not focussed on revalidation 
No specific comments in relation to gaps/revalidation 
Essential training picked up, unclear what else was (x3) 
Not particularly focussed on revalidation but reasonable objectives e.g. CPD as educator 
Not focussed on this 
Although not focussed on revalidation important tasks identified 
Not specific to revalidation but PDP include educational supervisor refresh 
Not clear 
Not identified that I could see 
Audit 
 
 

 
  

0

10

20

0 1
2

N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Note any gaps in the requirements for 
revalidation and specify how they will be 

addressed 
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 Comments 
Good PDP objectives - could challenge more to ask what evidence they are applied to practice 
Some relate more to service development 
Good PDP relating to range of roles (x3) 
Good for specialty doctor 
Only one - to undertake MSF: what about QA activity 
But one is to recruit another oncologist (not personal development) 
Two related to service development 
Following ed supervisor refresh could there be more specific evidence required rather than just  
course completion ? 
Too service focussed rather than individual focussed 
Reduce clinical workload', 'support for research activity' requiring appointment of new consultant 
and business manager’ - not personal development 
Not particularly challenging 
Excellent appraisal. Only criticism would be that the main PDP to appoint another consultant to 
enable focus on research and research management is a little non-specific. 
PDP objectives not very specific 
 

  

0

10

20

0 1
2

N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Contain SMART PDP objectives ? Are they 
Specific Measurable, Achievable, Relevant and 

Timely 
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Comments 
But most relate to service development rather than personal 

 
 
  

0

5

10

15

20

0
1

2
N/A

0 = Absent, 1 = Partially Present (room for improvement), 2 = Yes (Well done) 

Explain the new PDP items 
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General Comments 
Comprehensive portfolio, brief summary. 
Very thorough portfolio and reflective notes, appraisal summary not included. 
Relatively brief commentary, PDP performance measures not specific. 
Very thorough appraisal, good commentary and reflective notes. 
Commentary brief, but well focussed.  Few reflective notes. 
Good appraisal for a specialty doctor. 
Good detailed summary and excellent PDP. 
Reasonable PDP objectives but not well constructed. 
Not used Equiniti but excellent and thorough summary. 
Not clear if university performance review had taken place or how linked to this. 
Difficulties with new electronic system but comprehensive appraisal discussion. 
Appraisal summary very brief: while no concerns from knowledge of this doctor and 
appraiser, would be less convincing to external reviewer. 
Very brief, feedback to appraiser. 
Overall a very good summary. 
No doubt reasonable appraisal of a sound doctor, but not well captured.  Bring 
anonymised comments to appraiser group for general discussion; feedback to 
appraiser 1:1 
A brief summary but the appraiser alerted me to concerns about adequate evidence 
across domains for this staff grade doctor who had only one previous NHS Appraisal 
and due revalidation in August 2015.  RO has met with the appraiser and doctor and 
decided to defer for 12 months for further development of portfolio including evidence 
of quality improvement with support offered. 
Example of excellent appraisal summary. 
Summary is brief.  Appraisal seems based largely on appraiser’s knowledge of 
doctor, more than evidence provided. 
Excellent appraisal. Very active in research but also clearly highly committed to 
clinical work and clinical service developments. 
Excellent appraisal. Only criticism would be that the main PDP to appoint another 
consultant to enable focus on research and research management is a little non-
specific. 
Fairly brief commentary. Somewhat lacking in detail of evidence. 
Brief but adequate appraisal. 
Excellent summary, referring to evidence and showing discussion of ongoing 
developments and career objectives 
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2014/15 
 
 
 

26th June 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Prepared on behalf of The Christie NHS Trust  
by Yvonne Clooney, Office of the Medical Director  
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Introduction 
In 2014-15 the Christie introduced a new electronic tool Equiniti.  This is used for appraisal 
and ultimately revalidation.  

 
All appraisee’s have the opportunity to provide feedback on the appraisal process.   
 
A total of 106 feedback questionnaires were received.  Of these 97 were completed using 
Equiniti with the remaining 9 completed prior to the system being introduced.  These are 
summarised by appraiser in the table below: 
 

Appraiser Equiniti feedback 
summaries 

Paper feedback summaries 

1 7 0 
2 8 0 
3 4 0 
4 2 1 
5 9 0 
6 2 0 
7 9 1 
8 1 0 
9 1 0 
10 4 0 
11 4 1 
12 1 0 
13 1 0 
14 2 0 
15 2 0 
16 2 1 
17 4 1 
18 5 1 
19 2 1 
20 2 0 
21 7 1 
22 6 0 
23 2 1 
24 3 0 
25 6 0 
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Results from Equiniti = N97 
 

 
 
Of the 97 responses received 86 (89%) felt that the appraiser was very good at establishing 
rapport, with 11 (11%) indicating that it was good.  
 

 
 

 
 
79 (81%) respondents felt that the appraiser had demonstrated thorough preparation for the 
appraisal, with 15 (15%) indicating it was good and 3 (4%) indicating it was satisfactory. 
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Unable to comment
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Unable to comment
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Demonstrating thorough preparation for your appraisal 
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77 (79%) respondents felt that the appraiser was very good at listening and giving the 
appraisee time to talk with 18 (19%) rating the appraiser as good and 2 (2%) rating this as 
satisfactory. 
 
 

 
 
78 (80%) respondents felt that the appraiser was very good at giving constructive and helpful 
feedback with 18 (19%) rating the appraiser as good and 2 (1%) rating this as satisfactory. 

0 

0 

0 
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Unable to comment

Poor
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Very Good

Listening to you and giving you time to talk 
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Very Good

Giving constructive and helpful feedback 
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76 (78%) respondents felt that the appraiser was very good at supporting them with 19 
(20%) rating the appraiser as good and 2 (2%) rating this as satisfactory. 
 
 

 
 
63 (65%) respondents felt that the appraiser was very good at challenging them, with 27 
(28%) rating the appraiser as good, 4 (4%) rating this as satisfactory and 1 (1%) rating this 
as borderline.  2 (2%) felt unable to comment on this particular question. 
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Challenging you 
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68 (70%) respondents felt that the appraiser was very good at helping them to review their 
practice, with 27 (28%) rating the appraiser as good and 2 (2%) rating this satisfactory.   
 
 
 

 
 
69 (71%) respondents felt that the appraiser was very good at helping them to identify gaps 
and improve their portfolio of supporting information for revalidation, with 24 (25%) rating the 
appraiser as good and 3 (3%) rating this as satisfactory. 1 (1%) felt unable to comment on 
this particular question. 
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68 (70%) respondents felt that the appraiser was very good at helping them to review 
progress against their PDP with 28 (29%) rating the appraiser as good and 1 (1%) rating this 
satisfactory. 
 
  
  

 
 
75 (77%) respondents felt that the appraiser was very good at helping them to produce a 
new PDP that reflected their development needs with 19 (20%) rating the appraiser as good 
and 3 (3%) rating this satisfactory.   
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General Comments 
 
I found this appraisal with Appraiser 2 very helpful with some excellent suggestions and 

recommendations on how to move forward. 

It has been very valuable to be appraised by a colleague who knows the workings of the 

lung practice who, through this knowledge, can offer insight and balance. The appraisal 

process has been thorough and helpful. The appraiser has provided invaluable guidance, 

support and mentoring 

A very useful appraisal 

I think the screen based system with the appraiser filling in details as we speak does not 

facilitate a good appraisal process 

Thank you Appraiser 4 

Very productive and useful process, with good opportunity to discuss and decide upon 

appropriate objectives for the coming year. 

A very productive and helpful appraisal. Helped me focus my ideas and plans for the future. 

I would like to thank my appraiser for very constructive feedback, comments and 

suggestions and for overall involvement in my appraisal, including time he spent with me. 

Appraiser 5 provided one of the most insightful and helpful appraisal I have ever had thanks. 

Excellent manners. Very supportive. 

It was a complete appraisal and excellent guidance for the next year of practice. 

Thanks 

Very helpful as this was the first time I used Equiniti. 

Appraiser 10 is an excellent appraiser. 

This was by some measure the most thorough appraisal that I have been through. 

I am grateful to Appraiser 10 for extremely useful reflections with regards to my portfolio, 

suggestions how to improve it as well as further develop my career.  

Very interesting discussion about improving my Department and our services in general. I 

am also grateful for her guidance and suggestions on how to implement new ideas, improve 

my knowledge as a clinical supervisor of plastic surgery trainees as well as complete 

courses on communication skills and Good Medical Practice guidelines related to research 

activities. Achievable PDP formulated for next appraisal which will foster my career 

prospects. Appraiser 10 is clearly an excellent leadership-skilled clinician who was able to 

reflect on my career and position and effectively advise me on how to improve myself as a 

Consultant. 

Very personable and supportive, many thanks. 

Agree 

I value the comments and constructive feedback from my appraiser. 
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Appraiser 11 was very helpful, but I preferred the old system. The system kept locking and 

was quite slow. The old process was a lot more intuitive. 

It was a nice review of my practice in last 1 year 

Excellent exercise and tremendous help from Appraiser 16 through-out the process. 

As always a very helpful experience 

Excellent appraisal session. Positive attitude and gave constructive guidance whilst 

reviewing past year and planning for the next year. I appreciate the advice in regards to my 

preparation for revalidation. 

Very supportive and a thorough individualised assessment 

Good preparation and keenness during the entire appraisal process. Supported my PDP 

goals and constructive challenging regarding future development needs & aspiration. 

Very supportive yet objective appraiser 

Appraiser 21 was approachable, listened to and challenged me. He gave good advice. This 

was a very useful process. 

Great balance of challenge and encouragement. He added a good sense of practical 

wisdom to many issues. 

I am happy with the appraisal process and thought that the on-line aspect was an 

improvement over the folders of paperwork previously required 

Very relaxed and helpful appraisal. Lots of reflection. 

Very useful appraisal 

My appraisal was thorough and constructive. I look forward to the same next year. 

Very good appraiser 

Appraiser 24 was very friendly, supportive, challenging and informative. He helped me to 

collect the necessary documents during our pre appraisal meet and challenged all the 

information provided during appraisal. 

We had a healthy and constructive discussion during the appraisal and Appraiser 24 made 

the appraisal smoothly and accurately. 

Appraiser 17 was an excellent and supportive appraiser. Just what I needed! 

I enjoyed my appraisal with Appraiser 14 and found it helpful, but I found the process on 

Equiniti tedious and my computer crashed repeatedly with uploading documents and I have 

had to do this approval process and submission twice as the system did not record this the 

first time, for example. 

Thank You Appraiser 1 

This was very useful appraisal for me, Appraiser 1 explained many issues for me to provide 

good supportive documents to be used in my appraisal as this is my first appraisal since i 

started to work in UK. we agreed on a good developmental plan as well. 

Helpful & explanatory - took time necessary. 
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Results from Paper = N9 
 

 
 
4 (44%) respondents felt that the management of the appraisal system was very good with 4 
(44%) rating this as good and 1 (11%) rating this as fair. 
 
 
 

 
 
4 (44%) respondents felt that the access to necessary supporting information was very good 
with 3 (33%) rating this as good, 1 (11%) rating this as fair and 1 (11%) rating this as poor. 
 

0 

0 

1 

4 

4 

0 

0 0.5 1 1.5 2 2.5 3 3.5 4 4.5

Not Given

Poor

Fair

Good

Very Good

Excellent

Management of the Appraisal System 

0 

1 

1 

3 

4 

0 

0 0.5 1 1.5 2 2.5 3 3.5 4 4.5

Not Given

Poor

Fair

Good

Very Good

Excellent

Access to necessary supporting information 

59



 
 
4 (44%) respondents felt that the appraisers preparation for the appraisal was Excellent with 
3 (33%) rating this as very good, and 2 (22%) rating this as good. 
 
 
 

 
 
4 (44%) respondents felt that the appraiser conducting the appraisal was Excellent with 4 
(44%) rating this as very good, and 1 (11%) rating this as good. 
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4 (44%) respondents felt that the appraisers reviewing progress against last years PDP was 
Excellent with 3 (33%) rating this as very good, 1 (11%) rating this as good and 1 (11%) who 
did not respond to this question. 
 
 
 

 
 
4 (44%) respondents felt that the appraiser was Excellent in providing challenge that helped 
them to review their practice with 4 (44%) rating this as very good, and 1 (11%) rating this as 
good. 
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4 (44%) respondents felt that the appraiser was Excellent at providing support and giving 
feedback that was constructive and helpful with 3 (33%) rating this as very good, and 2 
(22%) rating this as good. 
 
 

 
 
2 (22%) respondents felt that the appraiser was Excellent in ensuring that the PDP reflected 
the appraisees main priorities with 4 (44%) rating this as very good, 2 (22%) rating this as 
good and 1 (11%) rating this as fair. 
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1 (11%) respondent felt that the appraiser was Excellent in ensuring that the appraisal was 
useful for professional development with 5 (56%) rating this as very good and 3 (33%) rating 
this as good. 
 
 

 
 
1 (11%) respondent felt that the appraiser was Excellent in ensuring that the appraisal was 
useful in preparation for Revalidation with 5 (56%) rating this as very good, 2 (22%) rating 
this as good and 1 (12%) who did not respond to this question. 
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General Comments 
 

Most constructive appraisal I have had.  Really helpful. 

Appraiser 18 is an excellent appraiser. 

Electronic portfolio will be beneficial and help from the Trust to get mandatory training record 

and other essential information on time will facilitate the process. 

I like the way Appraiser 19 does the appraisal, very constructive and provides with 

information to look at the bigger picture. 

Very good. 

There is some duplication of fields filled in, perhaps that could be reduced. 

The number of patients I see each year is not captured by Christie informatics. 
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Appendix C 

 

The Christie NHS Foundation Trust AOA Comparator Report 

 

 

The Christie NHS 
Foundation Trust_Aoa 
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Agenda item 47/15c 

Meeting of the Board of Directors 
Friday 25th September 2015 

 
Integrated performance and quality report for month 5 – August 2015 

 
Report of Executive Directors 

Paper Prepared By 

Fiona Noden, Chief Operating Officer 
Anthony Blower, Medical Director 
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 5 

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 standards 

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 47/15c 

Meeting of the Board of Directors 
Friday 25th September 2015 

Month 5 Performance Report 

Introduction 
The Integrated Performance and Quality report now includes a summary dashboard that presents 
an overview of performance.  Exception reports set out information about breach of standards 
highlighted red as well as any other areas of concern within the report, together with action taken 
and projected performance.  

Overall Performance 
In month 5 our overall good performance trend continues.  Our length of stay remains slightly above 
plan.  We have no corporate, divisional or finance risks above 15.  

Quality – In August our satisfaction survey results remain high with a 99.7% positive response 
score.  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 have been 2 cases of 
unavoidable CDifficile in August. 

Additional reports 

• Pandemic Influenza plan
• Monitor Q1 2015-16 report
• PHSO 'Complaints About  Acute Trusts 2014-2015' Report has been received but is

embargoed until the end of September – a verbal presentation will be given to the Board.
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Final Chemotherapy 30 Day Survival Rate

Key Risks
107.2% 103.9% i 103.9%

Income & Expenditure -  underspend/overspend against plan - Trading (Rolling YTD) < 0% -0.5% -18.3%

Cash Balance - % of Planned Value < 80%

h

Indicator Jul-15 Aug-15

g

Jul-15

4Number of Pressure Ulcers  (Post admission - Grade 2 or above)

Performance

Indicator
Palliative Radiotherapy 30 Day Suvival Rate

< -12
< 1.25

2

Target / Thresholds

Target / Thresholds

Target / Thresholds

2 17

Finance

Capital Servicing Capacity

Performance

2.9 2.9 g 2.9

0
100.0%

Target / Thresholds

Target / Thresholds

Cancer Targets

Indicator

100.0% 100.0% g
62 Day Compliance - Upgrades

87.5%
96.6%78.1%

i

98.5% 98.6% 98.3%

99.8%

g

90.0%
96.0%
98.0%
94.0%
94.0%

> -2

Activity

< 3.4%

(Year) < 243

(Year) < 28

(Year) <= 19
(Year) <= 12

95%

0

> 94.5% < 84.5%

< 3.5%
< 6.4 > 6.9

> 90%
80.0%
80.0%
80.0%
< 14
< 28

85.0%
85.0%* 

94%

Target / Thresholds
0

0
(Year) <65

h

2

h

2

VTE Risk Assessments 96.6% 96.7% 97.1%
C-Difficile - Attributable Cases Due To Lapse In Care

Clinical Effectiveness

Incidents Reported  (grade 2 or above)

g
Serious  Incidents 0

Safety Thermometer

i

g

Number of Corporate Risks Grade 15 or Above 4 4 g 5
Aug-15Target / Thresholds

h -18.3%
CIP Performance - Full Year Impact - Recurrent % 53.5% 59.4%

Indicator Jul-15 Performance YTD

(M5 Target ) > 43% h 59.4%
> 3%

> 90%

42.4
Indicator Jul-15

Continuity of Services Risk Rating 4 4 4 g

Aug-15

4

YTD
Liquidity - Ratio  (days) 49.4 42.4

> 2.5
3

Agency Usage  (subject to validation) 0.77%

YTD
h -1.03%

h

Overall Trust Activity Vs Plan > 0% -2.99% -2.46%

0.73% 0.78%

< -1%

< 1%

Indicator Jul-15 Performance

YTD

100%

h

90.9% 90.9%h

17 9 81

100%

Jun-15 YTDPerformance

h

Achieved
HR & Workforce

Never Events 0 0 0

Staff Sickness 3.24% 3.35% 3.17%i
Staff Training

90.5%Staff PDRs
92.3% 90.8% 90.8%i

g
87%
99%

89%
99%

g

YTD

C-Difficile - All Attributable Cases

-

MRSA 0 0

Inpatient Falls Resulting in Harm  ( Grade 2 or above) (Year) < 33

97.52%  - h

0

g
10
0

97.50%

g

Performance

0 0
2 2

Aug-15Jul-15

i 95.49%

0 g
Number Of Complaints 3 6

i 1.20%
99.10%h

0Mixed Sex Accomodation

0.28%
96.14%
1.08%
98.70%

0.30%1.30%Patient Satisfaction Score - % Not Recommended

Friends & Family Score (Outpatients) % Not Recommended 1.09%
Patient Satisfaction Score - % Recommended 99.70%

Friends & Family Score (Outpatients) % Recommended 95.45%
< 4%
94%
< 4%
94%
< 4%

97.21% 99.15% 97.75%h
43.60% 44.70% -

Quality

Indicator Jul-15 Performance YTD

h
Aug-15

31 Day Compliance - Subsequent Surgery 100.0% 95.0%
31 Day Compliance - Subsequent Radiotherapy 99.7% 100.0%

Friends & Family Response Rate (Inpatients & Daycases)

31 Day Compliance - Subsequent Drug Therapy

40%

g
h
i
h
h

0.9%

h

10 10

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

31 Day Compliance

87%

Radiotherapy Waiting Times - Radical (Days)

i
Pharmacy Waiting Times  (% seen within target)

85.7%Bed Occupancy  (Midnight) <= 82% 82.3%

87% 86%

100.0%
86.2%

h

Cancelled Operations On The Day Of Surgery

99.3% 99.4% 99.6%h

Jul-15 Performance YTD

88.6% 87.2% h 88.0%

4

84.1%

Radiotherapy Waiting Times - Palliative (Days)

Outpatient Waiting Times  (% seen within target)

0.8%

h

6.55

100.0%
96.8%
98.5%
98.5%

0

100%

80.2% 82.8% 85.2%
Chemotherapy Waiting Times  (% seen within target)

24 25 25
g
i

6.53

g
h

6.55

10

0 0

0.7%

1
Cancelled Operations On The Day Of Surgery - Rebooked Within 28 Days 100% 100%

i

Diagnostic Waiting Times - PET/CT/MR 100.0%

18 Weeks Compliance - Non-Admitted Patients 98.8% 98.7%
18 Weeks Compliance - Admitted Patients 97.3%

i
g

1

100.0%
97.2%

Patients Waiting >52 Weeks
18 Weeks Compliance - Incomplete Pathways

Indicator Jul-15 Aug-15

Performance Dashboard - 2015/16

Performance

YTDPerformance

g 44Monitor Continuity of Services Rating 4
Target / Thresholds

4

98.7% 98.4%

6 Weeks
90.0%
95.0%
92.0%

0

Major Surgery 30 Day Survival Rate

Target / Thresholds

Delayed Transfers Of Care  (% of occupied bed days)

Friends & Family Score (Inpatients & Daycases) % Not Recommended

95%
Intelligent Monitoring Report

Indicator

Friends & Family Score (Inpatients & Daycases) % Recommended

Aug-15

h 0.90%

0.57% i 0.59%

Achieved
Achieved

86.3%

97.1%i

0
25i

Patient Safety

62 Day Compliance - Screening

91.5%62 Day Compliance - Post Reallocations

Aug-15

5 1 h 22
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Performance Exception Report 
 

 
Indicator 

Cancelled Operations on the day of 
surgery 

Target Jul-15 Aug-15 Performance YTD 

0 1 1 g 4 

Issue 

Cancelled Operation on 19th August 2015 due to anaesthetist on call for CCU overnight was in until 4am. 
No other anaesthetist available to start all day operating list before anaesthetist arrived at 13:30 hours. 

Proposed Action 

Rescheduled for Wednesday 25th August 2014 

Anaesthetic management team to review the on-call rota to ensure minimise the impact of the elective 
delivery, as much as possible 

 

 

 

Assessing Improvement 

No further cancellations – critical care increase capacity 

Impact 

Operation / Financial & patient experience 

Theatre Utilisation affected 

 

 

 

 

Expected Date of Performance Delivery 
01/10/15 

Executive Lead 
Chief Operating Officer 
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Performance Exception Report 
 

 
Indicator 

Trust Activity Vs Plan – Transplants (Allo, Auto, MUD) 

Month 5 Cumulative 
Target Month 5 Performance 

53 40 

This exception report focuses on the cumulative performance of Bone Marrow Transplants.  These procedures are 
low in volume/high in cost and therefore variations against plan account for significant variances in income against 
plan. 
Issue 

Number of referrals for BMT has fallen compared to the same time period in 2014/15 but this is not viewed as a 
trend as the referrals fluctuate constantly throughout the year, showing no real trend patterns over the last 5 
years of activity. 

Proposed Action 

Constant monitoring of patient referrals and any subsequent delays, including disease relapse and donor 
availability. 

The availability of beds for transplant patients has not been an issue but is constantly monitored to ensure 
admissions are received on planned dates. 

Ongoing weekly meetings address new referrals, TCI’s and any delays. This is also reported to divisional board 
on a monthly basis. 

Assessing Improvement 

Current figures are compared to 2014/15 numbers with respect to delivery of transplants. Where peaks and 
troughs are seen graphically there is always a financial delay in the realisation of costs as the service is paid on 
discharge of the patient rather on the delivery of the transplant. As most transplants require an inpatient stay of 
between 21 and 35 days financial realisation is usually seen in the month following transplantation. 

Figure 1 shows activity to date with projected discharge figures for September: 

 Annual 
Plan 

Plan 
(M1-5) 

Actual to 
date 

Variance 
Annual 

 plan -actual 

Plan 
Aug 

Actual 
Aug 

Variance 
Monthly plan - 

actual 

Expected 
discharges  

Sept 
Auto 74 31 27 -4 6 4 -2 9 
Allo/Sib 19 8 2 -6 2 1 -1 0 
MUD (inc 
UCB) 

36 15 11 -4 3 5 +2 2 

TOTAL 129 54 40 -14 11 10 -1 11 

Figure 1. 

Impact 
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Figures for July/August are showing increases in transplants delivered in July which will correspond with 
discharges in August which will be at a higher level that 2014/15. 

The impact for the service can be quite dramatic as there a smaller numbers of transplants but there are high 
financial levels associated to these. It is difficult to project figures for the next 3 quarters as a delay or relapse in 
one patient can have a large financial impact. 

The expected discharges for September are 9 Auto, and 2 MUD’s giving a total of 11. The month 6 plan will at 
this moment in time be +3 Auto’s, -2 Allo’s and 1 MUD.  The financial forecast for month 6 can be seen in fig 6. 

 

Description P A V Current 
YTD CNS 
Position

Projected 
CNS Month 
6 Position

Projected 
CNS M6 

YTD 
Position

Transplant - Auto 6 9 3 (66,687) £50,836 (£15,852)
Transplant - MUD 3 2 (1) (201,279) (£59,638) (£260,918)
Transplant - Allo 2 -               (2) (185,123) (£53,020) (£238,144)

Total (under)/ over performance (453,090) (£61,823) (£514,913)

September Projected Activity £

 
                                        Figure 3.     

                                                  
Expected Date of Performance Delivery 

31/12/15 
Executive Lead 

Bernie Delahoyde 
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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. 
 

0.0%

1.0%

2.0%

3.0%

4.0%

5.0%

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Recommended % 99.3% 99.2% 98.6% 98.7% 99.7%
Not Recommended % 0.7% 0.8% 1.4% 1.3% 0.3%

Patient Survey % Recommended Scores

 
 

The overall performance for patient satisfaction in August is 99.7%. 
 

The table below shows 7 of 2115 responses where patients have given a negative response 
to one of the 17 questions asked.   
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Actions are being undertaken to ensure improvements in the areas that have had negative 
responses. 

 
National Changes to Family and Friends    
Following a national review, the Net Promoter scoring methodology has been discontinued 
from 1st April 2015, and has been replaced with an alternative scoring system.  The new 
scoring methodology now focuses on one positive percentage based on responses for 
extremely likely and likely combined, and one negative percentage based on unlikely and 
extremely unlikely combined.    
 
From April 2015 our day cases have been included in the inpatients scoring methodology.   
In addition we are also reporting outpatient data for our new patients referred in for the family 
and friends test. 
 
Inpatient National Family and Friends  
The family and friends test carried out in August for our inpatients and day cases show we 
have had an excellent response of patients recommending The Christie at 99.1%. For our 
outpatient areas we have also had an excellent response at 95.4%. 

 
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  
Six complaints were received in August.  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

 
 

There were 3 complaints due to be responded to in writing in the month of August 

 

0
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Total Complaints
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Complaints by type 
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Complaints monthly comparison 
 

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

0

2

4

6

8

10

12

12/13, 13/14, 14/15 Monthly Complaints Comparison

 
 
 

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

 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
2013 45 70 64 66 76 43 59 63 69 68 52 35
2014 51 64 46 56 55 68 78 77 84 98 74 58
2015 78 77 76 77 84 99 84 75
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1.5    Executive quality walk rounds 
The following Executive Walk Rounds have taken place in August 2015.   

 

Date Executive 
Director Location Outcome 

14/08/15 Executive 
Medical 
Director 

Clinical Coding Challenges 
• Small team of 6 coders necessitates all coding across all 

specialties 
• Target for all episodes to be coded by 3 days after month 

end regardless of staffing levels (requires staff goodwill)  -  
Currently 1 vacancy, 1 long term sick and 1 annual leave 

• Impact of staff shortages when they occur in medical 
records and ward clerks – affect the team directly 

• Deteriorating standard of paper casenotes and tracking of 
notes – CWP has been valuable and paperless records 
will be huge benefit   -  CWP information requirements for 
coding need to be robust 

• Urgent need to engage clinicians and ensure awareness 
of coding rules and conventions to ensure quality of 
increasingly granular and electronic data  

Things to be proud of 

• Always meeting month end target for coding even when 
short staffed 

• 98% audit results 
• Well led and very experienced stable team with excellent 

team working who feel well supported by department 
manager Keith Greaves and by Finance 

• Access to training and computer equipment – supported 
improved data quality over the years 

• 3M module system and dual screens implemented in last 
year have saved time 

Things to take forward 

• Alternative arrangements for coding awareness 
sessions at medical trainee induction and pre-exam 
refresher  

• these stopped due to time pressures on 1st day 
requiring risk focus; consider weekly trainee meeting, 
possibly joint sessions with clinical audit 

• Awareness sessions for new consultant induction 
• Inclusion of coding section in CWP training 

22/08/15 Executive 
Director of 

Nursing and 
Quality 

Acute Oncology 
Outreach Nurse 

Service  

Challenges 
• Responsibility for multiple roles is stressful and a risk in 

some cases eg managing hotline at night (business 
case ongoing) 

• Restricted budget levels leading to no bank and require 
goodwill and team working when asked to change shifts 

• Opportunities available for career progression – 
concerns that staff may leave for band 7 posts available 
in other trusts 

• Encouraging staff to seek help from ward managers and 
doctors prior to calling AOONS and eg to try 
cannulation/catheters out of hours 
 

Things to be proud of 
• Supportive, knowledgeable and reliable team who 

provide specialist skills as a bridge between ward staff 
and CCU resulting in a valued and respected service 
across the whole hospital including out of hours 

• Seen as senior non-rotating members of team available 
to support staff; junior doctors always ask for their bleep 
numbers! 

• Team encouraged to pursue teaching and projects 
including basic and advanced life support training, AIM 
training and running tracheostomy study day and which 
has maintained and improved skills 
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Date Executive 
Director Location Outcome 

• Leading on and making improvements in resuscitation 
and MEWS  

• Implemented Patient Group Directions as a more 
suitable option for this team than non-medical 
prescribing (shared with National Outreach Forum) 

• Resus equipment now located at switch and in 
Radiotherapy 

• Improved recognition of deterioration which is extending 
out of hours 

 
Things to take forward 
• Pursue permanent funding for temporary posts (currently 

2 short term contracts; lack of job security) 
• Review appropriateness of AOONS to provide cover as 

per CCU escalation policy as this can impact with other 
critical situations being managed 

• Pursue funding for AOONS from new trials and complex 
oncology treatments which can make patients very unwell 
and impact on the service 

• Would like to develop links with the community eg to help 
prevent unplanned admissions 

26/08/15 Director of 
Capital and 

Estates 

Complimentary 
Medicines Things to be proud of 

• The contribution the team make to the holistic 
requirements and empowerment of patients and relatives 
and the positive feedback received 

• The team have achieved a number of awards, including 
British Journal of Nursing, Nursing Times, Health Advisor 
of the Year 

• Referrals to smoking cessation have increased 
• More involvement with research 
• Projects generating income which enables the team to 

offer additional support 

Challenges 

• Large team, mostly sessional working which results in no 
sickness or annual leave cover 

• Move to new premises, loss of the relaxation room which 
is used as a training space at weekends and generates 
income 

• Proton beam therapy will result in an increase in numbers 
of patients requiring support from Complementary therapy 

• Ensuring patients have access to complementary 
therapies as more trust services are delivered closer to 
home 

Things to take forward/consider 

• Discussions with Pharmacy on enabling nicotine patches 
to be available for staff and carers on site (JD) 

• Audit on consent to help with ensuring all consultants 
have the same approach to taking consent 

• Identification of suitable alternative accommodation, 
particularly for providing training at weekends 

• Development of training packages for people providing 
services at Spas 

• Consider means of providing better support for patients, 
particularly those who are unwell or have memory issues, 
waiting for transport home 

 
1.6 Eliminating mix sex accommodation  

There were no incidents of mixed sex accommodation in August.  There were 30 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 July submission for the Open and Honest Care return.   
  

Section Measure

Safety Thermometer 

Infection Rates - C-Diff (Avoidable + Unavoidable)

Infection Rates - MRSA Bacteraemia

Pressure Ulcers (Grade 2 or above developed post admission)

Pressure Ulcers (Grade 2 or above developed post admission) per 1000 bed days

Inpatient Falls (Grade 3 or above)

Inpatient Falls (Grade 3 or above) per 1000 bed days

% Recommended % Not Recommended

99.15% 0.57%

Patient Experience - Internal survey results % Recommended % Not Recommended

Were you involved as much as you w anted to be in the decisions about your care and treatment? 100.0% 0.0%

If you w ere concerned or anxious about anything w hile you w ere in hospital, did you f ind a member 
of staff to talk to?

99.4% 0.6%

Were you given enough privacy w hen discussing your condition or treatment? 100.0% 0.0%

During your stay w ere you treated w ith compassion by hospital staff? 100.0% 0.0%

Did you alw ays have access to the call bell w hen you needed it? 100.0% 0.0%

Did you get the care you felt you required w hen you needed it most? 99.4% 0.6%
How  likely are you to recommend our w ard/unit to friends and family if  they needed similar care or 
treatment? 100.0% 0.0%

Staff Experience - Internal survey results based on responses from 10 staff on locations w here a 
harm has occurred % Recommended % Not Recommended

I w ould recommend this w ard/unit as a place to w ork 100.0% 0.0%
I w ould recommend the standard of care on this w ard/unit to a friend or relative if  they needed 
treatment

100.0% 0.0%

I am satisf ied w ith the quality of care I give to the patients, carers and their families 100.0% 0.0%

2.  Experience

Patient Experience - Friends & Family Test 

Performance / Total

1. Safety

97.52%

2

0

2

0.42

0

0

 
 

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 – August 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 August 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. 

2999
Average Fill Rate % 96.3% 96.3%

ALL Staff
Total monthly PLANNED 23979 13865

Total monthly ACTUAL

Care Staff
Total monthly PLANNED 7012.5 3113

Total monthly ACTUAL 6756

23138 13223.5
Average Fill Rate % 96.5% 95.4%

DAY NIGHT
Hours Hours

Registered Nurses
Total monthly PLANNED 16966.5 10752

Total monthly ACTUAL 16382 10224.5
Average Fill Rate % 96.6% 95.1%

 

Breakdown By Ward 

Critical Care Unit

Admissions Unit

Palatine Trt Centre

10 Ward-Surg Onc Unit

11 Ward

12 Ward

03 Ward

04 Ward

TOTAL

Critical Care Unit

Admissions Unit

Palatine Trt Centre

10 Ward-Surg Onc Unit

11 Ward

12 Ward

03 Ward

04 Ward

TOTAL 7012.5 6756 96.3% 3113 2999 96.3%

1197.5 1173.5 98.0% 528.75 528.75 100.0%

537 523.5 97.5% 352.5 352.5 100.0%

1229 1149 93.5% 364.25 352.5 96.8%

961 934 97.2% 340.75 376 110.3%

1195 1154.5 96.6% 364.25 364.25 100.0%

942.5 871 92.4% 662.5 525 79.2%

920.5 920.5 100.0% 500 500 100.0%

30 30 100.0% 0 0 0.0%

Care Staff

DAY NIGHT

Hours Planned Hours Actual % Fill Rate Hours Planned Hours Actual % Fill Rate

16966.5 16382 96.6% 10752 10224.5 95.1%

2521.5 2412.5 95.7% 1398.25 1292.5 92.4%

1009.5 1001.5 99.2% 705 705 100.0%

2277.5 2269.5 99.6% 1257.25 1210.25 96.3%

2093 2009.5 96.0% 1339.5 1245.5 93.0%

1499.5 1499.5 100.0% 1022.25 987 96.6%

3367 3126.5 92.9% 2387.5 2225 93.2%

2437 2394.5 98.3% 1150 1137.5 98.9%

1761.5 1668.5 94.7% 1492.25 1421.75 95.3%

DAY NIGHT

Hours Planned Hours Actual % Fill Rate Hours Planned Hours Actual % Fill Rate

Registered Nurses
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Action Taken 
Where 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 

Ward
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Sep-14 33% 93% 92% 91% 90% 67% 87% 76%
Oct-14 30% 92% 92% 89% 94% 73% 42% 86% 83%
Nov-14 30% 90% 91% 93% 92% 81% 54% 79% 60%
Dec-14 23% 88% 86% 83% 87% 75% 40% 78% 78%
Jan-15 30% 95% 94% 94% 91% 79% 82% 84% 90%
Feb-15 29% 92% 91% 93% 94% 78% 82% 91% 93%
Mar-15 28% 94% 96% 94% 83% 76% 88% 81% 83%
Apr-15 34% 93% 95% 93% 90% 79% 89% 78% 82%
May-15 26% 92% 94% 93% 85% 82% 68% 76% 66%
Jun-15 37% 91% 93% 92% 83% 79% 83% 74% 80%
Jul-15 28% 91% 94% 90% 87% 74% 76% 76% 82%
Aug-15 28% 91% 96% 95% 92% 82% 72% 83% 82%

*Ward 3 increase in January is due to a transfer of patients from Ward 10 patients whilst refurbishments are taking place.

Efficiency Benchmark = 82%

 

 
2.3 MRSA bacteraemia 

There were no cases of MRSA bacteraemia reported in August. 
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Clostridium Difficile 
There were 2 cases of unavoidable c-diff reported in August 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Avoidable + Unavoidable 3 6 6 8 10
Avoidable 0 0 0 0 0
Avoidable Target (Moni tor) 1 2 3 4 5 6 7 8 9 10 11 12
Avoidable + Unavoidable Target (Contract) 2 3 5 6 8 10 11 13 14 16 17 19
Avoidable + Unavoidable Target (National) 1 2 4 5 6 7 8 9 11 12 13 14
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Clostridium Difficile (cumulative) against annual target

 
 
 
MSSA 
There were no cases of MSSA bacteraemia August. 
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Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
MSSA 0 1 3 1 0 0 1 2 3 2 1 0

MSSA bacteraemia

 
 
 
Glycopeptide Resistant Enterococcus (GRE) 
There was 1 case of GRE bacteraemia in August. Patients who attend Palatine Ward and 
Ward 12 are routinely screened for GRE as this group of patients are more at risk of infection 
due to the specific antibiotics received as part of their treatment.   
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Total GRE 0 1 1 1 1 0 0 0 0 3 0 1

Total GRE (bacteraemia)
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Escherichia Coli (E-Coli) 
There were 8 cases of E-Coli in August.  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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Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
E.Coli 6 3 5 5 2 4 3 6 3 7 3 8

E-Coli

 
 
 
2.4 Clinical  incidents 

Patient harm 
There were 9 incidents occurring in August that all resulted in minor patient harm. 
 
Clinical incidents are graded using the following matrix; Grade 2 incidents cause the type of 
harm that can be remedied using first aid measures, whereas grade 3 incidents need 
professional intervention for example surgery. It is a national requirement that all RIDORR 
reportable incidents are graded as a 3 (or more if appropriate). 

 

►
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

 
 

Grade Incident Type Additional Details Location

Medical equipment Patient experienced increased pain because an epidural had inadvertently been 
disconnected.

Ward 10

Extravasation Extravasation during administration of chemotherapy. Ward 11

Care/monitoring Delay in review  of patient w ith sepsis and administration of medication. ORTC

Care/monitoring Delay in administration of IV hydration to patient w ho had triggered stage 2 AKI w arning. Palatine Ward

Medical equipment Blisters noted under dressing on thigh. Ward 10

Sharp Patient cut foot on piece of glass on f loor follow ing earlier broken glass. Ward 12

Pressure ulcer Grade 2 pressure ulcer to sacrum. CCU

Pressure ulcer Grade 2 pressure sores to ankle and scrotum. Ward 12

Fall Patient fell in bathroom, banging head. Ward 12

2 (Minor)

 
** extravasation -  Accidental leakage into surrounding tissue from the vein 
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Pressure Ulcers 
 
Aim: 10 % reduction in Grade 2 pressure ulcers from the 2014/15 rate of hospital 
acquired pressure ulcers and no Grade 3 & 4 hospital acquired pressure ulcers. 
 
The chart below demonstrates the required reduction of 10% of the previous year’s grade 2 
pressure ulcer rate, as set out in the 2013/14 quality accounts. There have been no hospital 
acquired pressure ulcers of grades 3 and 4.  August 2015 shows 2 pressure ulcers which 
occurred on CCU (1) and Ward 12 (1).  The Ward sisters have been given key performance 
indicators from the Executive Director of Nursing & Quality, one of which is pressure ulcer 
reduction. 
 

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

2014/15 Total 0 4 5 7 8 9 13 13 18 23 24 31
2015/16 Total 3 9 11 15 17
15/16 Reduction Tra jectory 5 8 10 12 14 16 18 20 22 24 26 28
Incidents as % of IP Spells 0.42% 0.78% 0.24% 0.46% 0.25%
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Grade 2+ Pressure ulcers developing after admission (cumulative)

 
 
 
Patient Falls 
 
Aim: To maintain the 25% reduction in falls with harm from the 2013/14 outturn. 
 
The number of In-patient falls where harm has been sustained has not continued to maintain 
at the level achieved during 2013-14. Therefore the target for 2015/16 has been set for a 25% 
reduction from the 2013/14 outturn. The Ward sisters have been given key performance 
indicators from the Executive Director of Nursing & Quality one of which is falls reductions. 
 

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

2014/15 Total 3 5 9 12 17 22 27 32 34 42 46 48
2015/16 Total 2 10 16 21 22
15/16 Reduction Tra jectory 3 6 8 11 14 17 19 22 25 28 30 33
Incidents as % of IP Spells 0.28% 1.04% 0.72% 0.57% 0.13%
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Inpatient Falls Resulting in Harm (cumulative)

 
** This is subject to cases being reviewed at Executive review group, and therefore subject to validation** 
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Never Events 
There were no never events in August 

 
 
2.5   Litigation, claims and inquests  

 
Claims 
Clinical negligence, employer liability and public liability 
There were 2 claims opened and 4 were closed in August. 

 
Payments 
There were no payments made on claims in August. 
 
Inquests 
Three inquests were held in August relating to patients of The Christie. 
 

Coroner Staff called Verdict

Manchester No Died from pneumonia follow ing necessary treatment.

Stockport Yes Death from Industrial Disease

Stockport Yes Natural Causes
 

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

 
2.6 Executive reviews 

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

Date of 
executive 

review

Incident 
Report 

Number

Incident 
Date

Description Root Cause

06/08/15 W23657 20/05/15

A patient reported needing 
repeated biopsies; 
investigation found this was 
for clinical reasons to 
exclude cancer.

•
Case to be discussed at the radiologists 
teaching session and radiologists’ discrepancy 
meeting as a learning point.

It was agreed that the appropriate decision 
was made with regards to taking two 
biopsies.

•
Review clinic templates so IL2 slots are at the 
beginning of clinic

•
A CWP e-form for collating OPD observations to 
be developed

13/08/15 W23745 16/07/15

Review of the care and 
management of a patient 
who developed sepsis 
shortly after an out-patient 
visit to The Christie

• N/A
None; there had been a physical 
assessment; no signs or symptoms of a 
developing infection were identified.

•
Update PGD training to be given to the nurse 
involved in the case

• PGD to be uploaded to Intranet

Outcome

20/08/15 W23088 19/03/15
Incorrect decision made 
regarding antibiotic regime 
for patient on chemotherapy.

Human Error

Human Factors; patient’s weight entered in 
the ‘dose’ cell on the prescription.

Incorrect dose of IL2 
calculated for a patient; no 
impact on the patient.

16/05/15W2330913/08/15

 
 
 
2.7    SUI panels 
 There were 2 SUI panels held in August 
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2.8    IMR - Intelligent Monitoring Report 
The latest Intelligent Monitoring Assessment published in May by the Care Quality 
Commission shows The Christie as rated in the lowest risk band 6, with no elevated risks as 
outlined below. 
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3. Clinical Effectiveness 
 
3.1 Survival Rates  

The national cancer outcomes framework produced a number of outcome measures relevant 
to cancer care.  These have not yet been mandated nationally but we have analysed those 
aspects which are relevant to treatment at The Christie and present the figures in the following 
tables.   

 

75%

80%

85%

90%

95%

100%

Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15
Radical XRT 90 day survival rate 96% 97% 96% 96% 96% 98% 97% 97% 97% 96%
Palliative XRT 30 day survival rate 84% 80% 83% 88% 83% 80% 85% 81% 90% 91% 87% 89%
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% 98% 100% 100% 100% 100% 100% 100% 100% 100%

Treatment survival rates

 
Data subject to validation 
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Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Intrathecal administrat ions 47 62 49 37 69 59 64 39 24 39 28 15
Wrong route chemotherapy 0 0 0 0 0 0 0 0 0 0 0 0

Wrong Route Chemotherapy

 
Data subject to validation. 
 
 
 

3.2    Critical Care Outcomes  
We provide critical care level 2 and also level 3 for selected patients.   
The data in the tables below shows that our patients have much better survival rates both on 
leaving critical care and overall than is expected given their condition as measured by the 
Apache II severity scale.   
 
This demonstrates the safety of this service.   
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Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Unit mortality 0.0% 8.0% 8.3% 8.2% 5.2% 5.6% 8.5% 6.4% 4.3% 7.3% 2.1% 8.7%
Total mortality 0.0% 10.0% 10.4% 10.2% 12.1% 5.6% 10.2% 6.4% 6.5% 9.1% 2.1% 8.7%

CCU Mortality Rates

 
 

Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Level 2 - Episodes 45 44 48 49 57 53 54 47 45 55 46 44
Level 3 - Episodes 3 7 2 6 6 3 11 2 5 7 9 5
Level 2 - Bed days 161 170 139 148 203 173 171 172 131 162 149 168
Level 3 - Bed days 23 31 15 16 18 9 42 15 33 41 37 16

Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
2 1 1 0 1 1 2 2 0 1 0 0
0 0 0 0 0 0 1 1 1 1 1 1
0 0 0 0 0 0 1 0 0 0 0 0
0 4 4 4 3 3 5 3 2 3 1 3
0 1 1 1 4 0 1 0 1 1 0 0
0 0 0 0 0 0 0 0 0 0 0 0

0.0% 8.0% 8.3% 8.2% 5.2% 5.6% 8.5% 6.4% 4.3% 7.3% 2.1% 8.7%
0.0% 10.0% 10.4% 10.2% 12.1% 5.6% 10.2% 6.4% 6.5% 9.1% 2.1% 8.7%

Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
21 20 20 21 19 24 24 20 21 20 23 21
0 0 0 0 0 0 0 0 0 0 0 0
0 0 0 0 0 0 0 0 0 0 0 0

Average Apache II Score

Admissions for central line infections

Levels of 
Care

Unit mortality 
Total mortality 

Readmissions (within same month)
Patients transferred out 
Patients repatriated to CCU
Patients died in CCU
Patients died in hospital after CCU
Patients died in other ICU

Central Line Infections Aquired on Unit 

 
 
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. 
 

Elective/planned admission 8

Non Elective/emergency admission 16

TOTAL 24

Deaths on CCU 3

deaths within 30 days of surgery undertaken at The Christie* 0

Deaths within 30 days SACT* 5

Deaths reported to coroner (*includes the above): 8

Deaths associated with a serious untoward incident: 0

Deaths associated with triggers other than the above:
Death < 24 hours of admission (or transfer from elsewhere) (1)
Cause of death unknown & PM requested (1)
Cardiac arrest / respiratory arrest (1)

3

TOTAL 13

Aug-15

Number of NHS Christie 
Inpatient deaths

Number of deaths  that have 
triggered  case note review 
(Each death can have more 

than one trigger)
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3.4    Clinical Outcomes Unit 
  

Endometrial Cancer  
  

The following report includes clinical outcomes data on endometrial cancer based on analyses 
of new cases January 2014 to August 2015 who are referred for chemotherapy and/or 
radiotherapy post surgery.  This report does not include patients referred for surgery only.  
Survival estimates include patients diagnosed from 2007 onwards.  
  
Endometrial cancer is the fourth most common cancer in women in the UK accounting for 5% 
of all new cases of cancer in women every year (CRUK 2015).  There are around 7,000 new 
cases diagnosed each year in England, representing 28 new cases per 100,000 women per 
year.  Incidence rates are similar for the North West of England.  295 endometrial cancer 
patients have been referred to The Christie for chemotherapy and/or radiotherapy following 
surgery since January 2014.   
 
England data for endometrial cancer show one and five year net survival to be approximately 
90% and 78% respectively (NCIN 2015).  These survival estimates includes patients with all 
stages of disease.  Endometrial  cancers are staged using the International Federation of 
Gynaecology and Obstetrics (FIGO) staging system. In England, 59% of new cases are 
diagnosed with stage 1 disease which includes patients with stage 1a disease who are likely to 
need only surgery, and patients with high grade stage IA and stage 1B disease who receive 
both surgery and brachytherapy.  In England 4% of patients are diagnosed with stage IV 
disease.  If a patient has stage IV disease surgery is usually not possible and therefore the 
patient is treated palliatively. 
 
Patients referred to The Christie for radiotherapy and/or chemotherapy post-surgery are those 
with more advanced disease that cannot be treated with just surgery. Of the stage I patients, 
the diagnosis is predominantly stage IA with Grade 3 disease or stage IB disease.  Overall one 
year survival is estimated to be 97% (95% CLs 95%-98%), five year survival is 68% (95%CLs 
59%-76%). 
Five year survival for patients with stage IA low grade disease is 86%.   Overall one and five 
year survival for patients with late stage disease (FIGO III & IV) having chemotherapy or 
brachytherapy post-surgery is 91% and 51% respectively 
 
As with all outcomes data, care should be taken when comparing Christie outcomes data with 
published regional and national survival figures as the Christie endometrial cancer patient 
population is not entirely representative of the UK or England cancer population as a whole. 
As our dataset grows, and as national data improves, particularly with regard to stage and 
grade data, we will be able to undertake much more fine tuned analysis that will take into 
account age at diagnosis, performance status, comorbidities and disease sub-type as well as 
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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Cognitive and behavioural morbidity in cancer patients  
This report includes clinical outcomes data on all cancer disease sites based on analyses of 
new cases from 2007 onwards.  
 
There is some evidence that people with behavioural and cognitive comorbidities such as 
dementia, psychiatric disorders and substance abuse problems may experience additional 
difficulties as cancer patients. The report investigates prevalence of these types of 
comorbidity and how they affect stage at which cancer is diagnosed, as well as patient 
prognosis.  
 
Because the risk of dementia increases with age it is not surprising that dementia is 
reasonably prevalent in cancer populations and that it is most prevalent in older cancer 
patients. For skin cancer patients (median age at diagnosis is 78 years old) prevalence is 
4.8% and for vulva cancer patients (median age at diagnosis is 74) prevalence is 4.6%.  
 
Substance abuse prevalence is highest in patients with head and neck cancer (8.2%) 
because the main risk factors for head and neck cancer are drinking alcohol and using 
tobacco. Prevalence ranges between 3.6% and 0% for other cancer types. 
 
Psychiatric disorders are most prevalent in patients with cancers of the ovaries/fallopian 
tubes (8% prevalence) and cervix/vagina (6% prevalence), compared to other disease sites 
for which prevalence is between 2% and 4%. High prevalence in these female cancers is 
likely to reflect the fact that women are more likely to report symptoms of depression than 
men.  
 
Patients with dementia and substance abuse disorders tend to be diagnosed slightly later 
than patients without these disorders. At the Christie, 49% of patients with substance-abuse 
disorders were diagnosed at stages 1 and 2 compared to 61% of the rest of the patient 
group. Only 50% of dementia patients were diagnosed at stages 1 or 2, compared to 61% of 
patients without dementia  diagnosed at stages 1 or 2. 
 
There are survival differences  between patients who do and do not have the comorbidities 
in question. For dementia, this difference remains when discrepancies in age, gender, 
cancer stage, disease site and other comorbidities are adjusted for using multivariate 
statistical analysis. However, the perceived survival  disadvantages for psychiatric and 
substance abuse patients are diminished considerably if lung patients (poor survival and 
prevalent in psychiatric populations) and prostate patients (good survival and rare in 
substance abuse populations) are removed. These findings warrant further investigation into 
causes of poorer outcomes and the possibility of additional post-treatment care in patients 
with cognitive comorbidities.  
 
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 Risks 
 
4.1    Top corporate and financial risks  

There are no new corporate risks this month. 
 

R
is

k 
N

um
be

r 

Risk 

C
ur

re
nt

 ri
sk

 
sc

or
e 

Ta
rg

et
 d

at
e 

fo
r 

re
du

ct
io

n 
of

 
ris

k 
sc

or
e 

Control measures 

 

1 

 

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

15 31st Mar 
2016 

• S106 car parking restrictions have been delayed until 
September 2015. 

• The park and ride pilot scheme commenced in June 
2015. Usage is currently low but It is anticipated that this 
will change when S106 restrictions commence 

• The park and ride pilot will be extended until the end of 
March 2016 if usage increases. A business case will then 
be developed for further off site park and ride services.   

• Additional options for park and ride sites under review for 
legal agreement and set up costs and a waiting list is in 
place for future expansion of the park and ride service.  

 

 

2 

 

 

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

15 31st Jan 
2016 

• Funding has been approved to relocate and replace the 
plant and equipment located in plant room 26. 

• The asbestos management plan, policy & protocols 
restrict access to the plant-room mitigating the risk of 
exposure to any asbestos containing materials. 

• A project will be developed to remove and encapsulate 
asbestos in plant room 26 following removal of the 
heating, chlorinators & DHW. 

• Safe working practices are in place should emergency 
repair be necessary and confined space controls apply to 
cover the current risk situation. 

 

 

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 

 

Impact upon inpatient experience in 
ward areas (block 32) due to 
utilisation of filters to mitigate 
increased legionella counts in water 
system 

12 5th Jun 
2016 

• Filters are used to ensure legionella is eliminated in 
clinical and patient areas; however, they reduce flow 
pressure which has a negative impact upon shower 
facilities etc.  

• The use of filters will continue to ensure that any risk to 
patient safety is mitigated 

• CWPG have approved a project to upgrade the water 
systems to the main ward block.  The planned dates for 
works are as follows: 

- Ward 12 – 10th October 2015-14th February 2016 

- Ward 11 – 13th February 2016-5th June 2016 

- Ward 9 – 27th July 2016-19th December 2016 

 

 

5 

 

 

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

12 31st Oct 
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.  
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Control measures 

 

6 

 

GM devolution changes have an 
adverse impact on The Christie 
objectives 

12 
30th Nov 

2015 

• Key Directors attending discussions and provide input into 
the business case 

• MOU produced and shared with the Board of Directors. 

• A proposal  has been developed with Manchester Cancer 
and shared it with key stakeholders 

• Submission of this acute vanguard bid has now moved to 
stage 2 approval.  GM Cancer Provider Board has given 
support in principle for Christie’s system leadership role.  

7 

 

The Christie Pathology Partnership 
objectives not achieved impacting 
on clinical service 

12 30th Jan 
2016 

• Existing business continuity plans reviewed in line with 
current scenarios. 

• Review of financial position and turnaround plan 
produced. 

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

8 

 

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

 

12 30th Mar 
2016 

• Leads nominated for each CQUIN goal. 

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

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

• Timescales established for provision of data.  

9 

 

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

12 31st Dec 
2015 

• A Director of Capital, Estates and Facilities was appointed 
in August 2015. A replacement Assistant Director of 
Estates and Facilities has been appointed and will 
commence in post in December 2015. 

• Clearer performance reporting introduced; The monthly 
finance performance report has been expanded to include 
measuring expenditure against plan together with forecast 
monitoring. 

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

• 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. 

 
 
4.2 Top divisional risks 

There are no new divisional risks this month. 
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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 30th Sep 
2015 

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

• Plans agreed to improve bed space area to aid egress 
and improve privacy within the annex. Funding obtained; 
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Control measures 

work should start mid-September 2015.  

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

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

2 

 

CCS 

NS 

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

12 31st Dec 
2015 

• Review took place 1st July, report is awaited 

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

3 

 

CCS 

Impact on service delivery of 
increased demand for CCU  beds  12 31st Oct 

2015 

• Business case approved at CW&PG 7th July 2015; 5 x 
WTE band 5 nursing posts were successfully recruited 
and will commence in post early September 2015.  

• Scrutiny of rotas on a weekly basis to ensure capacity 
meets demands during the 8 week induction and 
supernumerary period.  

4 

  

CCS 

Risk of service disruption due to 
slippage of ward refurbishment 
programme 

12 
31st Oct 

2015 

• Phase 1 completed 14th June 2015.  

• Phase 2 has a target completion date of 10th August 
2015.   Estates have prioritised resources to escalate the 
completion of works to ensure the overall milestone is not 
breached.  

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

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

5 

 

CMPE 

 

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

12 31st Mar 
2016 

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

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

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

• Respond proactively if trusts initiate competitive 
tendering. 

• Review the pricing structure in conjunction with the 
Finance Division. 

6 

  

NS 

CCS 

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

12 30th Sep 
2015 

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

• 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. 

 

7 

  

CCS 

FABD 

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

12 31st May 
2016 

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

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

 chemotherapy. 

• The trust and supplier are working to extremely tight 
deadlines. The project team are working through 
contingency arrangements with the existing provider of 
the e-chemotherapy system – in order to ensure that the 
trust maintains the ability to e-prescribe chemotherapy.  

8 

 

R&D 

 

 

Loss of excess treatment funding 
for non-commercial portfolio 
studies 

 

12 31st Mar 
2016 

• 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 
2016 

• Risk evaluation paper with recommendations and actions 
to be presented to Risk Committee on 15th July 2015.  
R&QGC supported the recommendations contained 
within the paper. The business case will now be 
submitted to C&WPG 

• Dialogue on-going with local hospitals re: provision of 
information to patients at point of diagnosis.  
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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 
within our risk share agreement with NHS England. 

Point of Delivery Plan Actual Variance
Day Cases 769 736 -4.33%
Elective 418 445 6.53%
Non Elective Emergency 321 325 1.29%
Non Elective Non Emergency 15 17 14.05%
OP First Attendances 1162 1176 1.25%
OP Followup Attendances 7340 7052 -3.92%
OP Followup Attendances Chemotherapy Review 3203 3508 9.51%
OP Followup Attendances Radiotherapy Review 1396 1272 -8.86%
Supportive Care Hormonal Drug Review 265 290 9.40%
OP Procedures 441 396 -10.16%
AHP Attendances 582 434 -25.43%
Chemotherapy Delivery 4847 4666 -3.73%
Radiotherapy Treatment 8391 8114 -3.30%
Month 5 Total Activity 29149 28431 -2.46%
Month 5 Cumulative Total Activity 150069 148529 -1.03%

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

Core/Unbundled Point of Delivery High Level Total Plan Total Activity Variance % Variance Total Plan £ Total Actual £ Variance £
Day Cases 4000 4097 97 2.42% £2,637,534 £2,697,907 £60,372
Elective 2172 2293 121 5.58% £10,175,747 £9,620,443 -£555,304
Non Elective Emergency 1584 1579 -5 -0.29% £3,764,213 £3,789,523 £25,310
Non Elective Non Emergency 74 113 39 53.60% £299,877 £428,553 £128,677
OP First Attendances 6040 6199 159 2.63% £1,191,951 £1,224,554 £32,603
OP Followup Attendances 38167 36742 -1425 -3.73% £3,702,499 £3,552,269 -£150,229
OP Followup Attendances Chemotherapy Review 16095 19566 3471 21.56% £1,584,337 £1,922,083 £337,745
OP Followup Attendances Radiotherapy Review 7257 6532 -725 -9.99% £712,299 £641,109 -£71,190
Supportive Care Hormonal Drug Review 1378 1496 118 8.53% £146,223 £154,654 £8,431
OP Procedures 2292 2315 23 1.01% £447,625 £463,059 £15,434
AHP Attendances 3026 2196 -830 -27.44% £213,183 £182,412 -£30,771
Chemotherapy Delivery 24351 24638 287 1.18% £6,796,246 £6,747,213 -£49,033
Radiotherapy Treatment 43632 40763 -2869 -6.58% £5,880,442 £5,670,814 -£209,628

150,069 148,529 -1,540 -1.03% £37,552,176 £37,094,594 -£457,582

Apr - Aug

Core

Unbundled

Grand Total

1st Cut of Data Actual Refreshed Actual 1st Cut of Data Variance
Refreshed 
Variance

Month 1 total activity 29146 29362 0.77% 1.45%
Month 2 total activity 27796 28081 0.37% 1.31%
Month 3 total activity 31029 30788 -2.27% -1.98%
Month 4 total activity 31782 31867 -3.25% -2.99%
Month 5 total activity 28431 -2.46%
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6. Finance   
 
6.1   Summary Month 4 Financial Performance:  Variance Analysis 
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Continuity of servcies Balance sheet sustainabiity - Capital service cover 
(times)

25% 2.5 1.75 1.25 2.9 4  u u

Continuity of servcies Liequtiity - Liquidity (days) 25% -2 -7 -12 42.4 4   
Financial Efficiency Underlying performance - I&E margin (%) 25% 1% 0% -1% 3.0% 4
Financial Efficiency Variance from plan - I&E margin variance (%) 25% 0% -1% -2% -0.5% 3
Overall Monitor Risk Rating Financial Sustainability Risk Rating 4 3 2 4 u u u

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

<0% <0 to 3% >3% 15.7%  p 

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

<0% <0 to 3% >3% -18.3%   p

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

<57% <57 to 70% >70% 27.3%  p p

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

<57% <57 to 70% >70% 29.0% p p p

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

<57% <57 to 70% >70% 40.6% u p p

Capital Expenditure Exchequer Capital Spend to date (£'000) £22,661k
Cash Balance Current balance to date (£'000) £46,860k
Cash Balance Percentage of planned value >90% 80-90% <80% 103.9% p  

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

<50% <50% to 99% >100% 26.5%   

Debtor Days Average length of time debt is outstanding <12 <15 >16 9  p p
Public Sector Payment Policy Trade creditors paid cumulatively within 30 days (%) >95% 90-94% <90% 96.7%  p 
Public Sector Payment Policy Trade creditors paid cumulatively within 10 days (%) >80% 65-80% <65% 79.6% p p p

M5 
Target

Trust Objective Themes & 
Performance Indicators

Tolerances Indicator

 
 
 
6.2 I&E 

The month 5 EBITDA position has a surplus of £7,882k (£203k below plan). 
The month 5 trading surplus is £493k (£76k above plan). 
The month 5 I&E surplus is £3,053k (£570k below plan). 
The financial sustainability risk rating is 4. 
CIP delivery is better than the planned recurrent trajectory, standing at 59.4% recurrently and 
71.0% in year. 

 
6.3 Balance sheet / liquidity 

Cash balances stand at £46.9m (103.9% of plan). 
Debtor days stand at 9 in line with quarterly trend in relation to the NHS Agreement of Balances 
exercise and the raising of quarterly invoices. 
Capital expenditure stands at 98.1% of plan. 
 

6.4    Other 
TCC distributable profits of £8,544k for the 2015 year to date, sufficient to generate a share of 
excess profits to the Trust. 
Monitor’s financial sustainability risk rating (FSRR) established. 
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7. Access Standards & Efficiency   
 
7.1   Cancer waiting time standards 
 Our performance against each standard to date is outlined below. 

 
Existing Standards Operational Standard  July  August 

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

62 day with reallocations 85% 91.5% 86.3% 

31 day standard 96% 98.5% 98.6% 

62 day screening standard 90% 100% 100% 

62 day consultant upgrade standard No National Standard 
Set 78.1% 96.6% 

31 day drug standard 98% 99.3% 99.4% 

31 day surgery standard 94% 100% 95% 

31 day radiotherapy standard 94% 99.7% 100% 

Breast 14 day symptomatic  93% n/a n/a 
Subject to validation and breach reallocations. 
Data Accurate as of 10.09.15 

 

 

94%

96%

98%

100%

Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
31 day 98.3% 97.5% 98.5% 98.6% 97.7% 98.6% 98.7% 98.9% 98.7% 97.1% 98.5% 98.6%

31 sub (drug) 99.3% 100.0% 99.3% 100.0% 100.0% 100.0% 100.0% 99.5% 100.0% 100.0% 99.3% 99.4%

31 sub (XRT) 98.6% 100.0% 99.3% 98.3% 99.3% 100.0% 100.0% 100.0% 99.5% 99.6% 99.7% 100.0%

31 sub (surgery) 98.4% 99.4% 100.0% 96.8% 98.5% 98.3% 97.5% 95.1% 97.7% 97.2% 100.0% 95.0%

31 day performance
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Q2 14/15 Q3 14/15 Q4 14/15 Q1 15/16
Qtr % CWT 66.3% 67.0% 64.7% 64.2%
Qtr % Local Policy 87.2% 86.7% 89.9% 86.5%
Standard 85% 85% 85% 85%
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         Improving and sustaining cancer performance 
As per the letter from Monitor regarding reporting of the 62 day standard performance by tumour 
groups, the charts below show the month on month position for 62 days, both pre and post 
reallocation by tumour group.  
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Internal 31 day 89.3% 98.4% 89.7% 89.7% 86.8% 93.6% 94.2% 93.0% 91.2% 87.6% 90.1% 92.9%
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 

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

Incomplete 98.2% 97.4% 97.6% 97.0% 99.2% 99.0% 98.9% 98.7% 98.8% 98.6% 98.7% 98.4%
Admitted 97.6% 97.1% 93.8% 97.0% 94.9% 97.2% 96.1% 93.3% 98.3% 97.5% 97.2% 97.3%
Non-admitted 97.2% 98.3% 97.3% 97.3% 98.1% 98.5% 99.2% 98.1% 98.3% 98.6% 98.8% 98.7%
Known clock start 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%  
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Non-admitted 97.2% 98.3% 97.3% 97.3% 98.1% 98.5% 99.2% 98.1% 98.3% 98.6% 98.8% 98.7%

18 weeks performance

 
 
 
 
 

 109



Radiotherapy 
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Waiting Days Summary - RTSD

 
 
7.2    Waiting times on the day   

Outpatients 
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Progress against 20 minute wait - Outpatients

 
 
Chemotherapy 
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Compliance (all patients) 81% 89% 84% 88% 89% 85% 88% 87% 87% 86% 87% 86%
Target (2 day treats) 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90%
Compliance (2 day treats) 93% 93% 92% 93% 93% 93% 95% 94% 95% 93% 94% 93%

Patients receiving chemotherapy within one hour

 
 
Pharmacy 

50%

60%

70%

80%

90%

100%

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

compliance 88.9% 85.5% 87.1% 91.0% 87.1% 91.0% 87.2% 92.7% 85.0% 87.0% 88.6% 87.2%

Pharmacy waits
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7.3    Commissioning for quality and innovation (CQUINS) 2015/16 
The 2015/16 CQUIN indicators have been agreed with our Commissioners, these are highlighted 
below and will be reported quarterly, all thresholds for Q1 and July have been met.  

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 by 

the am 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

Thyroid

Lymphoma Monitoring of progress with 'Adapted' cohort (I.e. 
Patients on active surveillance). 

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

Achieved

Management of Oral Formulation of 
Systematic Anticancer Therapy (SACT) Achieved

Monitoring of current clinics and plan for further roll 
out. 

Shadow monitoring of local tariff for charging of 
remote clinic activity. 

INDICATOR Brief Description Q1 Target / Deliverables Apr May Jun Jul Aug

Q1

Safer Hospital 
Discharge

Achieved

Achieved

Achieved

Medicines 
Optimisation

Achieved

Achieved

Anti-biotic Door to Needle Bundle Achieved

Patient Held Information Achieved

Reducing Long 
Term Follow Ups

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).

Q2
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7.4   Length of stay (LOS) 
Average rolling LOS is 6.5 in August against a standard of 6.4. 

 
Reporting month Total EL NEL

Sep-14 6.4 5.44 7.69
Oct-14 6.44 5.43 7.85
Nov-14 6.43 5.37 7.89
Dec-14 6.48 5.36 8.06
Jan-15 6.5 5.36 8.18
Feb-15 6.58 5.42 8.32
Mar-15 6.64 5.48 8.38
Apr-15 6.62 5.47 8.36
May-15 6.66 5.45 8.55
Jun-15 6.64 5.44 8.53
Jul-15 6.53 5.36 8.36
Aug-15 6.55 5.37 8.39  
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Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Annual 6.40 6.44 6.43 6.48 6.50 6.58 6.64 6.62 6.66 6.64 6.53 6.55

12 month rolling average LOS - Trust level

 
 
 
7.5  Theatre Utilisation 
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Cancelled 0 0 0 0 3 1 0 1 0 1 1 1
Re-Booked in 28 days 0 0 0 0 3 1 0 1 0 1 1 1

Cancelled operations on the day for non-clinical reasons
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7.6   Diagnostic utilisation 
High utilisation continues for MRI and CT. 

  

50%

60%

70%

80%

90%

100%

%

Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-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 75.3% 86.4% 81.8% 82.2% 88.7% 85.4% 80.3% 81.7% 84.0% 88.9% 91.5% 99.7%
2 weeks 58.9% 70.2% 70.6% 67.5% 78.5% 69.3% 69.8% 69.8% 72.8% 76.1% 84.2% 94.7%

CT waiting times
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%

Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-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 97.8% 99.0% 95.5% 97.6% 88.5% 93.4% 95.5% 82.7% 72.1% 75.4% 92.5% 99.5%
2 weeks 79.4% 55.6% 62.9% 67.3% 74.3% 67.6% 68.8% 62.4% 56.9% 64.3% 72.8% 79.5%

MRI waiting times
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PET scans 552 566 513 470 497 521 600 643 610 647 643 572

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 5, £3.2m has been achieved and 
removed from budget recurrently and £3.9m has been achieved in year. 
 
Against the £5.46m target, 59.4% has been delivered recurrently and 71.0% in year.   
 
Within month 5 – One new PID has been submitted, of the one hundred and twenty schemes a 
further 4 schemes completed in month to release £324K in year savings and £324K recurrently. 
There are 66 active schemes which are anticipated to deliver a further £2.21m of recurrent 
savings and £619K in year.   
 
The Trust achieved its Q2 Target at the end of Month 4 for 50% of recurrent CIP to be 
transacted; focus within the divisions is now on moving towards the Q3 target. 
 
The table below demonstrate predicated and actual performance against the quarterly targets 
agreed at the beginning of the year.   

 
 

Quarter Target Actual Actual + Risk assessed 
value of schemes 

Q1 30% 47.1% 50.5% 

Q2 50% 59.4% 73.8% 

Q3 88% 59.4% 100% 

Q4 100% 59.4% 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

Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Total Headcount 2487 2496 2504 2489 2500 2494 2505 2508 2518 2502 2509 2531
Total FTE 2272 2278 2279 2266 2278 2271 2285 2286 2297 2284 2292 2311
Forecast FTE plan for year end 2415 2415 2415 2415 2415 2320 2320 2320 2320 2320 2320 2320

Total Headcount & FTE

 
 
 
8.2    Use of bank and agency  

Agency costs are at 0.73% of the total pay bill in August.  The table below shows actual agency 
spend for 2015/16.  
 

Apr May Jun Jul Aug
Cancer Centre Services £58,262 £38,515 £36,106 £43,200 £32,848
Cancer Networked Services £18,037 £14,807 £12,063 £14,800 £17,827
Finance & Business Development £3,101 £1,550 £0 £0 £4,885
Estates & Facilities
Human Resources
Medical Physics
Charity
Research & Development

£79,400 £54,872 £48,169 £58,000 £55,560

Cumulative Actual 
% of Total Pay Bill (Target) 1% 1% 1% 1% 1%
% of Total Pay Bill (Actual) 1% 0.72% 0.64% 0.77% 0.73%

Agency Spend

£296,001

Q2

£113,560

Q1
Division

TOTAL Actual
£182,441

 
 
 
8.3    Sickness absence  

The trust sickness absence rate is at 3.35% for July against a standard of 3.4%.   Sickness 
absence continues to be monitored at divisional board meetings and performance reviews 
 

2%

3%

4%

5%

Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
target 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.2% 3.4% 3.4% 3.4% 3.4% 3.4%
Trust total 3.55% 3.63% 3.33% 3.41% 3.77% 3.84% 4.00% 3.44% 3.21% 2.61% 3.24% 3.35%

Trust Level - Absence Rates

 
 Subject to validation 
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Division Aug-15 YTD (From Apr-15)

Cancer Centre Services 3.42% 3.40%
Christie Medical Physics and Engineering 0.97% 2.38%
Clinical Networked Services 3.77% 2.81%
Corporate Services ** 1.15% 1.78%
Estates & Facilities 7.44% 6.85%
Finance & Business Devlp 2.54% 2.28%
Research and Development (Medical Internal) 2.55% 2.52%
Grand Total 3.35% 3.17%
RAG Rating (>=Apr-15):   <=3.4 GREEN;   >3.4 RED
** This includes Corporate Development, Education,  Performance, Quality and Standards, Trust Admin and Workforce           Subject to validation 

 
 
8.4    Personal development reviews (PDR)  

Performance in August is 90.8% compliance against a 95% standard.  PDR compliance has 
improved in month and continues to be closely monitored through Performance Review meetings 
and divisional board meetings.   
 
Division Aug-15
Cancer Centre Services 94.61%
Christie Medical Physics and Engineering 87.10%
Clinical Networked Services 93.07%
Corporate Services 87.92%
Estates & Facilities 84.84%
Finance & Business Devlp 90.63%
Research and Development (Medical Internal) 88.41%
Grand Total 90.89%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED  

 
 
8.5    Essential Training  

Essential Training in July is at 92.3% against the 95% standard.  Monitoring of compliance 
continues at performance review meetings and through the risk committee on a monthly basis.  

 
 
Division Aug-15
Cancer Centre Services 90.22%
Christie Medical Physics and Engineering 95.92%
Clinical Networked Services 88.01%
Corporate Services 94.05%
Estates & Facilities 92.42%
Finance & Business Devlp 94.93%
Research and Development (Medical Internal) 93.63%
Grand Total 90.77%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED  
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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 01/04/14 – 31/03/15 

 
Initiating Clinical Research (70 day target) 

 

 
82.8% 
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Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Number 152 187 152 137 162 156 139 148 133 129 141 116
Target 114 114 114 114 114 114 114 114 114 114 114 115

New patients recruited to clinical studies
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Number 547 554 536 531 538 549 560 571 578 584 586 587

Number of studies/trials currently open
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Barts Health NHST
The Christie NHSFT

Guys and St Thomas NHSFT
The Royal Marsden NHSFT

Kings College Hospital NHSFT
University Hospital Southampton NHSFT

Nottingham University Hospitals NHST
University Hospitals Of Leicester NHST
Cambridge University Hospitals NHSFT

Oxford University Hospitals NHST
The Newcastle Upon Tyne Hospitals NHSFT

Central Manchester University Hospitals NHSFT
Leeds Teaching Hospitals NHST

Sheffield Teaching Hospitals NHSFT
Imperial College Healthcare NHST

University College London Hospitals NHSFT
St Georges Healthcare NHST

Norfolk and Norwich University Hospitals NHSFT
University Hospitals Bristol NHSFT

Royal Liverpool and Broadgreen University Hospitals NHSFT
Salford Royal NHSFT

Royal Surrey County Hospital NHSFT
Brighton and Sussex University Hospitals NHST

Great Ormond Street Hospital for Children NHSFT
Bradford Teaching Hospitals NHSFT

Royal Cornwall Hospitals NHST
Royal Devon and Exeter NHSFT

Royal Brompton & Harefield NHSFT
University Hospitals Birmingham NHSFT

University Hospitals Coventry and Warwickshire NHST
Heart of England NHSFT

South Tees Hospitals NHSFT
University Hospital Of North Staffordshire NHST

Moorfields Eye Hospital NHSFT
North Bristol NHST

Alder Hey Childrens NHSFT
Chelsea and Westminster Hospital NHSFT

University Hospital Of South Manchester NHSFT
Birmingham Children's Hospital NHSFT

Sandwell and West Birmingham Hospitals NHST
South London and Maudsley NHSFT

Northumbria Healthcare NHSFT
Oxford Health NHSFT

Blackpool Teaching Hospitals NHSFT
Birmingham and Solihull Mental Health NHSFT

Berkshire Healthcare NHSFT
Manchester Mental Health and Social Care Trust

Northumberland Tyne and Wear NHSFT
Hertfordshire Partnership University NHSFT

Devon Partnership NHST
Homerton University Hospital NHSFT
Leeds Community Healthcare NHST

Nottinghamshire Healthcare NHST
Queen Victoria Hospital NHSFT

West Hertfordshire Hospitals NHST
Cambridgeshire and Peterborough NHSFT

Camden and Islington NHSFT
Cumbria Partnership NHSFT

Number of Reported Commercial Trials Delivered from All Providers
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Royal Cornwall Hospitals NHS Trust
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Imperial College Healthcare NHS Trust
Brighton and Sussex University Hospitals NHS Trust
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Homerton University Hospital NHS Foundation Trust

% of Trials Meeting the 70 Day Target
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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 30.8% 
• Meetings arranged to review proposals for phase 3 of energy reduction programme -  
• Gas procurement services framework agreement renewed - Flexible Energy Management 

(FEM). 
• Solar PV cells output will reduce the trust imported electricity.  
• Final 2014-15 CRC annual report submitted to the Environment Agency and additional ‘buy 

to comply’ allowances applied to trust account to achieve compliance for Year 5 (2014/15) 
• 175k of CRC allowance ordered within the forecast period for 2015/16 at the reduced rate. 
• Display Energy Certificate (DEC) renewal - Schneider and Veolia assisting with data 

collation 
• Veolia to produce report on current boiler capacity / limitations 
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Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15
Target 10 10 10 10 10 10 10 10 10 10 10 10
Energy 30.10 29.16 30.66 38.45 30.79 26.42 34.57 24.67 32.36 33.47 30.80 31.43

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.  
• As part of the actions to satisfy an external EHO report, the current layout of 18 individual 

portable fridges and freezers is under review. Replacing the existing units with a walk in 
fridge and converting one of the walk in fridges into a freezer would save a significant 
amount of electricity, maintenance cost and provide the desired efficient monitoring of the 
temperatures.     

• All monitoring of cleaning and temperature recording is carried out electronically  
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Actual food waste 5.58 4.74 4.96 7.10 5.32 4.95 4.46 5.08 5.29 5.65 5.44 5.42

Food waste following ERIC criteria
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10.5 Low carbon travel 
Green travel plan (GTP) target set at 60% of staff to use sustainable travel by 2030  
• Bus discount tickets for “First Group Manchester” are now on sale at cashiers.  
• Bicycle maintenance and security marking took place to mark national cycle to work day  
• “Brompton bikes” fold up bike pilot agreed (8 bikes for  8 weeks, Sep-15 & Oct-15)  
• TfGM to install a public bicycle pump at the Christie, contract signed  
• MCRC cycle compound available to all staff, keys obtained via cashier’s desk. 
• Additional cycle compound in work up (close to MSCP) 
• Parking permits eligibility consultation group meetings taking place – chaired by Director of 

workforce. (Sustainable accessibility analysis – post code included within discussions) 
 
10.6 Carbon emissions from clinical waste 

    The graph continues to indicate an increase in clinical waste produced. Increases in site/service 
activity affecting waste tonnages, where the site is reaching capacity of the waste infrastructure 
• Trust clinical waste now transported to waste incinerator at Wrexham. A larger    vehicle is 

now used to transport waste reducing journeys 
• A new domestic waste compactor has been installed and due to efficient operation fewer 

collections should be evident  
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Carbon emmissions from waste

 
 
 
 

11. Recommendation 
 

The board is asked to note performance for month 5 
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DATA APPENDICES 

 
Month 5 2015/16 

 
 

Section 
 

 
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 
Standard • Internal performance standard 
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Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Clinical Negligence 8 9 9 9 8 9 9 9 9 9 10 9
Employer Liability 18 19 19 19 18 18 17 16 17 16 14 13
Public Liability 2 2 2 2 2 2 2 1 1 1 1 1

Litigation and Claims - number of live claims
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Payments relating to claims
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2. Activity 

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

 

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug
External Referrals (13-14) 1307 1448 1291 1293 1468 1284 1772 1366 1397 1647 1583 1311
External Referrals (14-15) 1524 1554 1350 1497 1389 1387 1540 1451 1382 1653 1804 1447
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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 
Standard • Monitor – Continuity of Service Rating (CoSR) 
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 1164 1143 1406 1310 1176
PLAN 1162 1103 1278 1336 1162 1278 1278 1220 1220 1162 1220 1220
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 5064 4815 4904 5189 4666
PLAN 4729 4610 4965 5201 4847 5201 5201 4965 5083 4729 4965 5083
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 8064 7751 7978 8856 8114
PLAN 8391 7972 9230 9649 8391 9230 9230 8810 8810 8391 8810 8810
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 490 439 486 504 396
PLAN 441 419 485 507 441 485 485 463 463 441 463 463
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3. Finance 
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3.1  
Issue  • Income and expenditure 
Indicator • Performance against budgets 
Source • Finance ledger 
Standard • Monitor – Continuity of Service Rating (CoSR) 

3.2  
Issue  • Liquidity days 
Indicator • Total cash flow 
Source • Finance ledger 
Standard • 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 

 
 

 
 
Staff Group FTE Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Add Prof Scientific and Technic 75 77 77 77 76 78 75 77 77 75 76 78 78
Additional Clinical Services 233 243 233 227 222 219 223 225 222 223 227 229 229
Administrative and Clerical 687 685 691 695 686 693 693 694 693 696 692 696 702
Allied Health Professionals 205 205 205 206 203 205 204 207 209 212 210 209 209
Estates and Ancillary 208 209 210 209 209 209 209 210 212 214 212 212 216
Healthcare Scientists 152 159 158 160 161 161 162 163 165 164 162 159 162
Medical and Dental 158 158 157 160 159 158 153 154 152 156 157 156 157
Nursing and Midwifery Registered 531 536 547 545 550 556 551 555 557 556 547 551 558
Students 3 0 0 0 0 0 0 0 0 1 1 1 1
Grand Total 2250 2272 2278 2279 2266 2278 2271 2285 2286 2297 2284 2292 2293  
 
 
Staff Group Headcount Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Add Prof Scientific and Technic 81 83 83 83 81 83 81 83 83 80 81 83 83
Additional Clinical Services 256 266 257 250 246 241 246 248 245 247 250 253 254
Administrative and Clerical 754 751 757 763 752 761 763 763 762 765 761 762 768
Allied Health Professionals 224 225 225 227 224 225 224 227 229 232 231 230 230
Estates and Ancillary 236 238 238 239 239 240 239 239 242 245 242 243 247
Healthcare Scientists 158 165 164 167 168 168 169 169 171 170 169 166 169
Medical and Dental 173 173 172 175 174 172 167 168 167 171 171 171 172
Nursing and Midwifery Registered 582 586 600 600 605 610 605 608 609 607 596 600 607
Students 3 0 0 0 0 0 0 0 0 1 1 1 1
Grand Total 2467 2487 2496 2504 2489 2500 2494 2505 2,508 2,518 2,502 2,509 2,510  
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Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Medical staf f 27.5% 27.0% 27.7% 26.5% 26.1% 28.1% 26.4% 26.5% 25.9% 25.5% 27.1% 26.3%
Nurse staff 20.5% 20.5% 20.9% 21.5% 21.6% 21.0% 20.9% 20.9% 21.1% 21.3% 20.4% 20.9%
Clinical staff 24.0% 23.6% 23.8% 24.3% 23.9% 23.6% 24.9% 24.8% 24.9% 25.4% 24.7% 24.8%
Non clinical staff 27.1% 28.1% 27.1% 27.1% 27.6% 26.3% 26.8% 26.8% 27.4% 27.2% 27.0% 27.3%
Total agency/other 0.81% 0.73% 0.54% 0.68% 0.78% 0.99% 0.99% 1.05% 0.72% 0.64% 0.77% 0.73%

% 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 

Standard • 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 
Standard • NHS Better Care, Better Value Indicators 
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Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Networked Services £8,040 £12,255 £8,698 £8,290 £7,584 £27,000 £14,339 £18,037 £14,807 £12,063 £14,800 £17,827
Cancer Centre Services £52,451 £43,472 £32,610 £44,290 £54,672 £66,073 £54,375 £58,262 £38,515 £36,106 £43,200 £32,848
Finance £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0
Estates & Facilities £0 £0 £0 £0 £4,908 £3,721 £381 £3,101 £1,550 £0 £0 £4,885

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 

Standard • Internal performance monitoring 
• NHS Better Care, Better Value Indicators 

 
Leavers Headcount Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15
Dismissal 1 0 1 2 0 0 0 0 0 0 0 0 0
End of Fixed Term Contract 2 3 3 1 2 0 2 1 3 3 5 3 2
Mutually Agreed Resignation 0 0 0 0 0 0 0 0 0 0 0 0 0
Redundancy 0 0 0 0 1 0 0 0 0 0 3 0 1
Retirement 3 3 1 2 3 3 2 3 1 11 5 3 4
TUPE 1 0 0 1 1 0 2 1 0 0 2 0 1
Voluntary Resignation 17 12 12 22 14 11 14 24 9 20 18 22 17
Others 0 1 0 0 0 0 1 0 0 0 0 0 0
Grand Total 24 19 17 28 21 14 21 29 13 34 33 28 25
12 Month Turnover % Headcount 13.05% 12.63% 12.78% 13.62% 14.06% 13.88% 13.87% 13.29% 12.72% 10.33% 10.83% 10.08% 11.14%
Adjusted 12 month Turnover %* 8.19% 7.84% 7.45% 7.51% 8.44% 8.68% 8.78% 8.66% 8.41% 9.02% 9.19% 9.57% 9.52%
* Turnover based on substantive leaving reasons only (Dismissal, M.A.R.S, Redundancy, Retirement, Voluntary Resignation, Other)  
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1. ASSOCIATED DOCUMENTS 
Major Incident and Business Continuity Policy 
Major Incident Plan 
Business Continuity Plan 
Winter plan 
Management of patients with confirmed influenza A/H1N1v (Influenza policy) 
Management of outbreaks of infection policy 
Special Leave Policy 
Management of attendance policy 
Flexible working policy 
Supporting staff involved in an incident, complaint or claim policy 
Local business continuity plans 

2. INTRODUCTION  
Influenza is a familiar winter infection in the UK.  Almost every year new strains of influenza emerge giving rise to 
epidemics of variable size and duration, impacting mainly on older persons and young children.  Pandemic 
influenza is different.  Up to 50% of the population could be affected either directly or indirectly so it is reasonable 
to assume that the same proportion of staff could be affected at any one time during a pandemic.  Most people will 
return to normal activity within 7-10 days.  It will not be possible to stop the spread of, or to eradicate, the 
pandemic influenza virus as it will spread too rapidly and too widely.  It will probably take 1-2 weeks until sporadic 
cases and small clusters of disease are occurring across the country.  Initially, pandemic influenza activity in the 
UK may last for 3-5 months, depending on the season. 

As pandemic influenza could be a new flu strain, existing flu jabs will not give any protection (although they will still 
protect against any seasonal flu that might be circulating at the same time).  It could be several months after the 
start of the pandemic before an effective vaccine against the new strain will be available.  Antiviral drugs can be 
used to treat symptoms and help shorten illness, but their effectiveness will not be known until the virus is 
circulating. 

A pandemic would be on a much greater scale than the most severe influenza epidemics.  Mortality is expected to 
be higher and health and other services could be overwhelmed.  The overall impact is likely to be far-reaching, 
impacting on daily life, business and national and global economies.  This disruption may be less if people know 
what to expect and what to do if the consequences of pandemic influenza can be estimated and suitable 
contingency plans implemented. 

The current UK Influenza Pandemic Preparedness Strategy incorporates the learning from the country’s response 
to the pandemic in 2009. The impact of the pandemic was not as significant as anticipated, however that is not to 
say that a future pandemic would have the same outcome.  The Department of Health issues key planning 
assumptions for pandemics, which represent a “reasonable worst case” for which to plan, based on the severity of 
the strain, as this becomes apparent.  The DH stresses that this is not a prediction.   

2.1 Statement of intent 
This document outlines the trust’s operational plan for responding to an influenza pandemic in line with national 
guidance. It must be implemented in conjunction with the trust’s business continuity plan and winter plan – 
regardless of the time of year. 

Whilst The Christie is not an A&E receiving hospital, we need to have arrangements in place for continuity of care 
for our oncology patients as patients with cancer may be more susceptible to infection and have higher levels of 
morbidity and mortality from infection.  We therefore need to work together to mitigate the effects of:  

• reduced workforce due to direct and indirect effects of influenza on themselves and their families (e.g. the 
need to provide care for sick relatives or the need to provide childcare if schools are closed) 

• logistical problems due to interruption of supplies (e.g. blood, drugs, essential supplies) and utilities and 
transport as part of the general disruption 

• increased workload due to numbers of patients succumbing to and/or suffering from complications of 
influenza 

• increased requirements for high dependency care and infection control facilities and equipment 
• increased burden caused by anxiety and bereavement 
• delays in dealing with other medical conditions 
• pressure on mortuary facilities 

The NHS strategic objectives in a pandemic response have been considered during the review of this plan.  They 
are to: 
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• provide the public with information 
• contain the emergency – limiting its escalation or spread 
• maintain critical and normal services at an appropriate level in response to pressures during the pandemic 
• protect the health and safety of personnel 
• promote self-help and recovery 
• maintain timely and appropriate reporting of the situation to inform decisions  
• restore normality as soon as possible 
• evaluate the response and identify lessons to be learned 

2.2 Equality Impact Analysis 
As part of its development, this policy was analysed to consider its effect on different groups protected from 
discrimination by the Equality Act 2010.  The requirement is to consider if there are any unintended consequences 
for some groups, and to consider if the policy will be fully effective for all protected groups.  This analysis has been 
undertaken and recorded using the trust’s e-tool, and appropriate measures taken to remove barriers or advance 
equality in the delivery of this policy.  
 
Clinicians may need to make some difficult decisions regarding provision and continuity of care if the trust 
experiences significant demand for its services and significant staff absences but this will be in line with an agreed 
proforma, taking into account the ethical considerations outlined below. 

2.2.1 Ethical framework for responding to pandemic flu 
The trust acknowledges that planning for a pandemic and responding to one while it is happening involves many 
difficult decisions.  These may create tension between the needs of individuals and the needs of the population, 
although we are not a receiving hospital.  Decisions will need to be made in accordance with the law but within 
that context the ethical framework is designed to help people think about the ethical aspect of their decisions and 
about how to put their decisions into practice within their specific context.  All decisions made during an outbreak 
of pandemic flu must be recorded in the logbook. 
 
Equal concern and respect is the fundamental principle that underpins the ethical framework.  This means that: 
 
• Everyone matters 
• Everyone matters equally – but this does not mean that everyone is treated the same 
• The interests of each person are the concern of all of us, and of society 
• The harm that might be suffered by every person matters, and so minimising the harm that a pandemic might 

cause is a central concern 
 
Equal concern and respect draw together a number of difficult, ethical principles which are outlined in Appendix 5.   

2.3 Good Corporate Citizen 
As part of its development, this policy was reviewed in line with the trust’s Corporate Citizen ideals.  As a result, 
the document is designed to be used electronically in order to reduce any associated printing costs.  However, a 
paper copy of the plan is available in the incident control room. 

2.4 The Christie Commitment 
We aim to reward our staff who are committed and motivated to do their best for patients every day.  The trust’s 
principles and behaviours describe what our patients and their families or carers can expect from us, and what our 
staff can expect from each other.   
 
The trust’s behaviours are;  
We always give the best quality care 
We treat everybody with compassion, dignity and respect 
We listen to our patients and each other 
We work together as one Christie team 
We share knowledge and learning 
We support staff to develop to their full potential  
We look for new ideas and better ways of working 
We promote a fair culture 
We provide a safe, clean and tidy environment  
 
All staff are expected to behave in a way that reflects the trust’s principles and behaviours.  
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2.5 Purpose  
This plan summarises the actions that will need to be taken by individuals and divisions/departments in response 
to an influenza pandemic.  This is the overarching trust plan.  Local business continuity plans have been 
developed which include the considerations contained within this document. 

2.6 Scope  
This plan is applicable to all trust staff on its main and satellite sites. 

3. DEFINITIONS 
 

Term Meaning 
Antiviral medicines Used to describe a chemical or drug that inhibits virus replication. 
Chief Executive The person who has delegated responsibility from the Board of 

Directors for the management of governance arrangements 
within the Trust, and is ultimately responsible for ensuring that 
the Trust meets its obligations with regards to the safe and 
effective delivery of services. This is delegated to responsible 
individuals within the Trust. 

Clinician A qualified medically trained doctor, nurse, allied health 
professional or pharmacist. 

Critical care Care of a patient in a life-threatening situation by staff specially 
trained in recognising and responding to emergencies. 

Epidemic The widespread occurrence of significantly more cases of a 
disease in a community or population than expected over a 
period of time. 

EPLO Emergency Planning Liaison Officer – this role is fulfilled by the 
Health & safety and emergency planning manager. 

Face mask A protective covering for the mouth and nose. 
On call  To be contactable and available to attend a patient or incident.  
Out of hours Outside of normal working shift hours, 17:00 – 09:00 and 

weekends/Bank holidays. 
Pandemic Worldwide epidemic – an influenza pandemic occurs when a new 

strain of influenza emerges which causes human illness and is 
able to spread rapidly within and between countries because 
people have little or no immunity to it. 

Patient A person who is receiving medical care from The Christie. 
Prophylaxis Administration of a medicine to prevent disease or a process that 

can lead to disease – with respect to pandemic influenza, this 
usually refers to the administration of antiviral medicines to 
healthy individuals to prevent influenza. 

Respirator 
(FFP3 masks) 

A face mask incorporating a filter.  For the response to a 
pandemic, it implies a particulate respirator, usually of a 
disposable type, often used in hospital to protect against inhaling 
infectious agents. Particulate respirators are ‘air-purifying’ 
respirators because they filter particles out of the air as one 
breathes. 

Seasonal flu / influenza Annual period of widespread respiratory illness, typically 
occurring during the autumn and winter months in the UK, 
caused by the circulation of a strain of influenza virus that is 
slightly altered from the previous season. 

Surgical mask A disposable face mask that provides a physical barrier but no 
filtration. 

Trust The Christie NHS Foundation Trust. 
Vaccine A substance that is administered in order to generate an immune 

response, thereby inducing acquired immunological memory that 
protects against a specific disease. 

Wave The period during which an outbreak or epidemic occurs either 
within a community or aggregated across a larger geographical 
area. The disease wave includes the time during which the 
disease occurrence increases, peaks and declines back towards 
the baseline. 

 
134



4. DUTIES 

4.1 Committees 
Board of Directors 
The trust should adhere to national guidelines to ensure consistency and to avoid confusion for employees of 
different organisations and the public.  It needs to assure itself that adequate contingency plans are in place at 
trust-wide and local levels and to provide the resources necessary to respond to pandemic flu.  This includes the 
provision of adequate supplies of personal protective equipment (PPE).  Where there may be additional pressure 
from high levels of sickness affecting senior staff, the Chief Executive may be asked to support the strategic 
control of the NHS. 
 
Risk and quality governance committee 
The risk and quality governance committee is the responsible committee for overseeing the trust’s arrangements 
for responding to a pandemic, including the development and approval of this plan.  It will monitor the 
effectiveness of the trust’s pandemic influenza arrangements.  Any issues of concern will be escalated to the 
management board. 

4.2 Departments / Groups 
Hospital Control Team 
The hospital control team will convene when indicated as described in the major incident plan and business 
continuity plan, to closely monitor the situation and review the trust’s response as required.  A logbook must be 
maintained, in accordance with the major incident plan, to ensure the trust has a contemporaneous record of 
actions taken and decisions made.  The trust must have robust situation reporting (SITREP) and reporting 
pathways to manage its response to a pandemic.  This will be coordinated by the information department, infection 
prevention and control team and the EPLO and could include a requirement to provide the following information: 

• Staff availability 
• Number of patients admitted/discharged 
• Case demographics 
• Triage level of admitted patients – link with MAU admissions policy 
• Bed capacity/occupancy/length of stay 
• Deaths 
• Core facilities status 
• Consumable stocks/supply chain information 
• Utilities 

Divisional Directors / Deputy Chief operating Officers / General Managers 
These senior managers are responsible for the development and maintenance of written local business continuity 
plans, taking into account the key risk areas (see section 2.1). 
 
Infection prevention and control team (IPCT) 
The IPCT will monitor patients for early indicators of spread of pandemic flu and will provide advice on hygiene 
and other protective measures.  It will be involved in determining which groups of staff/patients may benefit from 
antivirals and will take responsibility for implementation of vaccination and anti-viral therapy programmes for 
patients.  It will also maintain ongoing surveillance during a wave of pandemic flu.   
 
Human Resources  
Workforce, and specifically human resources, will continue to assess the likely impact of pandemic influenza on 
the workforce.  Information on transferable skills, redeployment within and outside the trust, flexible working, 
distance from work and commitments are considered to enable the trust to plan not only for staff sickness absence 
but also for the knock-on effect of school closures, caring for sick relatives, for example.  The department will also 
consider professional duties and whether there would be any scope to relax these during a pandemic, and also 
which groups may need to be prioritised for DBS checks, or whether verification of checks by other organisations 
might be adequate in extreme circumstances. 
 
Occupational Health 
The occupational health department will monitor staff for early indicators of spread of pandemic flu e.g. through 
referrals and causes of sickness absence.  It will liaise with infection prevention and control to give general advice 
on the management of staff with pandemic influenza.  It will assist with the vaccination programme for seasonal flu 
and different strains of pandemic influenza as and when vaccines are developed. 
 
Public Health England (PHE) 
The role of PHE is around strategy and support and will include surveillance, epidemiology, provision of expert 
advice and public health.  It has assumed responsibility for ownership and management of the countermeasure 135



stockpiles and ownership of the Advanced Purchase Agreement for the supply of pandemic specific vaccine and 
the National pandemic Flu Service contract. 
 
National Pandemic Flu Service (NPFS) 
The NPFS is designed to supplement the response provided by primary care if the pressures during an influenza 
pandemic mean that it is no longer practical for all those with symptoms to be individually assessed by a doctor or 
other prescriber in order to access antiviral medicines.  It is designed to be an online and telephony self 
assessment service that will use an algorithm to determine whether the person is eligible for antiviral medicine. 
The trust’s occupational health and infection prevention and control departments will signpost staff to this service if 
it is activated, however it must be noted that once the decision is made to activate this service, it will take at least 3 
weeks to put the necessary arrangements in place. 
 
Incident Management Teams (IMTs) 
Upon initiation of a pandemic response in the UK, IMTs will be established by NHS England.  These teams will 
convene and meet as appropriate to the level of response to coordinate and support the response of NHS 
organisations. 
 
 
Local Health Resilience Partnerships (LHRPs) 
LHRPs provide a strategic forum to facilitate health sector preparedness and planning for emergencies.  The 
LHRP has a role in ensuring integrated plans are in place across the health economy to enable the health sector 
to respond.  Two NHS trust representatives sit on the Greater Manchester LHRP on behalf of all the trusts in the 
area. 

4.3 Individuals 
Chief operating officer (COO) 
The COO will establish effective command and control systems to co-ordinate the trust’s response to a wave(s) of 
pandemic flu.  The COO has been designated the trust’s Accountable Emergency Officer. 
 
Health & safety and emergency planning manager 
The health and safety and emergency planning manager will maintain the trust’s pandemic influenza plan, ensure 
contingency plans are implemented and provide support and guidance as required.  The EPLO is also responsible 
for the delivery of training and exercises of this plan.  The postholder undertakes the role of EPLO for the trust. 
 
Head of communications 
The head of communications or nominated deputy will ensure staff, patients and visitors are kept informed of any 
developments during a pandemic, in line with the DH’s pandemic flu communication toolkit and information 
available on the DH website. 
 
Deputy director of nursing and quality 
The deputy director of nursing and quality is the trust lead for the staff seasonal influenza vaccination programme.  
They will also lead on the vaccination programme for a pandemic-specific vaccine once it becomes available. 
 
See Appendix 6 for action cards for individuals. 

5. PRINCIPLES FOR PANDEMIC PREPAREDNESS AND RESPONSE ACTIVITY 
It is not certain when a new pandemic virus might appear and therefore the key features of the disease, such as 
any pre-existing immunity, the groups most likely to be affected, and the effectiveness of clinical countermeasures 
cannot be identified.  With this in mind, there are three main principles that must underpin planning and response. 
 
Precautionary – Plan for an initial response that reflects the level of risk, based on information available at the 
time, accepting the uncertainty that will initially exist about the scale, severity or level of impact of the virus. 
 
Proportionality – Plan to be able to scale up or down in response to the emerging epidemiological, clinical and 
virological characteristics of the virus and its impact at the time. 
 
Flexibility – Plan for the capacity to adapt to local circumstances that may be different from the overall UK picture 
e.g. in hotspot areas. 
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6. PROPORTIONATE RESPONSE TO PANDEMIC INFLUENZA  
As reliable information becomes available, the appropriate response to the pandemic can be determined.  The table below outlines how the response to the pandemic can 
be determined.  These are indicative only – the actual response measures will be determined at the time in the light of scientific, clinical and operational advice. 
 

Impact Nature and scale of illness Key healthcare delivery Impact on wider society Public messages 
INITIAL PHASE 
 
(pandemic 
impact unknown 
at this stage) 

Sporadic influenza cases may be 
reported from the community 
Possible limited local outbreaks 
(schools, care homes) 
Possible increased proportion of 
critical care cases with influenza 

Response led by public health 
services supported by primary care 
and pharmacy services, and 
making preparations for extra 
support should this initial phase be 
extended. 
Detection. Diagnosis and reporting 
of early cases through testing and 
contact tracing 
NPFS not activated. Local areas 
may start initial preparations to use 
NPFS and Antiviral Collection 
Points (ACPs) 
Influenza information line may be 
activated 
Consider support arrangements for 
Health Protection Teams 
Normal health services continue 

Possible public concern arising 
from media reporting of cases at 
home or abroad 
Possible disruption to international 
travel and concern among 
intending/returning travellers 
Possible school closures to disrupt 
the spread of local disease 
outbreak, based on public health 
risk assessment 
Review and update of pandemic 
response plans 

Advice on good respiratory and 
hand hygiene 
Advice about how to obtain further 
information e.g. to consult 
government and NHS websites and 
other channels for up to date 
information 
Establish transparent approach to 
communicating emerging science, 
the level of uncertainty about 
severity and impact, and the likely 
evolution of the situation 

LOW Similar numbers of cases to 
moderate or severe seasonal 
influenza outbreaks 
AND 
In the vast majority of cases – mild 
to moderate clinical features 

Primary and hospital services 
coping with increased pressures 
associated with respiratory illness, 
with maximum effort 
Paediatric/Intensive care units 
(PICU/ICU) nearing or at maximum 
pressure 
No significant deferral of usual 
activities 
Influenza information line function 
active 
ACPs established in hotspots only 
– consider using community 
pharmacies alongside other 
arrangements 
NPFS active depending non 
pressures in primary care 
Use existing legislation to allow the 
supply of antiviral medicines at 

Increase in staff absence due to 
sickness – similar to levels seen in 
seasonal influenza outbreaks 
Consider arrangements for 
sickness absence surveillance 
No significant or sustained impact 
on service and business capacity 

As above 
Information on the pandemic and 
the clinical effects of infection, and 
what to do 
Information about antiviral 
medicines and tailored messages 
for children, pregnant women, 
elderly and other at risk groups (in 
liaison with expert bodies and 
support groups) 
How to use your local health 
service 
Employers planning in advance for 
sickness absence, service re-
prioritisation and alternative ways of 
working 
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premises that are not a registered 
pharmacy 
Continued compliance with 
statistical reporting standards to 
maintain confidence in publicly 
disseminated information 

MODERATE Higher number of cases than large 
seasonal epidemic 
Young healthy people and those in 
at-risk groups severely affected 
AND/OR 
more severe illness 

Health services no longer able to 
continue all activity 
ICUs/PICUs under severe pressure 
Local and regional decisions to 
cease some health care activity 
Influenza information line function 
active 
NPFS activated as required 
Local areas establish ACPs as 
required 
Contingency plans for supporting 
care at home and respite care 
Continued compliance with 
statistical reporting standards 

Supplies of electricity, gas and fuel 
will remain at near-normal levels of 
supply. Routine maintenance 
afforded a lower level of priority if 
there are staffing shortfalls, 
essential repairs expected to 
continue 
Potential disruption to general 
supplies if peak staff absence 
coincides with technical or weather 
related supply difficulties 
Prepare to implement business 
continuity arrangements for 
management of excess deaths, if 
necessary 
Concern among teachers and 
parents about infection spread in 
educational settings may lead to 
teacher and pupil absence 
Supply chain companies implement 
business continuity plans 
Possible review of legislation 
regarding drivers’ hours 
Justice system affected by absence 
of staff, judiciary and other parties. 
Maintain essential services in 
accordance with established 
staffing business priorities 
 

Information on the pandemic and 
the clinical effects of the infection 
Advice on seeking medical 
assessment when not improving or 
getting worse 
Information on NPFS 
Information on collection of 
medicines 
Information about antiviral 
medicines and tailored message for 
children, pregnant women, elderly; 
and other at-risk groups (in liaison 
with expert bodies and support 
groups) 
Infection control and business 
continuity advice for specific 
occupations e.g. funeral directors, 
registrars, cemetery and 
crematorium managers, police, etc 
as appropriate 
Managing expectations of critical 
care 

HIGH Widespread disease in the UK 
AND/OR 
most age groups affected 
AND/OR 
severe, debilitating illness with or 
without severe or frequent 
complications 

GPs, community pharmacies, 
district nurses, dental practitioners 
and social carers, independent 
sector, residential homes and 
voluntary organisations fully 
stretched trying to support essential 
care in the community with 
consequential pressure on 
secondary care 

Emphasis on maintaining supplies 
and staffing 
Transport, schools, shops affected 
by sickness and family care 
absences 
Numbers of deaths putting pressure 
on mortuary and undertaker 
services 
Possible implementation of national 

Messages about progress of the 
pandemic, availability of healthcare 
and other services 
Advice on how to minimise risks of 
transmission 
Information on how to support 
family members and neighbours 
Advice on where to get help for 
emergencies 
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Hospitals can only provide 
emergency services 
NPFS working to capacity; ACPs 
under pressure 
Influenza information line function 
active 
Critical care services: demand 
outstrips supply, even at maximum 
expansion 
Continued compliance with 
statistical reporting standards 

legislative changes to facilitate 
changes in working practice (e.g. 
death certification, drivers’ hours, 
sickness self-certification 
requirements, Mental health Act, 
benefits payments) 
Justice system affected by absence 
of staff, judiciary and other parties. 
Maintain essential services in 
accordance with established 
business priorities 

Truth about how services are 
coping and what they are doing to 
cope 
Explanation of triage systems to 
align demand and capacity 
Some civil contingencies advice, 
including advice to specific 
occupations such as paramedics, 
funeral directors, registrars, 
cemetery and crematorium 
managers, police, etc as 
appropriate 
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7. UK RESPONSE PHASES 
The World Health Organisation (WHO) is responsible for identifying and declaring an influenza pandemic based on 
the global situation.  A learning point from the 2009 pandemic was that the use of WHO phases to trigger different 
stages of the local response was confusing, therefore a more flexible approach has been adopted by the UK. 
 
The new UK approach uses a series of phases: detection, assessment, treatment, escalation and recovery 
(DATER).  It also incorporates indicators for moving from one phase to another.  It is possible to move back and 
forth or jump phases and there will also be variation in the status of different parts of the UK to reflect local attack 
rates, circumstances and resources.  The uncertainties in any pandemic mean that the actual characteristics of the 
pandemic may be different from the planning assumptions, and that planned actions may need to be modified to 
take account of changing circumstances. 

7.1 Detection 
This phase would be triggered by the declaration of WHO Phase 4 or on the basis of reliable intelligence or if an 
influenza related Public Health Emergency of International Concern (PHEIC) is declared by the WHO.  The focus in 
this stage, led nationally by DH/PHE, would be:  

• Intelligence gathering from countries already affected  
• Enhanced surveillance within the UK  
• The development of diagnostics specific to the new virus.  
• Information and communications to the public and professionals.  

 
The indicator for moving to the next phase would be the identification of the novel influenza virus in patients in the 
UK. 

7.2 Assessment  
The focus in this phase, led by DH/PHE, would be:  

• The collection and analysis of detailed clinical and epidemiological information on early cases on which to 
base early estimates of impact and severity in the UK.  

• Reducing the risk of transmission and infection with the virus within the local community by:  
o Actively finding cases 
o Voluntary self-isolation of cases and suspected cases 
o Treatment of cases / suspected cases and use of antiviral prophylaxis for close / 

vulnerable contacts, based on a risk assessment of the possible impact of the disease. 
 
The indicator for moving from this stage would be evidence of sustained community transmission of the virus, i.e. 
cases not linked to any known or previously identified cases.  
 
These two phases - Detection and Assessment - together form the initial response stage.  
 
This stage may be relatively short and the phases may be combined depending on the speed with which the virus 
spreads, or the severity with which individuals and communities are affected.  It will not be possible to halt the 
spread of a new pandemic; to attempt to do so would waste scarce public health resources and capacity. 

7.3Treatment  
The focus in this stage would be:  

• Treatment of individual cases and population treatment, if necessary using the National Pandemic Flu 
Service (NPFS).  

• Enhancement of the health response to deal with increasing numbers of cases.  
• To consider enhancing public health measures to disrupt local transmission of the virus as appropriate, 

such as localised school closures based on public health risk assessment.  
• Depending upon the development of the pandemic, to prepare for targeted vaccinations as the vaccine 

becomes available.  
 
Arrangements will be activated nationally to ensure that necessary detailed surveillance activity continues in 
relation to samples of community cases, hospitalised cases and deaths.  When demands for services start to 
exceed the available capacity, additional measures will need to be taken.  This decision is likely to be made at a 
regional or local level as not all parts of the UK will be affected at the same time or to the same degree of intensity.  

7.4 Escalation  
The focus in this stage would be:  

• Escalation of surge management arrangements in health and other sectors.  
• Prioritisation and triage of service delivery with aim to maintain essential services.  

140



• Resiliency measures, encompassing robust contingency plans.  
• Consideration of de-escalation of response if the situation is judged to have improved sufficiently.  

 
These two phases - Treatment and Escalation - form the Treatment phase of the pandemic.  Whilst escalation 
measures may not be needed in mild pandemics, it would be prudent to prepare for the implementation of the 
Escalation phase at an early stage. 

7.5 Recovery  
The focus in this stage would be:  

• Normalisation of services, perhaps to a new definition of what constitutes normal service.  
• Restoration of business as usual services, including an element of catching-up with activity that may have 

been scaled-down as part of the pandemic response e.g. reschedule routine operations.  
• Post-incident review of response, and sharing information on what went well, what could be improved, and 

lessons identified.  
• Taking steps to address staff exhaustion.  
• Planning and preparation for resurgence of influenza, including activities carried out in the Detection phase.  
• Continuing to consider targeted vaccination, when available.  
• Preparing for post-pandemic seasonal influenza.  

 
The indicator for this phase would be when influenza activity is either significantly reduced compared to the peak or 
when the activity is considered to be within acceptable parameters.  An overview of how service capacities are able 
to meet demand will also inform this decision.   

8. RESPONSE STRUCTURE 
The approach in Greater Manchester to command and control will be flexible to ensure that arrangements remain 
proportionate and fit for purpose, as required by the impact of the virus. 
 
At the point at which the novel virus is first detected in Greater Manchester, the Greater Manchester PHE Centre 
Director or Deputy Director for Health Protection will call an outbreak control team.  
 
A multi-agency response to an influenza pandemic will be co-ordinated by the Greater Manchester Strategic Co-
ordinating Group (GMSCG).  A Borough Pandemic Influenza Co-ordinating Group (BPICG) will be established to 
enable local authorities and the NHS to co-ordinate their response to health and social care issues.  Further detail 
on the command and control structures across Greater Manchester is available on the emergency planning 
sharepoint for duty managers and on-call directors. 
 
Progression through the phases will be determined by emerging information on transmissibility of the virus, disease 
severity and affected groups against the background of other factors influencing the response by health services 
and others.  This will determine whether the pandemic is low, medium or high impact. 
 
 
Phase Action 
Pre-detection All Acute trusts  

• Trust-wide Major Incident Plan and Surge plans to be in place that address a variety of threats 
including the differential impact levels associated with a pandemic outbreak  

• Ensure synergy between Trust plans and local LHRP/ HERG plans  
• Implement pandemic flu appropriate training and refreshers (FIT testing, infection control, 

PGD/immunisation updates) trust wide to ensure staff are up-to-date with latest guidance and 
can access correctly fitted Personal Protection Equipment  

• Adapt and ratify GM pandemic flu PGD templates for use by Trust staff 
 
Designated Acute trusts  
• Ensure arrangements are in place to take delivery of anti-viral supplies from national stockpile 

for onward distribution  
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Detection • Ensure hospital pharmacy has a reasonable supply of antiviral drugs for staff and patients  
• Liaise with PHE regarding advice on the assessment and management of patients with 

influenza  
• Ensure surveillance, infection control and management guidance is in place in Emergency 

Departments/A&E, medical assessment units, medical and paediatric units, critical care units  
• Similar arrangements apply to any Trusts with primary and community health walk-in centres  
• Ensure all clinical staff are aware of Personal Protection Equipment guidance and have 

access to correctly fitted Personal Protection Equipment  
 

Assessment • Engage at Director level with NHS Area Team command structure as appropriate and as 
directed i.e. Outbreak Control Team / SCG  

 
Standby  
• Emergency Department escalation procedures  
• Preparations for cohorting patients  
• Critical care escalation arrangements  
• Preparations for reducing elective activity  
 

 Designated Acute trusts  
• Make preparations to obtain antiviral medicines from the national stockpile  
 

Treatment • Ensure all guidance is correct and circulated to relevant departments  
• Ensure appropriate & adequate triage arrangements are implemented  
• Control access to Emergency Department/A&E, OPD, acute admissions units, as indicated  
• Consider access of visitors to ward areas as indicated  
• Oversee ongoing Personal Protective Equipment stock management and maintain an 

adequate supply chain  
• Cohort patients as needed  
• Implement business continuity arrangements to reduce non-urgent work if necessary  
• Implement ACCEP and prepare for critical care expansion  
• Preparation for staff vaccination as directed  
 

Escalation Where the pandemic/outbreak exceeds the capacity of local primary care providers to manage it, 
the NHS Outbreak Team invokes major incident status and takes actions which may include:  
• Establishing SCG  
• Escalation of ACCEP and PCCEP levels  
• Cessation of planned surgical procedures needing critical care admission  
• Invoking mutual aid  
• Local and supra-local decisions to cease non-urgent primary and secondary care activities  
• Community providers to assist primary care providers in the delivery of a GM wide antiviral 

distribution/mass vaccination programmes  
• Multi-agency support for staffing of antiviral /mass vaccination where capacity of local 

providers is exceeded.  
• Preparation for private and voluntary sectors to support health and social care activities  
• Contingency arrangements for supporting domiciliary and health care at home and respite 

care  
• Act on further advice from GM Strategic (Flu) Command Group if the disease is severe with 

high infectivity 
 
• Where major incident status is invoked, implement Trust contingency plans for delivery of 

antiviral /mass vaccination programmes  
• Ensure staff have access to correctly fitted Personal Protection Equipment and implement 

strict infection control procedures  
 

Recovery • Carry out internal debrief to contribute to the overall NHS England debrief (by the end of 1st 
wave)  

• Contribute to wider local system debriefs  
• Review effectiveness of trust surge and business continuity activities  
• Contribute to the update of algorithms, and pandemic preparedness plans/ business continuity 

plans as required  
• Prepare for 2nd and subsequent waves  
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• Decommission stocks of Personal Protection Equipment/ anti-viral medications/vaccines  
 

The trust’s Hospital Control Team will convene to manage implementation of our internal pandemic flu plan in line 
with our Major Incident Plan. 

9. ANTIVIRAL DISTRIBUTION 
The NHS England Area Team will develop an antiviral distribution procedure which will encompass mixed and 
flexible arrangements for accessing antiviral drugs including antiviral collection points (ACPs), including GM wide 
arrangements for mass distribution if appropriate.  
 
The national guidance states there are three main aspects of the antiviral strategy:  

• Providing rapid assessment and authorisation of antiviral medicines during an influenza pandemic. This 
includes the potential for using the National Pandemic Flu Service (NPFS) to enable people to stay at 
home and to reduce the pressures on primary care services  

• Ensuring that there is a robust system in place to distribute antiviral medicines (i.e. antiviral collection 
points) 

• Ensuring that there is a robust system in place to manage antiviral stock during a pandemic (ie stock 
management, storage and distribution).  

 
Antiviral drugs will mainly be used for treating symptomatic individuals. In the assessment phase, prophylaxis of 
close contacts might be considered in initial outbreaks of the pandemic virus (on the advice of PHE) but antivirals 
will not routinely be given to contacts of a case. Also in the assessment/early treatment phase, some individuals 
with high clinical risk who are close contacts may be offered prophylaxis.  
 
Advice about the drugs, dosage and usage will be provided nationally.  

9.1 Assessment Phase and Low impact scenarios  
In the assessment phase, Chief Medical Officer will issue a letter to health professionals on use of antiviral drugs. 
Initial use of antivirals for suspected cases and in local outbreaks in the community will be based on prescription by 
GPs and other recognised prescribers. Hospital pharmacies and community pharmacies will need to have an initial 
stock for use until national stocks can be called down. The Area Teams will assess this at the detection phase. In 
low impact pandemic scenarios this may remain the agreed approach.  

9.2 Medium impact scenarios  
Arrangements for ACPs will be flexible and tailored to the emerging situation.  The Area Team will activate 
designated community pharmacies as Anti-Viral Collection Points across Greater Manchester. This scalable 
response will reflect the demand on a local and GM level and will be supported by national contracts and systems 
to manage re-supply and stock management. 

9.3 High impact scenarios  
In a high impact scenario with severe pressures on the NHS the use of alternative premises to support the 
community pharmacy model may be required. NHS England Area Team will work with NHS providers and 
commissioners to identify appropriate estate and logistical support to ensure such escalation can be achieved 
across the conurbation.  

As in the 2009 pandemic, hospitals will have antiviral medicines only for inpatients and Emergency/A&E 
departments will not act as an issue point for antiviral medicines. 

10. NATIONAL PANDEMIC FLU SERVICE (NPFS) 
The decision to make the NPFS operational will be taken at a UK level but is tailored to meet a rising local need if 
appropriate and can be operational on a geographic basis. It will be initialised if the service is required to 
supplement normal primary care services because of pandemic pressures.  
 
The NPFS aims to: 

• reduce pressure on primary care services 
• allow people with flu like symptoms to remain at home  
• enable rapid self-service assessment, care advice, GP referral and antiviral authorisation  
• provide an additional source of data relating to trends in activity and profile of people assessed as suffering 

from pandemic symptoms.  
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11. VACCINATION 

11.1 Pre-Pandemic  
There is always the possibility of vaccination at a pre-pandemic stage.  Should a decision to vaccinate be taken at 
national level, key worker employers will need to implement their existing vaccination plans for their own staff. More 
widespread implementation is not currently part of DH planning.  
 
It should be noted that any pre-pandemic vaccination would currently be only on an extremely limited basis and 
subject to national identification of priority groups.  It is anticipated that decisions on the prioritisation of vaccine will 
be taken at national level.  

11.2 Pandemic Specific  
It is not possible to develop a pandemic specific vaccine until the pandemic strain has been identified. With the 
current technology, it will take approximately 6-9 months from the point at which the pandemic strain is identified for 
a pandemic specific vaccine to be available. It is likely that this vaccine will initially be available in limited amounts 
and that difficult decisions will need to be made on prioritisation.  
 
Current plans are based on the assumption that pandemic specific vaccine may be available between the first and 
second wave of a pandemic. The Department of Health will be responsible for coordinating supplies of any 
vaccines as and when they become available.  
 
The broad priority groups have been outlined in the Department of Health guidance as follows:  

• Health care workers having direct contact with patients with symptoms of flu  
• Groups at high risk from complications of flu (mainly the elderly and those with certain chronic medical 

conditions, those in closed communities)  
 
However, the priority groups may change during a pandemic. It is not possible to be too prescriptive before a 
pandemic about the priority groups. The final decisions will be based on the epidemiology of the pandemic as the 
information becomes available. 
  
NHS organisations and other agencies will be responsible for identifying key staff within their organisation that 
might be considered high priority.  

11.3 Low to Medium impact scenarios  
The 2009 H1N1 Flu Pandemic saw the vaccination program being largely delivered within primary care using 
existing processes and resources. This will be the model of choice for future pandemics and national contracts 
supported by national supply and monitoring processes will be put into place by NHS England.  

11.4 High impact scenarios  
In a high impact scenario with severe pressures on the NHS the use of alternative premises to support the primary 
care model may be required. NHS England Area Team will work with NHS providers and commissioners to identify 
appropriate estate and logistical support to ensure such escalation can be achieved across the conurbation. 
  
GM NHS Incident Management Team will assist in vaccination as follows:  

• Maintain an up to date overview of vaccine stocks from the national system in place  
• Facilitate redistribution of supplies across Greater Manchester if appropriate  
• Liaise with other agencies to ensure that any identified priority groups, particularly priority staff in other key 

agencies/essential services are receiving vaccine  
• Make decisions on prioritisation for vaccine if necessary  
• Implement decision to mobilise mass vaccination program if required  

12. PERSONAL PROTECTIVE EQUIPMENT 
A national system for the provision of Personal Protection Equipment and consumables is in place which will allow 
health and social care providers to order items directly from the suppliers. In the main those items will be delivered 
as normal to the end-user but social care partners may need to nominate a single delivery point in geographic 
areas and arrange for onward delivery. 
 
All organisations in Greater Manchester must adhere to national guidelines to ensure availability of supply to 
priority users, consistency and to avoid confusion for employees of different organisations and the public. The trust 
aims to standardise the make of FFP3 face masks in use in order that face fit training can be undertaken and rolled 
out as quickly as possible to those staff in the trust who need it.  An alternative will be available for those staff who 
are unable to use the trust standard. 
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It is the responsibility of each employer to ensure that staff have the relevant information and reassurance and 
Personal Protection Equipment if appropriate.  Advice can be sought from Greater Manchester Health Protection 
Team. 

13. INFECTION PREVENTION AND CONTROL  

13.1 Clinical features of influenza 
• Fever, dry cough and abrupt onset 
• Headache, sore throat, runny or stuffy nose, aching muscles and joints, and extreme tiredness also 

possible  
• The typical incubation period is likely to be 1-5 days (typically 2-3 days) and the period of communicability 

is typically up to 7 days after symptom onset in adults and possibly longer in children.  Severely immuno-
compromised persons can shed the virus for weeks or months following the resolution of symptoms. 

13.2 How influenza is spread 
Influenza is transmitted from person to person through close contact.  Transmission can occur through multiple 
routes, including droplet spread (large droplets from coughing and sneezing) and direct and indirect contact.  
Airborne transmission (fine droplets) may occur in some settings (e.g. during the performance of aerosol 
generating procedures in healthcare settings). 

13.3 Prevention of influenza transmission 
• Strict adherence to infection control practices especially hand hygiene recommendations, containment of 

respiratory secretions and the use of personal protective equipment (PPE) 
• Adherence to Standard Infection Control Principles and Droplet Precautions 
• Administrative controls e.g. separation or cohorting of patients with pandemic influenza 
• Restriction of symptomatic workers and visitors 
• Education of staff, patients and visitors 

13.4 General infection prevention and control advice 
• Healthcare workers who have symptoms of influenza should not come to work until they have recovered. 
• Practice good personal hygiene – use disposable tissues to control coughs and sneezes, dispose of 

appropriately and wash hands before eating, drinking etc. 
• Hand hygiene is essential in trying to contain spread of infection.  Wash hands after cleaning and emptying 

bins and waste paper baskets and dry thoroughly. 
• Where possible, isolate infected patients or cohort patients if several are affected. 
• Use fit-tested respirator (FFP3 specification) when performing procedures that have the potential to 

generate aerosols (see Appendix 3) 
• Cleaning staff should carry out damp rather than dry dusting to avoid the generation of dust particles.  

Cleaning of surfaces should be carried out using a freshly prepared solution of actichlor (1000ppm). 

14. TRAVEL AND MEETINGS WITHIN THE UK AND ABROAD 
• Minimise or suspend all business-related travel based on alert phases in section 7 and which countries are 

affected.   
• Suspend meetings and gatherings of large groups of people to reduce opportunities for exposure. 
• Consider alternatives: teleconferences and video-conferences, remote home working.  

 
Recruitment of staff from affected countries is covered in the local continuity plan for Human Resources. 

15. BUSINESS CONTINUITY PLANNING 
Please refer to the BCM template in the Guidance on Business Continuity to provide a framework for the 
considerations to be taken into account.  All business continuity plans must be readily available.  During a 
pandemic staff will be absent from work if they are ill with influenza, need to care for children or other family 
members who are ill with influenza, or need to care for well children because of school closures.  Planning must 
certainly be based on the assumption that up to 50% of staff will be affected either directly or indirectly, but the 
actual clinical attack rate could be from 10 – 50% and there could be more than one wave.  The worst case 
scenario should therefore be planned for/mitigated against, if possible. 

The following considerations must be taken into account when developing local continuity plans in the event of 
pandemic flu. 
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15.1 Staffing  
• Identify key roles and use this to prioritise which groups of staff could be offered the vaccine, when 

available 
• Identify critical services. 
• Assess minimum requirements and minimum service levels that can be delivered – can some patient 

services be reduced?  Restrict or cancel non-essential appointments and admissions – following 
consultation with medical and clinical staff. 

• Prioritise workloads. 
• Consider use of bank and agency staff. 
• Consider temporary re-deployment of staff to cover critical areas.  This could involve the movement of staff 

from administrative support areas to catering or other service departments to minimise the impact on 
patient care.  This could include use of volunteers.  NB No member of staff must be asked to undertake a 
task for which they are not trained.  An orientation and training programme has been developed for staff 
working in areas such as facilities, records and on the ward. 

• Maintain a database of staff with key skills/previous experience which could be ‘tapped’ into.  This currently 
contains the details of 150 people, including voluntary workers, who are willing to support colleagues in the 
event of a pandemic. 

• Maintain a list of staff who would be willing to cover for absent colleagues at short notice.  Use the same 
list to identify staff living close to the hospital and willing to cover if public transport is limited. 

• Consider accommodation for staff to rest between shifts when transport home may be disrupted. 
• Call in recently retired staff with valuable skills.  New work patterns and flexible rotas needed to cover staff 

shortages in a pandemic require us to consider training needs. 
 
15.2 Interruption to supplies 

• Build up stocks of essential supplies, including food and drink, but do not stockpile as NHS Supplies has its 
own plan to respond to emergency situations. 

• Maintain good communication with suppliers and identify alternative sources of products. 
• Maintain list of key contacts with back-ups. 
• Consider transport arrangements and back-up. 
• Consider how supplies of blood products can be maintained/accessed. 
• Consider how supplies of drugs can be maintained/accessed. 

 
15.3 Health and safety advice 
Detailed guidance is available on the HSE website for laboratory workers and healthcare workers.  Risk 
assessments must be reviewed, taking into account reduced workforce, lone and remote working.  Managers must 
ensure, as far as possible, compliance with Working Time Regulations to ensure appropriate length of working 
hours, night shifts and rest breaks.  The trust’s generic COSHH assessment is available on the intranet. (see 
Appendix 4) 

16. WORKFORCE 
To alleviate the pressure on services, it is recommended during a flu pandemic that staff will no longer be required 
to provide a doctor’s sickness certificate form and self-certification will apply for the period of the pandemic for all 
sickness absence.  Normal reporting procedures will apply. 
 
Sickness records should continue to be maintained in order that sickness absence figures can be monitored.  It is 
recognised that managers and Human Resources must demonstrate some flexibility, as indicated in the DH 
pandemic flu guidance for HR. 
 
There are roles and functions that have been identified in Business Continuity Plans as critical and non-critical, i.e. 
some functions could cease for a period of time in the event of the pandemic.  As such the trust reserves the right 
to redeploy staff as the need arises.  This could be to a different role, function, or locality.  Staff may also be 
requested to work different hours from those in their contract of employment.  Requests to make these alterations 
to work and working patterns will not be unreasonably refused, and will be for the duration of the pandemic only, 
there will be no change to the contract of employment and normal working hours will resume at the end of the 
pandemic.   
 
ESR holds information on all employees, should the IT systems fail during a pandemic ESR can be accessed 
remotely where there is a N3 connection. 
 
The redeployment of staff may have an effect on: 

• Working Hours 
• Location 
• Job function and level 
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It may be necessary to request that staff work outside of their normal contractual hours.  Payment for this will be 
based on agenda for change terms and conditions of employment, including any overtime, and unsocial hour’s 
payments.  As payroll services may be affected it may not be possible to make payments for the overtime until the 
end of the pandemic. 

 
The European Working Time Directive (EWTD) lays down minimum requirements in relation to working hours, rest 
periods and annual leave.  The Directive was enacted in UK law as the Working Time Regulations from 1 October 
1998. 

17. COMMUNICATION 
The government is responsible for providing accurate and timely information throughout the course of a pandemic 
to the public, staff and stakeholders. The media has a key role in informing and educating the public about the 
progress of the pandemic.  The Department of Health will be the primary source of health-related messages, 
working within an agreed national communications framework. 
 
All staff will have access to information about pandemic flu which is appropriate to the stage of alert (e.g. signs and 
symptoms of influenza, modes of transmission when this information is available), personal and family protection 
and response strategies (e.g. hand hygiene, coughing/sneezing etiquette, contingency plans). 
 
A generic e-mail address has been established for emergency planning, accessible by the Hospital Control Team. 
(see Major Incident Plan). 

18. SUPPORT  
Staff involved in responding to pandemic flu should be supported by the line management structure within their 
division which includes referral to the trust’s Employee Assistance Programme if appropriate.  Other sources of 
support, including the chaplaincy, are detailed in the Major Incident Plan and in the Supporting Staff policy. 
 
The Bereavement Services Manager is available to help support families of patients who have died in hospital. 

19. RESOURCES 
The Chief Operating Officer will ensure that adequate and appropriate resources are made available at the 
planning stage prior to the onset of pandemic influenza.  This will include stocks of respiratory protection to be used 
for training purposes.  Individual trusts must not stockpile equipment required during a pandemic.  The DH has 
stockpiled disposable FFP3 masks centrally for use during a pandemic.  
 
Any financial implications of cross agency working should be considered at the earliest opportunity before final 
agreement is reached. 
 

20. CONSULTATION PROCESS  
Consultation during development of the trust’s initial pandemic influenza plan included discussion with the local 
health issues group, general managers, patient representative and staff side representatives. Feedback from 
discussions with the Greater Manchester Acutes Group, Health Economy Resilience Group, managers and 
infection prevention and control has been incorporated into revisions of this document.  

21. DISSEMINATION, IMPLEMENTATION & TRAINING  

21.1 Dissemination 
This policy will be posted on the intranet.  A paper copy of the pandemic influenza plan is located in the major 
incident folder in the hospital control room and on the emergency planning sharepoint. Staff will be made aware of 
the updated document via the team brief. 

21.2 Implementation 
Divisional and service managers are responsible for ensuring this plan is implemented within their areas of 
responsibility.  

21.3 Training/Awareness 
The Greater Manchester pandemic influenza plan will be tested by Category 1 and 2 responders in conjunction 
with NHS England and lessons learned implemented by the trust.  It has been acknowledged that it may not be 
possible to test plans in their entirety during a single exercise.  Internal exercises focussing on business continuity 
will be undertaken as required, led by the EPLO.  Planned exercises will focus on maintaining critical services as 
far as possible during a pandemic.  The aim is to test plans to ensure that high quality care to flu and non-flu 
patients now and during a potential second wave of up to 5 months can be sustained. 
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Managers must be aware that training needs analyses will be required where staff may be redeployed.  No-one 
should be expected to undertake tasks for which they are not trained or competent. 
 
Training in the use of respirator face masks continues to be rolled out on a train the trainer basis, led by infection 
prevention and control team, who also maintain the records of training. 

22. PROCESS FOR MONITORING EFFECTIVE IMPLEMENTATION  
The effectiveness of this plan will be tested during the desk-top training exercises.  This will help to identify any 
required amendments to the flu plan and where further clarification may be required.  In addition the plan is 
monitored by the clinical commissioning group and regular audits of emergency preparedness and pandemic 
influenza planning are undertaken regionally and nationally. 
 
Standard to be 
monitored 

Process for 
monitoring 
 
e.g. audit, 
ongoing 
evaluation 
etc 

Frequency   
 
e.g. annually 
3 yearly 

Person 
responsible 
for: 
undertaking 
monitoring & 
developing 
action plans   

Committee 
accountable 
for: 
review of results, 
monitoring action 
plan & 
implementation 

Frequency of 
monitoring 
 
e.g. monthly, 
quarterly 

Essential training is 
undertaken by staff on 
the duty manager and 
executive on call rotas 

Monthly 
essential 
training 
compliance 
records 

Monthly Workforce 
essential 
training 

Risk and quality 
governance 
committee 

Quarterly 

The risk and quality 
governance committee 
will receive a quarterly 
EPRR  report 

Audit Annual Jane Hadfield Risk and quality 
governance 
committee 

Quarterly 

 

23. REFERENCES (IF APPLICABLE)  
UK influenza pandemic preparedness strategy 2011, Department of Health, 2011 
Operating framework for managing the response to pandemic influenza, NHS England, 2013 
Greater Manchester Resilience Forum Pandemic Influenza Response Plan v5.07 
Pandemic influenza, NHS guidance on the current and future preparedness in support of an outbreak, NHS 
England, 2014 
Guidance for Pandemic Influenza : Infection Control in Hospitals and Primary Care settings, DH 
Pandemic Influenza Checklist for Businesses.  Cabinet Office 
Responding to pandemic influenza: The ethical framework for policy and planning, DH 

148



24. VERSION CONTROL SHEET 
 
Version Date Author Status Comment 
01 05/07 Jane Hadfield, 

Operations support 
manager 

Approved  

02 01/09 Jane Hadfield, Risk 
and health and safety 
manager 

Approved  

03 07/09 Jane Hadfield, Risk 
and health and safety 
manager 

Approved  

04 07/10 Jane Hadfield, Risk 
and health and safety 
manager 

Approved  

05 07/15 Jane Hadfield, Health 
& safety and 
emergency planning 
manager 

Approved  
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25. APPENDICES   

APPENDIX 1 LIST OF CONTACTS IN THE EVENT OF PANDEMIC INFLUENZA 
 

A confidential list of key contacts for each division/department is available for the use of switchboard staff. 
 

 During normal working hours Outside normal working hours 
Executive Director on Call Page via switchboard Page via switchboard 

 
Chief Operating Officer (executive 
lead for pandemic flu) 
 

Ext 3760 Page via switchboard 

Duty manager Bleep 12585 Bleep 12585 
Executive Director of Nursing & 
Quality 

Ext 3761 Page via switchboard 

Emergency Planning Liaison Officer 
(Health & safety and emergency 
planning manager) 
 

Ext 3707 via switchboard  

Infection prevention and control 
team 
 

Ext 3731 Page via switchboard 

Occupational Health 
 

Ext 3845  

Head of Communications 
 

Ext 2059 07717 532195 

Human Resources 
 

Ext 3827 via switchboard 

Admissions 
 

Ext 3457  

Regional Health Control Desk 
 

0345 1130099 
 

Health Protection Unit 0344 225 0562 
Option 1 0161 922 6000 
 

0161 331 6000 
via Tameside General Hospital 
switchboard 

Swine flu information line (when 
activated) 

0800 1 513 513 (TBC) 

National Pandemic Flu Line (when 
activated) 

0800 1 513 100 (TBC) 
Textphone 0800 1 513 200 
www.direct.gov.uk/pandemicflu 
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APPENDIX 2 PERSONAL PROTECTIVE EQUIPMENT FOR CARE OF PATIENTS WITH PANDEMIC 
INFLUENZA AND ENVIRONMENTAL CLEANING AND DISINFECTION 

 
Refer to Influenza Policy for detailed information on the use of PPE 

 
 Entry to single room 

cohorted area but NO 
patient contact 

Close patient contact 
(< 3 feet / 90 cms) 

Aerosol generating 
procedures 

Hand hygiene 
 

YES YES YES 

Gloves 
 

Not required1 YES2 YES 

Plastic apron 
 

Not required1 YES Only appropriate if gown is 
unavailable 

Gown 
 

Not required Not required3,4 YES4 

Surgical mask 
 

YES YES Only use if respirator is 
unavailable 

FFP 3 respirator 
 

Not required Not required YES 

Eye protection 
 

Not required YES YES 

 
 
 

1 Gloves and apron should be worn during certain cleaning procedures (see section 4.4 of influenza policy) 
2 Gloves should be worn in accordance with Standard (‘universal’) precautions 
3 Consider in place of apron if extensive soiling of clothing or contact of skin with blood and other body fluids 

is anticipated (e.g. during intubation) 
4 If non-fluid repellent gowns are used a plastic apron should be worn underneath 
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APPENDIX 3 COSHH ASSESSMENT 
The Christie NHS Foundation Trust 

COSHH Assessment Pandemic Influenza transmission 
 

 MIP 1  
1. Tasks Laboratory work 
  Healthcare 
2. Number of people exposed 
25% - 33% of workforce i.e workers who may be exposed in the course of their work e.g. healthcare workers caring 
for infection patients, cleaners, porters etc. 
3. Details  
Pandemic influenza can occur when a new influenza virus emerges which is markedly different from recently 
circulating strains and to which humans have little or no immunity. 
4. Frequency of Exposure 
Will vary according to task being undertaken 
5. Type of space  
Trustwide : clinical and non-clinical areas 

6. Hazard type 
Large droplet and direct and indirect contact transmission. Spread 
of infection when an infected person talks, coughs or sneezes. 
Contamination by infectious material e.g. droplets from coughs and 
sneezes on surfaces, used tissues/clothing. 

7. Current control measures Description 
Hand hygiene 
Isolate or cohort infected patients 
Use fit-tested respirator for aerosol-generating procedures 
Damp dusting to avoid generation of dust particles 
8. Are these measures adequate to control exposure? Yes, but exposure likely outside the workplace 
9. Respirators which need maintenance and testing FFP3 respiratory protective equipment 
10. By whom? EPLO and managers 11. When? Prior to use.  Regular checks of stock for expiry 

date 
12. Safety phrases and recommended precautions 
Practise good personal hygiene 
13. Health surveillance 
None.  Monitoring of sickness absence and causes ongoing for individuals. 
14. Nature of hazard and adverse effects 
Exposure to and subsequent infection from pandemic influenza.  Potential respiratory problems.  Specific health 
problems may be exacerbated by exposure to or contracting flu. 
15. Release 
Wear respiratory protection when indicated.  Wear protective gloves when indicated  
16. Conclusions about riskThe spread of pandemic influenza presents a high risk 
 
Assessed by Jane Hadfield  
Title Risk and Health &Safety Manager 
Date 8.5.2007  Review dates May 2008, Sept 2008, July 2009, July 2010 
Reassessed July 2015 by Jane Hadfield, Health & safety and emergency planning manager 
 

Total number of pages in this assessment 1 
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APPENDIX 4 PANDEMIC FLU RISK ASSESSMENT 
 

 To reduce transmission from a 
symptomatic individual to healthy 
/ susceptible people 

To reduce the risk of healthy / 
susceptible people becoming 
infected 

Environmental measures Advise staff with symptoms of 
influenza to stay at home 
 
Provide timely information to 
patients who have symptoms 
 
Identify areas where patients can 
be cohorted 
 
Infected patients should not use 
communal areas 
 
Refer to Influenza Policy for 
detailed guidance 
 

Easy access to hand hygiene 
facilities 
 
Posters to remind people of good 
hygiene measures to take 
 
Increase environmental cleaning 
 
Provide waste bins for 
contaminated tissues 
 
Refer to Influenza Policy for 
detailed guidance 
 

Organisational measures Educate staff on the signs and 
symptoms of flu to promote early 
recognition 
 
Be aware of Influenza Policy 
which outlines procedures for 
dealing with individuals with 
symptoms of influenza 
 
Promote an environment in which 
staff who are unwell feel that they 
can stay at home until they are 
well – clear in Influenza Policy 
and guidance to staff 

Educate staff on the signs and 
symptoms of flu to promote early 
recognition – access to most up 
to date information via intranet 
 
Restrict the number of meetings 
 
Consider home working for some 
staff 

Individual measures Use of PPE where indicated – 
see COSHH assessment and 
Influenza Policy 
 
Promote good hand hygiene to 
all staff via intranet and provide 
verbal updates to staff who do 
not have access to intranet : 
Wet – Soap - Wash – Rinse - Dry 
 

Encourage staff to clean hands 
regularly and not to touch mouth, 
eyes and/or nose unless they 
have cleaned their hands 
 
If wearing a respiratory face 
mask is required individual staff 
members must be fit tested in 
accordance with PPE regulations  
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APPENDIX 5 ETHICAL FRAMEWORK FOR RESPONDING TO PANDEMIC FLU: 7 PRINCIPLES 
 
When a particular decision has to be made the list of principles listed below should be used as a checklist 
to help ensure that the full range of ethical issues is considered.  The trust will need to use the best 
information that is available to us at the time to ensure we minimise harm and are fair.  Whether or not a 
decision was ethically appropriate has to be judged in relation to the situation that existed at the time it 
was made rather than by reference to facts that only become apparent at a later stage.  Where more than 
one possible decision would be ethically justifiable to meet the fundamental principles of equal concern 
and respect, then the principle of good decision making should be used to decide which one to take. A log 
of decisions made and the justification for them must be maintained by the Hospital Control Team.. 
 
7 principles 
1.  Respect 
 People should be kept as informed as possible 
 People should have the chance to express their views on matters that affect them 
 People’s personal choices about their treatment and care should be respect as much as possible 
 When people are not able to decide, those who have to decide for them should take decisions based 

on the best interests of the person as a whole rather than just based on their health needs 
 
2.  Minimising the harm that a pandemic could cause 
 Help other countries to fight a pandemic if it starts abroad, to stop it developing further and reaching 

this country 
 Try to minimise the spread of a pandemic if it reaches this country. Everyone has a role to play, for 

example by covering the face when sneezing, or staying at home when ill 
 Minimise the risk of complications if someone is ill, for example by the appropriate use of antiviral 

treatment 
 Learn from experience both at home and abroad about the best way to fight the pandemic and to 

treat people who are ill 
 Minimise the disruption to society caused by a pandemic 

 
3. Fairness 
 Everyone matters equally 
 People with an equal chance of benefitting from health or social care resources should have an equal 

chance of receiving them; however, it will not be unfair to ask people who could get the same benefit 
from an intervention at a later date to wait 

 
4. Working together 
 Working together to plan for, and respond to, a pandemic 
 Helping one another 
 Taking responsibility for our own behaviour, for example by not exposing others to risk 
 Being prepared to share information (for example on the effects of treatment) that will help others 

 
5. Reciprocity 
 If people are asked to take increased risks, or face increased burdens, during a pandemic, they 

should be supported in doing so, and the risks and burdens should be minimised as far as possible 
 
6. Keeping things in proportion 
 Those responsible for providing information will neither exaggerate or minimise the situation and will 

give people the most accurate information that they can 
 Decisions on actions that may affect people’s daily lives, which are taken to protect the public from 

harm, will be proportionate to the relevant risk and to the benefits that can be gained from the 
proposed action 

 
7. Flexibility 
 Plans will be adapted to take into account new information and changing circumstances 
 People will have as much chance as possible to express concerns about or disagreement with 

decisions that affect them 
Good decision making 
i. Openness and transparency 
 Consult those concerned as much as possible in the time available 
 Be open about what decisions need to be made and who is responsible for making them 
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 Be as open as possible about what decisions have been made and why they were made 
 

ii. Inclusiveness 
 Involve people to the greatest extent possible in aspects of planning that affect them 
 Take into account all relevant views expressed 
 Try to ensure that particular groups are not excluded from becoming involved 
 Take into account any disproportionate impact of the decision on particular groups of people 
  

iii. Accountability 
 Those responsible for decision making are answerable for the decisions they do or do not take 
 

iv. Reasonableness 
 Decisions should be rational 
 Decisions should not be arbitrary 
 Decisions should be based on appropriate evidence 
 Decisions should be the result of an appropriate process, taking into account how quickly a decision 

needs to be made and the circumstances in which it is made 
 Decisions should be practical and achievable 

 

155



APPENDIX 6 ACTION CARDS 
 

PANDEMIC FLU ACTION CARD No. 1 
 

DUTY MANAGER 
 

Pre-pandemic 
 

• Attend emergency planning training for duty managers 
• Be familiar with relevant policies and procedures, mainly Pandemic Influenza Plan and Major 

Incident Plan 
During a pandemic 
 

• Initiate the Major Incident Plan  
 

• Declare a major incident, if indicated following discussion with executive director on call 
 

• Initiate call-in of appropriate staff 
 

• Work with deputy chief operating officers and service managers in co-ordinating the trust’s 
response to the outbreak of pandemic flu  

 
• Open and set up control room in trust administration (rooms 4/5) 

 
• Issue action cards to appropriate people 

 
• Contact Regional Health Control Desk using the METHANE alert format if declaring a major 

incident 
 

• Monitor patient activity 
 

• Monitor staff absences 
 

• Identify requirements to respond to and manage the situation 
 

• Request and direct assistance from departments as necessary 
 

• Ensure a loggist is available 
 

• Provide access to secure store for Personal Protective Equipment 
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PANDEMIC FLU ACTION CARD No. 2 

 
EXECUTIVE DIRECTOR ON CALL 

 
Pre-pandemic 
 

• Attend emergency planning training for executive directors 
• Be familiar with relevant polices and procedures, mainly Pandemic Flu Planand and Major 

Incident Plan 
During a pandemic 
 

• Upon receipt of call make way to the control room  
 

• Take responsibility for the trust’s response to the incident 
 

• Act as the trust’s co-ordinating link with: 
o Regional Control Health Desk 
o NHS England 
o Others 
 

• Contact the Chief Executive, and other executive and non-executive directors and provide regular 
feedback on the management of the pandemic flu outbreak 

 
• Co-ordinate the roles of senior management on site 

 
• Liaise with the Head of Communications on issues that need to be reported internally to staff and 

externally to stakeholders 
 

• Decide whether or not additional staffing assistance will be required.  If necessary, initiate 
department “call in” 

 
• Ensure consultation with staff side representatives if necessary 

 
• Ensure any staff/patient support or counselling is initiated if required 

 
• Monitor incoming information to ensure trust takes appropriate action in line with national, regional 

and local guidance 
 

• Liaise with the commissioners to agree threshold for suspension of targets if there is a significant 
impact on our ability to deliver our services 
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PANDEMIC FLU ACTION CARD No. 3 
 

LOGGIST 
 

Pre-pandemic 
 
 Attend loggist training course 
 
 Ensure stock of logbooks is maintained 
During a pandemic 
 
 Support the Hospital Control Team as directed 
 
 Keep a log of all actions and decisions taken 
 
 Verify log with executive director on call and duty manager to ensure all relevant information has 

been recorded 
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PANDEMIC FLU ACTION CARD No. 4 

 
HEALTH AND SAFETY and EMERGENCY PLANNING MANAGER (EPLO) 

Pre-pandemic 
 
• Represent the trust at local, regional and national meetings 
 
• Maintain the Pandemic Influenza Plan, updating it as required to ensure it meets national, local 

and trust requirements 
 
• Deliver training in responding to pandemic flu 
 
• In conjunction with infection prevention and control, deliver train the trainer sessions for face fit 

testing 
 

• In conjunction with infection prevention and control, deliver face fit testing 
 
• Monitor all incoming information to ensure a co-ordinated trust response 
During a pandemic 
 
• Provide support to the Executive on-call and Duty Manager as required 
 
• Ensure facilities are suitable and sufficient for the Hospital Control Team 
 
• Monitor effectiveness of pandemic flu and major incident plans 
 
• Monitor supplies of Personal Protective Equipment 
 
 
Post-pandemic 
 
• Identify lessons learned 
 
• Update pandemic flu plan if required 

 

159



 
PANDEMIC FLU ACTION CARD No. 5 

 
INFECTION PREVENTION AND CONTROL TEAM 

During a pandemic 
 
 Act as key member of Hospital Control Team, on rotational basis 
 
 Implement outbreak of infection policies 
 
 Implement and monitor arrangements for limiting spread of pandemic flu 
 
 Assume command and control during an outbreak 
 
 Co-ordinate regular meetings with Emergency Planning Liaison Officer and Procurement 

representative to ensure trust response is proportionate to situation and resources are available as 
required 

 
 Undertake face fit testing 
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PANDEMIC FLU ACTION CARD No. 6 

 
DEPUTY CHIEF OPERATING OFFICER / GENERAL MANAGER 

Pre-pandemic 
 
 Produce a local business continuity plan and ensure it is reviewed at regular intervals 
 
 Identify local skills of staff and any that are transferable 
 
 Identify critical and non-critical services 
During a pandemic 
 
 Act as key member of Hospital Control Team 
 
 Identify services that can be restricted or closed temporarily 
 
 Provide SITREPs for division in line with requirements identified by the information department 
 
 Provide regular reports to Executive on-call 
 
 Review skills available within clinical and non-clinical teams and redeploy where necessary 
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PANDEMIC FLU ACTION CARD No. 7 

 
PHARMACY 

During a pandemic 
 
 Liaise with services to identify pharmaceutical needs including antivirals 
 
 Order antivirals using standard ordering process as identified by NHS England 
 
 Provide advice and guidance on use of medicines as difficulties arise 
 
 Provide advice and guidance to Executive on-call and duty manager as and when required 
 
 Monitor security arrangements for medicines, including antivirals 
 
 Maintain records of which patients have been given antivirals and vaccine 
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5.2 Monitor Q1 2015-16 Report 
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Meeting of the Board of Directors 

Friday 25th September 2015 
 

Compliance with NICE Safe Staffing Guidelines  

 

1. Background 

1.1. Since June 2010 the Trust has carried out a bi-annual audit of patient acuity and dependency using 
the Safer Nursing Care Tool© (SNCT) formerly known as the AUKUH (Association of UK University 
Hospitals) tool.  The tool calculates the baseline nursing establishment required to meet patient 
care needs, this has been used successfully to inform and support workforce planning over the last 
four years.  

1.2     The SNCT findings have been reported to the Board 6 monthly, for the last three years, to provide 
assurance that the trust is taking a patient-centred, evidence-based, systematic approach to 
monitoring and reviewing nurse staffing levels.  

1.3 In January 2014, the Mersey Internal Audit Agency (MIAA) review of the Acuity Model provided the 
Board with significant assurance regarding Trust arrangements for data collection in relation to the 
acuity model. 

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

1.5 The Trust continues to meet the expectations of the National Quality Board relating to nursing, 
midwifery and care staffing capacity and capability, which were published in 2013. These are 
captured in appendix 1. It is also compliant with the NICE guidance and publishes this data 
publically on a monthly basis through the integrated performance report and on NHS Choices 
website http://www.nhs.uk/Services/hospitals/Overview/DefaultView.aspx?id=101.  

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

1.7 In August 2015, NHS England set out the next steps in guidance for safe staffing. The Chief 
Nursing Officer, as one of her early priorities, will develop additional guidance on safe staffing 
levels for care delivered in settings other than the acute sector such as community, mental health 
and emergency care. A multi-professional approach will be adopted that takes into account all staff 
involved, not just nurses. 

1.8 In September 2015, Monitor and the Trust Development Authority (TDA) issued rules concerning 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/457638/Nursing_age
ncy_guidance_2015-09-01.pdf. These rules set a ceiling on total agency spending by each trust 
and are set in the light of each trusts’ 2014/15 nursing agency spend percentage of their total 
nursing staff spend. Trusts will be monitored monthly and held to account on a quarterly basis for 
meeting their ceiling in that year. The Christie’s ceiling has been set at 3%, the agency expenditure 
for nursing at the end of quarter 1 2015/16 was 0.95% of the nursing pay bill. 
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2. Introduction 

2.1 An evidence-based approach to ensuring safe staffing has been adopted by the trust since 2010 
through the use of the SNCT, however since 2014 a range of additional processes to meet the 
NICE guidance have been introduced. Over the past eighteen months the publication of this report 
has provided evidence and facilitates compliance with the guidance.  

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

         
2.3 As a requirement of the guidance, the board of directors has monthly review of the details and 

summary of planned and actual staffing on a shift-by-shift basis through the integrated 
performance report. 

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

3. The review of budgeted establishments 

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

3.2 In compliance with the NICE guidance, the senior ward nurse’s overall professional judgement of 
staffing need based on all the above information was ascertained and captured in each of the ward 
reviews. 

3.3 For each ward reviewed, a pro-forma was completed and the output of each assessment and sign 
off can be seen at Appendix 2. 

3.4 The review was undertaken on the 18th and 19th August 2015 with strong representation from ward 
managers, senior nurses and divisional managers.  

3.5 Evidence of activities undertaken to ensure safe staffing was presented and included responses to 
service developments and changing patient profiles. 

3.6 On MAU it was positive to note that patient satisfaction remains high, sickness is below the Trust 
trajectory and zero staff turnover have continued following the business case approval last year to 
support the increase in activity and dependency through the provision for an additional twilight 
shift.  

3.7 A recommendation from the last review has seen the Ward 4 establishment increase to enable an 
additional registered nurse at night to ensure that the ward has better registered nurse coverage is 
it based over two floors. This has been positively received by the staff on the ward. 

3.8 Wards 4, 11 and 12 continue to have their vacancy factor funded, thereby removing this 
requirement from the budget. 
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3.9 Following recommendations at the last review, an increase in the nursing establishment on CCU 
has allowed for a supernumerary shift co-ordinator. A business case was approved in July 2015 for 
the unit to increase its bed capacity from 6 to 8 to meet increased demand and further increase its 
nursing establishment to provide for this. Nurses have been recruited to start in September and 
October. 

3.10 On a shift by shift basis, where the actual staff numbers were less than the planned staff numbers 
the ward teams followed an agreed escalation process based on the acuity and dependency of 
care required and a review of the bed occupancy. This has included using the hospital bank to 
support the patient acuity levels. There are daily reviews of planned staffing as well as a review of 
the hospitals activity.   

3.11 During the period February to July 2015 only on one occasion in July did staffing issues on MAU 
need to be escalated to the Director of Nursing & Quality (a red flag event) and plans were put in 
place to reduce the number of beds as well as transfer the higher acuity patients to appropriate 
wards where there care needs could be met. 

3.12 Vacancies on ward 11 were reflected in an agency spend of £3,700 (April to July) whilst ward 12 
accrued a £1000 bank overspend also due to a high staff turnover. On ward 4 bank usage was 
within budget, however it was noted that £183 was spent on agency. Periods of increased capacity 
and level 3 care coupled with a very large turnover in trained nurses has necessitated a £37,425 
agency spend on CCU during the last six months. 

3.13 During the period since last review 4743 inpatient episodes across the wards saw 5 complaints 
about nurses or nursing care. 

3.14 The benefits of a new rota system and an increase to the establishment on Palatine Ward have not 
yet been realised due to not being able to fill the vacancies. The ward is exploring new ways of 
recruiting to vacant posts.  

3.15 Ward managers have identified a potential safe staffing risk due to the limited capacity of the pool 
and the bank as registered nurses have taken up positions on the ward. A nurse recruitment event 
is being staged on Saturday the 3rd of October 2015 with the aim of addressing this.  

3.16 This staffing review analysis has presented some challenges during a period of ward upgrades 
whereby wards were not always caring for their usual client group so this has skewed some of the 
data during this assessment period on wards 10 and 3. 

3.17 The process used to review the nursing establishments is described in Appendix 3.  
        
 

4. Safer Nursing Care Tool Data and Trends 

4.1 The most recent data collection was undertaken in July 2015.  

4.2      Since the last review new multipliers have been introduced to the tool for use on medical 
assessment units. The July data for MAU encompasses this change and better reflects patient 
acuity on the unit. 

4.2 The trend data for each of the wards can be reviewed below. The greyed out sections reflect ward 
reconfigurations where earlier data is no longer relevant or where data was previously not 
collected. 
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Ward 

WTE recommendation from 11 SNCT data sets Budgeted 
Nursing 

Establishment 
July 2015 

(Incl. Band 7) 

Bed Occupancy 
Last 6 Months 

(Midnight count) 
Jun-
10 

Jan-
11 

Jun-
11 

Jan-
12 

Jun-
12 

Jan-
13 

Jun-
13 

Jan-
14 

Jun-
14 

Jan- 
15 

Jul- 
15 

4/BMRU        39.30 41.04 50.52 40.67 44.47 
92% 

30% 

10 32.48 30.76 32.65 32.24 30.97 38.16 31.49 33.20 33.60 31.40 33.5 35.20 79% 

11 35.17 35.89 32.57 30.38 33.60 33.57 36.28 32.00 37.16 38.28 36.9 38.23 94% 

12 37.11 38.84 37.12 36.05 34.73 33.54 32.35 34.70 34.71 41.85 36.92 39.02 93% 

MAU 29.84 28.74 29.59 30.06 33.64 29.60 29.38 30.36 33.36 35.39 33.25 37.60 78% 

Palatine         50.27 42.84 50.72 53.39 87% 

3          13.51 11.37 17.60 
 

81% 
 

CCU          33.09 32.76 33.82 81% 

 
The trend graphs below should be viewed in the light of these notes 
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4.3     The trust project to introduce electronic rostering will include an electronic safer staffing acuity tool 
which will provide data on a shift by shift basis replacing the twice yearly data collections within the 
next 12 months.  

5. Improvement since last report 

      5.1      In response to the last review some wards have seen increases to their nursing establishments.  
 
      5.2    The bespoke ‘Florence’ application now enables wards to record ‘red flag’ events on a shift by shift 

basis. These events include: less than 2 registered nurses present on a ward during any shift, a 
delay of more than 30 minutes in providing pain relief, any unplanned medication omission. 
Nursing staff are able to record escalation and assign a safe staffing RAG rating for each shift to 
which the Director of Nursing & Quality has immediate access. 

      5.3     Work is under way to develop an in-house bespoke tool for measuring workload and determining 
optimum nurse staffing levels for ambulatory chemotherapy services in ORTC.  

 
6. Conclusion 

6.1 The review provides broad assurance that the budgeted nursing establishments currently set for 
the trust’s in-patient wards align with the care needs of patients in the context of other workload 
sensitive factors and care quality. However, staff vacancies present the biggest challenge for ward 
managers and plans are in place to address this.  

6.2 Ward staff have utilised escalation processes in the light of patient acuity when the actual staff on 
shift did not match the planned. Staffing deficits were addressed by use of bank staff as patient 
acuity dictated. 

7. Recommendations 

7.1 The Board are asked to endorse the findings and conclusion of this 6 monthly nursing 
establishment review and approve the nurse staffing levels. 
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Appendix 1:   National Quality Board expectations relating to nursing, midwifery and care staffing   

                        capacity and capability 

 

EXPECTATION 1: Boards take full responsibility for the quality of care provided to patients, and as a key 
determinant of quality, take full and collective responsibility for nursing, midwifery and care 
staffing capacity and capability; 

 

EXPECTATION 2: Processes are in place to enable staffing establishments to be met on a shift-to-shift basis; 

 

EXPECTATION 3: Evidence-based tools are used to inform nursing, midwifery and care staffing capacity and 
capability; 

 

EXPECTATION 4: Clinical and managerial leaders foster a culture of professionalism and responsiveness, 
where staff feel able to raise concerns; 

 

EXPECTATION 5: A multi-professional approach is taken when setting nursing, midwifery and care staffing 
establishments; 

 

EXPECTATION 6: Nurses, midwives and care staff have sufficient time to fulfil responsibilities that are 
additional to their direct caring duties; 

 

EXPECTATION 7: Boards receive monthly updates on workforce information, and staffing capacity and 
capability is discussed at a public Board meeting at least every six months on the basis of a 
full nursing and midwifery establishment review; 

 

EXPECTATION 8: NHS providers clearly display information about the nurses, midwives and care staff 
present on each ward, clinical setting, department or service on each shift; 

 

EXPECTATION 9: Providers of NHS services take an active role in securing staff in line with their workforce 
requirements; 

 

EXPECTATION 10: Concerns commissioners of services.
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Appendix 2:   Data to inform review of the budgeted nursing establishments 

Ward 10 

Current Budgeted Establishment 35.20 WTEs 

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

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

69% Registered Nurses 

31% Non-registered Nurses 

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

Efficiency Benchmark 82% 
78.76% reflecting continuing process of decant 

Factors relevant to establishment review 

Patient Factors 

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

33.5 WTEs * 

Includes 22% uplift  

*This data may not be typical due to the patient 
distribution with Ward 3 during refurbishment work  

Other Patient Factors 

Currently Ward 10 admits female 
patients who are undergoing extensive 
major complex surgery often involving 3 
or 4 specialities.  

Patients attend from a wide geographical 
area and The Christie is one of 2 national 
centres to provide a Peritoneal Tumour 
(PTS) surgical service.  

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

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

Patients who have undergone plastic 
surgery often require close observation 
which involves recording observations 
and reviewing wounds every 30 minutes 
for the first 24 hours 

Ward Factors 

Ward Layout 

The ward is presently undergoing 
refurbishment.  On completion there will 
be six 4 bedded bays and 4 side rooms 
with en-suite facilities. A quiet room is 
being created out of an existing office in 
addition to other ward environment 
improvements   
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Patient Flow – based on SNCT data for July 2015 

 

Evolution/Development of Service (Planned or Actual) 

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

Other Ward Factors Nil of note 

Nursing Factors 

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

Sickness Rate (over 6 months since last review) 
3.91% (RNs)  5.17%* (non-RNs) 

*Long term sickness 

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

Bank Use (over 6 months since last review) 

54 shifts* (RNs)   

28 shifts* (non-RNs)  
*7.5 hour shift 

Support of Learners & New Staff 

There is a training strategy for surgical 
nurses under development by a multi-
disciplinary group and is supported by 
the Clinical Director.  It is planned that all 
surgical nurses complete this training to 
achieve the competencies required when 
caring for surgical patients. 

New starters to the ward are given a 
supernumerary period of 2 weeks and 
then closely supported by a team of 
nurses led by a band 6 sister.  Support 
from specialist nurses is also given. 

Student nurses have placements on 
ward 10 and placements are coordinated 
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by a staff nurse and feedback from 
students is extremely positive about their 
experience on the ward. A Band 6 sister 
has been nominated for mentor of the 
year. 

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

Staff compliance with mandatory training 94.18% (RNs)  87.22% (non-RNs) 

Staff compliance with PDR 
100% (RNs)  91.67%* (non-RNs) 

*1 HCA 

Other Nursing Factors 

Ward rounds can take a considerable 
amount of time due to the input of up to 4 
teams with one patient. Plans to improve 
this are being drawn up  

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

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

Safety Factors  

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

Early 
0 

Late 
2 

Night 
2 

Operational Safety Issues 

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

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

There are a number of vacant positions 
due to maternity leave on the ward 

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

For Registered Nurses:  

96.8%- Day Shifts 

95.1% - Night shifts   

For Care Staff  

99.3% - Day shifts  

86.7% Night shifts 
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Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Feb 
15 

Mar 
15 

Apr 
15 

May 
15 

Jun 
15 

Jul 
15 

*Falls (moderate & above)  0 0 0 0 0 0 

Pressure Ulcers  

Reported Grade 2 
& above 

0 0 0 0 0 0 

Avoidable Grade 2 
& above following 
ERG 

- - 0 0 0 0 

Medication Errors (attributable to nurses) 1 0 2 0 0 1 

Complaints (related to nurses or nursing 
care) 

0 0 0 1 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Avoidable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 1** 0 0 0 

*Data may differ from performance reports due to ERG reviews that subsequently took place 

** Less than 2 registered nurses present on early shift, however patient acuity less than expected therefore staff RAG rated the ward 
green. Escalated to duty manager. 

Patient Experience  - FFT % scores 
(% of patients that said ‘extremely likely’ or ‘likely’) 

- - 95 98 98 100 

Professional Judgement and Recommendation of Senior Ward 
Nurse 

 

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

SNCT data collected during this period 
does not reflect the ward’s regular 
activity and be repeated in January when 
the ward is at full capacity 
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Medical Admissions Unit 

Current Budgeted Establishment 37.60 WTEs 

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

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

72% Registered Nurses 

28% Non-registered Nurses 

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

Efficiency Benchmark 82% 
77.85% 

(at midnight – does not take into 
account bed usage during day 
time hours) 

Factors relevant to establishment review 

Patient Factors 

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

33.25 WTEs 

Includes 22% uplift  

 

Other Patient Factors 

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

Ward Factors 

Ward Layout 

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

                                                                                                                 The high patient flow has increased with                         
                                                                                                                 the increase in admissions to the unit 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Evolution/Development of Service (Planned or Actual) 

Following a review of the directorate 
structure the Senior Charge Nurse will 
manage the Patient Access and Transfer 
(PAT) suite. This is intended to develop 
the nursing teams and enhance the 
patient experience  

 Target length of stay changed to 72 
hours from 36 hours.  This is helping 
patient flow. Patients expected to be a 
longer stay are prioritised for transfer.  

A consultation process to change shift 
times has commenced. 

Other Ward Factors 

Harm free care (days since incident) 

MRSA bacteraemia – 2055 days* 

Avoidable CDI – 2055 days* 

Fall with harm – 1052 days 

Pressure ulcer – 806 days 
*Reflects Florence start date 

Nursing Factors 

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

Sickness Rate (over 6 months since last review) 
1.96% (RNs)  1.31% (non-RNs) 

Reflects maintenance of low sickness 

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

Bank Use (over 6 months since last review) *7.5 hour shift 
37 shifts* (RNs)   

132 shifts* (non-RNs)  
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Support of Learners & New Staff 

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

The unit also supports 3 or 4 students at 
any one time 

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

The Healthcare Assistants are 
undertaking the Christie Care Certificate. 
2 have nearly completed with a further 3 
on-going 

Staff compliance with mandatory training 96.83% (RNs)  96.32% (non-RNs) 

Staff compliance with PDR 100% (RNs)  100% (non-RNs) 

Other Nursing Factors 

Staff required to give IVAB under PGD to 
patients with Sepsis 

• Continue to recruit newly qualified  
nurses following successful trial  

• Considering extending the skills of band 
3 HCA’s to include cannulation 

• Considering introducing Hostess roll to 
support the HCA role 

• Continuing to monitor safe staffing 
levels on night shifts 

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

Safety Factors  

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

Early 
0 

Late 
0 

Night 
2 

Operational Safety Issues  

% of nursing hours where actual met the planned hours: [July  2015] 
For Registered Nurses:  

97.1%- Day Shifts 
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97.8% - Night shifts   

For Care Staff  

97.4% - Day shifts  

100% Night shifts 

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

 

         Feb 
15 

Mar 
15 

Apr 
15 

May 
15 

Jun 
15 

Jul 
15 

*Falls (moderate & above)  0 0 0 0 0 0 

Pressure Ulcers  

Reported Grade 2 
& above 

0 0 0 0 0 0 

Avoidable Grade 2 
& above following 
ERG 

- - 0 0 0 0 

Medication Errors (attributable to nurses) 0 2 1 2 1 0 

Complaints (related to nurses or nursing 
care) 

1 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Avoidable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 1** 

*Data may differ from performance reports due to ERG reviews that subsequently took place 

**Actual staff < planned staff and increased patient acuity with bank cover unavailable. Escalated to Director of Nursing 

Patient Experience  - FFT % Scores 
(% of patients that said ‘extremely likely’ or ‘likely’) 

- - 100 100 100 97 

Professional Judgement and Recommendation of Senior Ward 
Nurse 

 

Since the business case was approved 
last year to support the increase in 
activity and dependency, we have been 
able to sustain adequate staffing levels.  
This judgement is based on the following 
evidence: 

• Good performance in FFT  

• Good performance in Patient survey 

• Low staff turnover 

• Low incidence of Harms  

• Good staff morale 

• Timely patient flow 

• Good patient experience 

• Patient and MDT feedback is generally 
positive 

In summary, MAU is appropriately 
staffed.  
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Ward 4/BMRU 

Current Budgeted Establishment 44.47 WTEs 

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

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

69% Registered Nurses 

31% Non-registered Nurses 

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

Efficiency Benchmark 82% 

92.17% (Ward 4)  30.00%* (BMRU)  

*future data to take account of beds that are not 
used overnight 

Factors relevant to establishment review 

Patient Factors 

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

*40.67 WTEs 

Includes 22% uplift  
*one week of data was not consistent 

Other Patient Factors 

The ward specialises in complex head 
and neck cancers requiring close 
observation and higher levels of nursing 
skills and competencies. 

The ward also is the centre for molecular 
radiotherapy and internal brachytherapy 
treatments and again this requires 
enhanced competencies and training for 
staff. 

The ward has become the specialist 
ward in the trust for brain tumours and 
dementia patients.  

The ward cares for patients with spinal 
cord compression which require 5 staff to 
log roll to change position and provide 
care.   

Ward Factors 

Ward Layout 

4 side rooms, 8 female annexe 12 male 
beds 4 brachytherapy beds 4 iodine beds 
mixed sex as all separate rooms. 2 PDR 
beds. Ward 4 operates at 24 beds only 
from 21.00hrs Friday to 07.00hrs 
Monday. All Brachytherapy beds close at 
the weekend. 
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Patient Flow – based on SNCT data for July 2015 

 

 

 

 

 

 

 

 

Evolution/Development of Service (Planned or Actual) 

Plans to completely refurbish the annexe 
for better patient experience and safety; 
this will be with the loss of 1 bed.  

Development of a nurse clinician for 
BMRU for daily checking and 
management of patients,  

Other Ward Factors 

Ward 4 is over two floors and comprises 
the BMRU, the Brachytherapy beds for 
prostate patients. The iodine beds are 
located upstairs on the ward.  

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) Aim for 75% supervisory  

Sickness Rate (over 6 months since last review) 
2.07% (RNs)  8.54%* (non-RNs) 
* 1 Long term sickness 

Staff Turnover (over 6 months since last review) 17.24% (RNs)  8.36% (non-RNs) 

Bank Use (over 6 months since last review) 

205 shifts* (RNs)   

219 shifts* (non-RNs)  
*7.5 hour shift 

Agency use cost (April-July) £183 

Support of Learners & New Staff 

All staff have preceptorship package and 
support including 4 weeks (HCA 2 
weeks) supernumerary status. All staff 
required to undertake Mentorship. 

On average 5 students can be supported 
on the ward at any one time.  

All new healthcare assistants are 
required to complete The Christie 
Healthcare Certificate.   3 HCAs are 
currently being supported undertaking 
the certificate   
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Staff compliance with mandatory training 90.71% (RNs)  90.38% (non-RNs) 

Staff compliance with PDR 96.30% (RNs)  100% (non-RNs) 

Other Nursing Factors 

Following recommendations at last 
review, ward 4 has been supported to 
increase establishment increase by 1 
registered nurse at night. 

Safety Factors  

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

Early 
0 

Late 
2 

Night 
5 

Operational Safety Issues 
To ensure all staff receive radiation 
protection training as mandatory for ward 
4.   

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

For Registered Nurses:  

95.3%- Day Shifts 

95.2% - Night shifts   

For Care Staff  

98.7% - Day shifts  

97.9% Night shifts 

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

         Feb 
15 

Mar 
15 

Apr  
15 

May 
15 

Jun  
15 

Jul  
15 

*Falls (moderate & above)  1 0 0 0 0 0 

Pressure Ulcers  

Reported Grade 2 
& above 

0 0 0 0 1 0 

Avoidable Grade 2 
& above following 
ERG 

- - 0 0 0 0 

Medication Errors (attributable to nurses) 3 0 2 1 4 2 

Complaints (related to nurses or nursing 
care) 

0 0 0 1 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Avoidable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

*Data may differ from performance reports due to ERG reviews that subsequently took place 

Patient Experience  - FFT % Score -  Ward 4 
(% of patients that said ‘extremely likely’ or ‘likely’) 

- - 98 100 100 100 

Patient Experience  - FFT  BMRU 
(% of patients that said ‘extremely likely’ or ‘likely’) 

- - 100 90 100 100 
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Professional Judgement and Recommendation of Senior Ward 
Nurse 

 

The current staffing levels for ward 4 and 
The BMRU is 44.47 WTE and is set at 
the correct amount for the activity within 
the clinical area. I feel that the data 
captured by the acuity tool in July 2015 
showing suggesting staffing levels of 
40.67 WTE is not accurate. At these 
levels, patient care would be 
compromised resulting in a higher rate of 
incidents occurring. Within the clinical 
area on average there are 2-3 nurses on 
maternity leave during the year. 

The previous acuity data suggested a 
staffing level of 50.52. I feel the tool does 
not capture the activity level accurately 
and varies greatly between users. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
184



Palatine Ward 

Current Budgeted Establishment 53.39 WTEs 

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

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

69% Registered Nurses 

31% Non-registered Nurses 

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

Efficiency Benchmark 82% 
86.97% 

Factors relevant to establishment review 

Patient Factors 

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

50.72 WTEs 

Includes 22% uplift  
 

Other Patient Factors 

Specialist Services 

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

Patients with level 1b and level 2 
dependency in post-transplant phase, 
(single organ failure), on ward requiring 
1:2 nursing and sometimes1:1 nursing 
prior to transfer to CCU. 

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

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

Patients with confusion or who are at risk 
of falls require 1:1 observation by HCA, 
as we are unable to provide close 
supervision otherwise. 

Ward Factors 

Ward Layout 

The ward has 31 side rooms, including 
12 specialist VPPL rooms + 1 
radioisotope room, and is 100 metres 
long. There are two nurse bases, two 
treatment rooms and two sluice rooms - 
included to reduce distances travelled by 
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staff. 

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

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

Patient Flow – based on SNCT data for July 2015 

 

Evolution/Development of Service 
(Planned or Actual) Nil 

Other Ward Factors 

12 months into working on this new ward, we can fully understand the 
impact of 31 side rooms. This has: 

• Increased nurse call buzzers: as the ward is all side rooms. This 
has been mitigated with the use of 2 buzzers (one for nursing 
attention and one for housekeeping needs) depending on the need 
of the patient and makes more effective use of nursing staff. 
Recruitment of 4 band 2 HCA’s has been successful and will 
provide assistance in personal care and 1:1 observation for 
patients with a risk alert. 

• A fully functional bedside IT system is in progress to enable 
observations at the bedside, administration of medicines and 
production of care plans to take place efficiently and easily for 
nursing staff and patients. 

• Intentional Rounding: there is a pilot of a new system of intentional 
rounding following an oncology format used at The Royal Marsden. 
This is being implemented with the collaboration of Matron 
Dewberry and Senior Sister Roberts. This will work along with 
defined task lists for specific staff groups on the ward to ensure a 
team orientated approach with appropriate usage of skill mix. 

• Isolation of patients: We received feedback from patient groups 
that there was a feeling of isolation in the side rooms which needed 
to be addressed. As a result the operational policy has been 
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amended to enable low infection risk patients to leave their rooms. 
This has seen an increase in usage of the TYA social spaces. 

• Falls risk: Side rooms provide a more difficult environment for 
observation when patients are at risk of falling and this is managed 
by 1:1 observations. To supplement this process we are trialling a 
monitoring system where pressure pads are put onto the bed and 
an alert is sent to a pager carried by nursing staff to alert them that 
the patient is attempting to get out of bed without assistance. 
Alongside this a new SBAR tool has been implemented with 
handovers, to high light safe care concerns. Safety huddles now 
take place regularly on the ward to communicate and issues within 
the team. All bathrooms now have ‘call don’t fall signs’. 

• Size of the ward: to enable more efficient working along the 100m 
length of the ward 2 teams have been created (purple and green) 
which reduces time taken to achieve and carry out patient tasks. 
This has made a huge improvement in providing timely care on the 
ward. 

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 100% 

Sickness Rate (over 6 months since last review) 1.89% (RNs)  1.98% (non-RNs) 

Staff Turnover (over 6 months since last review) 9.96% (RNs)  18.65% (non-RNs) 

Bank Use (over 6 months since last review)  

182 shifts* (RNs)   

261 shifts* (non-RNs)  
*7.5 hour shift 

Support of Learners & New Staff 

• Clinical Practice Facilitator: We 
have 2 experienced CPF’s on the 
ward covering both haematology 
and TYA specific training. The 
roles have been invaluable in 
cross training staff to enable 
nursing of patients of all ages and 
specific diagnosis. They provide 
clinical supervision and support 
the whole team effectively. There 
is a 12 month development 
programme for all new starters to 
the unit which is carried out with 
the use of mentors and the 
CPF’s. 

• Dedicated haematology & 
transplant training days have 
been developed which are open 
for national attendance and 
facilitated by the nursing team. 
These have proved to be very 
successful and attracted interest 
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both internally within the Trust 
and across the whole of the UK. 

Staff compliance with mandatory training 86% (RNs)  89.09% (non-RNs) 

Staff compliance with PDR 76.09% (RNs)  81.82% (non-RNs) 

Other Nursing Factors 

To facilitate the most efficient methods of 
utilising staff and skill mix a new method 
of working is now being used on the 
ward. This consists of long day shift 
patterns and reduces the amount of 
cross over time during shifts. Handover 
processes have also developed to 
ensure efficiency but also accuracy of 
patient handovers. 

While this has increased the levels of 
nursing on each shift there is further work 
to be carried out to ensure ward sisters 
maintain the managerial time they need 
to support the senior sister and provide 
development for more junior staff. This is 
being facilitated at present with band 6 
development meetings scheduled 
monthly. 

Weekly ward meetings are also taking 
place where all staff have the opportunity 
to raise any ideas for further 
improvements or changes. This is a very 
positive forum where every voice is 
heard. 

 

Safety Factors  

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

Early 
0 

Late 
0 

Night 
0 

Operational Safety Issues Nil of note 

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

For Registered Nurses:  

94.7%- Day Shifts 

93.0% - Night shifts   

For Care Staff  

102.8% - Day shifts  

86.1% Night shifts 
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Nurse Sensitive Indicators 
of Quality (Data for 6 
months since last review) 

         Feb 
15 

Mar 
15 

Apr 
15 

May 
15 

Jun 
15 

Jul 
15 

*Falls (moderate & above)  0 0 0 2 0 0 

Pressure Ulcers  

Reported Grade 2 
& above 

1 1 0 3 0 2 

Avoidable Grade 2 
& above following 
ERG 

- - 0 1 0 0 

Medication Errors (attributable to nurses) 7 5 6 2 2 5 

Complaints (related to nurses or nursing 
care) 

0 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Avoidable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

*Data may differ from performance reports due to subsequent ERG reviews 

Patient Experience  - FFT  - % Score 
(% of patients that said ‘extremely likely’ or ‘likely’) 

- - 100 100 100 100 

Professional Judgement and Recommendation of Senior Ward 
Nurse 

 

While it is still early days in the life of the 
ward there have been many beneficial 
changes and improvements to ensure 
the environment is both safe and 
pleasant for the patients. 

As many haematology patients are 
required to be resident for long time 
periods it is important that they don’t feel 
isolated and everything is being done to 
meet their needs and keep them as 
comfortable as possible. 

We are a regional specialist centre for 
TYA patients and pride ourselves on the 
facilities and support available to both 
our inpatient and outpatient cohorts. We 
are proud to show our services and 
receive support from many families and 
friends of patients. 

We will never be complacent with our 
service and are always looking for new 
ways to do things and make Palatine 
Ward a fantastic and caring environment 
for all patients. 
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Critical Care Unit 

Current Budgeted Establishment 33.82 WTEs  

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

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

100% Registered Nurses 

HCA in post but yet to be factored in into 
the establishment by finance 

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

Efficiency Benchmark 82% 
80.78% 

Factors relevant to establishment review 

Patient Factors 

Baseline requirement based on patient acuity data (workload tool) 
not SNCT 

32.76 WTE 

Includes 22% uplift  

 

Other Patient Factors 

All non-elective emergency admissions 
and planned surgical admissions. 

In relation to the non-elective emergency 
admissions, these are predominantly 
medical patients who require significant 
nursing input (mostly1:1 care) and are 
the patient group who go on to require 
level 3 care. Medical patients therefore 
have a longer length of stay within the 
unit and this certainly impacts on the 
nurse staffing. 

Year on year we have also seen an 
increased number of Level 3 patients 
treated within CCU. 

Ward Factors 

Ward Layout 

CCU is an eight bedded unit, comprising 
of a four bedded bay and four side 
rooms. 

As recommended by the National Core 
Standards for Critical Care, CCU patients 
nursed in such side rooms require 1:1 
RN patient ratio. 

Evolution/Development of Service (Planned or Actual) 

CCU presented, and had approved in 
July 2015, a business case to increase 
both bed capacity and nursing 
establishment, to eight beds in order to 
meet increased service demand. 

This is predominantly increased demand 
from Surgical activity and the business 
case made consideration for this and 
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reflects the need for staffing to be flexible 
in accordance with peak periods of 
activity. 

Staff have been recruited to commence 
Sept/Oct 2015 

Other Ward Factors Nil of note 

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 

60% supervisory status as yet to be 
achieved due to vacancies and increased 
acuity/activity of CCU - governed by 
needs of unit. 

This can also be attributed to the issue of 
the current staffing establishment not 
having provision for a supernumerary 
shift co-ordinator. 

This will be addressed under the 
provisions of the successful business 
case, once all newly recruited staff are in 
post By September/October 2015. 

Sickness Rate (over 6 months since last review)  2.27% (RNs)  3.87% (non-RNs)   

Staff Turnover (over 6 months since last review)  25.69% (RNs)  0% (non-RNs) 

Bank Use (over 6 months since last review) 

175 shifts* (RNs)   

72 shifts* (non-RNs))  
*7.5 hour shift 

Agency Use Cost (April-July) £37,425 

Support of Learners & New Staff 

In accordance with National standards in 
CCU staffing, all new qualified staff are 
currently given a standard supervisory 
period, which ranges from two weeks for 
experienced CCU staff, four weeks for all 
other staff and a period of six weeks for 
all newly qualified staff.  All starters are 
supported by a designated Team 
Leader/Preceptor and during their 
supernumerary period, training is 
expected to be given and a review of 
their training needs prior to being placed 
‘in numbers’. As of September 2015 CCU 
are launching a new Induction 
programme for all new starters, with a 
supernumerary period of eight weeks for 
qualified staff. This follows benchmarking 
work with Royal Marsden 

Additionally, with the introduction of 
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HCAs to CCU, we will ensure that all are 
given support to complete the Christie 
Care certificate.  

 

In order to comply with the National Core 
Standards for Critical Care, 50% of CCU 
nursing staff must hold a recognised 
formal qualification in Critical Care. CCU 
currently has 52% of staff achieving this 
standard but this will increase over the 
following six months, due to experienced 
staff having been recruited.  

CCU has a rolling programme of 
education to ensure we are compliant 
with this standard and the unit Practice 
Educator plays a vital role in ensuring 
that all staff are signed off as competent, 
in line with the National Competency 
Framework. 

Additionally, CCU has a dedicated 
Student Support Team and has a 
significant number of undergraduates 
passing through each year – on average 
four students per term. 

Staff compliance with mandatory training  89.50% (RNs)  93.33% (non-RNs) 

Staff compliance with PDR  77.78% (RNs)  100% (non-RNs) 

Other Nursing Factors 

As part of the 2012 External review, it 
was recommended that in order for CCU 
staff to remain competent in their Level 3 
skills, they should have access to an 
external Level 3 provider. 

As part of the formal SLA with UHSM, 
CCU nursing staff have been placed on a 
rota to the UHSM ICU for a period of 2 - 
3 weeks.  

This has placed a pressure on CCU from 
both a Financial and Nurse staffing 
perspective. Discussions with UHSM to 
have this rotation of staff reciprocated 
have occurred but staffing pressures 
have yet to allow this. 

Additionally, two Level 3 experienced 
staff required on all shifts – not always 
able to achieve this standard. 

Safety Factors  

No. of Shifts where Patient:RN ratio exceeded 8:1  Early Late Night 
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NA NA NA 

Operational Safety Issues 

Interim increased usage of Agency and 
increased activity to meet demands of 
service may well exceed recommended 
ratio of Bank/Agency usage. 

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

For Registered Nurses:  

96.3%- Day Shifts 

100% - Night shifts   

For Care Staff  

75% - Day shifts  

N/A - Night shifts 

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

 

         Feb 
15 

Mar 
15 

Apr 
15 

May 
15 

Jun 
15 

Jul 
15 

*Falls (moderate or above)  0 0 0 0 0 0 

Pressure Ulcers  

Reported Grade 2 
& above 

0 1 1 0 0 0 

Avoidable Grade 2 
& above following 
ERG 

- - 0 0 0 0 

Medication Errors (attributable to nurses) 0 1 1 0 0 0 

Complaints (related to nurses or nursing 
care) 

0 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Avoidable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

*Data may differ from performance reports due to subsequent ERG reviews 

Professional Judgement and Recommendation of Senior Ward 
Nurse 

 

In my professional judgement as Senior 
Sister of CCU, the increased nursing 
establishment will ensure safe staffing 
levels are maintained and service 
provision needs are met. 

Recent review of staff recruitment, 
training and ongoing support has been 
undertaken within CCU and initiatives 
have been put in place to address any 
matters raised. CCU has focussed on 
recruiting and retaining the right staff, 
with the appropriate values and skills 
required for such a unique critical care 
environment. 
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Ward 11 
 

Current Budgeted Establishment 38.23 WTEs 

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

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

72% Registered Nurses 

28% Non-registered Nurses 

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

Efficiency Benchmark 82% 
93.98% 

Factors relevant to establishment review 

Patient Factors 

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

36.9 WTEs 

Includes 22% uplift  
 

Other Patient Factors 

Patients on ward 11 require complex 
nursing care.  The ward treats acutely 
unwell patients.  

Treatment administered on the ward 
includes level 3 bolus chemotherapy, 
(vesicants) which require constant 
monitoring during administration, the 
treatment can take at least one hour and 
the nurse is not allowed to leave the 
patient until the treatment is completed. 

Treating IL2 patients requiring minimum 
of hourly interventions. 

Rituximab patients requiring 15 minute 
observations for the first hour of delivery, 
then every half hour for the duration of 
the administration, duration of treatment 
can be from 3 to 5 hours. 

Patients with severe side effects to 
treatment such as frequent loose stools 
and decreased mobility and lethargy.   

Nursing staff have to deal on many 
occasions with very complex discharges 
which involve meetings held with other 
MDT members.  

Caring for patients with spinal cord 
compression involves 5 nurses to be able 
to undertake log rolling. 

The numbers of patients with confusion 
and dementia, who require close 
observation due to a higher falls risk, has 
also increased.  
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Ward Factors 

Ward Layout 5 x four bedded bays and 8 side rooms 

Patient Flow – based on SNCT data for July 2015 

 

Evolution/Development of Service (Planned or Actual) 

Ward 11 has increased the IL2 patients 
ratio from 1 per week to 2 per week, this 
has impacted on the nursing requirement 
and care for these patients. 

At the next medical intake it is planned 
for the wards to return to disease 
orientated wards to benefit the junior 
doctors’ training but there is an 
uncertainty of the impact on the ward 
dynamics, nursing staff and patients’ 
experience as yet. 

Other Ward Factors Ward 11 at any one time can have 4 
student nurses and 1 elective student. 

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 
Working towards 80% (previously 60%) 
but this has not been possible at present 
due to vacancies  

Sickness Rate (over 6 months since last review) 3.67% (RNs)  3.12% (non-RNs) 

Staff Turnover (over 6 months since last review) 15.15% (RNs)  8.03% (non-RNs) 

Bank Use (over 6 months since last review)  

44 shifts* (RNs)   

166 shifts* (non-RNs)  

*7.5 hour shift 

Agency use cost (April-Jul) £3,700 
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Support of Learners & New Staff 

New staff are supported through the 
preceptor ship tool, and Ward 11 has 
been recognised by the university as an 
excellent environment for student 
assessors and supportive staff, receiving 
excellent feedback from student nurses. 

Staff compliance with mandatory training 91.67% (RNs)  87.27% (non-RNs) 

Staff compliance with PDR 91% (RNs)  100% (non-RNs) 

Other Nursing Factors 

Essential training needs to be met and 
this can sometimes be quite challenging, 
with the dependency on the ward and 
staff vacancies at present.  

High vacancy levels coupled with the 
need for improved central recruitment is 
the biggest challenge at present 

Safety Factors  

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

Early 
0 

Late 
0 

Night 
11 

Operational Safety Issues Nil of note 

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

For Registered Nurses:  

99.3%- Day Shifts 

92.0% - Night shifts   

For Care Staff  

100% - Day shifts  

116.7% Night shifts 

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

         Feb 
15 

Mar 
15 

Apr 
15 

May 
15 

Jun 
15 

Jul 
15 

*Falls (moderate or above)  0 0 1 1 0 0 

Pressure Ulcers  

Reported Grade 2 
& above 

0 2 0 1 0 0 

Avoidable Grade 2 
& above following 
ERG 

- - 0 0 0 0 

Medication Errors (attributable to nurses) 3 2 1 1 1 1 

Complaints (related to nurses or nursing 
care) 

0 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Avoidable C. Diff. 0 0 0 0 0 0 

196



Red Flag events 0 0 0 0 0 0 

*Data may differ from performance reports due to ERG reviews that subsequently took place 

Patient Experience  - FFT  % Score 
(% of patients that said ‘extremely likely’ or ‘likely’) 

- - 100 100 97 

 

100 

Professional Judgement and 
Recommendation of Senior Ward Nurse 

 

There have been an increased number of occasions where 
the 8:1 patient/staffing ratio was exceeded, predominantly 
on nights, without care being compromised. Efforts are 
made to cover the relevant shifts and duty managers and 
night sisters are informed to offer additional support to staff 
on duty. 

Ward 11 has principally a high turnover of trained staff due 
to the clinically demanding and emotional nature of the 
ward. Recently it also has been a combination of staff 
promotion, maternity leave and relocation, resulting in 
vacancies for 7 registered nurses. 

The vacancies have not been filled as promptly as expected 
because the central recruitment system struggled to recruit 
for the posts over a three months’ time period. HR also 
experienced staff shortages which further delayed the 
recruitment process. In addition to this, there is a noticeable 
decrease in number of applicants for the advertised posts 
which makes it very difficult to recruit suitable candidates. 4 
newly qualified nurses will be starting at the same time, 
needing additional support which will add pressure to the 
already reduced number of experienced nurses on the 
ward. 

The Christie bank is not established enough to cope with 
the unfilled shifts needed at present.  

The HCA ratio is slightly lower but this is not felt on the ward 
as I have reorganised staffing and employed a hostess. The 
Christie certificate is also launched to enhance the HCA’s 
ability to care for patients. 

As a senior nurse for Ward 11 I feel that the staffing budget 
of 38.23 WTE is at the correct level for the clinical area, 
however the delay in the recruitment process and the 
decrease in numbers of suitable candidates has added a 
considerable amount of pressure on the existing staff to 
provide the nursing care required for the patients on Ward 
11. 
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Ward 12 

Current Budgeted Establishment 39.02 WTEs 

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

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

70% Registered Nurses 

30 % Non-registered Nurses 

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

Efficiency Benchmark 82% 
92.66% 

Factors relevant to establishment review 

Patient Factors 

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

36.92 WTEs 

Includes 22% uplift  

 

Other Patient Factors 

Patients nursed on ward 12 require 
intense nursing care. The ward treats 
acutely unwell patients.  

Treatments administered on the ward 
include level 3 chemotherapy (vesicants) 
which require level 3 trained nurses 
constantly monitoring during 
administration.  

Treating IL2 patients requiring minimum 
of hourly intervention. 

Caring for patients in the final days of 
lives. This involves offering psychological 
support to family members. 

Patients with severe side effects to 
treatment such as frequent loose stools 
and decreased mobility and lethargy all 
cares is required by nursing team. 

Nursing staff are frequently dealing with 
complex discharges due to reduced 
prognosis or reduced mobility, capacity. 

Ward 12 cares for patients at risk of falls 
requiring high levels of care to 
prevent/reduce patient harm.    

Nursing assessments to be completed 
promptly to ensure appropriate care is 
implemented and targets are achieved. 

Caring for patients with spinal cord 
compression. This involves 5 nurses to 
undertake log roll. 

Administration of Rituximab, intense 
observations required. 
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Ward Factors 

Ward Layout Five 4 bedded bays and 8 single side 
rooms. 

Patient Flow – based on SNCT data for July 2015 

 

Evolution/Development of Service (Planned or Actual) 

There are plans to review the 
management of IL2 patients which are 
admitted to ward 12. A review is required 
to determine if the disease group would 
benefit from being nursed within one 
clinical area rather than based on wards 
11&12. These suggestions follow a 
recent Executive Review Group 
discussion. 

Other Ward Factors Nil of Note 

Nursing Factors 

Supervisory Status of Band 7 (WTE or %) 75% 

Sickness Rate (over 6 months since last review) 3.73% (RNs)  1.07% (non-RNs) 

Staff Turnover (over 6 months since last review) 7.17% (RNs)  16.61% (non-RNs) 

Bank Use (over 6 months since last review) 

198 shifts* (RNs)   

238 shifts* (non-RNs)  
*7.5 hour shift 

Support of Learners & New Staff 

There are sufficient qualified mentors 
within the clinical area to support 
learners. The ward supports 3 students 
at any one time. 

All registered nurses undertaking 
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academic programmes are required to 
complete mentorship as their first module 
to sustain support. 

There has been a recent increase in 
newly qualified nurses joining the team 
on ward 12. This will involve senior 
nurses supporting new staff during their 
supernumerary period. 

The ward has recently been nominated 
for placement of the year 

Staff compliance with mandatory training 91.80% (RNs)  96% (non-RNs) 

Staff compliance with PDR 100% (RNs)  100% (non-RNs) 

Other Nursing Factors Nil of note 

Safety Factors  

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

Early 
0 

Late 
3 

Night 
1 

Operational Safety Issues 

Currently there are minimal registered 
and unregistered nurses employed on 
the nurse bank. There is a potential risk 
that not all short term sickness can be 
covered.  

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

For Registered Nurses:  

99.6%- Day Shifts 

98.1% - Night shifts   

For Care Staff  

99.3% - Day shifts  

100% Night shifts 

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

         Feb 
15 

Mar 
15 

Apr  
15 

May 
15 

Jun  
15 

Jul  
15 

*Falls (moderate or above)  0 1 0 0 0 0 

Pressure Ulcers  

Reported Grade 2 
& above 

0 0 0 0 0 0 

Avoidable Grade 2 
& above following 
ERG 

- - 0 0 0 0 

Medication Errors (attributable to nurses) 1 1 0 2 3 1 

Complaints (related to nurses or nursing 
care) 

0 0 0 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 
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Avoidable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

*Data may differ from performance reports due to ERG reviews that subsequently took place 

Patient Experience  - FFT  % Score 
(% of patients that said ‘extremely likely’ or ‘likely’) 

- - 100 100 98 100 

Professional Judgement and Recommendation of Senior Ward 
Nurse 

 

The staffing budget for ward 12 of 39.02 
WTE is set at the correct amount for the 
activity within the clinical area. In my 
professional opinion the data captured by 
the acuity tool in July 2015 showing 
suggesting staffing levels of 36.92 WTE 
is not an accurate level and would 
compromise the level of care delivered. If 
staff were at the suggested levels there 
would be frequent occasions where NICE 
guidelines for safer staffing would not be 
adhered to, resulting in red flag events 
being documented. 

Within the clinical area on average there 
are 2-3 nurses on maternity leave during 
the year. 

Data collected in the previous data 
suggested that staffing levels should be 
greater than 39.02 which demonstrate 
how the acuity differs depending on the 
dependency of service user. 
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Ward 3 

Current Budgeted Establishment 17.60 WTEs 

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

Recommended Minimum Skill Mix (RCN) 65% Registered Nurses 

66% Registered Nurses 

34% Non-registered Nurses 

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

Efficiency Benchmark 82% 
81.30%     

Factors relevant to establishment review 

Patient Factors 

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

11.37 WTEs *  

Includes 22% uplift  

*This data may not be typical due to the patient 
distribution with Ward 10 during refurbishment 
work. Furthermore SNCT data is a less reliable 
measure for wards with small bed numbers 

Other Patient Factors 

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

CCU step-down patients and although 
the majority of cases are elective 1-2 
emergency patients are also admitted.  

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

Patients who have undergone plastic 
surgery often require close observation 
which involves recording observations 
and reviewing wounds every 30 minutes 
for the first 24 hours.   

Ward Factors 

Ward Layout 

During this interim period of decant, the 
ward presently has 14 male surgical 
beds open.   

Ward 3 is a nightingale style ward its 
primary purpose is a decant ward. There 
is only 1 side room on the ward which 
does not have en suite facilities.  When 
patients require a side room the toilet on 
the other side of the main corridor is 
utilised for that individual patient and as a 
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result of this other patients are asked to 
use bathroom facilities a greater distance 
away from their beds. 

Patient Flow – based on SNCT data for July 2015 

 

Evolution/Development of Service (Planned or Actual) 

The ward has progressed from opening 
5.5 days/week to 7 days/week.   

In September 2015 it is planned that the 
ward will relocate to ward 1 and return to 
becoming a 10 bed female surgical ward 
primarily for gynaecological patients over 
7 days. 

Other Ward Factors Nil of note 

Nursing Factors 

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

Sickness Rate (over 6 months since last review) 8.34% (RNs)*  15.23% (non-RNs)** 

 

Staff Turnover (over 6 months since last review) 
8.77% (RNs)*  0% (non-RNs) 
*Includes 1 secondment 

Bank Use (over 6 months since last review) 

123 shifts* (RNs)   

48 shifts* (non-RNs)  
*7.5 hour shift 

Support of Learners & New Staff 

The team is a relatively new team 
recruited from existing Christie staff and 
some new to the Trust and oncology.  

New members of staff are allocated a 2 – 
4 weeks supernumerary period 
depending on their previous experience.  
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During this time training and 
assessments take place and staff are 
assigned a designated team leader to 
support them. 

All staff have the support from a 
designated band 6, in addition to the 
support from the band 7. 

The ward also supports up to 2 student 
nurses 

Staff compliance with mandatory training 98.78% (RNs)  95.65% (non-RNs) 

Staff compliance with PDR 91.67% (RNs)  83.33% (non-RNs) 

Other Nursing Factors 

There are numerous escorts to theatre 
and from recovery on a daily basis which 
impacts on staffing and often assistance 
has to be sought from other areas when 
there are only 2 trained staff on duty. 

A housekeeper has been recruited to 
support the ward. 

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

Safety Factors  

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

It should be noted that on early and late shifts this calculation does not include the 
shift coordinator in line with national guidance.  

As there is a lack of need for a shift coordinator on ward 3, staffing to patient ratios 
remain safe  

Early 
5 

Late 
12 

Night 
0 

Operational Safety Issues Nil of note 

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

For Registered Nurses:  

100%- Day Shifts 

100% - Night shifts   

For Care Staff  

92.5% - Day shifts  

100% Night shifts 

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

         Feb 
15 

Mar 
15 

Apr 
15 

May 
15 

Jun 
15 

Jul 
15 

*Falls (moderate & above)  0 0 0 0 0 0 

Pressure Ulcers  

Reported Grade 2 
& above 

0 0 0 2 1 1 

Avoidable Grade 2 
& above following 
ERG 

- - 0 0 0 0 
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Medication Errors (attributable to nurses) 0 1 1 0 2 1 

Complaints (related to nurses or nursing 
care) 

0 0 2 0 0 0 

MRSA bacteraemia 0 0 0 0 0 0 

Avoidable C. Diff. 0 0 0 0 0 0 

Red Flag events 0 0 0 0 0 0 

*Data may differ from performance reports due to ERG reviews that subsequently took place 

Patient Experience  - FFT   
(% of patients that said ‘extremely likely’ or ‘likely’) 

- - 89% 100
% 

98% 90% 

Professional Judgement and Recommendation of Senior Ward 
Nurse 

The ward is safely staffed, the budgeted 
establishment meets need. 
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Appendix 3:   The process for reviewing ward staffing establishments 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SNCT data collection undertaken twice yearly in January and July 

Other data relevant to the review is collated twice yearly in 
February and August and entered onto a template (Appendix 1) 

A review meeting is convened twice yearly in February/March and 
August/September by the Director of Nursing & Quality. Attendees 
will include senior ward nurse representatives, matrons and 
divisional managers  

The review is formally reported to and endorsed by the Board of 
Directors twice yearly in March and September.  

206



 

Agenda item 48/15b 
 

Public Meeting of the Board of Directors 
Friday 25th September 2015 

 
 
Report of 
 

Executive Director of Finance and Business 
Development 
Chief Operating Officer 
Director of Workforce 

Paper prepared by Deputy Director of Finance 
 

 
Subject/Title 

Review of Productivity in NHS Providers  

Background papers (if relevant) Interim Report Review of productivity in NHS 
Providers – Lord Carter 

 
Purpose of Paper 
 
 

 
To update the Board of Directors on the Carter Report 
and how the Trust is implementing its findings.  

Action/Decision required  
To note content of the report 
 
 

 
Link to: 
 NHS strategies and policy 
 

 
Five Year Forward View 
 

 
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. 

 
PMO – Programme Management Office 
ATI – Adjusted Treatment Index 
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Agenda item 48/15b 

 

Meeting of the Board of Directors 
Friday 25th September 2015 

 
Review of Productivity in NHS Providers by Lord Carter 

 
1. Background 
Lord Carter of Coles, the NHS Procurement Champion, was appointed chair of the NHS 
Procurement and Efficiency Board in June 2014. Lord Carter acknowledges that while we 
celebrate great achievements in improving patient care through new drugs and technologies, 
the NHS must also recognise that these advances put great pressure on NHS finances and 
therefore we need evermore focus to ensure that the resources of the NHS are utilized as 
effectively as possible. 
 
2. Introduction 
In June 2015, Lord Carter published his interim report on operational productivity of NHS 
providers. The report’s preliminary conclusion is that that there are 3 main opportunities for 
driving efficiency in the NHS: greater productivity in hospital ‘workflow’ and workforce costs; 
improvements in hospitals’ use of resources; and the development of a metric for NHS hospitals 
to compare themselves with peers to help identify opportunities for productivity improvement. 
 
3. Key Findings 
Since October 2014, Lord Carter and his team have been analysing data from a cohort of 22 
Trusts ranging from some of the largest acute trusts in the country to district general hospitals, 
to identify a more sophisticated and comparable way of measuring efficiencies between 
hospitals. 
 
His recommendations estimate that, through more efficient use of NHS resources, savings of up 
to £5 billion a year can be achieved by 2019-20. This consists of; 
 
 £2 billion from improvements to workflow and containing workforce costs,  

 
 £1 billion each from improved hospital pharmacy and medicines optimisation; estates 

management; and better procurement (£3 billion in total). 
 
 
4. Workflow and Containing Workforce Costs 
The government has introduced new measures in relation to pay costs for permanent staff. In 
early June controls on senior managers’ pay and conditions were announced. These were 
introduced immediately, and include: 
 
 A requirement for all trusts to review the pay of senior managers and report back to the 

Department of Health a requirement for trusts to justify salaries for new senior managers 
that are higher than the Prime Minister’s (i.e. more than £142,500)  

 A cap on redundancy payments for newly appointed senior managers  
 Maximum daily rates for off-payroll executives (level to be determined later in the year). 
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The report goes onto suggest that through working with the 22 hospitals there are significant 
differences between them in terms of the management of productive time, workforce rostering, 
and effective utilisation of clinical time and management costs. Tight management of annual 
leave, sickness and use of appropriate training was shown to account for differences of up to 
4%.  
 
In addition and to address the ever increasing agency bill, the Secretary of State has 
announced measures for addressing agency contract spend, including placing a cap on agency 
rates. Whilst not identified as an area of serious concern within the Trust, the consideration of all 
best practice measures will become mandatory. The first submission to Monitor on the Trust 
nursing agency bill was made on 14th September 2015.  
 
5. Better Use of Hospital Resources 
Medicines optimisation - Optimising the use of medicines is recognised as a key role 
undertaken well by pharmacy teams which can lead to better outcomes, including improved 
safety whilst reducing waste and getting consistent, best clinical practice, thereby reducing 
variance and improving patient care. A wide range of approaches are already employed to 
deliver best value for money for medicines but there is a considerable amount of variation in the 
provision of hospital pharmacy services across the country. The report concludes that no single 
initiative will deliver major efficiency savings in the pharmacy and medicines area. Rather, 
system wide changes, through use of a series of decisions and smaller initiatives combined, will 
make the required contribution.  
 
Estates - A detailed understanding of estates operations based on local situations is required 
and the review team are developing a diagnostic tool to help providers obtain a more detailed 
view of their estate and facilities to help identify efficiency opportunities. From the cohort of 22, 
early indications are that approximately 14.5% potential savings could be made, which 
represents a £150 million annual saving. 
 
Better procurement – the NHS could save £1bn by 2020 by cutting the number of everyday 
consumable lines from 500,000 to less than 10,000. Good practice suggests that there should 
be price variation within the supply chain between 1-2% in the NHS there is variation of up to 
35% for identical products. The report suggests that there are greater savings to be had by 
managing the demand for products through better inventory management rather than price 
reductions alone. 
 
6. Adjusted Treatment Index (ATI) 
The report hailed the introduction of a new index enabling NHS providers to review their 
performance compared to that of their peers. The Adjusted Treatment Index (ATI) generates a 
metric using trust reference costs data. Whilst in isolation could be considered a blunt tool this 
offers an initial route in to more detailed conversations about the efficiency of an organisation. 
Although interpretation of this metric needs to recognise the potential under-representation of 
complex care and the cost of multi-site hospitals, it does provide a benchmark to consider how 
to improve efficiency across similar providers.  
 
7. Trust Impact 
Many of the findings and recommendations within the Lord Cater report are already in place 
within the Trust, however more emphasis will be placed on monitoring and tracking the financial 
and quality benefits through the transformational work streams we have in place. In addition we 
are working with the Royal Marsden to develop an adjusted treatment index (ATI) for cancer 
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services which will then be shared with other cancer centres through the radiotherapy alliance 
work we are undertaking with Leeds and Clatterbridge. 
 
As part of GM Devolution transformation work streams focus is on the principles of the Carter 
report, the impact and progress of this work will be reported through the Monthly Performance 
Report. 
 
 
8. Next Steps 
A final report will be published in autumn 2015 with a view to the developing the following 
products for 2016; 
 
 Build a series of ‘productivity collaboratives’ focused on workforce, pharmacy, estates 

and procurement. 
 Develop a plan for creating a ‘productivity performance system’ for the NHS by October 

2015, including the supporting infrastructure needed to industrialise the use of the ATI 
metric across the whole of the NHS. 

 Target early 2016 for the first cut of hospital level productivity data to be published. 
 Develop the ‘model NHS hospital’ in readiness for 2016-17 business planning during the 

summer. 
 
 
9. Recommendations 
The Board or Directors are asked to; 

 
 Note the contents of the report. 
 
 Receive further updates through the Monthly Performance Report 
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Agenda Item 49/15a  

Meeting of the Board of Directors 
Friday 25TH September 2015 

 
Board Assurance Framework 2015/16 

 

Report of Chief Executive Officer 

Paper Prepared By Louise Westcott, Company Secretary 

Subject/Title Board Assurance Framework 2015/16 

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

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

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

Link to: 

 NHS Strategies and Policy 

• NHS Cancer Reform Strategy 

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

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• 2020 vision strategy 

• Key stakeholder relationships 

Resource Impact  

Risk Rating  

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

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

 development 
EMD  Executive medical director 
COO  Chief operating officer 
DoW  Director of workforce 
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Agenda Item 49/15a 

Meeting of the Board of Directors 
Friday 25th September 2015 

 
Board Assurance Framework 2015/16 

 
 
 
1 Introduction 

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

• New risk added; 1.5 – ‘Not achieving projected numbers for the reduction in 
pressure ulcers and falls.’ 

• 1.4 & 5.5 – updates to the assurance columns for both risks 

• 5.1 – additional assurance added regarding board consideration of devolution 
progress 

• 6.2 – additional information added to gaps in control 

• 7.1 – risk score reduced to reflect successful board appointments 

• 7.2 – additional assurance added around inclusion in top 100 NHS places to 
work 

 

 
2 Suggested updates in September 

The following risks may need to be updated following board discussion in September. 

• 5.1 – Devolution Manchester  

• 5.2 / 6.2 – developments relating to tariff  

• 5.4 – The Christie Pathology Partnership 

 
 
3 Recommendation 

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

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

12

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

12 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 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 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. 
Commissioners confirmed achievement of 
Q1 outcomes

12 12

1.5 Not achieving projected numbers for the 
reduction in pressure ulcers and falls EDoN&Q 3 3

Collaborative projects in place for both pressure ulcers and falls. Changed products for 
anti-embollic stockings, non-invasive ventalation masks and NG tubes. All pressure 
ulcers and falls come through executive review process. Trailing new mattresses.

9
Numbers reported through integrated 
performance report to Management Board 
and Board of Directors.

9 n/
a
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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 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 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 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 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 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 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 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 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 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 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'. Groups established & 
Christie staff attending. External Medical Director appointed.

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. Considered at July Board, 
disucssion to take place at Board time out in 
October (Ian Williamson attending).

12 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. Options 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 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. External 

Medical Director appointed.
Insufficient capacity and capability 
in executive team. 8 Through membership of The Manchester 

Cancer Provider Board 8 8

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

COO/ 
EDoF&BD 3 4

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

Appropriate membership of the 
board with partner organisations 12 The Christie Pathology Partnership board 

meetings. 12 16

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 
patient pathway

Inability to influence across whole 
pathway 8

Achievement of cancer targets. Audit of 
patients have identified a patient cohort 
where a casenote review is being 
undertaken. Meeting between the two trusts 
planned for August

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

8 8
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6.1 Key performance targets not achieved COO 2 4 Executive 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 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. Inability to influence 
decisions on tariff relating to 
chemotherapy.

Contract signed with commissioners for 
2015/16.

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

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

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

Corporate objective 6 - To maintain excellent operational and financial performance 

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

Corporate objective 5 - To provide leadership within the local network of cancer care 
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7.1 Governance failure resulting from temporary 
board and senior leader arrangements CEO 1 3

Recruitment complete for 2 executive (COO and EMD) and 4 non executive positions 
through an external recruitment partner. Process started for the appointment of the final 
substantive NED posts in late 2015/early 2016. 

3

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

6 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 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. Named in top 100 NHS 
places to work 2015.

9 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 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 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 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 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 6

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

Corporate objective 8 - To play our part in the community
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	1. Executive summary
	There is a well-established process for annual appraisal of consultants and non-training medical staff at The Christie. This provides robust evidence for medical revalidation and is also closely integrated with the clinical governance of the organisat...
	Key achievements in 2014-15:
	 An Annual Organisational audit report was submitted within the required timeframe to NHS England.
	 Benchmarking of Christie data on appraisals compares favourably with that of the rest of the North sector and national figures with an appraisal rate of 95.8% (sector 92.2%, national 86.2%). Only one doctor failed to undergo appraisal as required in...
	 All doctors connected to The Christie for the purpose of revalidation in Years 0, 1 and 2 have now been through the revalidation process successfully, totalling 56% of doctors for whom The Christie has revalidation responsibility. All recommendation...
	 59 positive recommendations have been made by the Responsible Officer. Another 5 recommendations were for deferral of revalidation; these were for or specific reasons and for a maximum period of up to 12 months.  There were no deferrals for non-enga...
	 Review and updating of the Christie policies for medical appraisal and responding to concerns was undertaken. A new policy for remediation for doctors has been approved.
	 An electronic platform (Equiniti) has been implemented. This provides an electronic portfolio for use by doctors, a framework for appraisals, 360 feedback, and system administration.
	 Updated guidance on supporting information for appraisal, linking to domains of good medical practice has been produced for our doctors.
	 The process for pre-employment checks has been reviewed with HR to ensure this captures revalidation and appraisal information and triggers reports when needed for doctors leaving the Trust.
	 A lead appraiser role has been established, who supports the Responsible Officer and the appraiser group, and attends the local appraisal network meetings.
	 The Responsible Officer has attended NHS North of England RO network meetings and also HEE North-West meetings with the Director of medical education.
	 The Executive Medical Director and Responsible Officer have met each quarter with the GMC Employment Liaison Advisor.
	 A quality assurance tool for appraisal outputs (summary and development plans) has been introduced.
	 Excellent feedback from doctors undergoing their annual appraisal with high ratings across appraisers and aspects for the process, no unsatisfactory or poor ratings received.
	 Increased numbers of non-consultant doctors who are connected to the Trust means that we need to expand the current pool of trained appraisers.
	2. Purpose of the Paper
	The Responsible Officer (RO) is required by NHS England to provide a full annual report to the Board of the organisation or ‘designated body’ on the compliance with national requirements for appraisal and revalidation of doctors.
	This is a summary of the achievements and activities undertaken in the past year to support this process and to bring to the Board’s attention any concerns and actions to be taken.
	This report follows the NHS England Framework template for quality assurance (April 2014).
	3. Background
	The process for GMC revalidation of doctors licensed to practise in the UK commenced on 3 December 2012; as a designated body, The Christie has a responsibility for all non-training grade doctors employed by the Trust. This includes consultants, SAS a...
	Revalidation is an on-going process; the initial cycle commenced in January 2013-16 and is based on a 3 year cycle to ensure that the correct processes are implemented. 2014-15 therefore represented year 2 of the introductory cycle. Thereafter, for ea...
	4. Governance Arrangements
	The Executive Medical Director (EMD) ensures that there are arrangements with the Trust’s clinical governance and human resources departments so that all information is captured at annual appraisal and prior to revalidation; and that there are robust ...
	The role of Responsible Officer is held by the Deputy Medical Director and supported by the appraisal and revalidation co-ordinator (ARC). The EMD and RO meet with the medical workforce manager monthly to monitor and discuss any concerns; additionally...
	The HR Team are responsible for:
	  ensuring robust pre-employment checks are carried out;
	 providing information to the ARC on doctors who are joining the Trust and the nature of their contract; and
	 providing information to the ARC on doctors who are leaving the Trust.
	The RO will liaise with the RO at another Trust in relation to concerns about an individual doctor who may be leaving or transferring to The Christie.  The appraisal and revalidation co-ordinator is responsible for maintaining an accurate database of ...
	The RO is compliant with training and attends NHS England regional and national RO meetings as a requirement of the RO post.  The RO had a satisfactory external appraisal with a level 2 RO in January 2015.
	There were no exclusions or referrals to the GMC made in 2014-15.
	Regular updates are reported via the Medical Director report. External reports are sent to NHS England North Revalidation Team via an annual organisational summary.  From 2015-16 there are also headline quarterly returns.
	From 2014, the GMC has published information on fitness to practice investigations by individual Trusts on the GMC website.
	The RO and Executive Medical Director have reviewed and updated The Christie appraisal policy to be consistent with the NHS policy; a new policy for remediation (Policy for Enhancing the Performance of Medical Staff) was developed and agreed with the ...
	5. Medical Appraisal
	In July 2014 Equiniti was launched, supported by training for appraisers and the development of supporting information for doctors. This is the platform on which all consultants and non-training grade doctors on substantive contracts will complete the...
	Equiniti will assist with future reporting and gives a better structure to the quality assurance of the supporting information provided.  In addition, working with the information team we now provide activity and clinical outcomes data (where availabl...
	In 2014/15, 158/165 doctors had completed their annual appraisal in year.  Six appraisals were approved as incomplete for reasons approved by the Responsible Officer.  One doctor did not have any approved reason for their incomplete appraisal.  This n...
	Table 1 Summary of 2014/15 Medical Appraisals:
	There were 24 (15%) appraisals that did not meet the specified 28 day sign off, this is an area on which we will continue to focus effort in the coming year.  Equiniti now provides the platform for this, supported by reminders to both the appraiser an...
	6 Appraisers
	There were 25 trained appraisers in 2014-15,   including the Medical Director. This is a ratio of 7 appraisals per appraiser.  The Responsible Officer does not now undertake appraisal of doctors who are connected to the Christie.  A lead appraiser has...
	Further revision of appraiser numbers has been undertaken; particularly in light of an increase in the number of non-training grade doctors such as research or oncology fellows who all require an annual appraisal.  The target is for each appraiser to ...
	In 2014-15 as in previous years, doctors have been able to approach an appraiser of their choice subject to the requirements of the Trust policy and the agreement of their Clinical Director.  A record is kept of who undertakes the appraisal. This arra...
	Four appraiser group meetings, chaired by the RO, were held in year in addition to Equiniti implementation sessions.  There is an expectation that appraisers should attend 50% of these, this is monitored by the ARC. Minutes and actions are circulated ...
	7 Quality Assurance
	Notification of appraisal prompts access to guidance about the range of supporting information that should be gathered in preparation for appraisal. This relates to the domains of good medical practice.  Guidance with examples of evidence relevant to ...
	All doctors are provided with activity data with additional information through the Clinical Outcomes Unit where available. We are aware that activity information relating to individual clinicians may not be completely accurate, particularly where con...
	The new electronic patient record and Theatreman system will also improve the accuracy of information provided.  It is expected that better quality data, with clinical outcomes, will be available for each clinician once these processes are fully imple...
	An annual statement is generated from HR and the Quality and Safety team. The latter also documents the audit activity and status of any projects that have been undertaken in the past year. This would include participation in 30 day SACT audits and in...
	Additionally doctors can access their mandatory training record using ESR Live to ensure they have the most up to date version of their mandatory training record.
	The electronic system enables the appraiser to view the portfolio contents and approve when ready for appraisal and also for more comprehensive records to be kept on supporting information. A more formal audit of content is planned in the coming year ...

	The Trust enables doctors to undertake 360 colleague feedback and patient feedback (for those with a clinical role) through the ARC office.
	The RO personally checks the individual colleague and patient feedback reports before they are sent on to individual doctors. The colleague feedback is discussed with the doctor’s appraiser but this may be outside of the appraisal meeting.  A reflecti...
	The outputs of the appraisal are the summary and the personal development plan, both of which are already signed off by the doctor and appraiser. These are checked for completion by the ARC, who highlights any gaps or concerns to the RO.
	The RO and the appraisal lead share in reading through each of the summaries and PDPs from the appraisal process.  Allowing for the implementation period for the new electronic platform, a structured audit was undertaken towards the end of the year on...
	A process for on-going QA of outputs, undertaken by the RO and lead appraiser is now in place. The model ‘Excellence tool’ for audit of outputs has been slightly modified to fit with the Christie/Equiniti system and agreed with the appraiser group. Th...
	7.4  Feedback from doctors following appraisal
	Feedback was received from 106/165 (65%) appraisals.  Of these 96 were completed using Equiniti with the remaining 9 being completed prior to the electronic system being implemented.  The feedback was extremely positive and demonstrated that doctors v...
	Appraisers have each received their summary feedback reports as a result of having completed appraisals using the Equiniti system.  This demonstrates that the appraisal process and the appraisers themselves are viewed very positively, see appendix B
	9 Clinical Governance

	The Christie RO or Executive Medical Director has liaised directly with the HEE North-West RO in the event of a concern involving a trainee, and also with the RO of another organisation if a concern involves a doctor who works at another site or organ...
	10 Revalidation Recommendations
	The recommendations made between 1st April 2014 and 31st March 2015 are summarised in the table below:
	In year there were 59 positive recommendations to revalidate all were completed on time.  There were 5 deferral requests.  Of those deferred, the 2 requiring further information were subsequently recommended for revalidation in the appropriate timelin...
	Recommendations made:
	There were no missed or late recommendations and no notifications for non-engagement.
	All revalidation recommendations in year have been accepted by the GMC.
	11 Recruitment and engagement background checks
	The HR recruitment team ensure that all pre-employment checks are undertaken in accordance with NHS employment check standards and in line with all legal, statutory and good practice guidance requirements.
	These meet six standards for:
	 Verification of the doctor’s identity
	 Their right to live and work in the UK
	 Professional registration and qualification checks
	 Employment history and reference checks
	 Criminal records checks
	 Occupational health checks.
	In relation to revalidation, all medical staff are required to complete the Revalidation Checklist.  This is then cross referenced with GMC Connect in order that we can check the doctor is connected to this designated body and also so that we can iden...
	12 Monitoring Performance
	The performance of all doctors at The Christie is monitored by the Executive Medical Director and Responsible Officer through robust governance systems including reviews of deaths and referrals to the coroner; untoward incidents and complaints; and co...
	Incidents and complaints involving a doctor, and the doctor’s reflection on these, are brought to annual appraisal.
	If these involve a training grade doctor, the Christie RO ensures that the Director of Post-graduate Medical Education is made aware. The DPME provides an annual report to HEE North West on any significant issue involving a trainee.
	The Medical Director and Responsible Officer meet regularly with the GMC Employment Liaison Advisor and a member of the HR team is present.
	13 Responding to Concerns and Remediation
	A new Trust policy for remediation of medical staff has been approved and the policy for Responding to Concerns has been updated and approved.
	In the past year one doctor who joined the trust was under a GMC interim order and supervised appropriately; this order has since been lifted.
	There were no exclusions of a doctor or new referrals to the GMC in year.
	14 Risk and Issues
	15 Recommendations
	The Board is asked to note the content of this report and the on-going improvement plan. A statement of compliance is to be made by the Chief Executive to NHS England by 30 September 2015
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	Glycopeptide Resistant Enterococcus (GRE)
	** extravasation -  Accidental leakage into surrounding tissue from the vein
	5.1    Key trends and forecasts
	Following transition from local to national tariff our activity against plan is being closely monitored and valued at a component level.
	We have consistently delivered our commissioner activity plan within 1% of the contract value.     Fluctuations in income associated with under and over performance are contained without our risk share agreement with NHS England.
	A significant proportion of our activity is delivered at outreach centres.  This currently results in a short delay in adding this activity.  As a consequence a retrospective improvement in activity against plan occurs.   This is set out in the table ...
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