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Presentation:  Raising Concerns: Palatine Ward review’, Jane Sykes, Deputy Director of Nursing & 
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    Page Nos 
07/16 Standard business                                                                                    

a Apologies  Chair  
b Minutes of previous meeting – 29th January 2016 * Chair 3 
c Action plan rolling programme, action log & matters arising * CEO 7&9 
d Declarations of interest v Chair  
     

08/16 Key reports                                                                                              
a Chief executive’s report  * CEO 11 
b Medical director’s report * EMD 25 
c Integrated performance report  */p COO 29 
     

09/16 Approvals    
a Board governance    
 i  Fit & proper persons declaration * Chair 85 
 ii  Register of directors interests * Chair  
 iii  Directors letters of representation * Chair  
 iv   Declaration of independence * Chair  

b Annual reporting cycle 2016/17 * CEO 93 
       

10/16 Other reports    
a Planning Update 2016/17 * EDoF&BD 99 
b Staff survey results 2015 * COO 127 
c NICE compliance with safe staffing * EDoN&Q 135 
     

11/16 Board assurance     
a Board Assurance Framework 2015/16 * CEO 145 
b Assurance from board committees held in January 2016 * Committee 

chair 
153 

12/16 Any other business  Chair  
     
 Date and time of the next meeting    

 Friday 29th April 2016    

* paper attached 
v   verbal 
p   presentation 
+ separate pack (to follow) 
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DRAFT Public minutes of the meeting of the Board of Directors of  
The Christie NHS Foundation Trust held on Friday 29th January 2016 at 12.45pm in the  

trust administration meeting room centre, The Christie NHS Foundation Trust 
 
Present: Kathryn Riddle (KR) In the Chair 

Ron Stout (RS) 
Kieran Walshe (KW) 
Neil Large (NL) 
Roger Spencer (RGS) 
Fiona Noden (FN) 
Jackie Bird (JB) 
Joanne Fitzpatrick (JF) 
Anthony Blower (AB) 
Eve Lightfoot (EL) 
 

Non-Executive Director 
Interim Non-Executive Director 
Non-Executive Director 
Non-Executive Director 
Chief executive 
Chief Operating Officer 
Executive director of nursing and quality 
Executive director of finance & business development 
Executive medical director 
Acting Director of Workforce 

In Attendance: Louise Westcott  (minutes) 
Charlotte Veale 
Roger Bowman 
 

Company secretary 
Management trainee 
Public governor 

   

Presentation:  A patient story, Dave Whaley (Oldham radiotherapy centre patient) 

David Whaley, editor and MD of Oldham Chronicle introduced himself as a Christie patient who has 
recently celebrated with family as he is 1 year post operation for his cancer. 
 
DW talked about how he was diagnosed. He had a rough voice that wouldn’t go away, a doctors 
appointment led to investigations and the results showed a tumour. He decided to go public with the 
diagnosis by writing in the paper. He talked about meeting the Oldham team and associated 
professionals and how helpful they were. DW described how he had pictures taken of the mask fitting 
that were used in his articles and how this helped break the ice for future patients. DW drew particular 
attention to how helpful the open evening at the radiotherapy centre in Oldham was. He described it a s 
absolutely brilliant and something that broke down worries and myths. DW also mentioned Julie Davies 
who was fantastic and incredibly supportive as well as the complementary therapist (who was part 
funded by a local appeal in Oldham). 
 
DW described his initial check that showed he was clear of cancer but then a subsequent scan showed 
some further cancer. DW also talked about the NW media awards that celebrated the column that Dave 
had written. DW described his decision to have a laryngectomy which carried the risk of him losing his 
voice in entirety. Subsequently a further offer of a different procedure was made and this is what was 
eventually undertaken. DW described his time in HDU as a staggering place with incredible people doing 
unbelievable things. He spoke about speech therapists, nurses, doctors all playing an incredible roll in 
his recovery. He described his aim to be well enough to go away for a friends celebration abroad. He 
achieved this aim. His PEG tube was removed after his return from this holiday and he returned to work 
full time after 3 months. DW emphasised the fact that having his treatment at Oldham made a massive 
difference to his life as he could carry on working. He described the team at Oldham as absolutely 
fantastic and faultless. 
 
DW offered his advice to the board. He said pamphlets are fine but real life experience is much more 
valuable. Past patients talking about a treatment, mentoring of future patients, this support is invaluable. 
He described how he broke down barriers through writing about the treatment and that the feedback has 
been incredible from so many people. He also talked about how important it is to feedback to staff. He 
told board about sharing what he had written with staff and how positive stories are so well received 
when there’s been great news about a patients welfare following their hard work in caring for that patient. 
 
2015 ended with a honorary fellowship of the local university which was a fantastic end to a bad year. 
DW offered to be a patient representative for the organisation and speak about the excellent care he 
received.  
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KR noted how fantastic it is that as a journalist, DW was able to write about the experience that has 
reached others and given them help. 
 
KW asked about the open evenings. DW explained how helpful it was, they gave information about for 
example playing your own music during the treatment that helped to reduce the stress of the experience. 
 
NL noted that it is key to support the family as well as the patient. 
 
AB commented that he has learnt a lot from what DW has said and asked if DW could consider a role as 
an expert patient to help train clinical staff.  
 
KR thanked DW for coming and sharing his experience. RGS thanked DW for the work he’s done for 
cancer patients, especially those in Oldham. 
 
 

No Item Action 
01/16 Standard business  

a Apologies  
 Apologies were received from Chris Harrison, Chris Outram and Jane Maher. KR 

welcomed EL to the meeting as her first as Acting Director of Workforce. 

 

b Minutes of the previous meeting held on 27th November 2015  
 The minutes of the meeting held on 27th November 2015 were accepted.  A minor 

amendment was suggested on page 1. Add ‘one of’ before ‘the best in the world’. 

 

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

d Declarations of interest  
 No declarations of interest were made but KR noted that she is a member of the WRES 

Standard Strategic Advisory Group. 

 

02/16 Key reports  
a Chief executive’s report  

 RGS reported on progress with the Vanguard. We have received some initial funding of 
£300k to get the infrastructure in place. We are about to submit the second stage value 
proposition. There have been 2 very well attended events recently both of which had very 
positive feedback.  

RGS updated on progress with GM Health & Social Care Devolution and referred to the 
links in his report. The Strategic plan has now been approved and is available to see in 
detail. 

RGS informed board that we have been notified by the CQC that our routine 
comprehensive inspection will take place on 10th May for 3 days. We are one of the first 
specialist trusts to be done. Further information will be communicated to staff in the coming 
weeks. 

 

b Medical director’s report  
 AB reported on 2 new consultant appointments, one in psych-oncology & one in 

Endocrinology. 

In recent clinical excellence award rounds our consultant staff have received 2 silver 
and 1 gold award with 1 renewal of a gold. This is a fantastic achievement for a trust of 
our size. These are centrally funded. KR asked that congratulations are sent from the 
board to them. 

AB updated on the recent junior doctors strike. He reported that superb planning took 
place for the day. 4 non-oncology patients were cancelled. Excellent support was in 
place on the day and no clinical issues took place. The latest strikes have been 
cancelled and we await news on action on 10th February. 

Changes to the CDF were noted. We are involved in the consultation process. 

 
 
 
 
 

LW/AB 
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No Item Action 
c Integrated performance report  

 FN presented the performance report for month 10 

98.8% good or excellent for the patient satisfaction survey in December. 

Outpatient 20 minute wait is at 65.8% against an 80% target but the 20 minute wait is 
a challenge – sampling has increased but only to 39% of total patients. Management 
Board have supported removal of 20 minute wait measure until April and are looking at 
other ways to measure experience in OP – March QA will receive a report. 

NL asked where the measure came from – aspirational figure. 

Experience is difficult to measure – working on appropriate measures. 

Chemotherapy treatment – 89.0% (80%), Pharmacy turnaround – 91.2% (80%) 

0 MRSA and 0 cases of avoidable C-Diff reported in December. The Monitor C-Diff 
threshold has been exceeded. 

0 SUI panels, 2 executive reviews, 3 complaints and 3 inquests 
Safe staffing levels achieved in December 
31 days and 18 weeks achieved 

62 day performance 90.5% for December, 89.0% for Q3. FN also noted that the 
January 62 day performance is looking good and that this is normally a difficult month. 

1 risk at 16 

Length of stay 6.87 days which is better than last month, closely monitoring this. 

Sickness absence 3.60% for December 

Agency 0.27% of total pay bill, this is being very successfully managed 

Patients treated YTD - 0.94% 
EBITDA surplus £12,617k, £1,937k , Trading surplus £1,502k, £752k , I&E surplus 
£4,546k, £1,976k  
88.1% CIP achieved recurrently, 94.1% in year 
Cash balance £35.8m, Debtor days of 13 
Overall over governance rating is Green and our financial sustainability risk rating is 4  

In summary we have demonstrated very good performance at month 10. 

FN also noted the additional reports.  

NL asked about the patient satisfaction survey and the referral to acceptable waiting 
time to be seen by doctor. FN clarified that this is an internal measure in the outpatient 
department from time of appointment to being seen. 

NL asked about IP deaths and referenced the recent letter from Sir Bruce Keogh and 
whether we have benchmarked what we do. 

JB responded that she is part of the Monitor clinical advisory group and that we are 
outside of the process nationally as a cancer centre. WM is coming back to QA in 
March to do a full presentation on what we do. NL noted that we still need to ensure 
we apply good practice. JB agreed and noted that we are up to the standards 
identified. AB outlined the process we use. 

Need to show in the presentation to QA how we compare to the national guidance. AB 
to liaise with Wendy Makin.  

KR asked about staff being taken to coroner’s court. AB confirmed that staff are getting 
this opportunity. 

RS expressed concerned about the removal of the measure for OP. FN responded 
that we are looking at the reality of the full experience of our patients. The proposals 
for patient experience measures will come to QA in March. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AB 
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No Item Action 
03/16 Approvals  

a Monitor declaration for Q3 submission  

 

Board were asked to sign declarations based on the performance we have just heard. 
Capital plan under performance is due to slippage on the IPU capital expenditure. 
Forecast included but recent communications from Monitor/TDA have asked us to revisit 
the forecast position. 
Board noted the change and approved the submission. 

 

04/16 Other reports  
a Organisational development plan progress report  

 

ER provided an update on the OD plan and the actions identified in respect of the plan in 
the Monitor / CQC preparatory review report from 2014. 

ER highlighted the significant activity that has taken place across the organisation and that 
the second ‘One Week All Staff’ took place in September. Data is included in the report 
that aims to measure the impact of the work undertaken such as sickness rates, patient 
survey results and Friends and Family test results. EL also highlighted that we were 
shortlisted for an HSJ award in the staff engagement category for the Christie Commitment 
work. 

El outlined some of the School of Oncology work including leadership courses and noted 
that this resource provides capacity for improvement & change.  

NL asked about the 2015 staff survey results. EL confirmed that these will arrive in mid-
February and will be reported to board in March. 

 

05/16 Board assurance  
a Board assurance framework 2015/16  

 

RGS presented the standard report and drew attention to the summary of the adjustments 
that have been made since last month. 

1.5 – Pressure ulcers/falls – score reduction to 6 from 9 discussed at QA to reflect 
progress made. Consideration will be given to the removal of this risk at year end. 

5.1 – Devolution Manchester – no significant change but updates may be required 
following recent activity. 

5.5 – Incomplete pathways of Care – this work is in the Manchester Cancer programme of 
work. QA supportive of this coming off. 

5.6 – vanguard – assessment of risk hasn’t changed. 

 

b NHS preparedness for a major incident  

 

FN presented our statement of assurance for preparedness for a major incident. This is to 
provide assurance that the trust is in a position to respond appropriately to any threat. 
KR asked what our role could be. FN responded that our role would be in providing support 
in the case of a major incident. RGS added that we could take oncology patients in from 
other organisations and provide mutual aid. 

FN added that we have been asked to make specific comment on the elements in this 
declaration following the Paris attacks. This is to assure board that if something should 
happen we are prepared in respect of the aspects outlined. 

AB added that we also have a voice at the Critical Care Provider Board. 

 

c Assurance from board committees held in November 2015  

 KW reported on the 1 issue relating to CDiff  from QA that was escalated to the board.  

06/16 Any other business  
 No items raised.  

 Date of the next meeting:  
 Thursday 24th March 2016  
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Agenda item 07/16c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

24th March 2016 Annual reporting cycle Corporate planning (corporate objectives / 
BAF / financial plans: revenue & capital 
2016/17)

Executive 
directors

Approve next year's annual plan 10/16a

Annual reporting cycle Letter of representation & independence Chair Directors to sign 09/16a
Annual reporting cycle Register of directors interests Chair Report for approval 09/16a
Annual reporting cycle Integrated performance report COO Monthly report 08/16c

Annual reporting cycle Chair Approve 09/16b
Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Review 10/16c

29th April 2016 Regulatory Monitor Q4 return EDoF&BD Approve
Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Essential standards for quality & safety / 

NHSLA
EDoN&Q Declaration / approval

Register of matters approved by the board CEO April 2015 to March 2016
Annual reporting cycle Operational plan 2016/17 EDoF&BD Approve
Annual reporting cycle Research report on key issues, progress 

against objectives and future plans
EMD Review

25th 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 report, financial statements and quality 
accounts (incl Annual governance statement / 
Statement on code of governance)

EDoF&BD Approve

Monitor provider licence Self certification declarations EDoF&BD General condition 6 and 
Continuity of Service condition 7 
of the NHS Provider Licence

Public Meeting of the Board of Directors - 2016

Action plan rolling programme after January 2016 meeting 
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

Annual reporting cycle Education report on key issues, progress 
against objectives and future plans

EMD Review

June 2016 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Sustainability & Transformation Plan EDoF&BD Approve

29th July 2016 Annual reporting cycle Integrated performance report COO Monthly report
Regulatory Monitor Q1 return EDoF&BD Approve

4/15a Monitor / CQC implementation plan CEO Update

30th Sepember 2016 Annual reporting cycle Integrated performance report COO Monthly report

Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Six month review

Organisational development plan DoW Six month review

28th October 2016 Annual reporting cycle Corporate objectives & board assurance 
framework

CEO Interim review

Regulatory Monitor Q2 return EDoF&BD Approve
Annual reporting cycle Risk Management strategy EDoN&Q Annual review
Annual reporting cycle Research report on key issues, progress 

against objectives and future plans
EMD Six month review

25 November 2016 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Education report on key issues, progress 

against objectives and future plans
EMD Six month review

August 2016 - no meeting

By email
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Action log from the board of directors meeting held on  

Friday 29th January 2016 

 

No. Agenda Action By who Progress Board review 

1 02/16b Letters of congratulation to clinicians receiving clinical 
excellence awards / renewals EMD (AB) Complete N/A 

2 02/16c Undertake an assessment of how we compare to the 
national standards around inpatient deaths EMD (AB) Presentation to Quality Assurance 

(QA) Committee in March 
As escalated from 

QA 
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Agenda item 08/16a 
 

Meeting of the Board of Directors 
Thursday, 24th March 2016 

 
 

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. 

QiC - Quality in Care Programme 
NHSI - NHS Improvement  
CPCR - Christie Patient Centred Research 
CQC - Care Quality Commission 
FFT - The Friends and Family Test  
MCRC - Manchester Cancer Research Centre  
MAHSC - Manchester Academic Health 
Science Centre 
NIHR - National Institute for Health Research 
CRUK - Cancer Research UK 
TDA - Trust Development Authority 
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Agenda item 08/16a 
 

Meeting of the Board of Directors 
Thursday, 24th March 2016 

 
Chief executive’s report 

 
1. Greater Manchester Devolution  

The preparatory year for the Devolution Manchester programme is coming to an end and full 
devolution will take place from April 2016 onwards. The development of the 5 year strategic 
Sustainability Transformation Plan (STP) is gathering pace. Each of the 10 localities in GM have 
produced an integrated locality plan which, combined with Greater Manchester transformation 
plans including cancer services, forms part of the overall Greater Manchester STP – ‘Taking 
Charge of our Health and Social Care in Greater Manchester’. This is currently being shared 
widely to engage communities and the public in shaping its key aims and objectives. A £60 
million transformation fund is available to support a range of initiatives within Greater 
Manchester including all GM based vanguards (excluding the Cancer Vanguard which will be 
nationally funded).  
 
Information about progress can be found in the devolution bulletins appended to this report. 
 
Further information about greater Manchester devolution can be found at 
http://www.gmhealthandsocialcaredevo.org.uk/  
 

2. Healthier Together Programme Board 
The programme board met on 4th March and received a progress report on implementation 
plans.  This included updates from each sector and reports on financial support options, 
workforce plans and the clinical alliance.  Further work is required to identify funding in co-
ordination with the devolution programme and to develop full business cases for the sector 
implementation proposals. 
 
For more information https://healthiertogethergm.nhs.uk/  
 

3. Manchester Cancer Provider Board  
A meeting of the provider board took place on 19th February.  The facilitated meeting was 
arranged to examine the future role and arrangements for the cancer provider board following 
the successful designation of the national cancer vanguard.  This included the consideration of 
the way in which providers and commissioners work together, and their engagement with other 
stakeholders in future plans.   
 
Further information can be found at http://manchestercancer.org/  
 

4. Manchester Academic Health Science Centre (MAHSC) 
A meeting of the MAHSC board of governors took place on 2nd February.  The MAHSC board 
heard a progress report from Ian Williamson the Chief Officer for Greater Manchester 
devolution.  It received an update on progress in the submission of a National Institute for 
Health Research (NIHR) biomedical research centre application and work being undertaken to 
develop a Manchester clinical research facility renewal (currently three sites).  It also received a 
progress report on the planned development of the MAHSC clinical trials unit. 
 
Further information can be found at http://www.mahsc.ac.uk/ 
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5. Manchester Cancer Research Centre (MCRC) 
The steering board met on 23rd February and reviewed update on the progress being made with 
The Cancer Research UK (CRUK) centre renewal application.  It also received a report on the 
submission of a Manchester biomedical research centre application.  It reviewed presentations 
on the progress of devolution Manchester and the national cancer vanguard developments.  It 
also noted significant progress made in the development of support for phase 2 of the centre. 
 
Further information can be found at http://www.mcrc.manchester.ac.uk/  
 

6. Christie Patient Centred Research 
The Christie Patient Centred Research (CPCR) launch event took place on the 19th February, 
2016.  The CPCR team undertakes high quality multidisciplinary patient centred research to 
inform clinical practice.  Their research seeks to address questions that are clinically relevant 
with the aim to improving outcomes and experiences of patients living with cancer and their 
families. 
 
They are a vibrant unit with strong links with the Cancer and Supportive Palliative Care group 
based at the University of Manchester.  This link brings together Manchester’s School of 
Nursing, Midwifery and Social Work’s strength in patient centred research and the Christie’s 
international reputation as a centre of excellence in cancer care.  
http://www.christie.nhs.uk/professionals/education/academic-research/  
 

7. National Cancer Vanguard 
The Greater Manchester Cancer Vanguard (Accountable Clinical Network for Cancer) Oversight 
Group continues to meet on a weekly basis.  Senior colleagues are currently consulting on 
defining the programme’s five most notable goals which can be summarised as shown: 
 
• A network of cancer champions raising the awareness of cancer in their communities 
• New ways of assessing people’s risk of cancer and helping them take steps to prevent it  
• A way for people to refer themselves for cancer tests if they are worried about their 

symptoms 
• Rapid cancer diagnosis clinics so that treatment can start as soon as possible 
• A more personalised way of supporting patients to make decisions about their care 

based on what matters to them  
 
A number of key clinical appointments in the GM Accountable Clinical Network (ACN) have 
been made, including Public Health leaders appointed as leads for prevention, screening and 
early detection, lead and deputy for clinical and operational standards, two joint primary care 
leads and one secondary care lead for new diagnostic models, the lead for Living With and 
Beyond Cancer, and Pathway Directors for colorectal, breast and urology. 
 
A detailed demand and capacity baseline report has been completed on diagnostics and 
imaging across Greater Manchester and shared with the Diagnostics clinical work stream for 
review and action. 
 
Trafford CCG has shared with commissioners and the GM Devolution team a discussion 
document entitled ‘Establishing System Leadership through the Accountable Clinical Network 
for Cancer’   This paper proposes roles and responsibilities in the GM ACN and shows how this 
model would enable the delivery and management of single budgets and shared accountability, 
and how it would strengthen and align commissioning arrangements for cancer services. 
 
Provider funding of Manchester Cancer clinical network has been agreed for a further 12 
months until March 2017. 
 
The next Greater Manchester Cancer Vanguard Engagement Event is scheduled for June 2016. 
Given the success of our previous event in January 2016 when more than 150 delegates 
attended, we are expecting a significant amount of interest in the work of the Vanguard and the 
focus of this next event will be on the actions being taken in the clinical work groups. 
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Our social media efforts have recently focused on the first anniversary of the vanguard 
programme. We have shared video and blog material prepared by NHS England, highlighted 
vanguard achievements elsewhere and used the anniversary to direct followers to our website. 
 
Further information on the GM Cancer Vanguard can be found at http://gmcancervanguard.org/  
 

8. Future Plans and Developments 
 On 14th March a planning session took place in the auditorium with our clinical leaders.  The 

meeting reviewed recent development proposals including the national cancer strategy, Greater 
Manchester devolution programme plans, The Christie surgical strategy and our progress 
against the five year forward view.  The event was well attended by over 73 members of staff 
and has received good feedback.  The information has been made available to all staff on our 
intranet at http://discover/documents/upload/2/Our_plans_March2016.pdf  

 
9. Flu Vaccination Uptake 
 Public Health England has released the final flu uptake figures for 2015/16.  The trust were 2nd 

in the country with an uptake of 83.3%, the top performing trust scored 83.5%.  The national 
uptake was 50.8% which was 4.1% less than last year. 

 
10. NHS Confederation Visit 

On the 25th February the chairman of the NHS Confederation, Stephen Dorrell, visited The 
Christie.  He met with the Chair and CEO and discussed the current issues facing the NHS and 
major developments, including Greater Manchester devolution and the National Cancer 
Vanguard.  He had an opportunity to see the progress being made with our proton beam 
development and the Manchester Cancer Research Centre. 
 
More information can be found at http://www.nhsconfed.org/  
 

11. Cancer Survivorship Conference  
Since the publication of the National Cancer Survivorship Initiative “Visioning” paper in 2010, 
the momentum behind improving services for patients living with and beyond cancer has 
increased exponentially. The challenge for the next few years is to facilitate implementation of 
these innovations into mainstream cancer services.  
 
In April 2014, The Christie, Macmillan Cancer Support and University of Salford joined forces to 
hold a conference discussing and debating the challenges, issues and controversies related to 
an increasing population of cancer survivors.  An event was held on the 11th March 2016 where 
topics discussed included living with and beyond cancer in the 21st century, use of technology 
to encourage self-managed care, translating projects into mainstream practice, primary care 
perspectives – innovation in the community, cancer survivorship in the regions and emerging 
issues and developments.   
 
More information can be found at 
http://www.christie.nhs.uk/media/3244/changing_prospects_11mar2016.pdf 
 

12. NHS Improvement (NHSI) provider conference 
The introduction of NHS improvement as a single regulator of providers (combining Monitor and 
the Trust Development Authority (TDA)) took place on the 11th February, 2016.  It was attended 
by the Chair and CEO.  The Secretary of State for Health delivered the keynote speech 
outlining his view on the challenges and priorities facing the NHS and Lord Darzi, NED for NHSI 
talked about the vision for providers in 2020.  Other speakers included Professor Don Berwick, 
Senior Fellow of the Institute for Healthcare Improvement  and Jim Mackey. 
 
There were panel discussions on how local leaders can work together effectively to drive 
transformational change, and the concept of ‘value’ in the NHS.  
 
More information can be found at https://www.nhsproviders.org/courses-events/meetings/past-
event-nhs-improvement-s-provider-conference  
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13. NHS Confederation North West regional meeting 
The NHS Confederation hosted its North West regional meeting on the 16th February, 2016.   
In attendance was Rob Webster, Chief Executive, NHS Confederation and Stephen Dorrell, 
Chair, NHS Confederation.  Other attendees included Dr Johnny Marshall, Director of Policy, 
NHS Confederation; Stephen Dalton, Chief Executive, Mental Health Network; and Sue Covill, 
Director of Employment Services.   
 
The meeting provided an opportunity to discuss cross-system issues and priorities. Further 
information can be found at http://www.nhsconfed.org/events/2016/02/north-west-regional-
member-dinner  
 

14. Care Quality Commission (CQC) Submission of Information 
On the 18th February the Trust received a request from the CQC to provide part 2 information 
ahead of the planned comprehensive inspection on the 10th to 13th May 2016.  The information 
was submitted on the 16th March 2016.  The information required colleagues from across the 
Trust to provide details about their services and included information such as their incidents, 
staffing levels, dementia strategy etc.  The CQC may over the next few weeks will contact us for 
clarity around information contained within the submission. 
 
More information on the CQC can be found at http://www.cqc.org.uk/  
 

15. Learning From Mistakes 
On 9th March 2016 Monitor and the NHS Trust Development Authority published a league table 
identifying levels of openness and transparency within NHS trusts and Foundation Trusts.  The 
Christie was rated as Good and were 21st in the national league table.  The league table was 
drawn together by scoring providers based on the fairness and effectiveness of procedures for 
reporting errors; near misses and incidents; staff confidence and security in reporting unsafe 
clinical practice; and the percentage of staff who feel able to contribute towards improvements 
at their trust.  A more detailed review can be seen in the integrated performance report. 
 
More information can be found at http://www.ntda.nhs.uk/blog/2016/03/09/new-league-
launched-to-encourage-openness-in-the-nhs/  
 

16. Proton Beam Research Fund Raising 
On the 4th February The Charity hosted ‘An Evening with Sir Alex Ferguson and Friends’ at 
Hotel Football to raise funds for the proton beam therapy research project.  Sir Alex hosted a 
‘Meet and Greet’ session before the main event for 60 VIP guests (Including sponsors Brooks 
Macdonald). 
 
A DVD about the PBT research project was be played followed by a Q&A hosted by Mike 
Toolan with Professor Nick Slevin and a paediatric patient’s parents. This was followed by the 
charity auction, hosted by BBC 5 Live radio presenter, Phil Williams.  A silent auction and a 
raffle were also held on the night to raise extra funds. 
 
Further information can be found at http://www.christie.nhs.uk/services/i-to-q/proton-beam-
therapy/fundraising/  
 

17. Christie Charity Ball 
The Christie charity hosted its annual fundraising ball on Saturday 5th March at Manchester 
Cathedral.  The evening was hosted by TV stars, comedians and Phoenix Nights cast mates 
Sally Lindsay and Dave Spikey, both long-time supporters of The Christie.  
 
Guests enjoyed a four course meal prepared by Masterchef 2015 winner Simon Wood along 
with entertainment from multi-platinum selling artist and BRIT and MOBO award winning singer 
Gabrielle and top boy band 5ive.   
 
Professor John Radford spoke about the innovation taking place at The Christie and particularly 
highlighted the work being undertaken in molecular diagnostics. In total the evening raised over 
£100,000. 
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18. British Journal of Nursing Awards 2016 
The British Journal of Nursing Awards 2016 took place on Friday 11th March.  Lorraine Turner, 
Advanced Nurse Practitioner won the British journal of nursing oncology nurse of the year 
award.  http://www.bjnawards.co.uk/winners-2016  
 

19. The Quality in Care (QiC) Programme 
The Quality in Care (QiC) Programmes recognises, rewards and shares good practice in 
oncology prevention, diagnosis and testing, treatment pathways and patient care throughout the 
UK.  The Christie were finalists in 4 categories - Supportive care makes excellent cancer care 
possible, Transferring hospital based prostate cancer care into community based nurse-led 
clinics, Delivering Systemic Anti-Cancer Therapies closer to home to improve patient 
experience and Complementary Health & Wellbeing Services. 
 
The Christie won two awards at the award ceremony held on the 25th February.   
 
The Christie Enhanced Supportive Care Initiative won the Patient Care Pathway category. 
 
The judges commented - “This initiative takes care to the next level and shows that palliative 
care is about so much more than end-of-life. The team has ensured that ‘supportive care’ is 
embedded at the start of the journey and in doing so facilitates frank discussion. It reduced 
deaths, chemotherapy and the number of emergency admissions. The outcomes are fantastic 
and have inspired further planning. This is the way forward.” 
 
Delivering Systemic Anti-Cancer Therapies closer to home to improve patient experience 
 
The judges’ commented - “This initiative has challenged a traditional way of working and made 
it work, clearly putting the patient at the centre of the changes, to improve the patient 
experience while going through chemotherapy. Cancer services across the country should be 
following, and learning from, this kind of programme.” 
 
http://www.qualityincare.org/awards/oncology/qic_oncology_results/qic_oncology_2016_results/
patient_care_pathway  
 

20. Integrated Procedures Unit 
Works to establish the construction site for the new Integrated Procedures Unit (IPU) are 
nearing completion.  Actual building works started on the 14th March with hoardings erected 
around the site on Oak Road and internally, reducing the size of the Starbucks Cafe seating 
area. 
 
From the 14th March pedestrian access to the main hospital from Oak Road is via a new 
temporary entrance, referred to as Entrance 3, Oak Road and the vehicle drop off area for 
patients will now be closer to the road. 
 
The new drop off area will take the place of the accessible parking spaces on Oak Road. 
Alternative accessible parking is still available in Car Park C, Palatine Road and Car Park D, 
Wilmslow Road.  These temporary arrangements will be in place until spring 2017 when 
construction is due to finish. 
 
Whilst building works are taking place the following departments have been relocated. 
 
Critical Care Unit Waiting Area is now located in the relatives lounge CCU first floor. 
Complimentary Therapy is now located in department 43, first floor. 
See map (attached) for more details of how to access the hospital. 
 
Further information about the IPU and the services it will deliver for patients can be found at 
http://www.christie.nhs.uk/about-us/our-future/our-developments/integrated-procedures-unit/  
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21. Maggie’s Centre at The Christie 
The formal opening of the Centre is expected to take place at the end of April 2016.  Further 
information can be found at http://www.christie.nhs.uk/about-us/our-future/our-
developments/maggies-the-christie/  
 

22. New magnetic resonance imaging suite 
A new magnetic resonance imaging (MRI) suite is under construction on our Withington site. 
The development will house two new MRI scanners that are replacing equipment that has 
reached the end of its useful life and also a new, higher powered, MRI scanner that will improve 
and complement the existing imaging capability of the Trust. There will also be improved patient 
facilities through new waiting, changing and treatment areas. 
 
More information can be found at http://www.christie.nhs.uk/services/a-to-h/christie-medical-
physics-and-engineering/magnetic-resonance-section/  
 

23. Health and Wellbeing 
On the 17th March a further health and wellbeing day took place in the education centre.  The 
event provided opportunities for staff to look at a broad range of support, such as health MOT’s, 
complementary therapy and stress management. 
 
It was very well attended and feedback from the staff has been excellent. 
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Issue 11 - 28th January 2016 
 
Welcome to the first GM Health and Social Care e-bulletin of 2016. 
This year promises to be a historic one for Greater Manchester as we work towards taking charge 
of the £6billion health and social care budget for GM at the start of April – just one strand of the 
wider Devolution aims of our great city region. 
 

 
 
In the week before Christmas, we officially launched our draft five-year plan for Greater 
Manchester (Taking charge of our Health and Social Care in Greater Manchester) and in this e-
bulletin we will outline our proposals for communicating this vision to a wider audience over the 
next three months. The understanding and involvement of as many people as possible is key to 
the success of this plan as we all take charge together. 
 
We are always keen to get your feedback and our communications channels can be found at the 
bottom of this email. In addition, myself and others have already attended a number of important 
meetings this month to continue to ‘spread the word’ and you can read about a couple of these in 
this document. 
 
There is so much happening across Greater Manchester under the umbrella of health and social 
care devolution, as well as wider devolution. We have included pieces on dementia and primary 
care but there are many others we could have given a positive update on but space does not allow 
this time around. 
 
However If you have any questions on Devolution and a particular workstream, please do not 
hesitate to get in touch with me or one of the members of my team, via the email details below. 
 
I hope you enjoy reading this e-bulletin and thank you for your continued support. 
Ian Williamson (Chief Officer – GM HSC Devolution) 

 
 
Strategic Plan update  
The final draft of the Strategic Plan ‘Taking charge of our health and social care in Greater 
Manchester’ was published on Friday December 18th. This can be found at 
www.gmhealthandsocialcaredevo.org.uk/gmhsc-downloads/ 
 
Following the publication of the five year vision document and summary, we are beginning to 
engage with our stakeholders, including the general public and staff (more below), so they have an 
increased understanding of the impact and benefit of devolution. 
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All 10 draft Locality Plans – which underpin our Greater Manchester five year vision, either have 
been, or will be, signed off by local Health and Wellbeing Boards in the next few weeks. 
 
At a GM level we are beginning to plan for the future. The development of local care organisations, 
where doctors, nurses and other health professionals come together with social care in teams, so 
when people do need support from public services it’s largely in their community, with hospitals 
only needed for more specialist care 
 
Hospitals across GM working together to make sure expertise and experience can be shared 
widely so that everyone in GM can benefit equally from the same high standards of care 
 
Other changes which will make sure standards are consistent and high quality across GM, as well 
as saving money, for example sharing some functions across lots of organisations, sharing and 
consolidating public sector buildings, investing in new technology, research and innovation 
 
The Strategic and Locality Plans will be further developed and refined over the coming weeks in 
line with national/local funding settlements and comments made by stakeholders before final sign 
off in March 2016 

 
 
Transformation fund update 
In December we secured a Transformation Fund of £450m from the Government and NHS 
England to drive the transformation in GM, with £60m available in 2016/17. 
A briefing session for senior officers from CCGs, NHS Trusts and Local Authorities was held on 
Wednesday 27th January where the Transformation fund process was explained. An outline of the 
process will now be sent on to all organisations. 

 
 
Latest engagement plans with public and staff 
We want the 2.8million residents of GM, which includes 100,000 people who work in Health and 
Social Care, to have an increased understanding of the impact and benefit of devolution – that GM 
is taking charge. We are keen to collect their ideas, energy and collective intelligence and so have 
begun a period of engagement with them. This includes 

 
 
Community Roadshows and social media/online support and PR 
We will use the power of two of the biggest media brands in GM (Key 103 and Manchester 
Evening News) to raise the profile of the public health challenge and engage the public, in order to 
encourage them to share their views and engage in conversation. 
Key 103 will take their media bus to 10 locations across GM, while the MEN will develop a series 
of short videos to share via their website, Facebook pages and Twitter feed. 

 
 
Community and voluntary sector and Healthwatch working together 
We have brought together a core group led by Greater Manchester Centre for Voluntary 
Organisation (GMCVO) and Wigan and Stockport Healthwatch, which will start to set up a web of 
contacts, connections and conversations across the ten locality areas. 
The work will provide invaluable insight from several thousand people, including a number who 
would not ordinarily connect with the health and social care ‘authorities’ 

 
 
Crowdsourcing 
Crowdsourcing is a new and innovative online presence – It is an online workshop whereby 
opportunities and challenges within GM Health and Social Care can be put out to targeted 
audiences via an interactive website (staff, communities of interest, geographic areas, age groups 
etc). 
 

20



People can share their own experiences and barriers they have faced when receiving treatment for 
ill health or assistance via social care. Ideas are generated by the ‘crowd’ about how to solve 
these challenges and they work down the ideas to shortlist the best few. These can then be further 
developed offline via more traditional engagement – and with the professionals and organisations 
who have the ability to make them happen. 

 
 
Dementia United 
A new partnership to tackle dementia in Greater Manchester turned to a Coronation Street star to 
help raise awareness. 
 
Richard Hawley from Coronation Street joined in when the Alzheimer’s Society community 
roadshow bus stopped at Manchester Royal Infirmary recently. Richard has personal experience 
of dementia in his family as his dad suffered from dementia. 
 
Dementia United, a new partnership which includes Salford Royal NHS Foundation Trust, Greater 
Manchester health and social care devolution team and the Alzheimer’s Society was launched last 
November to recognise dementia as a devolution priority for Great Manchester and to transform 
the care people living with dementia and their carers receive. 
 
A GM dementia strategy is being finalised and will be published by the end of March. 

 
 
Primary care update 
One of our early implementation priorities was to bring seven day access to primary care in 
Greater Manchester. 
 
Hubs are now operational in each CCG area, providing 7-day access for patients who need 
medical help across Greater Manchester, with further hubs opening early 2016. 
 
Also local commissioners, primary care providers and other providers came together at a 
workshop on the 14th January to continue to progress a collaborative approach to primary care in 
GM. 

 
 
Getting out and about to explain GM Health and Social Care Devolution 
Our teams are busy getting out and about to explain the latest picture for GM Health and Social 
Care Devolution. 
 
A breakfast briefing session was held for representatives from GM Local 
Authorities/NHSTrusts/CCGs on Friday 15th January at the AJ Bell Stadium. 
 
Ian Williamson was joined by Rob Bellingham (Director of Commissioning for NHS England in GM) 
to give an update to an audience of more than 40 officers who attended. 
 
And communications and engagement leads from GM Local Authorities, NHS Trusts and CCGs 
were invited to attend a comms workshop to improve partnership working. 
 
Oldham Council Chief Executive Carolyn Wilkins and Ian Williamson spoke at the event and 
encouraged comms and engagement professionals to embrace the opportunities to work together 
to make a significant change to how stakeholders, the public and staff understand health and 
social care. 
 
Plans are now developing to explore joint GM campaigns and other ways of joint working. 
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Issue 12 - 25th February 2016 
 
Welcome to the latest Greater Manchester Health and Social Care Devolution e-bulletin 
I am delighted to announce that we have now begun a staff and public engagement programme 
that will reach out to the general public in GM as well as the 100,000 staff that work in the GM 
Health and Social Care. 
 
Our exciting Greater Manchester wide ‘Taking Charge Together’ campaign launched on Monday 
February 15th and will run to the end of March. This campaign has opened the important 
conversation with the public and our workforce about shaping the future of health and social care 
in GM. 
 
We have already had great media coverage including from our partners at Key 103 and the 
Manchester Evening News.  This has led to an excellent start to the campaign with more than 
1,600 people visiting the dedicated website site and more than 65,000 positive engagements on 
social media. 
 
We now need your help. Please take five minutes to fill in the quick and easy online survey that 
will take you to live conversations with the people of GM about health and social care. Please pass 
details on to your colleagues, family and friends to also take part as we need the views of 
everyone. 
 
Elsewhere in our programme work is continuing as we prepare for taking responsibility for full 
devolution powers on 1st April 2016. And this week we are marking the one year anniversary since 
signing the Memorandum of Understanding (MOU) which brought together 37 partner 
organisations in GM. 
 
If you have any questions about anything you read in this e-bulletin – please contact my team on 
GM.devo@nhs.net who will only be too keen to deal with your queries. 
Thank you 
 
Ian Williamson – Chief Officer GM Health and Social Care Devolution 
 
Taking Charge Together for the public and staff 
Do you want to join the conversation about the future of health and social care in Greater 
Manchester? 
 
Public and staff who work across the GM public sector are being asked to take part in the ‘Taking 
Charge Together’ campaign. 
 
If you would like to join in as a member of the public and talk about what helps or hinders you 
personally then please do so at www.takingchargetogether.org.uk 
Staff are also asked to share their thoughts on what helps – and hinders – the people they work 
with from taking greater responsibility for their own health. 
 
A series of community roadshow events, which started in Wigan on Monday 22 February, will ask 
people to share their struggles and successes in making healthy lifestyle choices. 
The community roadshow dates and locations can be found at: 
http://www.gmhealthandsocialcaredevo.org.uk/news/key-103-community-roadshows 
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Further comms material 
We have developed a range of communications material to help with our public and staff 
engagement campaign. 
 
This includes a short, two minute creative animation film to provide a summary of the Strategic 
Plan for public and stakeholder presentations. 
 
Using four colourful characters to represent the GM community life stages (baby, teenager, 
working man and older grandmother). It is available to view here. 
 
We have also produced a version with subtitles, which is available here. 
 
Latest blogs 
 

 
 
 
 
 
 
 
 
 
 
 
 
  

  
Strategic Partnership Board 
The next Strategic Partnership Board takes place in Leigh on Friday February 26th. 
 
This can be viewed via livestreaming at https://www.greatermanchester-ca.gov.uk/allmeetings 
  
What’s happening next? 
Over the next few weeks there will be a double focus as we fast approach the start of April – 
devolution date. 
 
We have begun the process of bringing some of the things that NHS England are currently 
responsible for under the new governance arrangements in Greater Manchester. This will allow 
decisions to be made at a local level. 
 
As part of this – when the Joint Commissioning Board moves from shadow to full status on 1st 
April 2016, its “day one” scope will incorporate the commissioning of over £800m of activity, 
currently commissioned directly by NHS England. 
 
This will make it the largest single commissioning vehicle in GM. 
 
This day one scope includes: 

• specialised services such as cardiac surgery, 
• specialised cancer services, renal dialysis for adults, 
• HIV services and a range of others; 
• dental, optical and community pharmacy services; 
• screening and immunisation services. 

 
We will be sharing more detail on this soon. 
 

We regularly ask key stakeholders to write a blog on their thoughts 
on Devolution. The latest is from Tracey Vell GP, Chief Executive 
Manchester LMC and Chair Association of Greater Manchester 
LMCs. 
 
‘As we know, first impressions last, and as the principle point of 
contact for any patient, primary care has a hugely important role to 
play in shaping the future of health and social care in GM Devo. 
Improving primary care is also imperative if we are to help GM’s 
2.8million residents stay healthy and remain independent’ 
To read more go to 
http://www.gmhealthandsocialcaredevo.org.uk/opinion/transformin
gprimarycare 

23

https://www.youtube.com/watch?v=8welM3AHK0Q
https://www.youtube.com/watch?v=1D8hyjE-QTs
http://www.gmhealthandsocialcaredevo.org.uk/opinion/transformingprimarycare
http://www.gmhealthandsocialcaredevo.org.uk/opinion/transformingprimarycare


We are also continuing to work on detailed implementation plans which will be aligned with 
strategic and locality plans to allow us to make the changes that are needed to Health and Social 
Care in GM. 
 
This will include taking responsibility for the £6billion health and social care budget needed to run 
health and social care in GM. 
 
In addition to this, we secured a Transformation Fund of £450m from the Government and NHS 
England to drive radical transformation in GM, with £60m available in 2016/17. 
 
The fund will be ‘open for business’ by 1st April 2016 and will be applications and an invitation to 
apply, not a bidding process. 
 
For more information 
Sign up to our regular e-bulletin at www.gmhealthandsocialcaredevo.org.uk 
Follow us on Twitter @gmhsc_devo 
Email us at: gm.devo@nhs.net 
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Agenda item 08/16b 
 

 
Meeting of the Board of Directors 

Thursday 24th March 2016 
 
 
 

Report of Executive Medical Director 

Paper Prepared By Yvonne Clooney 

Subject/Title Executive Medical Director’s report 

Background Papers n/a 

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

Action/Decision Required To note  

Link to: 

 NHS Strategies and Policy 
Cancer Outcomes Framework 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

All objectives of the Trust 

Impact on resources and risk and 
assurance profile 

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

Nil 

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

StR – Specialty Registrar 
Sitreps – Situation Reports 
F2 – Foundation Year 2 
NHS – National Health Service 
HEE – Health Education England 
NW – North West 
CQC – Care Quality Commission 
CPD – Continuing Professional Development 
IT – Information Technology 
ORTC – Oak Road Treatment Centre 

25



26



 
Agenda item 08/16b 

Meeting of the Board of Directors 
Thursday 24th March 2016 

 
Executive Medical Director’s Report 

 
 

1. Consultant appointments 
I am pleased to inform the Board of the following consultant appointments that have 
been made over the past 2 months: 

• Dr Eva Myriokefalitaki, Consultant in Gynaecological Surgical Oncology who 
commenced in post on 1st February 2016. 

• Miss Annamaria Minicozzi, Consultant Colorectal Surgeon. Start date to be 
confirmed. 

• Dr Pedro Oliveira, Consultant in Histopathology.  Start date to be confirmed. 
• Dr Paula Hyder, Consultant in Histopathology.  Start date to be confirmed. 
• Dr Thomas Ahern, Consultant in Endocrinology who commenced in post on 1st 

February 2016. 
 
 

2. Junior Doctors Dispute 
A further 48 hour strike took place from 8am on Wednesday 9th March to 8am on Friday 
11th March 2016.  Emergency cover was provided by junior doctors.  No surgical theatre 
patients were cancelled. A total of 44 outpatients had their appointments rescheduled 
(endocrinology – 9, plastic surgery – 14 and urological surgery – 21 patients). There 
were no reports of any adverse incidents as a result of the action. All 10 of the required 
data submissions to NHS England regarding the action were submitted on time.  
 
On 9th March 38 HEENW trainees and 6 non training grade doctors participated in the 
strike.  Four of our FY2 doctors. 16 specialist trainees and 24 trust grade doctors worked 
normally to provide cover.  On 10th March 36 trainees and 6 non training grade doctors 
participated in the strike and a total of 35 junior doctors were working. 
 
There are two further 48 hour periods of industrial action planned which will include the 
provision of emergency care from 8 am Wednesday 6th April 2016 and from 8 am 
Tuesday 26th April 2016.   
 
 

3. Post Graduate Medical Education HEE NW Quality Assurance Visit - 15th March 
2016 
This was an extremely successful visit with excellent engagement from consultants and 
representation from all levels of medical trainees from across all specialties. Of visits to 
32 North West organisations in the past year, HEENW informed us ‘that was the best by 
far’. There were no causes for concern or issues for immediate action.  A full report will 
be received prior to the CQC visit in May. 
 
At the verbal feedback provided on the day we were complimented on the quality of the 
learning environment and culture across the organisation, as well as the leadership for 
education and the education governance systems. We were informed that all trainees, at 
all levels and specialties, felt well supported and could describe how they could find 
support.  The trainees described an environment that promotes learning with a positive 
‘Christie vibe’…. ’Never afraid to ask’….’Never a blame culture’… Trainees said that 
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they were given time to access educational opportunities and training and gain adequate 
experience to meet their curriculum requirements.  
 
All trainers were clear about managing trainees in difficulty.  Our education appraisal 
system was very clear and well understood with good access to continuing professional 
development for our trainers. 
 
Trainees and trainers say that ‘education is seen as an equal partner with service’.  
 
A number or areas were discussed where we have the opportunity to further enhance 
our educational program and trainee experience. These will be detailed in a written 
report from HEENW and reported to the Board when this is received. 
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Agenda item 08/16c 

Meeting of the board of directors 
Thursday 24th March 2016  

 
Integrated performance and quality report for month 11 – February 2016 

 
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 
Eve Lightfoot , Acting Director of Workforce 
Marie Hosey, Assistant Chief Operating Officer – Performance 
and Operational Standards 

Subject/Title Integrated performance and quality report for month 11 

Background Papers (if relevant) Balance scorecards 

Purpose of Paper 
The report shows the trust’s performance for strategy, finance, 
efficiency, workforce, patients’ experience, clinical quality, 
access and 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 08/16c 

Meeting of the board of directors 
Thursday 24th March 2016  

 
 

Month 11 Performance Report 
 
 
Introduction 
The Integrated Performance and Quality report presents a summary dashboard that provides 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 11 our overall good performance trend continues.  Our length of stay remains slightly 
above plan.  There is one risk in February at 16, full descriptions of the risks can be found in section 
4.  
 
Quality  
In February the satisfaction survey results remain high with a 98.6% positive response score.  The 
chemotherapy treatment targets continue to be met and exceeded. 
 
An extensive review of outpatient processes and key performance indicators has been commenced; 
the initial findings and recommendations will be reported through Management Board and through 
the Transformation Board 
 
Patient safety 
There have been no cases of MRSA bacteraemia and 2 cases of unavoidable CDifficile in February 
which has taken us to 20 patient cases year to date against the Monitor threshold of 14, however, 
there have been no lapses of care.   
 
Two serious incidents were reported to our commissioners in February, both of the incidents related 
to patient falls.  The normal process for serious incident panels is being followed and these will take 
place in April.  
 
 
 
Additional Reports 
 

• Learning from Mistakes League 
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6.82

10

0

0.3%

84.7% i -

9

82.6%

Radiotherapy Waiting Times - Palliative (Days) 8

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

31 Day Compliance

88%

Radiotherapy Waiting Times - Radical (Days)

g

h

99.0% 98.4%

99.9%

Target / Thresholds

Cancer Targets

Indicator

100.0%62 Day Compliance - Screening

99.8%g

Performance YTD

94%

62 Day Compliance - Upgrades
88.0%

86.9%

Feb-16

31 Day Compliance - Subsequent Surgery 98.6%
31 Day Compliance - Subsequent Radiotherapy 100.0%

Friends & Family Response Rate (Inpatients & Daycases)

31 Day Compliance - Subsequent Drug Therapy

40%
97.46%i

48.90% -

Quality

Indicator Performance YTD

i

h 1.25%
99.10%i

Mixed Sex Accomodation

1.40%Patient Satisfaction Score - % Not Recommended

0.59%
Patient Satisfaction Score - % Recommended 98.60%

Friends & Family Score (Outpatients) % Recommended 94.14%

20
0

Performance

0
3

Feb-16

g
2
0

i

YTD

C-Difficile - All Attributable Cases
MRSA 0

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

i

Feb-16

Jan-16
-0.71%

0 0

Staff Sickness 3.58% 3.41%h
Staff Training
Staff PDRs

90.5% 90.5%

3.5
4

Indicator PerformanceTarget / Thresholds

YTD

83.5% 83.5%h

Feb-16

< 0% -566.1%

Cash Balance - % of Planned Value

g

Feb-16

4

YTD
Liquidity - Ratio  (days) 61.4

> 2.5
3

h< -12
< 1.25

2

Target / Thresholds
23.9

h -566.1%

CIP Performance - Full Year Impact - Recurrent % 93.1%

Indicator Performance YTD

h 93.1%

> 3%

> 90%
Key Risks

146.4% h 146.4%

Income & Expenditure -  underspend/overspend against plan - Trading (Rolling YTD)

Number of Corporate Risks Grade 15 or Above 6 4 h  - 
Feb-16Target / Thresholds

Friends & Family Score (Outpatients) % Not Recommended

i25

VTE Risk Assessments 99.5%

Target / Thresholds

C-Difficile - Attributable Cases Due To Lapse In Care

i 95.07%

0 g

Target / Thresholds
0

0
(Year) <65

< 4%
94%
< 4%
94%
< 4%

80.0%
< 14
< 28

85.0%
80.0%
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%

Incidents Reported  (grade 2 or above)

g
Serious  Incidents

Continuity of Services Risk Rating 4 4

175

> 90%
80.0%

g

3 26

100.0%

YTDPerformance

Achieved
HR & Workforce

Never Events

Capital Servicing Capacity

Performance

3.9 h 3.9

i

61.4

Indicator
Palliative Radiotherapy 30 Day Suvival Rate
Final Chemotherapy 30 Day Survival Rate

Target / Thresholds

g
86%
99%

Indicator

Achieved
Achieved

< 80%

Indicator

Agency Usage  (subject to validation)

YTD
i -0.80%

h

Overall Trust Activity Vs Plan > 0% -0.99%

Jan-16
3.61%
90.8%
82.4%
0.57%

g

Jan-16

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

Jan-16

Performance

Finance

0.40% 0.64%

< -1%

< 1%

0.3%
6.85

81.4%
86%

90.2%
9
27

Dec-15
89%
99%

100.0%

Jan-16

85.2%
89.8%
100.0%
97.4%
100.0%
100.0%
98.4%

Jan-16
51.50%
98.44%
0.22%
94.44%
2.47%
99.70%
0.30%

7

96.79%

Jan-16
0

99.2%
0
5
14
0
0

-353.9%

89.9%
91.0%

Jan-16

0

> 96% < 88%
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Performance Exception Report 
 

 
Indicator 

Sickness 
Target Jan-15 Feb-16 Performance YTD 

>3.4% 3.61% 3.58% h 3.41% 

Issue 

The Trust sickness absence rate remains above the KPI of 3.4%.  However, overall sickness absence for the 
Trust has improved in February.  Sickness absence has increased in Estates to 8.18% which is above the 
divisional target. 

There have been increased sickness absence rates within the divisions of Estates and Facilities, CMPE 
Business and Finance, Performance and PMO.   

 

 

Proposed Action 

The sickness absence rate in Estates remains a concern.   

The division are working closely with HR to manage the sickness this is monitored and audited at performance 
review. 

The division is implementing a number of engagement and health and wellbeing interventions to address the 
sickness absence concern.   

 

 

 

Assessing Improvement 

Sickness absence continues to be monitored through divisional boards and monthly performance review 
meetings.   A six monthly audit of the application of the MOA policy is undertaken and presented to the Capital 
and Workforce Planning group to ensure sickness is being managed appropriately.   

 

 

 

Impact 

High levels of sickness absence may result in increased pressure on colleagues and low staff engagement.   

 

 

Expected Date of Performance Delivery 

 

Executive Lead 

Acting Director of Workforce 
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Performance Exception Report 
 

 
Indicator 

Attributable Unavoidable C-Difficile – 
(cumulative)  

Yearly 
Threshold Jan-15 Feb-16 Performance YTD 

19 2 3 i 20 

Issue 

There were 3 unavoidable C-Diff cases in February which means we have now passed the threshold agreed with 
the commissioners 

 

 

 

Proposed Action 
 

• By virtue of having had 20 cases in year, none of which were deemed to be due to lapses in care, the 
usual process of rigorous root cause analysis and ‘sign off’ with the commissioners will continue 

 
 
 
 

Assessing Improvement 

• Monitor weekly with infection control and prevention team 

• Reporting arrangements via NIPR 

 

 

Impact 

None 

 

 

Expected Date of Performance Delivery 
 

Executive Lead 
Director of Nursing 
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1. Patient experience   
 
1.1  Patient Satisfaction Surveys 

The scoring methodology 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 regarding 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% 99.1% 99.0% 99.2% 98.8% 99.7% 98.6%
Not Recommended % 0.7% 0.8% 1.4% 1.3% 0.3% 0.9% 1.0% 0.8% 1.2% 0.3% 1.4%

Patient Survey % Recommended Scores

 
 

The overall performance for patient satisfaction in February is 98.6%. 
 

The table below shows 37 of 2622 responses where patients have given a negative response 
to one of the 17 questions asked.   
 
Questions Strongly 

Agree Agree Disagree % Rec % Not Rec

Acceptable IP admission waiting time 49 27 3 96.2% 3.8%
Acceptable OP treatment waiting time 57 54 1 99.1% 0.9%
Acceptable OP test waiting time 2 2 2 66.7% 33.3%
Informed of pharmacy waiting time 15 3 0 100.0% 0.0%
Informed of medical physics scan waiting time 8 2 0 100.0% 0.0%
Acceptable waiting time to be seen by doctor 5 9 2 87.5% 12.5%
Treated with respect by staff 218 27 2 99.2% 0.8%
Involved in decisions 156 47 3 98.5% 1.5%
Given enough privacy 157 51 5 97.7% 2.3%
Access to call bell 57 19 2 97.4% 2.6%
Member of staff to talk to 170 66 4 98.3% 1.7%
Treated with compassion 169 53 1 99.6% 0.4%
Received required care 166 58 2 99.1% 0.9%
Received necessary information 176 65 4 98.4% 1.6%
Received sufficient pain control 134 71 2 99.0% 1.0%
High standard of cleanliness 182 65 1 99.6% 0.4%
Recommend Christie services 201 44 3 98.8% 1.2%
TRUST Score 1922 663 37 98.6% 1.4%            
 
Actions are being undertaken to ensure improvements in the areas that have had negative 
responses 
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Inpatient National Family and Friends  
The family and friends test carried out in February for inpatients and day cases show an 
excellent response of patients recommending The Christie at 95.1%. For the outpatient areas 
there has also been an excellent response at 94.1%. 

 
Outlined in the table below are the survey results. 
 
Inpatients and Day cases 

1 - Extrem
ely 

Likely

2 - Likely

3 - Neither likely 
nor unlikely

4 - Unlikely

5 - Extrem
ely 

unlikely

6 - Don't Know

01 Ward (Dept 33) 43 2 0 0 0 0 45 45 100.0%

03 Ward (Dept 48) 5 0 0 0 0 1 49 6 12.2%

04 Ward (Dept 52) 27 4 0 1 0 1 55 33 60.0%

10 Ward-Surg Onc Unit (Dept 4) 91 4 1 0 0 1 123 97 78.9%

11 Ward (Dept 4) 13 2 0 0 0 0 67 15 22.4%

12 Ward (Dept 4) 11 2 0 0 0 0 42 13 31.0%

CTU Inpatient Ward (Dept 1) 12 1 0 0 0 0 15 13 86.7%

Endocrine Ward (Dept 63) 1 0 0 0 0 0 3 1 33.3%

Haematology Day Unit (Dept 26) 23 0 1 0 0 0 56 24 42.9%

Medical Assessment Unit (Dept 14) 40 6 0 0 0 2 104 48 46.2%

Palatine Ward (Dept 27) 10 1 0 0 0 0 45 11 24.4%

Planned Admission & Transfer Suite (Dept 25) 30 5 0 0 0 5 79 40 50.6%

Surgical Day Case Unit(Dept 4) 27 1 1 0 0 5 75 34 45.3%

The BMR Unit (Dept 16) 31 2 0 0 0 1 88 34 38.6%

Total 364 30 3 1 0 16 846 414 48.9%

Total 
responses 

for each 
ward

Response 
rate for each 

ward
Ward name

Total responses in each category for each ward

Total 
Number of 

people 
eligible to 
respond

 
 
 
Outpatients  

1 - E
xtrem

ely 
Likely

2 - Likely

3 - N
either likely 

nor unlikely

4 - U
nlikely

5 - E
xtrem

ely 
unlikely

6 - D
on't K

now

Outpatient Locations 450 32 2 0 3 25 512

Total 450 32 2 0 3 25 512

Location

Total responses in each category for each location

Total 
responses

 
 

 
1.2 Complaints  

Five complaints were received in February.   High level complaints information is provided 
contemporaneously to the Board of Directors setting out the main reason for the complaint as 
described by the complainant. The Trust has set an internal 25 day standard to respond to 
complaints which it is meeting in more than 95% of responses. A full report and themes of 
complaints are presented quarterly to the Quality Assurance Committee. 
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Total Complaints
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Three complaints were due to be responded to in writing in the month of February. Two 
complaint response meetings were held in February. 

 

1.3 Number of complaints by primary concern raised by complainant  

Complaint Grade Primary Concern

1 3
Brain scan not carried out when patient had mobility problems and brain metastases later 
diagnosed.

2 3
Surgery had to be postponed because incorrect instructions re medication and attitude of 
consultant.

3 3 Care and management of newly diagnosed metastatic disease

4 4 Care of patient following allergic reaction

5 3 Delays in pathway at The Christie and attitude of secretarial staff
 

 

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 complainants

► Affects 16 – 50 people ►
Risk to organisational 
reputation

4 51 2 3

 
 

Complaints by type 
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Total complaints 2014/15 - /16 Mar Apr May June July Aug Sep Oct Nov Dec Jan Feb

Number 4 11 3 2 3 6 3 6 6 3 7 5

Activity (total)* 31758 29362 28081 30788 31826 28554 31411 31541 30806 30108 28747 30051

Complaints as % of total activity 0.01% 0.04% 0.01% 0.01% 0.01% 0.02% 0.01% 0.02% 0.02% 0.01% 0.02% 0.02%  
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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 3 6 6 3 7 5
Baseline 6 6 6 6 6 6 6 6 6 6 6 6
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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. 

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2013/14 66 76 43 59 63 69 68 52 35 51 64 46
2014/15 56 55 68 78 77 84 98 74 58 78 77 76
2015/16 77 84 99 84 75 104 107 87 63 97 111
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1.5    Executive quality walk rounds 

The following Executive Walk Rounds have taken place in February 
 

Date Executive 
Director Location Outcome 

1st 
February 

2016  

Executive 
Medical 
Director 

Mould Room Things to be proud of: 

• Staff have been really supportive and coped well during the 
transition to new management. The mould room is now 
incorporated into the pre-treatment planning department, 
led by a superintendent radiographer.  The core team 
includes 2 full-time and one part-time technician and an 
assistant practitioner. 

• Plans in place to rotate radiographers so that they are 
familiar with and trained in mould room processes, giving 
them additional skills.  This gives greater flexibility to 
service provision. 

• Patients are not kept waiting for their appointment.  The 
patient experience is good and not rushed 

Challenges 
• Change to new management structure Staff morale has 

improved and the team appeared to be happy and 

39



Date Executive 
Director Location Outcome 

comfortable during the visit. 

• Losing some working space when the accommodation is 
reorganised. However this means that the team can stay 
together, which is important. 

• Constant training is a challenge but is necessary to 
enhance the provision of mould room support within 
radiotherapy. 

• Patients can be very anxious when attending for masks to 
be made.  The staff take time in explaining the process and 
rationale for masks, which contributes towards the positive 
patient experience. 

• Patients may be asked to attend the mould room at short 
notice, usually as they are on site and the consultant 
directs them to the service on the same day.  Every effort is 
made to accommodate the patient and it is very rare that a 
patient is turned away 

Things to take forward/consider: 

• Recording activity accurately.  It can take 1 day to make 
some moulds and this is difficult to quantify on Mosaiq as it 
records the patient appointment and not the significant 
preparation time.  

• There are issues with maintenance and repair of the 
compressor and there is no back-up in the department.   
This needs to be added to the risk register and the general 
manager informed via the line manager. 

  
11th 

February 
2016 

Acting 
Director of 
Workforce 

School of 
Oncology 

Things to be proud of: 

• The team members are very supportive and helpful to each 
other 

• The organisation is enthusiastic about education and is 
supportive of their plan 

• Streamlining of processes/programmes has taken place to 
ensure smoother organisation 

Challenges 

• There are a number of different groups of trainee staff who 
are on site but there is no overall picture which considers 
all these groups and their learning environment as a whole 

• There are times when the department has to deal with 
organising large numbers of trainees over a short period of 
time 

• No parking for delegates or speakers on site 

• There are difficulties in obtaining accurate financial 
information 

Things to take forward 

• Occasionally items need to be purchased and the supplier 
is not a listed supplier. Considerable time is spent to 
resolve this each time.  A credit card with a limit for the use 
of the School of Oncology would be useful. 
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Date Executive 
Director Location Outcome 

• e pay is difficult to use.  It is suggested that flow charts to 
aid use of e pay and easy to find contact details for help 
and advice should be available. 

• For some events, the ability to source catering outside the 
Trust would be advantageous rather than using Trust 
facilities 

• Improvement is required to signage so that course 
attendees on the first floor are aware that there are toilet 
facilities on the next floor. 

• Opportunity to have more than two car park passes for 
speakers when required and simpler process for obtaining 
these 

• Feedback to be given to Daymar regarding an apprentice, 
whose start date was delayed by almost 4 months due to 
proposed supervisor leaving.   

 
 
 
1.6 Delivering Same Sex Accommodation (DSSA)  

There were 27 episodes of mixed sex accommodation for clinical need located in the Critical 
Care Unit.  There were no breaches of DSSA in February.  
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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.  
Detailed below is a summary for the February 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

99.70% 0.30%

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? 98.5% 1.5%

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? 98.3% 1.7%

Were you given enough privacy w hen discussing your condition or treatment? 97.7% 2.3%

During your stay w ere you treated w ith compassion by hospital staff? 99.6% 0.4%

Did you alw ays have access to the call bell w hen you needed it? 97.4% 2.6%

Did you get the care you felt you required w hen you needed it most? 99.1% 0.9%

How  likely are you to recommend our w ard/unit to friends and family if  they needed similar care or treatment? 98.8% 1.2%

Staff Experience - Internal survey results based on responses from 25 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

96.03%

3

0

3

0.72

2

0.48

 
 

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 – February 2016 

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

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

The February 2016 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.  
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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. 

2780.75
Average Fill Rate % 96.2% 95.9%

ALL Staff
Total monthly PLANNED 23040 12864

Total monthly ACTUAL

Care Staff
Total monthly PLANNED 6800 2899.75

Total monthly ACTUAL 6542.5

22544 12438.75
Average Fill Rate % 97.8% 96.7%

DAY NIGHT
Hours Hours

Registered Nurses
Total monthly PLANNED 16240 9964.25

Total monthly ACTUAL 16001.5 9658
Average Fill Rate % 98.5% 96.9%

 

Breakdown By Ward 

Critical Care Unit

Admissions Unit

Palatine Trt Centre

10 Ward-Surg Onc Unit

11 Ward

12 Ward

04 Ward

01 Ward

TOTAL

Critical Care Unit

Admissions Unit

Palatine Trt Centre

10 Ward-Surg Onc Unit

11 Ward

12 Ward

04 Ward

01 Ward

TOTAL 6800 6542.5 96.2% 2899.75 2780.75 95.9%

596 596 100.0% 24 24 100.0%

1215 1159 95.4% 517 481.75 93.2%

883 859 97.3% 329 317.25 96.4%

964 923.5 95.8% 387.75 387.75 100.0%

1018 1018 100.0% 364.25 364.25 100.0%

968.5 851.5 87.9% 700 675 96.4%

790.5 790.5 100.0% 425 425 100.0%

365 345 94.5% 152.75 105.75 0.0%

Care Staff

DAY NIGHT

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

16240 16001.5 98.5% 9964.25 9658 96.9%

879.5 879.5 100.0% 696 696 100.0%

2552.5 2496.5 97.8% 1327.75 1186.75 89.4%

1394.5 1378.5 98.9% 775.5 740.25 95.5%

2029 1967 96.9% 1316 1280.75 97.3%

2093 2093 100.0% 1280.75 1280.75 100.0%

3198 3126.5 97.8% 2200 2187.5 99.4%

2266 2266 100.0% 1087.5 1087.5 100.0%

1827.5 1794.5 98.2% 1280.75 1198.5 93.6%

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 the month there was no escalation to the Director of Nursing and Quality, of any 
staffing issues by the ward leaders and Matrons. 
 

Bed Occupancy 
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Mar-15 28% 94% 96% 94% 83% 76% 88% 81% 83%
Apr-15 34% 93% 95% 95% 90% 79% 91% 81% 82%
May-15 25% 92% 94% 93% 85% 82% 68% 76% 66%
Jun-15 37% 91% 93% 92% 83% 79% 83% 74% 79%
Jul-15 28% 91% 94% 90% 87% 74% 76% 76% 82%
Aug-15 28% 91% 96% 95% 96% 82% 72% 83% 82%
Sep-15 39% 94% 93% 93% 92% 84% 40% 69% 60%
Oct-15 30% 93% 90% 92% 90% 79% 74% 78% 76%
Nov-15 30% 90% 92% 92% 86% 76% 71% 75% 59%
Dec-15 20% 84% 87% 84% 90% 74% 59% 71% 41%
Jan-16 29% 92% 95% 93% 88% 79% 96% 74% 70% 50%
Feb-16 42% 92% 95% 93% 98% 87% 99% 88% 82% 53%

*Ward 1 opened in October
*Ward 3 used as decant during ward moves and as a temporary location for ward 1 prior to October

Efficiency Benchmark = 82%

 

 

2.3 MRSA bacteraemia 
There were no cases of MRSA bacteraemia reported in February 
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Clostridium Difficile 
There were 3 cases of unavoidable c-diff reported in February; this has taken us over the 
national trajectory by 1 case for the year to date.  
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Avoidable + Unavoidable 3 6 6 8 10 11 14 15 15 17 20
Avoidable 0 0 0 0 0 0 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 February. 
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MSSA 1 2 3 2 1 0 1 0 2 1 0 0

MSSA bacteraemia

 
 

Glycopeptide Resistant Enterococcus (GRE) 
There were no cases of GRE bacteraemia in February.  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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Escherichia Coli (E-Coli) 
There was 4 cases of E-Coli in February.  This was found on blood cultures taken from an 
unwell patient. This patient has been found to have the organism occurring naturally on 
admission.  The infection has not been acquired in the hospital.     
 

0

2

4

6

8

10

12

14

Nu
mb

er
 o

f p
ati

en
ts 

Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
E.Coli 3 6 3 7 3 8 6 2 4 5 6 4

E-Coli

 
 
 
2.4 Clinical  incidents 

Patient harm 
There were 25 incidents occurring in February, one of which was major, one of which was 
moderate and the remaining incidents 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
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Grade Incident Type Additional Details Location

4 (Major) Fall Patient fell on w ard and suffered fractured neck of femur. Ward 11

3 (Moderate) Fall Unw itnessed fall resulting in patient sustaining a head injury. Ward 4

Estate Patient’s core temperature dropped to 35.6 w hen heating failed for short time. Radiotherapy 
theatre

Pressure ulcer Grade 2 pressure ulcer to coccyx. Ward 4

Fall Out-patient stumbled getting off the radiotherapy couch and suffered sw elling and bruising 
to ankle.

Radiotherapy

Contact Patient reported skin tear to buttock from commode. Ward 1

Fall Out-patient stumbled and fell, banging his head on the x ray table. Radiology

Pressure ulcer Grade 2 pressure damage to sides of mouth. CCU

Extravasation Extravasation during administration of contrast. Radiology

Pressure ulcer Grade 2 pressure ulcer to coccyx. Theatres

Burn Wound to shoulder thought to have been caused from use of heatpacks. Ward 12

Medical equipment Skin tear to left w rist w hen removing iv tegaderm dressing from arterial line. Theatres

Drug administration Patient received 2 instead of 1 GCSF injections. Palatine Ward

Fall Patient fell on w ard and suffered bruise to back. Ward 11

Fall Patient fell on w ard and suffered bruise to knee. Ward 10

Care Infection around syringe driver puncture site. Ward 4

Estate Patient hurt her shoulder opening the toilet door. Radiology

Extravasation Extravasation during administration of contrast. Radiology

Prescribing Delay in prescribing pain relief follow ing insertion of nephrostomy. Ward 10

Hit by object Patient in w heelchair caught right hand on corner of w all causing abrasions to f ingers. Radiotherapy

Burn Patient burnt themself w hen they spilled their cup of tea. Palatine Ward

Extravasation Extravasation during administration of chemotherapy. Ward 3

Infiltration Infiltration during administration of chemotherapy. Ward 12

Extravasation Extravasation during administration of contrast. Radiology

Drug administration Patient became hypertensive w hen incorrect dose of noradrenaline given. CCU

2 (Minor)

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

 
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. February 2016 shows 3 pressure ulcers within the 
month.   The Ward sisters have been given key performance indicators from the Executive 
Director of Nursing & Quality, one of which is pressure ulcer reduction. 
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2014/15 Total 0 4 5 7 8 9 13 13 18 23 24 31
2015/16 Total 1 9 11 14 15 18 19 21 23 23 26
15/16 Reduction Tra jectory 5 8 10 12 14 16 18 20 22 24 26 28
Incidents as % of IP Spells 0.14% 1.04% 0.24% 0.34% 0.13% 0.39% 0.12% 0.25% 0.24% 0.00% 0.38%
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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 11 17 22 23 26 28 30 31 36 40
15/16 Reduction Tra jectory 3 6 8 11 14 17 19 22 25 28 30 33
Incidents as % of IP Spells 0.28% 1.17% 0.72% 0.57% 0.13% 0.39% 0.24% 0.25% 0.12% 0.63% 0.51%
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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** 

 
 
Never Events 
There were no never events in February. 
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2.5   Litigation, claims and inquests  
 
Claims 
Clinical negligence, employer liability and public liability 
There were no employer liability claims opened and no employer liability claims closed in 
February. 

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

Coroner Staff called Verdict

Manchester YES
Admitted to Christie Hospital, Manchester on 10 December 2014 to undergo surgery for an identif ied mass.  
Surgery w as uneventful but post operatively she w as found unresponsive at 06.40 hrs on 11 December 
2014 on the w ard and certif ied deceased at 07.45 hrs.

Manchester YES Open Verdict. Died from complications follow ing treatment for acute lymphoblastic leukaemia.

Bolton NO Industrial disease.  
 
Police involvement 
There were no episodes of police involvement in February.    

 
 
2.6 Executive reviews 

There were two executive reviews held in February.  
 

Date of 
executive 

review

Incident 
Report 

Number

Incident 
Date

Description Root Cause

• Lugol’s iodine to be provided as tablets 
rather than liquid.

• Discharge proforma to be updated for this 
small group of patients.

11/02/16 W26074 01/01/16
Ineffective contingency plan 
for transfer of patients 
when lift out of order.

•
The review found that this had been a 
clinical event and all care was appropriate

N/A

Human Error

Outcome

04/02/16 W25707 28/11/15

Patient missed two doses 
of Lugol's iodine because 
not given with take home 
medication. Risk of 
adverse outcome for 
patient very low. 

 
 
 
2.7    SUI panels 
 There were no SUI panels held in February.  
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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%
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100%

Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16
Radical XRT 90 day survival rate 97% 97% 97% 97% 97% 97% 96% 97% 96% 95%
Palliative XRT 30 day survival rate 84% 81% 88% 91% 86% 86% 89% 82% 90% 86% 86% 86%
Final chemotherapy 30 day survival

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

Major surgery 30 day survival rate 100% 100% 100% 100% 100% 100% 99.7% 100.0% 100.0% 100.0% 100.0% 100.0%

Treatment survival rates

 
Data subject to validation 
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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Intrathecal administrat ions 64 39 24 39 28 15 45 39 46 24 32 14
Wrong route chemotherapy 0 0 0 0 0 0 0 0 0 0 0 0

Intrathecal Activity - Wrong Route Chemotherapy

 
Data subject to validation. 
 
 

3.2    Critical Care Outcomes  
The Trust provides critical care level 2 and also level 3 for selected patients.   
The data in the tables below shows that our patients have much better survival rates both on 
leaving critical care and overall than is expected given their condition as measured by the 
Apache II severity scale.   
 
This demonstrates the safety of this service.   
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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Unit mortality 8.5% 6.4% 4.3% 7.3% 2.1% 8.7% 7.3% 4.2% 3.9% 6.8% 6.3% 0.0%
Total mortality 10.2% 6.4% 6.5% 9.1% 2.1% 8.7% 7.3% 8.3% 5.9% 11.4% 8.3% 4.0%

CCU Mortality Rates

 
 

Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Level 2 - Episodes 54 47 45 55 46 44 36 48 51 43 48 49
Level 3 - Episodes 11 2 5 7 9 5 6 2 6 4 4 2
Level 2 - Bed days 171 172 131 162 149 168 102 152 169 134 165 136
Level 3 - Bed days 42 15 33 41 37 16 27 5 32 10 5 4

Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
2 2 0 1 0 0 1 2 2 1 2 1
1 1 1 1 1 1 2 0 1 0 0 0
1 0 0 0 0 0 1 0 0 0 0 0
5 3 2 3 1 3 3 2 2 3 3 0
1 0 1 1 0 0 0 2 1 2 1 2
0 0 0 0 0 0 0 0 0 0 0 0

8.5% 6.4% 4.3% 7.3% 2.1% 8.7% 7.3% 4.2% 3.9% 6.8% 6.3% 0.0%
10.2% 6.4% 6.5% 9.1% 2.1% 8.7% 7.3% 8.3% 5.9% 11.4% 8.3% 4.0%

Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
24 20 21 20 23 21 24 21 23 26 24 22
0 0 0 0 0 0 0 0 0 0 0 0
0 0 0 0 0 0 0 0 0 0 0 0

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 
Average Apache II Score

Admissions for central line infections

Levels of 
Care

Unit mortality 
Total mortality 

 
 

 
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 5

Non Elective/emergency admission 12

TOTAL 17

Deaths on CCU 0

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

Deaths within 30 days SACT* 2

Deaths reported to coroner (*includes the above): 2

Deaths associated with a serious untoward incident: 0

Deaths associated with triggers other than the above:
Cause of death unknown & PM requested (1) 2

TOTAL 4

Feb-16

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 
 

The reports from the clinical outcomes unit will now be reported quarterly.  The next report 
will be produced in April 2016  

  
 

4. Top Risks 
 
4.1    Top corporate and financial risks  

 

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 

 

 

Changes to national tariff and 
commissioning intentions may 
adversely impact on Trust 
income in 2016-17. 

 

16 31st Mar 
2016 

Response to Commissioner Intentions submitted. 

New national Information Rules have been modelled 
and the impact will be part of contract negotiation for 
2016-17. 

The Deputy Director of Finance is a member of 
Monitor's Specialised Complex Tariff group working 
with Monitor and NHS England on development of 
chemo delivery tariff.  

Trust is identified as NHSE test site for chemo tariff 
development.  

Director of Pharmacy is a member of the Medicine 
Optimisation CRG.  

Draft tariff implication has been modelled and 
consultation feedback submitted to Monitor. 

2 

  

 

  

Trust ability to obtain planning 
permission for future 
developments may be affected 
by dissatisfaction of residents 
when staff park on roads outside 
the S106 restrictions.  The 
impact of eligibility rules may 
affect the Trusts ability to recruit 
and retain staff. 

15 31st Mar 
2016 

Car parking on the main site is under review with a 
feasibility study planned 

The park and ride pilot scheme will be extended early 
2016 with a further site with extended opening hours 

Implementation of eligibility rules 

3 

 

 

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

 

15 31st Mar 
2016 

Seven workstreams have been agreed for 2015/16. 

Targets for delivery and identification of savings have 
been approved. Q3 targets have been met. 

Transformation Board monitors progress. 

PMO is to formally report through the performance 
management structure. 

 

4 

 

 

Potential adverse impact on 
service delivery should aging 
plant and equipment need repair 
or replacement, complicated by 
the presence of loose asbestos 
and excessive heat in Plant 
room 26 

 

15 31st July 
2016 

Funding approved to relocate and replace the plant and 
equipment located in plant room 26, however re-
engineering is being applied due to excessive cost 
returns 

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

Asbestos management protocols restrict access to the 
plant-room and mitigate the risk of exposure to any 
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Control measures 

  
asbestos containing materials. 

Any work carried out follows agreed formal working 
practices 

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

Extra oil radiators in use for areas with heating 
problems. Estates checking systems overnight and 
every morning in case of pump failure overnight 
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5. Activity 
 
5.1    Key trends and forecasts  

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

 
The Trust has consistently delivered the commissioner activity plan within 1% of the contract 
value. Fluctuations in income associated with under and over performance are contained 
without the risk share agreement with NHS England. 
  
Point of Delivery Plan Actual Variance
Day Cases 808 849 5.11%
Elective 439 432 -1.49%
Non Elective Emergency 290 342 18.00%
Non Elective Non Emergency 13 18 33.70%
OP First Attendances 1220 1266 3.81%
OP Followup Attendances 7707 7553 -2.00%
OP Followup Attendances Chemotherapy Review 3282 3786 15.37%
OP Followup Attendances Radiotherapy Review 1465 1286 -12.24%
Supportive Care Hormonal Drug Review 278 299 7.43%
OP Procedures 463 556 20.14%
AHP Attendances 611 674 10.30%
Chemotherapy Delivery 4965 4962 -0.05%
Radiotherapy Treatment 8810 8028 -8.88%
Month 11 Total Activity 30350 30051 -0.99%
Month 11 Cumulative Total Activity 333935 331275 -0.80%  
 
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 8885 9414 529 5.95% £5,858,351 £6,373,216 £514,865
Elective 4824 4896 72 1.50% £22,601,574 £21,812,046 -£789,528
Non Elective Emergency 3457 3691 234 6.76% £8,217,352 £8,745,384 £528,032
Non Elective Non Emergency 161 211 50 31.39% £654,633 £802,348 £147,715
OP First Attendances 13415 13708 293 2.18% £2,647,610 £2,703,315 £55,705
OP Followup Attendances 84775 81736 -3039 -3.58% £8,225,147 £7,920,412 -£304,735
OP Followup Attendances Chemotherapy Review 36018 42841 6823 18.94% £3,545,465 £4,208,834 £663,369
OP Followup Attendances Radiotherapy Review 16120 14580 -1540 -9.55% £1,582,121 £1,431,012 -£151,109
Supportive Care Hormonal Drug Review 3062 3384 322 10.53% £324,784 £349,239 £24,455
OP Procedures 5091 5657 566 11.12% £994,220 £1,172,979 £178,759
AHP Attendances 6722 6063 -659 -9.80% £473,512 £463,119 -£10,393
Chemotherapy Delivery 54493 54633 140 0.26% £15,208,815 £15,137,336 -£71,479
Radiotherapy Treatment 96913 90461 -6452 -6.66% £13,061,309 £12,594,949 -£466,360

333,935 331,275 -2,660 -0.80% £83,394,894 £83,714,188 £319,295

Apr - Feb

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 31826 -3.25% -3.12%
Month 5 total activity 28431 28554 -2.46% -2.04%
Month 6 total activity 31154 31411 -2.04% -1.23%
Month 7 total activity 31355 31541 -1.44% -0.85%
Month 8 total activity 30644 30806 0.90% 1.43%
Month 9 total activity 29681 30108 -2.94% -1.54%
Month 10 total activity 28346 28747 -2.10% -0.71%
Month 11 total activity 30051 -0.99%
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6. Finance   
 
6.1   Summary Month 11 Financial Performance:  Variance Analysis 
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Continuity of services Balance sheet sustainability - Capital service cover 
(times)

25% 2.5 1.75 1.25 3.9
4 u p p

Continuity of services Liquidity - Liquidity (days) 25% -2 -7 -12 61.4 4 q q p
Financial Efficiency Underlying performance - I&E margin (%) 25% 1% 0% -1% 4.2% 4 q p p
Financial Efficiency Variance from plan - I&E margin variance (%) 25% 0% -1% -2% 0.7% 4 q p p
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% 17.8% q p q

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

<0% <0 to 3% >3% -566.1% q p p

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

<4% <4 to 12% >12% 0.4% q p p

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

<4% <4 to 12% >12%
0.7% p p p

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

<4% <4 to 12% >12% 6.9% p p p

Capital Expenditure Exchequer Capital Spend to date (£'000) £39,988k
Cash Balance Current balance to date (£'000) £57,645k
Cash Balance Percentage of planned value >90% 80-90% <80% 146.4% p p p

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

<50% <50% to 99% >100% 24.7% q q q

Debtor Days Average length of time debt is outstanding <12 <15 >16 16 p p q
Public Sector Payment Policy Trade creditors paid cumulatively within 30 days (%) >95% 90-94% <90% 96.2% q q q
Public Sector Payment Policy Trade creditors paid cumulatively within 10 days (%) >80% 65-80% <65% 77.6% p u q

M11 
Target

Trust Objective Themes & 
Performance Indicators

Tolerances Indicator

 
 
 
6.2 I&E 

• The month 11 EBITDA position has a surplus of £17,883k (£96k above plan). 
• The month 11 trading surplus is £6,106k (£5,189k above plan). 
• The month 11 I&E surplus is £6,555k (£1,418k below plan). 
• The trading position forecast remains at a surplus of £4,483k surplus. 
• The financial sustainability risk rating is 4. 
• CIP delivery is below the planned recurrent trajectory of 100% by month 10, standing at 

93.1% recurrently and 99.3% in year as at month 11. 
 

6.3 Balance sheet / liquidity 
• Cash balances stand at £57.6m (146.40% of plan). 
• Debtor days stand at 16 in line with quarterly trend in relation to the NHS Agreement of  
• Balances exercise and the raising of quarterly invoices. 
• Capital expenditure stands at 72.3% of plan. 

 
6.4 Other 

• TCC distributable profits of £1,990k for the 2016 year to date, and profits of £12,843k for the 
draft trading results for the 2015 year , sufficient to generate a share of excess profits to the 
Trust. 

 
 

0

3000

6000

9000

£0
00

's
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Actual 767 1539 1982 2808 3053 3525 4018 4296 4546 7269 6555
Plan 725 1450 2174 2899 3624 4349 5073 5798 6523 7248 7972 8697

Overall Trust Position
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7. Access Standards & Efficiency   
 
7.1   Cancer waiting time standards 
 Performance against each standard to date is outlined below. 

 
Existing Standards Operational Standard January February 

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

62 day with reallocations 85% 85.2% 92.5% 

31 day standard 96% 97.4% 99.0% 

62 day screening standard 90% 100% 100% 

62 day consultant upgrade standard No National Standard 
Set 89.8% 86.9% 

31 day drug standard 98% 100% 100% 

31 day surgery standard 94% 98.4% 98.6% 

31 day radiotherapy standard 94% 100% 100% 

Breast 14 day symptomatic  93% n/a n/a 
Subject to validation and breach reallocations. 
Data Accurate as of 10.03.16 
 
 

 

94%

96%

98%

100%

Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
31 day 98.7% 98.9% 98.7% 97.1% 98.5% 98.9% 98.3% 99.0% 98.5% 98.6% 97.4% 99.0%

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

31 sub (XRT) 100.0% 100.0% 99.5% 99.6% 99.7% 100.0% 99.7% 100.0% 100.0% 100.0% 100.0% 100.0%

31 sub (surgery) 97.5% 95.1% 97.7% 97.2% 100.0% 95.2% 100.0% 100.0% 100.0% 98.0% 98.4% 98.6%

31 day performance
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16

62 day CWT 70.2% 71.1% 62.6% 59.6% 71.1% 64.5% 68.2% 67.3% 68.8% 77.2% 67.5% 70.5%
62 day (adjusted) 92.2% 88.6% 85.2% 85.7% 91.5% 86.2% 88.4% 86.6% 86.3% 90.6% 85.2% 92.5%
62 day target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%
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62 day performance

 
 

Q4 14/15 Q1 15/16 Q2 15/16 Q3 15/16
Qtr % CWT 64.7% 64.2% 67.9% 71.2%
Qtr % Local Policy 89.9% 86.5% 88.7% 87.9%
Standard 85% 85% 85% 85%
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62 day performance
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 7.2   Improving and Sustaining Cancer Performance 
From August 2015 the trust reports performance against the 62 day standard 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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7.3   Internal Performance 

 

 

80%

85%

90%

95%
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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Internal 31 day 94.2% 93.0% 91.2% 87.6% 90.1% 92.9% 92.2% 86.9% 94.5% 93.3% 87.7% 91.4%
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

 
 
7.4  18 Weeks 

 
Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16

Incomplete 99.0% 98.9% 98.3% 98.8% 98.6% 98.7% 98.3% 98.5% 98.1% 98.4% 98.4% 98.3% 99.0%
Admitted 97.2% 96.1% 93.3% 98.3% 97.5% 97.2% 97.5% 96.2% 96.3% 96.4% 95.9% 93.8% 94.3%
Non-admitted 98.5% 99.2% 98.1% 98.3% 98.6% 98.8% 98.7% 98.3% 99.3% 98.7% 98.6% 99.1% 98.4%
Known clock start 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%  
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Incomplete 99.0% 98.9% 98.3% 98.8% 98.6% 98.7% 98.3% 98.5% 98.1% 98.4% 98.4% 98.3% 99.0%
Admitted 97.2% 96.1% 93.3% 98.3% 97.5% 97.2% 97.5% 96.2% 96.3% 96.4% 95.9% 93.8% 94.3%
Non-admitted 98.5% 99.2% 98.1% 98.3% 98.6% 98.8% 98.7% 98.3% 99.3% 98.7% 98.6% 99.1% 98.4%

18 weeks performance
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7.5   Radiotherapy Waiting Times 
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Palliative ta rget 14 14 14 14 14 14 14 14 14 14 14 14
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Waiting Days Summary - RTSD

 
 
7.6    Waiting times on the day   
 
7.6.1 Outpatients 
 

An extensive review of outpatient processes and key performance indicators has been 
commenced; the initial findings and recommendations will be reported through Management 
Board and through the Transformation Board. 
 
 

7.6.2 Pharmacy 
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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Target 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
combined

compliance 87.2% 92.7% 85.0% 87.0% 88.6% 85.5% 90.3% 80.0% 93.0% 91.2% 90.2% 84.7%

Pharmacy waits

 
 
 
7.6.3 Chemotherapy 
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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Target (all patients) 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
Compliance (all patients) 88% 87% 87% 86% 87% 86% 87% 91% 88% 89% 85% 90%
Target (2 day treats) 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90%
Compliance (2 day treats) 95% 94% 95% 93% 94% 93% 93% 95% 94% 94% 92% 96%

Patients receiving chemotherapy within one hour
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7.7    Commissioning for quality and innovation (CQUINS) 2015/16 
The 2015/16 CQUIN indicators have been agreed with Commissioners, these are highlighted 
below and will be reported quarterly, all thresholds for December and Q3 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

Q1

Safer Hospital 
Discharge

Achieved

Achieved

Achieved

Medicines 
Optimisation

Achieved

Achieved

Anti-biotic Door to Needle Bundle

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).

Achieved

Achieved

INDICATOR Brief Description Q1 Target / Deliverables Apr May Jun Sep Oct Nov Dec

Q2

Achieved

Achieved

Jan Feb

Q3

Achieved

Achieved

Achieved

Jul Aug

Achieved

Achieved

Achieved

Achieved

Achieved

Achieved

Achieved

Achieved

Achieved

Achieved

Achieved

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. 

Achieved

Q4
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7.8   Length of stay (LOS) 
Average rolling LOS is 6.82 in February against a standard of 6.4. 

 
Reporting month Total EL NEL

Mar-15 6.87 5.75 8.55
Apr-15 6.85 5.74 8.53
May-15 6.89 5.72 8.72
Jun-15 6.88 5.71 8.71
Jul-15 6.77 5.64 8.54
Aug-15 6.81 5.67 8.57
Sep-15 6.88 5.69 8.74
Oct-15 6.86 5.75 8.61
Nov-15 6.92 5.75 8.61
Dec-15 6.86 5.83 8.47
Jan-16 6.85 5.83 8.40
Feb-16 6.82 5.79 8.37  
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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Annual 6.87 6.85 6.89 6.88 6.77 6.81 6.88 6.86 6.92 6.86 6.85 6.82

12 month rolling average LOS - Trust level

 
 
 
7.9  Theatre Utilisation 
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Re-Booked in 28 days 0 1 0 1 1 1 0 3 2 0 0 0

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

  

50%
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90%

100%

%

Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
6 weeks 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
4 weeks 80.3% 81.7% 84.0% 88.9% 91.5% 99.7% 99.8% 100.0% 100.0% 99.4% 98.8% 99.8%
2 weeks 69.8% 69.8% 72.8% 76.1% 84.2% 94.7% 84.7% 93.3% 92.7% 80.9% 73.5% 70.7%

CT waiting times
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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
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 95.5% 82.7% 72.1% 75.4% 92.5% 99.5% 100.0% 100.0% 100.0% 100.0% 96.2% 100.0%
2 weeks 68.8% 62.4% 56.9% 64.3% 72.8% 79.5% 88.1% 97.6% 97.7% 84.3% 74.3% 76.0%

MRI waiting times
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PET scans 600 640 611 647 643 572 624 571 510 497 482 537

Clinical PET scanner - studies per month
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7.11  Efficiency programme 
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The annual target for CIP in 2015-16 is £5.46m.  As at month 11, £5.1m has been achieved and 
removed from budget recurrently and £5.4m has been achieved in year. 
 
Against the £5.46m target, 93.1% has been delivered recurrently and 99.3% in year 
 
Within month 11 – Six new PIDs have been submitted; of the one hundred and sixty schemes a 
further 5 schemes completed in month to release £200K in year savings and £172K recurrently. 
There are 5 active schemes which are anticipated to deliver a further £96k of recurrent savings 
and £21K in year.   
 
Due to CIP transacted this month there has been a slight improvement in the forecast for end of 
year. Including risk assessed schemes the Trust is predicting 94.8% recurrently and 99.6% in year 
CIP delivered. If all schemes are transacted the Trust remains £282k away from achieving the 
recurrent CIP 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% 62.6% 73.4% 

Q3 88% 88.1% 99.5% 

Q4 100% 93.1% 94.8% 
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8. Workforce      
 
8.1    Employees in post 
 The table shows performance in whole time equivalents (WTEs) against workforce plan for 

2015/16   
 

2100
2200
2300
2400
2500
2600

Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Total Headcount 2505 2508 2518 2502 2509 2531 2557 2573 2592 2597 2615 2621
Total FTE 2285 2286 2297 2284 2292 2311 2335 2351 2368 2373 2389 2394
Forecast FTE plan for year end 2320 2320 2320 2320 2320 2320 2320 2320 2320 2320 2320 2320

Total Headcount & FTE

 
 
 
8.2    Use of bank and agency  

Agency costs are at 0.40% of the total pay bill in February.  The table below shows actual agency 
spend for 2015/16.  
 

Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb
Cancer Centre Services £58,262 £38,515 £36,106 £43,200 £32,848 £30,221 £29,335 £23,855 £21,094 £24,581 £15,915
Cancer Networked Services £18,037 £14,807 £12,063 £14,800 £17,827 £19,772 £21,226 £10,420 £0 £5,391 £7,890
Finance & Business Development
Estates & Facilities £3,101 £1,550 £0 £0 £4,885 £0 £0 £0 £0 £0 £0
Human Resources
Medical Physics £0 £0 £0 £0 £0 £0 £0 £8,000 £0 £13,570 £7,373
Charity
Research & Development

£79,400 £54,872 £48,169 £58,000 £55,560 £49,993 £50,561 £42,275 £21,094 £43,542 £31,178

Cumulative Actual 
% of Total Pay Bill (Target) 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 1%
% of Total Pay Bill (Actual) 1% 0.72% 0.64% 0.77% 0.73% 0.65% 0.67% 0.55% 0.27% 0.57% 0.40%

TOTAL Actual
£182,441 £163,553 £113,930 £74,720

£534,644

Q4

2015-16

Q1 Q2 Q3
Division

Agency Spend

 
 
 
8.3    Sickness absence  

The trust sickness absence rate is at 3.58% for February against a standard of 3.4%.   Sickness 
absence continues to be monitored at divisional board meetings and performance reviews 
 

2%
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5%

Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
target 3.2% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4%
Trust total 3.98% 3.44% 3.21% 2.63% 3.31% 3.62% 3.36% 3.51% 3.32% 3.87% 3.61% 3.58%

Trust Level - Absence Rates

 
 Subject to validation 
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Division Feb-16 YTD (From Apr-15)

Cancer Centre Services 3.56% 3.66%
Christie Medical Physics and Engineering 2.33% 2.19%
Clinical Networked Services 2.97% 3.20%
Corporate Services ** 3.44% 2.14%
Estates & Facilities 8.18% 7.00%
Finance & Business Devlp 2.86% 2.21%
Research and Development (Medical Internal) 3.04% 2.90%
Grand Total 3.58% 3.41%
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 February is 83.4% compliance against a 95% standard.  PDR compliance 
continues to be closely monitored through Performance Review meetings and divisional board 
meetings.   
 
Division Feb-16
Cancer Centre Services 91.23%
Christie Medical Physics and Engineering 84.28%
Clinical Networked Services 83.15%
Corporate Services 80.98%
Estates & Facilities 75.53%
Finance & Business Devlp 84.40%
Research and Development (Medical Internal) 73.88%
Grand Total 83.49%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED  

 
 
8.5    Essential Training  

Essential Training in February is at 90.4% against the 95% standard.  Monitoring of compliance 
continues at performance review meetings and through the risk committee on a monthly basis.  

 
 
Division Feb-16
Cancer Centre Services 91.16%
Christie Medical Physics and Engineering 95.44%
Clinical Networked Services 87.63%
Corporate Services 91.92%
Estates & Facilities 90.53%
Finance & Business Devlp 95.24%
Research and Development (Medical Internal) 91.75%
Grand Total 90.48%
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  

Performance is measured in respect of the setting up of clinical trials 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. 
 
The trust provides information on a quarterly basis, on recruitment to clinical trials in two key 
areas: 
 
1)    Initiating Research- the 70 day target (this looks at how quickly studies are set up and first 

patient is recruited) 
2)     Delivering Research- time and target (this looks at whether or not we’ve recruited the agreed 

target number of patients within the agreed timeframe) 
 

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. 
 

Target 01/10/14 – 30/09/15 

 
Initiating Clinical Research (70 day target) 

 

 
94.2% 
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71



534

292

289

283

236

236

226

226

224

202

180

179

172

158

158

157

156

113

111

105

0 100 200 300 400 500 600

 Barts Health NHS Trust

 The Royal Marsden NHS Foundation Trust

 Guys and St Thomas NHS Foundation Trust

 The Christie NHS Foundation Trust

 Kings College Hospital NHS Foundation Trust

 Royal Free London NHS Foundation Trust

 Nottingham University Hospitals NHS Trust

 Oxford University Hospitals NHS Trust

 University Hospital Southampton NHS Foundation Trust

 Cambridge University Hospitals NHS Foundation Trust

 The Newcastle Upon Tyne Hospitals NHS Foundation Trust

 University College London Hospitals NHS Foundation Trust

 University Hospitals Of Leicester NHS Trust

 Imperial College Healthcare NHS Trust

 Leeds Teaching Hospitals NHS Trust

 Central Manchester University Hospitals NHS Foundation
Trust

 Sheffield Teaching Hospitals NHS Foundation Trust

 Norfolk and Norwich University Hospitals NHS Foundation
Trust

 Salford Royal NHS Foundation Trust

 St Georges Healthcare NHS Foundation Trust

Number of Reported Commercial Trials - League 1

 
 
 
 
 
 
 
 

72



100.0%

100.0%

97.5%

96.6%

94.2%

92.8%

91.5%

90.9%

89.7%

89.4%

88.9%

87.0%

86.6%

86.1%

84.3%

81.8%

80.0%

79.7%

0.0% 20.0% 40.0% 60.0% 80.0% 100.0%

 University Hospital Southampton NHS Foundation Trust

 Nottingham University Hospitals NHS Trust

 Imperial College Healthcare NHS Trust

 Sheffield Teaching Hospitals NHS Foundation Trust

 The Christie NHS Foundation Trust

 University Hospitals Of Leicester NHS Trust

 Central Manchester University Hospitals NHS Foundation Trust

 The Royal Marsden NHS Foundation Trust

 University Hospitals Birmingham NHS Foundation Trust

 Guys and St Thomas NHS Foundation Trust

League 1 Average

 University College London Hospitals NHS Foundation Trust

 Barts Health NHS Trust

 Kings College Hospital NHS Foundation Trust

 The Newcastle Upon Tyne Hospitals NHS Foundation Trust

 Cambridge University Hospitals NHS Foundation Trust

 Plymouth Hospitals NHS Trust

 Leeds Teaching Hospitals NHS Trust

% of Trials Meeting the 70 Day Target - League 1

 
 
 
 
 
 
 
 73



10. Sustainable development management 
 
10.1 Sustainability  

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

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

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

 
10.3 Energy and the carbon reduction commitment (CRC) 

The graph indicates the percentage compliance against the target set out by the trust of 10%: 
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Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16
Target 10 10 10 10 10 10 10 10 10 10 10 10
Energy 34.57 24.67 32.36 34.47 30.80 32.86 28.38 36.85 34.65 32.07 28.96 26.15

Energy reduction monthly performance

 
 
Key points to note:- 
• The annual reduction in consumption average for 2015/16 is currently 26.15%. 
• The Trust is due a refund of CRC allowances due to a DoE miscalculation. Amount TBC. 
• The government is to announce changes to CRC and other energy taxes in the 2016 

Budget. 
• Veolia have produced a report on current boiler capacity / limitations and expansion 

proposals. 
• The next phase of the energy reduction programme is under evaluation 

Schneider to produce a report on overview of energy programme 
 

10.4 Food Waste (and sustainable catering) 
• A new electronic system, records everything from delivery of raw ingredients to point of 

service. This includes all temperature checks and also integrates all cleaning schedules. This 
system is computer based significantly reducing paperwork improving the accuracy of our 
audit reports  

• A pilot scheme initiated, in conjunction with HR, for Adults with Down’s syndrome from the 
local community to get work experience. This pilot scheme will start in the beginning of 
March 2016  

• An electronic biometric clocking is in system under review to replace the current system. This 
will result in significant in paper and admin time. A demonstration has been well received  
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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Target 10 10 10 10 10 10 10 10 10 10 10 10
Actual food waste 4.46 5.08 5.29 5.65 5.44 5.42 4.85 4.82 4.85 6.22 5.26 4.90

Food waste following ERIC criteria

 
 

 
10.5 Low carbon travel 

Green travel plan (GTP) target set at 60% of staff to use sustainable travel by 2030 
Key points to note:-   
• Travel survey- Model shift target for 2015 was 40%, result of survey indicated 43.74%.  
• New 20 space cycle compound in work up. 
• Site plan proposal under discussion showing proposed cycling facilities.   
• Draft parking permit allocation policy developed by eligibility consultation group  

o As of the 1st January 2016 all permits issued must go through eligibility testing. 
o 12 months to review all current permit holders against agreed criteria. 

• Preparations for Staff Health & Wellbeing day – promotion of active travel 
• Quote for electrical vehicle charge point received – to be reviewed.   

 
10.6 Carbon emissions from clinical waste 

The graph indicates that waste tonnages have plateaued from June 2015 to December 2015, 
although Cytotoxic sharps wastes are increasing month on month, PICR wastes continue to 
impact on waste weights 
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Carbon emmissions from waste

 
 

• Reduction of clinical waste, KPI monitors indicated that overall waste weights have 
plateaued from June 2015 to January 2016, Cytotoxic sharps wastes continues to increase 
month on month, PICR wastes continue to impact on waste weights. 

• The implementation for new proposed waste stream segregation has been approved by the 
Health and Safety committee; target date week commencing Monday 04.04.2016 (revised). 
Communication packages information posters and waste container labels are being 
developed for distribution prior to implementation 
 

 
11. Recommendation 

 
The board is asked to note performance for month 11. 
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DATA APPENDICES 

 
Month 11 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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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Clinical Negligence 9 9 9 9 10 9 9 11 11 11 11 11
Employer Liability 17 16 17 16 14 13 11 10 10 9 9 9
Public Liability 2 1 1 1 1 1 1 1 1 1 1 1

Litigation and Claims - number of live claims
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Payments £26,750 £0 £40,809 £14,435 £21,100 £0 £10,223 £0 £11,900 £0 £0 £0

Payments relating to claims
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2. Activity 

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

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
External Referrals (14-15) 1295 1365 1510 1504 1252 1465 1471 1311 1460 1330 1365 1509
External Referrals (15-16) 1417 1337 1621 1758 1419 1646 1551 1543 1574 1530 1498
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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) 

  

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 718 768 838 875 785 779 830 791 832 795 792
PLAN 743 733 784 816 754 784 795 763 774 754 742 774
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 1164 1143 1406 1314 1192 1322 1285 1248 1176 1192 1266
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 7310 6780 7884 7681 7039 7913 7850 7470 6946 7310 7553
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 5064 4815 4904 5164 4634 5129 5123 4954 4998 4886 4962
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 8857 8127 8420 8705 8636 8618 7277 8028
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 490 439 486 499 411 602 611 528 489 546 556
PLAN 441 419 485 507 441 485 485 463 463 441 463 463
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3. Finance 
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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Actual 767 1,539 1,982 2,808 3,053 3,525 4,018 4,296 4,546 7,269 6,555
Trust Plan 725 1,450 2,174 2,899 3,624 4,349 5,073 5,798 6,523 7,248 7,972 8,697

Trust performance against budgets
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3.1  
Issue  • Income and expenditure 
Indicator • Performance against budgets 
Source • Finance ledger 
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 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Add Prof Scientific and Technic 77 77 75 76 78 78 79 90 92 90 89 91
Additional Clinical Services 225 222 223 227 229 229 241 246 252 248 254 251
Administrative and Clerical 694 693 696 692 696 702 707 709 710 721 721 729
Allied Health Professionals 207 209 212 210 209 209 210 209 212 212 208 211
Estates and Ancillary 210 212 214 212 212 216 215 211 210 210 211 207
Healthcare Scientists 163 165 164 162 159 162 165 166 165 165 166 166
Medical and Dental 154 152 156 157 156 157 162 162 164 165 166 166
Nursing and Midwifery Registered 555 557 556 547 551 558 556 558 563 562 572 571
Students 0 0 1 1 1 1 1 1 1 1 1 1
Grand Total 2285 2286 2297 2284 2292 2311 2335 2351 2368 2373 2389 2394  
 
 
Staff Group Headcount Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Add Prof Scientific and Technic 83 83 80 81 83 83 84 95 97 95 94 96
Additional Clinical Services 248 245 247 250 253 254 269 274 279 276 282 280
Administrative and Clerical 763 762 765 761 762 768 773 775 780 791 793 802
Allied Health Professionals 227 229 232 231 230 230 230 229 232 232 227 230
Estates and Ancillary 239 242 245 242 243 247 245 242 239 237 240 236
Healthcare Scientists 169 171 170 169 166 169 172 173 172 172 173 173
Medical and Dental 168 167 171 171 171 172 177 177 180 181 182 182
Nursing and Midwifery Registered 608 609 607 596 600 607 606 607 612 612 623 621
Students 0 0 1 1 1 1 1 1 1 1 1 1
Grand Total 2505 2,508 2,518 2,502 2,509 2,531 2,557 2,573 2,592 2,597 2,615 2,621  
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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Medical staf f 26.4% 26.5% 25.9% 25.5% 27.1% 26.3% 26.7% 26.2% 25.9% 26.2% 26.8% 26.5%
Nurse staff 20.9% 20.9% 21.1% 21.3% 20.4% 20.9% 20.3% 21.0% 21.0% 21.2% 21.3% 21.6%
Clinical staff 24.9% 24.8% 24.9% 25.4% 24.7% 24.8% 25.0% 25.3% 25.3% 24.8% 25.0% 24.9%
Non clinical staff 26.8% 26.8% 27.4% 27.2% 27.0% 27.3% 27.3% 26.9% 27.2% 27.6% 26.3% 26.6%
Total agency/other 0.99% 1.05% 0.72% 0.64% 0.77% 0.73% 0.65% 0.67% 0.55% 0.29% 0.57% 0.40%

% 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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Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Networked Services £14,339 £18,037 £14,807 £12,063 £14,800 £17,827 £19,772 £21,226 £10,420 £0 £5,391 £7,890
Cancer Centre Services £54,375 £58,262 £38,515 £36,106 £43,200 £32,848 £30,221 £29,335 £23,855 £21,094 £24,581 £15,915
Estates & Facilities £381 £3,101 £1,550 £0 £0 £4,885 £0 £0 £0 £0 £0 £0

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 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Dismissal 0 0 0 0 0 0 2 1 2 0 4 1
End of Fixed Term Contract 1 3 3 5 3 2 3 7 5 2 7 0
Mutually Agreed Resignation 0 0 0 0 0 0 0 0 0 0 0 0
Redundancy 0 0 0 3 0 1 1 2 1 0 0 2
Retirement 3 1 11 5 3 4 2 0 4 8 7 0
TUPE 1 0 0 2 0 1 1 3 1 0 0 0
Voluntary Resignation 24 9 20 18 22 17 0 15 24 24 58 52
Others 0 0 0 0 0 0 1 0 0 0 0 3
Grand Total 29 13 34 33 28 25 21 21 37 34 76 58
12 Month Turnover % Headcount 13.29% 12.72% 10.33% 10.83% 11.20% 11.14% 11.11% 11.19% 11.46% 11.94% 14.23% 15.60%
Adjusted 12 month Turnover %* 8.66% 8.41% 9.02% 9.19% 9.57% 9.52% 9.74% 9.83% 9.76% 10.28% 12.16% 13.62%
* Turnover based on substantive leaving reasons only (Dismissal, M.A.R.S, Redundancy, Retirement, Voluntary Resignation, Other)
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5. Additional Reports 

 
 
 

5.1 Learning from Mistakes League 
 
Introduction 
 
On 9th March 2016 Monitor and the NHS Trust Development Authority published a league table 
identifying levels of openness and transparency within NHS trusts and foundation trusts. The 
Christie is ranked 21 (out of 230 trusts) with a rating of good 
The league table has been drawn together by scoring providers based on the fairness and 
effectiveness of procedures for reporting errors; near misses and incidents; staff confidence and 
security in reporting unsafe clinical practice; and the percentage of staff who feel able to 
contribute towards improvements at their trust. 
The data for 2015/16 – which is drawn from the 2015 NHS staff survey and from the National 
Reporting and Learning System – shows that out of 230 trusts: 

• 18 providers were outstanding 
• 102 were good 
• 78 gave cause for significant concern 
• 32 had a poor reporting culture 

The national reporting and learning system data used was based on the CQC Intelligent 
Monitoring methodology using data from July 2015 to December 2015. This data is a snapshot 
at this time (March 2016). NRLS risks may be amended upon subsequent investigation. 

Methodology 

Key findings (KF) from the 2015 NHS staff survey used to form the league tables are: 

• Key Finding 7. Percentage of staff able to contribute towards improvements at work (the 
higher the percentage the better) 

• Key Finding 30. Fairness and effectiveness of procedures for reporting errors, near 
misses and incidents (the higher the percentage the better) 

• Key Finding 31. Staff confidence and security in reporting unsafe clinical practice (the 
higher the percentage the better) 

• Key Finding 26. Percentage of staff experiencing harassment, bullying or abuse from 
staff in last 12 months (the lower the percentage the better) 

Data from the National Reporting and Learning System (NRLS) used to form the league tables 
is based on risk of the following: 

• Potential underreporting 

• Potential underreporting of severe harm or death 

• Harmful incidents 

• Reporting consistency past 6 months 
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Results 

The Christie is ranked 21 (out of 230 trusts) with a rating of good  

In comparison the Royal Marsden (RMH), ranked 3 with a rating of outstanding, has a slightly 
higher composite score for the staff survey questions. (NRLS red flags are zero for both 
organisations). 

The Christie performed better than RMH in key finding 26 which asks about percentage of staff 
experiencing harassment, bullying or abuse from staff in last 12 months 

For the Christie to move to outstanding results would need to improve in the staff survey 
questions, particularly: 

• KF7: Percentage of staff able to contribute towards improvements at work 

• KF30: Fairness and effectiveness of procedures for reporting errors, near misses and 
incidents 

• KF31: Staff confidence and security in reporting unsafe clinical practice 

Table 1 shows a comparison of the Christie position with local and specialist trusts and the 
trusts which were ranked at the top and bottom of the league table. 

The full document and data sources can be accessed at: 
https://www.gov.uk/government/publications/learning-from-mistakes-league 

Actions 

A trust-wide action plan is being developed in response to the findings in this report and the 
results from the NHS staff survey, in particular the responses to the questions which make up 
key findings 7, 30 and 31 as above.  

The action plan will be monitored through the workforce committee, engaging our Christie 
commitment champions with this work to cascade and ensure we continuously engage with our 
staff and communicate the ways in which their feedback is being used. The results from this 
year’s safety culture survey will also be used to identify key areas for action. 

Recommendation 

Board members are asked to note the findings in this report and the action being taken.  
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Agenda item 09/16a 
 

Meeting of the Board of Directors 
Thursday 24th March 2016 

 
 

Report of Chief executive 

Paper Prepared By Company secretary 

Subject/Title Governance documentation 

Background Papers Well-led governance review 

Purpose of Paper 

To request completion of the following governance 
documents: 

• Fit & proper persons declaration from each board 
member 

• Register of interests form from each board member 

• Letters of representation from each Board member  

• Declaration of independence (non-executive 
directors only) 

Action/Decision Required For each board member to complete the relevant 
governance documentation 

Link to: 

 NHS Strategies and Policy 

 

 

Monitor Code of Governance 

 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 

Objective 7 
 

Impact on resources and risk and 
assurance profile 

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

None 

You are reminded not to use acronyms 
or abbreviations wherever possible.  
However, if they appear in the 
attached paper, please list them in the 
adjacent box. 
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Agenda item 09/16a 
 

Meeting of the Board of Directors 
Thursday 24th March 2016 

 
Governance documentation 

 
1. Fit & Proper persons declaration 

The fit and proper person’s requirement (FPPR) is a new statutory requirement for all care 
providers registered with the Care Quality Commission (CQC) to ensure the suitability of all 
their directors and those acting in an equivalent capacity.  The Regulations introduce the 
following criteria for assessing fitness.  A Director must: 

• be of good character  
• have the necessary qualifications, competence, skills and experience  
• be capable, by reason of their health, of undertaking the relevant position (after any 

reasonable adjustments under the Equity Act 2010) 
• not have been responsible for, been privy to, contributed to or facilitated any serious 

misconduct or mismanagement (whether unlawful or not) in the course of carrying on 
a regulated activity or providing a service elsewhere which, if provided in England 
would not be regulated activity 

• not be unfit, as per the ‘unfit’ criteria. 

All board members are therefore required to complete a fit & proper person’s declaration on 
an annual basis (appendix 1). 

 
2. Register of Commercial Interests and Affiliations  

The register is required to comply with standing orders 8-10 (included in our constitution as 
Annex 8) which cover declaration and register of interests, pecuniary interests and 
standards of business conduct and is also part of The Christie response to the published 
national guidelines on “Standards of business conduct for NHS staff”. 
 
All board members are required to review their entry on the register and complete the 
standard declaration (appendix 2).  A summary of this information is published on The 
Christie website.   
 

3. Representation by all members of the board 
Under the terms of authorisation as a Foundation Trust it is necessary for the board to 
confirm their awareness of all significant matters within the organisation and disclose any 
matters of consequence to the organisation. This is done for the previous 12 months.   
 
A draft of the letter is attached as appendix 3. All board members are asked to sign this 
letter to confirm the statements contained within it. 

 
4. Declaration of independence by all non-executive directors 

The Trust is required to identify in its annual report each non-executive director it considers 
to be independent.  The board should determine whether each director is independent in 
character and judgement and whether there are relationships or circumstances which are 
likely to affect, or could appear to affect, the director’s judgement.  Each non-executive 
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director will be asked to provide a declaration confirming their independence.  A draft 
declaration of independence form is attached as appendix 4. 
 
The board of directors should confirm that it has received an appropriate declaration of 
independence from each non-executive director and considers each non-executive director 
to be independent. 

 
5. Recommendation 

Each member of the board is asked to sign a fit & proper person’s declaration, register of 
interests form and relevant letter of representation (these will be available for signing at the 
board meeting).  Non-executive directors will also be asked to sign the declaration of 
independence. 
 
The board is asked to confirm that it considers each non-executive director to be 
independent. 
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Appendix 1 
 

 
 

Fit and Proper Person Declaration 
 
In line with the requirement for Directors of an NHS Foundation Trust to be a fit and proper person, 
I hereby declare 
 

Declaration Confirmed 

I am of good character by virtue of the following:  

• I have not been convicted in the United Kingdom of any offence or been 
convicted elsewhere of any offence which, if committed in any part of 
the United Kingdom, would constitute an office 

 

• I have not been erased, removed or struck-off a register of professionals 
maintained by a regulator of health or social care 

 

• I have not been sentenced to imprisonment for three months or more 
within the last five years 

 

• I am not an undischarged bankrupt  

• I am not the subject of a bankruptcy order or an interim bankruptcy 
order 

 

• I do not have an undischarged arrangement  with creditors  

• I am not included on any barring list preventing me from working with 
children or vulnerable adults 

 

I have the qualifications, skills and experience necessary for the position I hold 
on the Board 

 

I am capable of undertaking the relevant position, after any reasonable 
adjustments under the Equality Act 2010 

 

I have not been responsible for any misconduct or mismanagement in the 
course of any employment with a CQC registered provider 

 

I am not prohibited from holding the relevant position under any other law e.g. 
under the Companies Act or the Charities Act 

 

  

Signed  

Name  

Position  

Date  
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Appendix 2 

 
Board of Directors’ Register of Interests  

2016/17 
 
Name of company, 
partnership, local 
authority of other body or 
organisation 

Nature of the interest 
(shareholder, director, 
partner, advisor, employee 
etc) 

Type of interest (direct or 
indirect and whether it is 
pecuniary or non-pecuniary) 
 

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
I confirm that I have understood the Trust Code of Conduct for Directors and Employees and in 
making this declaration to The Christie; I confirm compliance with the requirements of the register 
of interests. 
 
I accept that in submitting this declaration, it does not remove my personal responsibility of 
ensuring I am not in a position or situation which may result in a potential breach of this policy. 
 
 
Signed:………………………………………………  Date:……………………………. 
 
 
Name: ……………………………………………… 
 
 
Title:………………………………………………….  
 
Please note that checks may be made relating to any interests declared to ensure they comply with the fit and proper 
persons requirements.  
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Appendix 3 
 

 
 
[1st April 2015] 
 
 
 
 
[              ] 
 
 
Dear Chris/Roger, 
 
Disclosure of significant matters of a strategic, operational or governance nature 
I confirm that to the best of my knowledge and belief I have informed the board about all significant 
matters of a strategic, operational or governance nature that I have become aware of as part of my 
employment on behalf of the Trust.  There are no matters of consequence that I have not already 
disclosed to the board or one of its committees. 
 
Through meetings of the board and its committees held throughout the year I can confirm that to 
my knowledge and belief the Trust operates sound governance in relation to risk and performance 
management and board roles, structures and capacity. 
 
I have also reviewed my declaration of interests in the Trust’s register and can confirm that it is 
accurate as at today’s date and no conflict of interest exists. 
 
[As chair of the [audit/quality assurance] committee I have been responsible for ensuring that 
assurance is provided to the board on all matters of [corporate and financial/clinical and research] 
governance and risk.  I can confirm that, to the best of my knowledge and belief, the board has 
been advised about all significant matters.] 
 
Yours sincerely 
 
[Neil Large 
Non-executive director 
Chair of the Audit Committee] 
 
[Kieran Walshe 
Non-executive director 
Chair of the Quality Assurance Committee] 
 
[Kathryn Riddle / Jane Maher / Robert Ainsworth 
Non-executive director] 
 
[Execs - Title] 
 
[Christine Outram 
Chairman – letter to Roger] 

 

Wilmslow Road 
Withington 

Manchester 
M20 4BX 

                                     Direct Tel: 0161 446 3043 
Hospital Tel: 0845 226 3000 

Email: louise.westcott@christie.nhs.uk 
Internet: www.christie.nhs.uk 
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Appendix 4 
 

 
 

Declaration of independence 
2016/2017 

 
Name:   
 
Title of Post:   Non executive director       

 
 
 

Please state if you: 
■ have been an employee of the NHS foundation trust within the last five years; 
 
 
■ have, or have had within the last three years, a material business relationship with the NHS 
foundation trust either directly, or as a partner, shareholder, director or senior employee of a body 
that has such a relationship with the NHS foundation trust; 
 
 
■ have received or receives additional remuneration from the NHS foundation trust apart from a 
director’s fee, participates in the NHS foundation trust’s performance-related pay scheme, or is a 
member of the NHS foundation trust’s pension scheme; 
 
 
■ have close family ties with any of the NHS foundation trust’s advisers, directors or senior 
employees; 
 
 
■ hold cross-directorships or has significant links with other directors through involvement in other 
companies or bodies; 
 
 
■ have served on the board for more than nine years from the date of their first election; 
 
 
■ are an appointed representative of the NHS foundation trust’s university medical or dental 
school. 
 
 
 
 
 
 
Signed:  …………………………………………… Date: ……………………………………… 
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Agenda item 09/16b 

Meeting of the Board of Directors 

Thursday 24th March 2016 

 

 

Report of Company secretary 

Paper Prepared By Company secretary 

Subject/Title Annual board reporting cycle 2016/17 

Background Papers Annual board reporting cycle 2015/16 

Purpose of Paper 
To summarise the board of directors month by 
month strategic and regulatory requirements / 
priorities for 2016/17 

Action/Decision Required To approve the annual board reporting cycle 
2016/17 

Link to: 

 NHS Strategies and Policy 
Monitor Code of Governance 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 

All corporate objectives 

 

Impact on resources and risk and 
assurance profile 

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

 

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

CoG – council of governors 

Q - quarter 
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Agenda item 09/16b 

 

Meeting of the Board of Directors 

Thursday 24th March 2016 

Annual board reporting cycle 2016/17 

 

 

1. Introduction 
The annual board reporting cycle 2016/17 is based on the Intelligent Board format 
which has been used as the basis for the board reporting cycle since The Christie 
NHS Foundation Trust was authorised in April 2007. 

The reporting cycle presents a framework for our board governance requirements 
and is updated annually to reflect any changes made to Monitor reporting deadlines. 

 

2. Approval 
The board is asked to approve the annual board reporting cycle 2016/17. 
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The Christie NHS Foundation Trust - Annual board reporting cycle 2016/17 

Apr 16 – Sep 2016   

   Item  April 2016 May  2016 June  2016 July 2016 Aug  2016 Sept  2016 
*Integrated performance report – quality 
accounts (patient experience, clinical 
effectiveness and patient safety), strategy, 
finance, efficiency, workforce, access and 
targets, research and development, 
education and additional reports 

 
 
 

 
 
 

 
 
 

(no meeting) 

 
 
 

 
 
 

(no 
meeting) 

 
 
 

Strategic planning: 

5 year strategy       

Corporate plan and objectives       

Board Assurance Framework Approve      

Operational Plan  Approve / submit      

Finance & investment  Quarterly   Quarterly   

Financial plans – revenue and capital       

Sustainability & Transformation Plan  Draft Approve / 
submit    

Research report on key issues, progress 
against objectives and future plans Approve      

Education report on key issues, progress 
against objectives and future plans  Approve     

Regulatory requirements: 

Monitor returns: Q4 report  
 

 
 Q1 report   

Essential standards for quality & safety  Declaration Approve     

Annual reports from audit & governance 
committees Draft  Approve     

Annual Governance Statement Draft Approve  
   

Annual report, financial statements and 
quality accounts Draft Approve     

Statement on code of governance Draft Approve     

Letter of representation & independence       

Board development/time out days  Set July agenda  Service Reviews Time 
Out  Set October agenda 

Other Items 
Registers of approvals 

Register of sealings 
Approve SOs and SFIs 
(after approval by audit) 
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Annual board reporting cycle 
Oct 16 – Mar 2017 

Item  October  2016 Nov 2016 Dec  2016 Jan 2017 Feb 2017 March 2017 
*Integrated performance report – quality 
accounts (patient experience, clinical 
effectiveness and patient safety), strategy, 
finance, efficiency, workforce, access and 
targets, research and development, 
education and additional reports 

 
 
 

 
 
 

 
 
 

(no meeting) 

 
 
 

 
 
 

(no meeting) 

 
 
 

Strategic and annual items: 

5 year strategy      Reported in 
corporate objectives 

Corporate plan and objectives Interim review     Approve next year’s 

Board Assurance Framework Interim review    Review (Board Time Out) 

Operational Plam       

Finance & investment  Quarterly   Quarterly   

Financial plans – revenue and capital     

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

capital  
(Board Time Out) 

First draft for next 
year 

Sustainability & Transformation Plan       
Research report on key issues, progress 
against objectives and future plans Updates      

Education report on key issues, progress 
against objectives and future plans  Updates     

Regulatory requirements: 

Monitor returns: Q2 report   Q3 report   

Essential standards for quality & safety  Declaration      
Annual reports from audit & governance 
committees       

Annual Governance Statement       

Annual report, financial statements and 
quality accounts       

Statement on code of governance       

Letter of representation & independence      Directors to sign 

Board development/time out days Strategy Time Out 
Set Nov agenda 

Joint Time Out (Board 
/ CoG)   Review financial plans (revenue & capital) / 

board effectiveness / BAF 
 
Other Items 
  

     
 

Register of directors 
interests / 

declarations 
Review annual 
reporting cycle 
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Agenda item 10/16a 
 

Meeting of the Board of Directors 
 

Thursday 24th March 2016 
 
 
 

 
 

 
Report of 
 

 
Executive Director of Finance and Business  
 

 
Paper prepared by 

 
Deputy Director of Finance 
 

 
Subject/Title 

 
Planning Update 2016-17 

Background papers (if relevant)  

 
Purpose of Paper 
 
 

 
To update the Board of Directors on the 2016-17 
planning process 

 
Action/Decision required 

 
To note the content of the report  
 
 

 
Link to: 
 NHS strategies and policy 
 

 
NHS Financial and Regime, NHS Contract, National 
Tariff, Monitor Risk Assessment Framework.  
Delivering the Forward View: NHS Planning Guidance 
2016-17 to 2020-21 
 

 
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. 

 
Foundation Trusts (FTs) 
NHS England (NHSE) 
NHS Improvement (NHSI) 
Sustainability and Transformation Plan (STP) 
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Agenda item 10/16a 
Meeting of the Board of Directors 

Thursday 24rd March 2016 

Planning Update 2016-17 

1. Introduction 
This paper will update on core items fundamental to the 2016-17 planning process; 
 NHS England contract negotiation update 
 Operational Plan  

o Timetable 
o High level revenue plan for 2016-17 
o Five Year Capital Plan 2016-17 to 2020-21 

 

2. NHS England contract negotiation update 
2.1  Activity and Finance  

Monitor planning guidance stipulates a contract sign off deadline of 31st March 2016. 
Discussions around the activity and finance have progressed well, although the Trust 
has yet to receive a formal offer from NHS England, which will make achievement of 
the contract sign off deadline challenging.  
 
The Trust has made a formal offer to NHS England based on a 2015-16 adjusted 
outturn position at a 2016-17 price base. 
 
This proposal increases the contract value by 8.2%, relative to the 2015-16 
settlement. It includes adjustments for the impacts of new drugs and business rule 
changes (6.74%) activity growth and QIPP(-1.78%) 
 
This does not include any risk share, which would be subject to agreement of a 
realistic activity baseline for 2016-17.  
 

2.2  NHS Standard Contract 
On the basis the trust is accepting the Monitor Control Total (linked to the STP 
Funds), we are not anticipating any penalties to be applicable to the contract. The 
area of greatest risk relates to c-difficile infections and the recognition of avoidable/ 
unavoidable cases (lapses in care). Feedback has been provided through the 
Standard Contract consultation and as in previous years we will be proposing a 
realistic target for achievement.  
 
The new contract proposes financial penalties for providers who are not prescribing 
electronically post March 2017. An action plan is required by 30 June 2016 which 
demonstrates plans for achievement of this.  
 

3. Operational Plan 
3.1  Timetable 

The draft operational plan was submitted on the 8th February and is attached at 
appendix A (excluding the finance section which requires updating see below). 
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We have not received any formal response, although informal feedback suggests 
Monitor has no material concerns with the plan content. 
 
The final plan is due for submission on 6th April and is therefore not expected to 
materially change from a narrative perspective. There has however been movement 
around the finances in 2 respects; 
 Progress around income based on commissioner negotiations 
 Changes to the NHSI Control Total for 2016-17  

 
3.2 High Level Revenue Plan  

As previously described the budget planning assumptions used the following 
assumptions:  
 Pay awards are assumed at 1% plus an allowance for increased National 

Insurance costs. The pay award has recently been confirmed. 
 An allowance of 2.5% is included for general non pay inflation with 3% for 

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

energy prices and the carbon reduction scheme. 
 National Tariff increase of 0.9% (1.1% nationally)  

 
The original control totals communicated in 15 January 2016 assumed the same level 
of donations in 2016-17 as forecast at Month 6 outturn for 2015-16. Due to the 
volatility in donations received for individual providers from one year to the next, 
NHSI has issued adjusted control totals for NHS FTs excluding the impact of 
donations received for property, plant and equipment and intangible assets, and 
depreciation on donated assets. This adjustment is only for the purposes of setting 
and monitoring control totals and does not replace the existing financial performance 
measures in place for trusts. 
The revised control total and planned surplus is therefore as follows which compares 
to the original control of £13.1m; 
 
 

 
STP funding 

Control Total  

(Surplus) / Deficit 

Revenue position £1.6m (£9.113m) 

 
3.3  Five Year Capital Plan 2016-17 to 2020-21 

The five year plan has been refreshed to include final values of approved schemes, 
updated projections on schemes in work-up, slippage from 2015-16 schemes and 
taking into account affordability discussions. Appendix B sets out the capital plan for 
the period 2016 to 2021. 
 
On this basis, the capital plan for the five years 2016-17 to 2020-21 is £173.8m. 
 

 Capital Plan       
£m 

Exchequer 142.6 
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Charity 31.2 

Total 173.8 

 

Based on the level of spend required and applying the trust financial principles, there 
is a funding gap of £46.666m. The funding options have been debated and agreed 
as follows; 

 
£m £m 

Affordability Gap   (46.666) 

      

Five Year Plan loan impact (£22.1m net of interest) (11.303)   

TCC profits (4 years) (7.598)   

Risk and Spend to Save reserves (4 years)     

Include assumed charitable donation year 5/6  (5.550)   

Additional Loan £27.7m * (22.215) (46.666) 

 
It should be noted that removal of schemes at this stage does not mean that 
schemes will not be considered in the future. The plan may be flexed in future years 
to reflect changing priorities and business cases can still be developed with 
alternative sources of funding identified or with consideration of other factors such as 
business continuity and risk.  
 
 

4. Recommendation 
Board of Directors are asked to; 
 Note the draft 1617 Operational Plan ( excluding the finance section) 
 Note the update on commissioner negotiations 
 Note the high level revenue plan, recognising the amended Trust control total 
 Note the approved  5 Year Capital Plan for the period 2016-17 to 2020-21 for 

£173.8m set out in section 2.3 and Appendix B 
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Appendix A 

 

 
 
 
 
 

The Christie NHS Foundation Trust 
Operational Plan 2016-17 
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THE CHRISTIE AND OUR LOCAL HEALTH CARE ECONOMY 

The Christie 
Our patients are at the heart of everything we do.  We are proud to hold a unique place in the 
provider landscape, delivering excellent care to cancer patients from the immediate 
population of 3.2 million in the Greater Manchester and Cheshire area, as well as a number 
of specialist regional and national services to a wider population. 

We specialise in cancer treatment, research and education, and were the first UK centre to 
be accredited as a Comprehensive Cancer Centre.  As a centre of excellence, we focus 
solely on improving outcomes for oncology patients, providing services based on expert staff 
and a specialised infrastructure dedicated to the delivery of cancer treatment care, research 
and education.  As part of an extensive consultation process, we developed our 20:20 Vision 
which continues to provide the key strategic direction for our services. 

Best
Outcomes

Local and
Specialist 

Care

The Christie 
Experience

Leading 
Cancer Care

Best
Outcomes

Local and
Specialist 

Care

The Christie 
Experience

Leading 
Cancer Care

We will continue to offer the latest 
technology and develop new 

treatments for the future, making our 
data on outcomes of treatments 

available to the public.

We will continue to ensure that 
patients can receive The Christie 

experience throughout their illness 
and wherever our services are 

provided.

We will provide high quality 
specialist care at our main site in 
South Manchester and wherever 

possible offer our specialist 
treatment closer to patients’ homes.

We will continue to lead the 
development of cancer treatment, 
research and education so that by 
2020 we are recognised as one of 
the world’s top five comprehensive 

cancer centres.

 

The challenge we face 
The incidence rates of cancer continue to rise nationally, and it is expected that half the 
people born since 1960 will get cancer at some time in their lives and, on average, one 
person is told that they have cancer every 30 minutes in Greater Manchester.  Nevertheless 
the consequences of being diagnosed with cancer is not what it once was; advancements in 
clinical treatments and coordination of care mean that more than half of those diagnosed will 
live for 10 years or more. These improvements in care place further demand on existing staff 
and infrastructure during both the treatment of the disease, and whilst providing support for 
those living with and beyond cancer.  

Oncology care in Greater Manchester is working relatively well as a system with over 85% of 
patients are treated within 2 months, and over 90% of our patients report good experience of 
their cancer care.  When it comes to the one year survival measure the region has caught up 
with and surpassed the England average. 
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It is recognised though there is still much more the health care system can do to improve the 
outcomes of our patients. 

Future changes in the services need to be undertaken cognisant of the financial context, 
where demographic changes and specialised health cost inflation will particularly impact 
upon the financial position of the Trust.  The Christie has a strong track record of 
transforming its services to deliver improvements and operational efficiencies, achieving at 
least £5m recurrent savings for the last 7 years and estimated at £5.46m for 2015-16.  
However, it is recognised that future changes to the patient treatments need to be across the 
whole patient pathway in order to generate the levels of savings required. 

Our performance in 2015/16  
The Christie has continued to perform excellently under significant external financial and 
operational pressures.  A summary of our performance can be seen below: 

The Christie has: 
• Remained within the top quartile for national staff friends and family test since its 

introduction 
• Maintained CQC’s Safe Staffing ratio of over 90% 
• Has increased delivery of local chemotherapy to over 80% of those considered clinically 

appropriate to be treated within local settings 
• Percentage of radiotherapy patients receiving IMRT is at 70% 
• Has consistently delivered a financial surplus.   
• Has consistently delivered a recurrent CIP (£5.46m in 2015/16) 

Alignment with the Sustainability and Transformation Plan(s) 
As a specialist centre delivering services across multiple CCG areas The Christie will need to 
develop its own Sustainability and Transformation Plan (STP) addressing the needs of the 
patients of all localities. The figure overleaf shows the extent of our activity.  

The STP will address the most relevant ‘must do’s’ as identified within the guidance for The 
Christie in 2016-17. These are namely: 

• Develop a high quality and agreed STP consistent with the Five Year Forward View 

• Return the system to aggregate financial balance 

• Maintain improved performance against the referral to treatment target 

• Deliver the 62 day cancer waiting standards and make progress in improving one 
year survival rates 
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• Develop and implement an affordable plan to make improvements in  quality and 
participate in the annual publication of avoidable mortality rates 

Greater Manchester footprint

Vanguard footprint (GM and Eastern Cheshire CCG )

Regional footprint

National footprint

• The population of Greater Manchester 
and Eastern Cheshire CCG footprints 
receive all Christie services.

• Regional The Christie provide many 
specialist services such as 
brachytherapy.

• The Christie provide multiple highly 
specialist national services.

Footprint for The Christie NHS Foundation Trust

 
Approximately 50% of the Trust’s income is generated from NHS clinical activity undertaken 
on patients from Greater Manchester. As such, The Christie NHS Foundation Trust is fully 
engaged in the Greater Manchester Health and Social Care Devolution.  The Devolution 
Group represents 37 organisations working together across Greater Manchester with a 
common vision.   

The Devolution Group has developed and published their Strategic Plan, which will be 
submitted as the Greater Manchester Sustainability and Transformation Plan.  The Christie 
will be at the centre of delivering the Greater Manchester Cancer Strategy, and is working 
with the Royal Marsden and University College London Hospitals within a single National 
Cancer Vanguard established to test out new models of care across the entire cancer patient 
pathway.  In particular, the Manchester element of the Vanguard will be looking to support 
the delivery of the following Greater Manchester’s Cancer Strategy Vision as identified 
below. 

As part of a GM Cancer Strategy by 2021, our vision is that we will have: 
• a single GM cancer commissioning organisation to manage and monitor cancer services  
• a system leader that will be accountable for integrating all elements of cancer prevention and 

care 
• a strategy for partner engagement to drive improvement 
• innovative models of care such as delivering services closer to home 
• reduced delays in referrals for treatment 
• improved outcomes and survival comparable with top European countries 
• reduced inequity across the conurbation by tackling unacceptable variations in access and 

quality of care 
• a clear focus on prevention and rapid access to diagnostics 
• support for education and research 
• consistent quality standards 
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• a financially sustainable service 

Around 400,000 of our population live outside Greater Manchester.  The Christie will engage 
with the appropriate commissioners and providers regarding their Sustainability and 
Transformation Plans once they have defined their footprints and agreed the plan 
development process.  However, it should be noted that the aims as defined within The 
Christie 20:20 vision and the Greater Manchester Cancer Strategy remain sound principles 
that the Trust would support being integrated into Cheshire plans. 

110



ACTIVITY PLANNING 

Approach to activity planning 
Joined-up Approach - We are wholly commissioned by NHSE for our services provided to 
the English population and have a close working relationship with them which facilitates open 
and transparent discussion of demand and capacity.  

Predictive Analysis - Demand for cancer services continues to increase annually as the 
prevalence of cancer increases so these factors are built into forecast numbers. We have a 
strong record of robust activity planning, with outturn within 1% of planned activity in previous 
years. This has facilitated the ability to agree a risk share agreement with commissioner’s 
confident our activity predication. 

The approach to activity planning is to review historic levels of demand within services and 
within points of delivery, and to consider the full-year effects of in-year service delivery 
changes, to inform adjustment of current year forecast outturn activity levels. Commissioner-
led changes in service delivery are also reflected, for instance, reduction in activity to reflect 
the impact of commissioner QIPP schemes.  

New and Emerging Treatments – From a planning perspective the clinical teams work 
closely with finance and commissioners to highlight the emergence of new cancer drugs 
and/or treatments and therapies that may impact on the demand for our services. This 
change in treatment options can often change the impact of purely incidence and prevalence 
driven demand.  

Impact of Transformational Schemes - We also take account of internal transformational 
schemes such as the Inpatient pathway which focusses on patient flow, clinical review and 
ward rounds to specifically target rapid discharge and improved inpatient flows. 

Demand assumptions 
The baseline activity figures for 2016/17 have been agreed with NHS England, and our 
demand assumptions have been calculated on a 7+5 basis resulting in a £2.8m increase; 
this includes the impact of any in–year commissioning decisions such as CDF changes, new 
NICE approved drugs and the part-year impact of in-year service changes. Based on the 
factors described above, the trend for activity increases is profiled below.  

 13-14 
Trend 

14-15 
Trend 

15-16 
Trend 

16-17 
Trend 

Activity £m 

Chemotherapy 10% 5% 3.5% 2.5% 1,500 1.90 
PET CT 16% 9% 14% 14% 800 0.60 
Outpatient & Diagnostics imaging 3% 4% 4% 4% 7,600 0.70 
Non-elective admissions (5%) (1%) 5% 9% 400 0.30 
Transplants 9% (2%) 4% 4% 5 0.30 

 

 

Capacity planning 
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It has been demonstrated during 2015/16 that baseline activity levels are deliverable and are 
sufficient to meet required targets. We consistently delivered Referral to Treatment (RTT), 
Diagnostic Waiting Times, and the Cancer Waiting Times (CWT) targets. 

Chemotherapy - Growth in Chemotherapy delivery will be delivered through increased 
utilisation of Christie@ and other outreach sites, including progression of clinical trials to the 
Christie@ Wigan, Wrightington and Leigh site, expansion of services into new facilities at 
Tameside Hospital, improvement in capacity at Royal Bolton Hospital, and our assessment 
of development of services at Pennine Acute Hospitals. We will also be exploring the 
expansion of the Trust’s Christie@Home service which was introduced in 2015 and currently 
treats circa 30 patients per month. We are already achieving the target for 80% of clinically 
appropriate patients to be treated closer to home. 

PET-CT – As activity increases we have moved forward with the PET CT strategy which 
combines the need for increasing demand alongside a networked approach to enable our 
patients to be treated closer to their homes. We are continuing to work alongside our private 
partner, Alliance Medical Limited, to provide flexible capacity through use of mobile scanners 
and to maximise utilisation of our fixed site capacity. We also continue to work extremely 
closely with the University of Manchester, with shared access to a research scanning 
machine, and NHS partner Central Manchester & Manchester Children’s NHS FT where we 
sub-contract for access to circa 1,500 scans. Early 2016-17 will see the introduction of the 
first semi-fixed PET CT site at Wigan, Wrightington and Leigh which will facilitate an 
additional circa 2,500 scans per annum. 

Outpatient capacity – Capacity will be delivered through the expansion of the use of 
telephone clinics where clinically appropriate, the expansion of community follow up clinic 
services in other hospitals and GP practices, and the continuation of initiatives previously 
funded via CQUIN to reduce long-term follow ups in endocrinology and haematology. 

Diagnostic Imaging activity – The new Magnetic Resonance (MR) Imaging suite which is 
due to open in June 2016 will increase capacity diagnostic imaging services with a new 3T 
tesla machine bring additional capacity. 

Non-elective admissions – As part of the inpatient transformation scheme, we are looking 
at more efficient discharge and better patient flow. Linking this through to the trust 24/7 
hotline service will support patients being seen in the right setting, receiving the specialist 
care they need when appropriate. This efficient way of working has allowed us to manage 
demand appropriately and is cost neutral across the health economy.  

Transplants – In 2014 the trust opened a 31 bedded integrated HTU/YOU facility that 
created flexibility for each service to help manage demand. Additional transplant activity is 
few in numbers and will be managed through the new unit without any delays in patient 
treatment.  
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QUALITY PRIORITIES 

Quality at The Christie 

As a centre of excellence, our focus on patients is at the centre of all of our plans and 
services.  The scale of our oncology services and number of expert health professionals 
enables the Trust to deliver a sub-specialism of care and infrastructure to offer the very best 
care even for the rarest of tumour types.  The development of our Clinical Outcomes Unit 
further enhances our unique capability to capture, monitor and act upon the clinical evidence.  
Underpinning these high quality, specialised services is a deeply embedded organisational 
culture to continue to improve the quality and safety of the care provided to our patients.  
Recognising the financial pressures being exerted on the NHS as a whole, we will continue 
to develop and implement schemes that promote care of the highest quality, as well as 
monitoring contributory factors to quality such as staffing levels. 

Our Quality Strategy is constructed around four broad objectives to ensure the continued 
delivery of patient safety, effective treatment and a positive experience.  

The Christie’s Quality Strategy Objectives 

Leadership and 
Culture

1

 

To ensure a trust culture where delivering high quality care and 
outstanding leadership are fundamental in all that we do. 

Quality initiatives 
and incentives

2

 

 To promote and support quality initiatives and develop quality 
improvement incentives. 

Using data to 
show best 
outcomes

3

 

To use data to demonstrate best outcomes and achievement of 
established standards.   

Workforce 
development

4

 

 To ensure that the delivery of quality standards is inherent in the 
attitudes, behaviours and performance of the trust workforce. 

Approach to quality improvement 
We recognise that there are many aspects to the maintenance and continual improvement of 
high quality care to our patients.  

Clearly defined and agreed priorities 

In 2014 we launched a Three Year Quality Strategy, which describes how we will shape the 
delivery of high quality care and service to our patients.  The Strategy has been embedded 
within all aspects of patient care and was developed to complement other strategic initiatives 
within the Trust, such as our Risk Management, Organisational Development, Education and 
Clinical Audit strategies to ensure a coherent approach to meeting our commitment to deliver 
high quality care.  

We develop a number of quality priorities each year, through a series of clinical engagement 
events including consultation with our Governors at their Quality Committee.  These are 
taken to the Trust’s Management Board, the main forum within which the senior clinicians 
and executives develop the Trust’s strategic direction and policies, for approval.  These 
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priorities will be developed during February and March and will be ready to be included in the 
final version of this paper. 

Using the process described above we have developed a ‘Sign up to Safety’ campaign, 
which has identified two long term priorities as: 

• Improving outcomes of systematic anti-cancer therapy in the frail elderly. 

• Reducing harm from sepsis for inpatients by early recognition of patients in risk and 
appropriate and timely management 

As a specialist tertiary centre, inpatient admissions are either elective admissions or 
admissions of our own patients within an acute situation.  As we do not have an Accident and 
Emergency setting all our patients are under a named consultant in line with the 
recommendation of the Guidance for taking responsibility: accountable clinicians and 
informed patients paper. 

Strong governance 

We have developed a robust governance structure to ensure delivery of high quality care.  In 
particular, the Trust has put the following in place to ensure strong governance: 

• An Executive lead with specific responsibility for the safeguarding of a quality service  

• Each of the operational governance committees for patient safety, patient experience 
and clinical and research effectiveness is under the leadership of one of our 
clinicians. These committees report to the Risk & Quality Governance Committee 
chaired by the Executive Medical Director. The Risk & Quality Governance 
Committee is responsible to management board and the outcomes of this committee 
are presented to the wholly board led Quality Assurance Committee. 

The Christie Quality Governance structure 

Board of Directors

Management 
Board

Quality Assurance 
Committee

Risk & Quality 
Governance 
Committee

Patient 
Experience 
Committee

Clinical & 
Research 

Effectiveness 
Committee

Patient Safety 
Committee

Audit Committee
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In addition, regular reports are provided to the Board of Directors: 

• The Board Assurance Framework, which details the risks against the achievement of 
strategic objectives, is reviewed at every public Board of Directors meeting, and in 
detail at the Audit Committee and the Quality Assurance Committee. Our internal 
auditors review this annually. 

• A bi-annual Monitor Quality Governance Framework detailing compliance against the 
framework is undertaken and the score assigned to the review is agreed by the 
members of the quality assurance committee 

Identification of risks 
The top ten corporate and divisional risks are reviewed in detail at the Risk & Quality 
Governance Committee and at the Board of Directors. The corporate risk register is 
published monthly for all staff on the intranet site. The risks identified below represent the 
high level risks associated with the provision of quality care. 

Description Risk Mitigation 

Financial and operational 
pressures restrict the ability to 
maintain a high quality service 

MED Quality Impact Assessment for all CIP schemes 
signed off by Medical Director and Director of 
Nursing and Quality. 

Operational changes / 
pressures limit ability to 
implement and embed quality 
improvement initiatives 

MED Quality Strategy delivered to milestones. 
Staff trained in quality improvement methodology. 
Implementation of ward/unit Quality Accreditation 
Schemes. 

National C.Diff. target trajectory 
exceeded 
 

MED Robust infection control measures in place. 
Commissioner and Trust engagement on attribution 
review process. 

Well led programmes of work 
We commissioned an independent ‘well led’ governance review, undertaken by PwC in 2015.  
The report identified many areas of good practice and looked at steps to take the 
organisation from good to great.  The action plan developed has been monitored through the 
Board of Directors and the actions are now complete.  

Quality improvement process embedded 

We have sought to strengthen professional leadership, empowering doctors, nurses, allied 
health professionals and all our other clinical and non-clinical staff to lead and deliver quality 
improvements. 

Transparency of quality indicators 

We recognise the value of sharing data and on a monthly basis publishes publically a 
comprehensive integrated quality and performance report.  The Report provides 
benchmarked data where possible and includes information such as the national friends and 
family test outcomes, the staff friends and family test outcomes as well as safe staffing and 
agency expenditure. 

Seven Day Services 

115



As part of the Trust Transformation Programme three improvement workstreams have been 
created.  As part of each remit they are to consider the development of seven day services 
within the organisation.  This will build on the implementation of a six day chemotherapy 
treatment service and implementation of the national clinical standards for inpatient and 
diagnostics.    

For 2016/17 the Inpatient Improvement Workstream has a number of task and finish groups 
which will review and embed compliance with the clinical standards, focusing on patient flow, 
clinical review and ward rounds to specifically target areas of poor compliance for the trust as 
part of the benchmarking (Standards 2 & 8).  Work is planned to move to regular Saturday 
theatre sessions for elective patients from the current ad-hoc sessions.  Patients will be 
supported with a seven day a week enhanced support service and additional occupational 
therapy & community link support to facilitate complex discharges at the weekends. 

The Outpatient improvement workstream is established to improve patient flow and 
development of new models of care.  Work will be undertaken to identify alternative methods 
of delivery for follow up arrangements for patients, further development of the weekend 
chemotherapy service and development of a seven day radiotherapy service for specific 
patient groups.  Both improvement boards will run patient focus groups to canvas on what 
services our patients would like to see over seven days.  The regional PET-CT service will 
continue to provide a six day service and the radiology service is reviewing the service to 
provide regular CT on Saturdays along with extended days for MR. 

Quality Impact Assessments 
We have a strong track record of transforming its services to deliver service improvements 
and operational efficiencies achieving at least £5m recurrent savings for the last 7 years 
(ending 2015-16).  To ensure the patient is at the centre of our planning, we have configured 
our transformation programme to reflect the end to end clinical pathways for our patients.  
This will ensure that efficiency gains released as part of the review of the pathways do not 
adversely impact either the quality of care or costs elsewhere in the system.  These CIPs are 
discussed at the Trust’s Transformation Board and are only approved once the Executive 
Medical Director and Executive Director of Nursing and Quality sign off the proposals as 
having no detrimental impact upon the quality of care provided to our patients. 

The accepted transformational schemes are reported and monitored within the Integrated 
Quality and Performance Report and presented at the public Board of Directors meeting.   

Triangulation of indicators  
We use a dashboard of performance metrics to enable the management of the services the 
Trust delivers. These are discussed at Divisional Performance reviews where the General 
Managers meet with the Executives to discuss their division’s performance. Any causes in 
shortfalls in the provision of a quality service can be complicated and involve many factors 
and being able to address these issues with management and clinical leads from all areas of 
the Trust has been found to resolve problems quickly. 

We plan to develop a dashboard process to be reviewed at Board of Directors with the aims 
of: 

• Enabling the cross comparison of indicators to explore explanations in variation of 
standards, whilst recognising the importance of qualitative intelligence (currently 
provided within the monthly performance reviews), and, 
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• Enabling effective planning for anticipated growth in activity, funded in part from 
efficiencies recognising that the quality of care provided could be adversely impacted 
if the causes of today’s warnings of shortfall in services are not addressed. 

We are in the early stages of developing these dashboards to be shared with the Board of 
Directors on a six monthly basis, alongside the contextual feedback from the performance 
reviews. Initially we will deliver this process for chemotherapy, radiotherapy, surgery and 
outpatient reviews.  Recognising that these are very different services we propose to develop 
specific metrics for each area but broadly the dashboards will provide RAG rated 
performance indicators in the following areas: 

 Quality Workforce Financial 

Reported Waiting times 
Outcomes 
Patient reported 
experience 
Complaints 
Safer staffing levels 
Infection rates 
Incidents 

Vacancy levels 
Absence / Sickness rates 
Turnover rates 
Bank / Overtime rates 
Agency Use 
Grievances  

Activity 
Monthly Financial 
position, including pay 
and non-pay trends  
% CIP target 
% CIP achieved 
Capital spend  
Cashflow  

Next Period  Predicted staffing levels Predicted activity 
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WORKFORCE PLANNING 

Workforce at The Christie 
We are extremely proud of our dedicated and highly skilled workforce.  They embody the 
Christie ethos and we work hard to ensure the staff are enabled to deliver the very best of 
care to our patients. Although we have consistently high performance against workforce 
KPIs, such as sickness absence and usage of agency staff, we continue to strive to work 
with our staff to enhance their environment and as a consequence we continue to attract high 
quality staff, and have not experienced any significant recruitment or retention issues.  This 
leads directly a high quality of care received by our patients. 

Approach to workforce planning 
The workforce planning process has been developed to ensure clinical and specialist 
engagement within the strategic and operational development of our workforce.  Our 
Divisional teams, comprising of senior managers and clinicians, are responsible for the 
development of their workforce plans, clearly identifying the numbers and experience of each 
staff group, alongside the staff related risks and issues.  A newly constituted Workforce 
Committee, led by our workforce professionals and including managers and clinicians, will 
receive Divisional plans to ensure consistency across all parts of the Trust.   

The formal adoption of each of the Divisional plans follows the same route for each division: 
• Divisional Boards approve the initial plans and any changes suggested, following 

internal and external Trust engagement 
• Workforce Committee review plans to ensure consistency and identify 

recommendations 
• The amended plans are provided to Executives for review. 
• Formal approval is provided at the Capital and Workforce Planning Group 

The plans themselves are monitored by our Workforce team with a formal six monthly 
presentations to the Capital and Workforce Planning Group on progress against the plan, 
where any required action is discussed and approved.  In addition, workforce issues are 
captured and discussed at Divisional Board Performance Reviews, an Executive level review 
of each Divisions’ performance takes place. 

Throughout the year there will be proposed changes to the services that will result in 
establishment changes.  These business cases will be approved at Capital and Workforce 
Planning Group, and depending on the scale of these changes will be taken to the 
Management Board a formal sub-committee of the Board of Directors. 

As identified in the Quality section all risks, including workforce risks, are managed via the 
same rigorous process within the Trust.   

Effective staffing 
We continue to use relatively low levels of agency or bank staff, when compared to other 
Trusts and we adhere to the national cap on agency rates.  Nursing establishment reviews 
undertaken twice a year utilise a range of data to determine the establishment needed to 
enable delivery of safe and high quality care to our in-patients. Agency usage data forms a 
part of the review to ensure establishments are set so as to limit agency usage to a level well 
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below the ceiling set for The Christie.  We have consistently achieved levels of <=1% with 
executive approval required for all requests, which must be via national frameworks. 

We have recently implemented Allocate Healthroster system which will allow improved 
visibility of staffing requirements across the organisation, in conjunction with improved use of 
the internal staff bank through the deployment of an electronic solution which aims to reduce 
the reliance on nursing agency demand across the organisation.  We have also invested in 
the creation of a day and night pool of nurse staffing which provides flexible cover to ward 
areas for gaps in the roster.   

Workforce initiatives 
We are working closely within the Greater Manchester Devolution organisation to address 
improvements to clinical and back office functions across all providers within the region. 
Examples of Manchester wide workforce initiatives include: 

• The Christie is leading the development of the pharmacy workstream to identify 
pharmacy efficiencies across all providers 

• Work is on-going with a third party supplier to provide a tool to support medical staff 
bank cover and in 2016-17 will be working closely with GM Devolution and partner 
trusts on a GM wide doctors locum system to reduce the need for medical staffing 
agency spend.   

• Non clinical agency spend is being reviewed to identify skills gaps within the 
organisation and how these may be addressed through increase in permanent 
staffing, collaboration within GM or through use of managed services for some areas, 
particularly those with a high level of technical skill such as informatics and projects. 

• Full review of all back office functions across Manchester 

We are working with local partner Trusts on the development of workforce schemes to 
provide cover for our services (such as a Service Level Agreement to provide anaesthetist 
cover for our critical care unit) and to ensure our patients receive the appropriate care 
whether they are admitted (such as the provision of acute oncology roles at our partner 
trusts). 

We continue to monitor staff recruitment and retention to address existing or potential staff 
shortfalls.  Although we do not have existing issues relating to the recruitment of our clinical 
nurse specialists we have recognised that their age profile presented a potential issue with a 
number due to retire at similar times. The Division was supported to undertake special 
recruitment events. 

During 2015, we developed Band 1-4 and Band 5-8a Workforce Development plans, 
focussing upon addressing service, workforce and education transformation plans within the 
annual workforce submission the Health Education England North West. A range of new 
projects are underway to ensure that we are addressing recruitment, retention, succession 
plans and role redesign including developing an organisation-wide  learning needs analysis 
to identify Trust priorities and ensure effective education commissioning intentions and use of 
resources. 

In addition, we are also undertaking reviews of: 

• the role of AHPs and nurse clinicians, 

• skill mix in radiotherapy and chemotherapy, and, 
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• junior doctors linked to seven day services. 

As identified within the Quality section of this plan, any transformational schemes are 
managed through a specific governance structure with requirements to gain final approvals 
from Executive Director of Nursing & Quality and the Executive Medical Director prior to 
implementation. 

Link to local health care economy 
As a Trust we work very closely with many health care providers North West, to ensure a 
patient centric service is provided.  This engagement covers service developments and so 
includes the workforce requirements.  Wider strategic initiatives, either at National level such 
as 7 day work, or regional level such as GM Devolution initiatives are captured by Executive 
leads through their objectives and cascaded down to the relevant Divisions.  The Divisions 
then address these issues through the approach described in section above, Approach to 
Workforce Planning. 

The Executive Director of Nursing and Quality is a representative on the Greater Manchester 
Local Workforce and Education Group. The annual workforce planning submissions to Heath 
Education England North West (HEE NW) identify our service, workforce and education 
transformation plans and include specific workforce challenge and skills gaps across 
services and staff groups looking ahead 5 years. We are in close and continual liaison with 
HEE NW to ensure that we are engaging with and maximising the value to the organisation 
of new funding initiatives and pilot schemes aligned with HEE mandate priorities. We are 
directly involved in the commissioning, management and quality of future and existing 
healthcare professional education programmes with HEE NW, Higher Education Institutes, 
Further Education Colleges, Schools other service providers within the region.  Our 
performance across standards and key performance indicators within the Learning and 
Development Agreement (Christie/HENW 2015/16) are extremely favourable demonstrating 
year on year improvements.  
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FINANCIAL PLANNING 

 

Detailed financial summary under review following negotiations 
with commissioners and new NHSI control total 

 

Efficiency savings for 2016/17 
The Trust’s greatest challenge to delivering the bottom line surplus relates to achievement of 
the increased Cost Improvement Programme (CIP) requirement, necessary to reach the 
stretch target surplus laid out. The target has been set at £7.5m of which £6.5m is recurrent.  

Although the Trust is not part of the Lord Carter work due to its specialist nature, we have 
adopted the Carter approach recognising the themes in our local methodology. We are 
working closely with colleagues at The Royal Marsden to develop the ATI to provide an 
appropriate benchmark and have utilised the Reference Cost benchmarking tool and local 
Patient Level Costing data to inform efficiency opportunity.  

Basis Inpatient Outpatient Trustwide TOTAL 
Workforce 0.338 0.331 0.331 1.000 
Procurement  0.103 0.110 0.550 0.763 
Estates 0.000 0.000 0.348 0.348 
Medicines Optimisation 0.000 0.000 1.100 1.100 
Other 0.686 1.654 1.949 4.289 
Total 1.128 2.095 4.277 7.500 

Given the level of CIP we have historically already delivered through transformation and 
improved efficiency, we believe the control total presents an increased risk of delivery and 
this will need to be closely monitored throughout the year. Taking into consideration the 
timeliness of this stretch, change plans are not yet fully developed to achieve the full target. 

Workforce  

We recognise that to maintain our activities we need a workforce that is sustainable and 
staffing resource is used in the most efficient manner possible. We have therefore put in 
place a number of projects to address this as part of the transformation programme some of 
which have been identified within the Workforce section of this plan. 

Procurement practice  

The Trusts 5 year Procurement Strategy includes a set of objectives aimed at contributing to 
efficiency savings and the procurement function aims to ensure best value is obtained for all 
goods and services made throughout the Trust.  A number of controls are in place including; 

• Rationalisation of suppliers and limiting product catalogue’s 

• Mandatory training for all budget holder on procurement and requisition & supplier 
ordering rules 

• Management of suppliers – inflation resistance, bulk buying discounts, price offers 
and discounts 
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The Trust utilises an external e-tendering portal and along with a new Financial Ledger, E-
Procurement and E-Reporting Solution (Managed Service) that the Trust has invested in we 
have comprehensive, accurate and reliable systems that will record data and information 
about all its procurement activity, including that made through internal systems, local 
contracts and collaborative frameworks.   

We have long established effective collaborative partnerships with Shared Business Services 
(Procurement), NW Procurement Development, MAHSC, the Crown Commercial Service 
and the NHS Supply Chain to achieve the benefits from nationally and regionally negotiated 
contracts.  This allows us to share good practice and facilitate savings initiatives with regular 
benchmarking of goods and services taking place to secure best prices. 

Estates  

We are fully committed to making the most efficient use of our estate. Located in a largely 
residential neighbourhood of South Manchester, we have always had to compromise 
development of the estate given the limited scope outside of our existing footprint. Better 
utilising of our site, hospitals with the region and other primary care NHS sites have been an 
enabling factor in delivering the increase in demand for services we see year on year whilst 
also meeting the objectives of our clinical strategy to treat patients closer to home. 

In addition to this we will focus on the following areas in 2016-17; 

• undertaking a full estate at utilisation review with a view to moving non-clinical 
services off the main site 

• Introduce a levy on space (particularly non-clinical) to promote the best use of limited 
rooms. 

• Review of how our estate, in use in line with the Manchester Devolution programme, 
to identify opportunities for centralisation or rationalisation.  

 

Medicines optimisation 

We are committed to optimising the use of medicines in all patients attending the Trust with 
the aim to understand the patient’s experience. We work closely with patients to ensure that 
they get the best outcomes from the medicines they receive whilst considering the most 
efficient way in which these can be delivered;  

• Evidence based choice of medicines. We are one of the largest recruiters to clinical 
trials in the UK and Europe. Prior to the commencement of any cancer therapy 
patients receive information about that treatment, and nearly all treatments provided 
are on the basis of trial evidence, and where available in accordance with NICE 
guidelines.  

• Ensuring medicine use is as safe as possible. We closely monitor the safe use of 
medicines through its Safe medicines Practice committee and in January 2016 
created and recruited to a new senior pharmacist position of Medication Safety 
Pharmacist. 

• Making Medicines Optimisation part of routine practice. We work  very closely with 
our patients to ensure that they get the best possible outcomes from the medicines 
they receive, and this is demonstrated through the 1 year and 5 year survival rates 
which the Trust delivers. 
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Other 

In addition to the Carter themes our transformational programme includes; 

• Electronic document management  

• Patient records moving to an electronic model 

• Rationalisation of medical records – including destruction of paper notes 

• Review of all inpatient flows with the view of introducing new models of care  

• Review of how patient activity is scheduled in line with seven day working plans 

• Review of outpatients flow, scheduling and technologies for remote monitoring and 
self-management  

Capital planning 
To ensure we continue to progress and achieve our strategic aims to enhance patient 
experience and their environment, a continued programme of capital investment is required. 
Each scheme is prioritised based on a number of factors including clinical priority, cost and 
patient benefit. The 2016-17 plan includes projects due for completion and significant 
schemes planned to start including; 

• Integrated Procedure Unit (IPU) – this aligns with our clinical strategy around 
managing growth in surgical activity. The unit bring together a number of key services 
allowing a rationalising of workforce and better dependency of shared facilities.  The 
unit is complete in May 2017.  

• Proton Beam Therapy (PBT) – This predominantly DH funded scheme will see the 
introduction of the first PBT facility in the country.  

• Diagnostic Imaging – Expansion to meet increasing demand of MR and CT in a new 
state of the art facility in line with the replacement programme of the existing 
equipment and the inclusion of a new scanner.  

The capital programme for 2016-17 is £68.5m and comprises the following investment 
projects: 

Basis Exchequer Charity PDC TOTAL 

Parking and Green Travel 0.30   0.30 

Integrated Procedure Unit (IPU) 2.90 3.00  5.90 
Proton Beam Therapy 2.00 2.00 43.5 47.50 
Oak Road - shell 4.60   4.60 
Asset replacement / investment 6.80 2.10  8.90 
Chemotherapy EP 0.70   0.70 
Backlog Maintenance 0.60   0.60 
Total 17.9 7.10 43.5 68.50 

Through historically setting an increased CIP target, we have generated cash surpluses to 
fund the 5 and 10 year capital plan. This ambitious plan sees the continued replacement of 
costly assets, maintenance of the estate and development of capital schemes that link 
directly to the Trust longer term clinical strategy. These balances are utilised over the course 
of the capital programme whilst maintained a moderate working cash balance for liquidity.  
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MEMBERSHIP AND ELECTIONS 

Council of governors 
Our council is now made up of 28 governors: 15 representing the public, patients and carers; 
4 representing our staff and volunteers and 9 appointed by partner organisations. The 
composition of the council of governors changed during 2015/16 when it was agreed that the 
volunteers would be represented by the non-clinical staff governor. 

Governor elections 
Elections to the council of governors are undertaken annually with the notice of elections 
announced in May. Our council of governors are kept informed with progress through the 
council of governor meetings. The results of the elections are reported to our annual 
members meeting.  The annual members meeting will take place on Thursday 21 July 2016. 
We have chosen to use Electoral Reform Services (ERS) to independently manage the 
public elections as they have previously provided an efficient and cost effective service. We 
manage the staff governor elections internally. The table below shows the constituencies that 
were up for election in the last 2 years and the constituencies that are up for election in 2016. 

Year Constituencies up for election Total 

2014 
Public: Bolton, Bury, Oldham, Salford, Tameside & Glossop, Cheshire  

8 
Staff: Registered medical practitioners, Non clinical staff 

2015 Public: Cheshire, Rochdale, Stockport, Wigan 4 

2016 
Public: Manchester x 2, North West, Remainder of England & Wales, 
Trafford 7 
Staff: Registered nurses, Other clinical professional 

We successfully appointed a governor to all of the constituencies that were up for election in 
2014 and 2015. Governors are appointed for a term of 3 years and can serve for a maximum 
of 3 terms.  

Governor engagement  
Governors are offered training both internally and through the North West Governors Forum. 
All new governors receive a formal induction on appointment to the council. The council meet 
formally 5 times a year (one of these is a joint meeting of the Board and Council). Both 
executive and non-executive directors regularly attend the council of governor meetings. The 
council of governors has 4 sub committees focusing support into the areas of nominations, 
membership, quality, and development & sustainability.   

The board of directors and council of governors meet for a time out session annually. The 
last joint meeting took place in November 2015. This session focussed on progress with the 
implementation of the 5 year strategy.  
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Membership strategy 
Our membership strategy for 2013-16 focused on four key areas of membership activity.  
1. Maintaining the membership level. This has remained at around 30,000 total members. 
2. A continued focus on engagement with members. Members engage with us through 

supporting The Christie charity, attending membership and support events, becoming 
governors, attending informal social events, taking part in public and patient involvement 
activity and by taking part in opinion based surveys. All members are sent two issues of 
the membership magazine ‘Headlines’ each year along with an invitation to the annual 
members’ meeting and any open days we hold through the year. 

3. Governor engagement. Community engagement by public governors continues to be 
developed through contacting and meeting local groups and organisations that represent 
all sectors of the community. Examples of such groups include cancer support groups, 
Rotary Clubs and the Round Table. Governors endeavour to build relationship with these 
groups and organisations in order to share Christie news and obtain feedback on existing 
and future services.  
Public governors also engage with staff and patients at The Christie through the ‘Talking 
to Patients’ initiative which runs quarterly. Staff governors play an active part in the roll out 
of the ‘Christie Commitment’ staff engagement programme to help ensure that it is 
communicated to all staff and embedded across the Trust. 

4. Ensuring a representative membership. The two key areas of membership which remain 
under represented are black and minority ethnic (BME) groups and young people. Efforts 
to address this under representation are being supported by the governors’ activity with 
their local community groups and also links in with The Christie Equality and Diversity 
committee.  

The membership strategy for 2016 – 19 is in draft form and will be approved by the council of 
governors’ membership committee in April 2016. 
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Appendix B  

Capital Plan 

 

Forecast Total
2015-16 2016-17 2017-18 2018-19 2019-20 2020-21 2016 to 2021

£m £m £m £m £m £m £m
Approved schemes 7.8 7.7 1.5 1.6 0.0 0.0 10.8
Pipeline schemes 0.0 0.0 7.0 1.0 0.0 0.0 8.0
Protons 26.5 50.6 46.8 9.6 0.2 0.0 107.3
Capital development of Oak Rd Phase 2 2.3 4.7 3.0 0.0 0.0 0.0 7.7
Capital development of Oak Rd Phase 3 0.1 1.0 0.0 0.0 0.0 0.0 1.0
Investment in TCC 0.0
Asset investment / replacement 11.2 12.8 10.7 4.6 1.1 6.3 35.6
Backlog maintenance and carbon reduction 0.7 0.7 0.6 0.6 0.6 0.9 3.4
Emerging schemes 0.0 0.0 0.0 0.0 0.0 0.0
Total capital expenditure 48.6 77.5 69.7 17.4 1.9 7.2 173.8

Charitable funding - The Christie Charity (2.7) (7.0) (7.0) (1.0) 0.0 (1.6) (16.5)
Charitable funding for trotons - The Christie Charity (1.0) (2.0) (2.6) (0.0) 0.0 0.0 (4.7)
Charitable funding for trotons - bational fundraising          (incl. The Christie 
Charity) 0.0 0.0 (1.4) (8.4) (0.2) 0.0 (10.0)

Total exchequer capital expenditure 45.0 68.5 58.7 8.0 1.8 5.6 142.6

5 Year Capital Plan 2016 to 2021
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Report of 
 

Acting Director of Workforce 

 
Paper prepared by 
  
 

Acting Director of Workforce and  

Future Workforce Engagement & Inclusion 
Manager 
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NHS Staff Survey Results 2015 

 
Background papers (if relevant) 
 

 

 
Purpose of Paper 
 
 

 
To provide a summary of the 2015 NHS Staff 
Survey results and plans for continued 
improvement. 
 

 
Action/Decision required 

 
To note results and support the approach for 
improvement. 

Link to: 
 NHS strategies and policy 
 

 
NHS Constitution 

Link to: 
 Trust’s Strategic Direction 
 Corporate objectives 
 

 
2020 Vision: The Christie Experience 
Corporate Objective: To be an excellent employer 
and recruit excellent employees 

 
Resource impact 
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Agenda item 10/16b 

NHS Staff Survey Results 2015 
 

     
1. Introduction  
 
The NHS Staff Survey results are primarily aimed at informing local trusts’ improvements in 
staff experience and wellbeing. The Care Quality Commission uses the results from the 
survey to monitor ongoing compliance with essential standards of quality and safety.    
 
2. Benchmarked results 
 
2.1 Response rates 
The survey was administered on behalf of the Trust by The Picker Institute.  From a sample 
size of 784 staff, the Trust achieved a response rate of 42%. This response rate is average 
for acute specialist trusts in England (41%), but compares with our local response rate of 
51% in 2014.  
 
2.2 Results overview 
Once again, despite a challenging economic climate, the Trust has sustained some strong 
results overall.   Some of our top scores are in relation to staff engagement, providing 
opportunity for career development and promotion and for staff feeling able to contribute to 
improvements at work.   We have also sustained excellent results when benchmarked 
against our neighbouring Trusts.   
 
A summary of the key findings benchmarked against acute specialist trusts is shown as 
Appendix I. When benchmarked with acute specialist trusts, the trust ranked above average 
for 16 of the key findings, average for 11 and below average for 5. 
 
A trend comparison of the engagement scores, plus benchmarking with specialist oncology 
centres and local trusts, is shown as Appendix II.  
 
3. Highlights 
 
3.1 Staff Engagement 
The staff pledges of the Christie Commitment focus on improving staff engagement. There 
is strong research evidence which demonstrates that engaged staff have a major impact on 
organisational success. 
 
The overall staff engagement score is a composite of 3 key finding scores as shown below.  
The Trust’s overall staff engagement score of 4.03 was above average, when compared to 
acute specialist trusts. 
 

Key Finding The Christie 
2015 

2015 specialist  
trust  average 

The Christie 
 2014 

Overall staff engagement 
 (score out of 5) 4.03 4.01 3.96 

Staff ability to contribute to 
improvements at work 78% 73% 73% 

Staff recommendation of the trust as a 
place to work or receive treatment  
(score out of 5) 

4.26 4.17 4.17 

Staff motivation at work  
(score out of 5) 3.95 3.98 3.90 
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3.2 Top ranking scores 
The results highlights five key findings for which The Christie compares most favourably with 
other acute specialist trusts in England. The following key findings all achieved a ‘best 2015 
score’.  
 
A range of activities has been progressed in line with the Trust’s Talent for Care strategic 
plans to develop the healthcare support workforce (Bands 1-4), and The Christie 
Commitment to support staff to develop to their full potential. In respect of staff believing that 
the organisation provides equal opportunities for career progression or promotion, the Trust 
has maintained the 2014 score of 95%; this compares to the average of 88%.  
 
Our most improved score was in the percentage of staff able to contribute towards 
improvements at work, rising from 73 to 78%, compared to the average of 73%. 
 
The above average score of 4.26 for ‘staff recommendation of the organisation as a place to 
work or receive treatment’ correlates with our strong 2015 Friends and Family Test results. 
This was an improvement on our 2014 result of 4.17. 
 
Staff satisfaction with the level of responsibility and involvement increased to 4.02 from 3.95 
in 2014, exceeding the national average of 3.96. 
 
The percentage of staff experiencing harassment, bullying or abuse form patients, relatives 
or the public in the last 12 months reduced from 14% in 2014 to 13%, compared to the 
national average of 21%.  
 
3.3 Other Indicators 
Continued action in response to last year’s survey, and the focus on staff engagement, has 
also supported better than average results in the following additional key findings, compared 
with all acute specialist trusts in 2015: 
- Organisation and management interest in and action on health and wellbeing 
- Recognition and value of staff by managers and the organisation 
- Effective team working 
- Staff satisfaction with resourcing and support 
- Support from immediate managers 
- Fairness and effectiveness of incident reporting procedures 
- Staff reporting errors, near misses or incidents witnessed in the last month 
- Staff experiencing bullying and harassment from staff in the last 12 months 
- Staff agreeing that their role makes a difference to patients 
- Staff experiencing discrimination at work in last 12 months 
- Reporting most recent experience of violence 
  
4. Key areas for improvement 
 
4.1 Bottom ranking scores 
The survey results have also indicated five key findings for which The Christie compares 
least favourably with other acute specialist trusts in England. 
 
Staff experience has deteriorated most significantly in respect of the percentage of 
staff/colleagues reporting the most recent experience of harassment, bullying or abuse. 
Since 2014, we have undertaken a range of activities to raise awareness in respect of raising 
concerns in the workplace, and to promote our network of trained staff advisers who are 
available to provide confidential advice and support. However, the score has deteriorated 
from 43% in 2014 to 11%, and compares to the national average of 37%. This may be 
related in some way to the collective grievance being responded to during the survey period. 
This is a concern; we will be seeking to understand staff experience on this issue further as 
part of the ‘One Week All Staff’ event in April 2016, to enable this to be addressed in a 
targeted way. Plans are also in place to continue to promote staff awareness and confidence 130



in how to raise concerns in the workplace.   
 
Staff suffering work-related stress in the last 12 months has increased to 35% from 31% in 
2014. A range of interventions have been delivered focused on the main causes of sickness 
absence, including stress; these have included stress awareness training and mindfulness 
courses. These were well-received by staff and will be repeated. We are also considering 
training provision for managers in the prevention and management of stress in the 
workplace. 
 
The score for staff feeling pressure in the last 3 months to attend work when feeling unwell 
has increased to 62%; this compares to 57% in 2014, and to the national average of 59%.  
To understand staff experience further, this issue will be included in the return to work 
interview process.  
 
The percentage of staff experiencing physical violence from staff in the last 12 months has 
increased from 1% to 2%, and is higher than the national average of 1%. Physical violence 
represents gross misconduct and will be dealt with as a disciplinary offence.  
 
Although the score for staff motivation at work has increased slightly to 3.95 from 3.90 in 
2014, this is below the average of 3.98 for acute specialist trusts.  
 
4.2 Other indicators 
Although at 3.76, staff confidence and security in reporting unsafe clinical practice remains  
at the national average level, it has reduced from 3.85 in 2014. As mentioned above, we will 
seek to understand staff experience further as part of the ‘One Week All Staff’ event in April 
2016. Further plans will be implemented to reinforce the importance of raising clinical 
concerns and to promote staff awareness and confidence in this.   
 
5. Next Steps 
  
A third ‘One Week All Staff’ event is planned for April 2016. The qualitative feedback from 
this will be used with the staff survey information to improve existing practices and develop 
new initiatives, some of which are indicated above, to ensure that our staff feel valued and 
motivated at work.  
 
Overall Trust results will be shared with staff through team brief, Chinwag and Christie 
Commitment champions.   
 
As last year, a local analysis of all of the questions benchmarked against the Trust’s 
response will be provided to the divisions to communicate locally and to identify priorities for 
improvement. These priorities and progress against plans will be managed through existing 
performance review meetings. 
 
6.  Recommendations 
 
The Board of Directors is invited to note the results of the 2015 NHS Staff Survey and 
support the arrangements for continued improvement and monitoring.  
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Appendix I   2015 NHS Staff Survey – summary of key findings  
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Appendix II   2015 NHS Staff Survey - engagement scores comparison  
 

Appendix 2 
 
 

NHS Staff Survey Engagement Scores Comparison 2011, 2012, 2013, 2014 and 2015 
 
 The Christie 2014/2015 

Change 
Royal 

Marsden 
Clatterbridge 

Cancer Centre 
Salford CMFT UHSM 

Engagement Indicators 2011 2012 2013 2014 2015 
I look forward to going to work 50 51 54 56 56 - 63 50 51 60 52 
I am enthusiastic about my job 68 66 71 70 75 ▲ 76 78 71 76 71 
Time passes quickly when I am working 75 75 76 74 72 ▼ 81 80 79 82 77 
There are frequent opportunities for me 
to show initiative in my role 

67 71 74 76 77 ▲ 78 74 70 78 77 

I am able to make suggestions to 
improve the work of my team / 
department 

74 82 78 77 83  
▲ 

81 77 74 77 75 

I am able to make improvements 
happen in my area of work 

59 64 61 64 64 - 67 60 58 64 54 

Care of patients / service users in my 
organisation is a top priority 

71 82 84 85 87 ▲ 87 87 78 74 73 

I would recommend my organisation as 
a place to work 

67 71 75 73 72 ▼ 71 74 59 62 60 

If a friend or relative needed treatment I 
would be happy with the standard of 
care provided by this organisation 

90 93 90 92 93 ▲ 90 91 83 69 79 

Overall engagement score 3.81 3.92 3.97 3.96 3.99 ▼ 4.01 3.98 3.8 3.88 3.76 
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Gill Goodwin, Quality Improvement Nurse 
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ensure the right people, are in the right place at the 
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guide to care contact time 
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To review and approve the nurse staffing levels as 
assessed using the Safer Nursing Care Tool kit in 
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monthly nursing establishment review and approve 
the nurse staffing levels. 

Link to: 
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Safer Nursing Care Tool© - SNCT 

Mersey Internal Audit Agency - MIAA 

Florence – Ward information screens 
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Meeting of the Board of Directors 

                                                      Thursday 24th March 2016 

Six Monthly Compliance with NICE Safe Staffing Guidelines  

 

Executive Summary 

Following the six monthly reviews against the wards safe staffing guidelines the following outcomes 
were confirmed: 

• All the ward budgeted nursing establishments were confirmed as correct and appropriate by the 
ward managers. 

• 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.  

• The hospital bank has been used to support patient acuity levels and there are daily reviews of 
planned staffing as well as a review of the hospital-wide activity.   

• Monitor has set The Christie ceiling for agency expenditure at 3%, at the end of quarter 3 
2015/16 it was 0.42% of the nursing pay bill. 

• Recruitment of staff to meet turnover was viewed as the biggest challenge by ward managers 
and this is being managed through a structured approach to over-recruitment when there are 
suitable candidates.  

• During the period since the last review there have been 4812 inpatient episodes and there were 
5 complaints about nurses or nursing care compared with 4743 inpatient episodes and 5 
complaints in the previous 6 months. 

• Following the success of a nurse recruitment event held on October 3rd 2015, another event 
was held on Saturday 5th March 2016. Once again the day was a success, with 19 offers of 
appointment made on the day; other offers of appointments have been made subsequently.  

• The output of individual ward reviews has been captured in a summary table and can be viewed 
at Appendix 1. The information is provided on a ward by ward basis and areas of 
underperformance are being managed through the usual weekly/monthly performance 
management review process at both divisional and corporate level. 

1. Background 

1.1. The Trust has carried out a bi-annual audit of patient acuity and dependency for 6 years using the 
Safer Nursing Care Tool© (SNCT) formerly known as the AUKUH (Association of UK University 
Hospitals) tool. The tool which calculates the baseline nursing establishment required to meet 
patient care need has been used successfully to inform and support workforce planning over this 
period. 

Agenda Item 10/16c 
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1.2     For the last three years, the SNCT findings have been reported to the Board on a 6 monthly basis to 
provide assurance that the trust is taking a patient-centred, evidence-based, systematic approach 
to monitoring and reviewing nurse staffing levels.  

1.3 Our processes and practices in the use of SNCT were scrutinised In January 2014 by the Mersey 
Internal Audit Agency (MIAA) and the Board was provided with significant assurance  

1.4 In the wake of the final report of the Mid Staffordshire NHS Foundation Trust Public Inquiry 
published in February 2013, and the Government’s commitment to safe staffing requirements 
outlined in a succession of publications, NICE Safe Staffing Guidelines were published 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. 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 published in 
November 2014, 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 September 2015, Monitor and the Trust Development Authority (TDA) issued Agency staffing 
rules 
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.  

1.8 The NICE guidance on safe staffing 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. 

         
1.9 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. 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. 
 

2.  The review of budgeted establishments 

       2.1   This review centres on the nursing care requirement of patients determined by acuity and   
dependency data (SNCT data). It also includes consideration of all 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. 

       2.2      In compliance with the NICE guidance, the senior ward nurse’s overall professional judgement of     
                  staffing need was ascertained and captured in each of the ward reviews (Appendix 2). 
 

2.3    The latest review was undertaken on the 2nd March 2016 with representation from ward managers, 
senior nurses and divisional managers.  
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       2.4    Evidence of activities undertaken to ensure safe staffing was presented and included responses to 
service developments and changing patient profiles. 

 2.5     Ward managers are reviewing working patterns on the wards as necessary to maximise quality and   
efficiency within existing budgets. 

      2.6    During the period August 2015 to January 2016 no staffing issues were escalated to the Executive 
Director of Nursing & Quality.  

      2.7    Agency expenditure during the period was £51,329 (August 2015 to January 2016). 

        
3. Safer Nursing Care Tool Data and Trends 

3.1 The most recent data collection was undertaken in January 2016. The greyed out sections reflect 
ward reconfigurations where earlier data is no longer relevant or where data was previously not 
collected. 

3.2 The Trust project to introduce electronic rostering also includes the introduction of a SafeCare 
module. This will enable dependency/acuity data to be recorded and will replace the twice yearly 
data collections. The tool will continue to enable calculations of baseline WTE establishment 
requirement and in addition will enable live comparisons between patient nursing need and 
available staffing 

January 2016 Data Collection 

  
** Data unreliable as the tool used by CCU only considers registered nurses and spreadsheets were not populated on the busiest days 
1 SNCT does not work well for small units as a tool for calculating WTE establishment. Minimum staff numbers for safety are not factored in  
2 Unreliable due to Medway input delays  

Ward 

WTE recommendation from 12 SNCT data sets 
Budgeted 
Nursing 

Establishment 
Jan 2016 

(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 

Jan - 
16 

4/BMRU        39.30 41.04 50.52 40.67 48.60 44.47 90.68 

10 32.48 30.76 32.65 32.24 30.97 38.16 31.49 33.20 33.60 31.40 33.5 34.29 35.20 79.63% 

11 35.17 35.89 32.57 30.38 33.60 33.57 36.28 32.00 37.16 38.28 36.9 38.83 36.23 92.10% 

12 37.11 38.84 37.12 36.05 34.73 33.54 32.35 34.70 34.71 41.85 36.92 39.59 37.06 91.38% 

OAU 29.84 28.74 29.59 30.06 33.64 29.60 29.38 30.36 33.36 35.39 33.25 34.23 37.60 78.91% 

Palatine         50.27 42.84 50.72 54.69 53.41 90.37% 

1          13.51 11.37 9.021 17.60 
 

63.29% 
 

CCU          33.09 32.76 ** 36.32 59.91%2 
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4. Improvement since last report 

      4.1       Work continues to develop in-house bespoke tools for measuring workload and determining 
optimum nurse staffing levels for ambulatory services in ORTC and SDCU.  

      4.2       Palatine ward now has successfully recruited to their vacant posts in line with its budgeted 
establishment. 

 
5. Future Developments 

5.1        The National Quality Board document ‘How to ensure the right people, are in the right place at the    
right time first published in November 2013 is currently under review. The likely output will be a 
recommendation to broaden the remit of current board responsibilities in respect of safe staffing 
monitoring and review processes, with the remit to include other health professions.  

5.2       The report by Lord Carter in February 2016 regarding operational productivity and performance in 
English NHS acute hospitals recommends the introduction of a standard metric – Care Hours Per 
Patient Day (CHPPD) – to provide a single consistent method of recording and reporting 
deployment of staff working on inpatient wards/units. The E-rostering programme will enable the 
trust to capture this data.  

6. Conclusion 

6.1 This 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. Staff vacancies present the biggest challenge for ward 
managers. 

6.2 Ward staff have effectively utilised escalation processes when patient acuity and the actual staff on 
shift did not match the planned.  

7.  Recommendations 

7.1 The Board are asked to support the findings and conclusion of this six monthly nursing 
establishment review and approve the nurse staffing levels. 
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Appendix 1    

Establishment Review Summary – Composite Six Months Data 

 Ward 1 Ward 4 Ward 10 Ward 11 Ward 12 PW OAU CCU 

Budgeted WTE Nursing Establishment 17.6 44.47 35.2 36.23 39.06 53.41 37.6 36.32 
SNCT WTE Nursing Requirement 
*SNCT makes no allowance for minimum safe staffing 
**Using alternative acuity tool 

9.02* 48.60 34.29 38.83 39.59 54.69 34.23 27.06** 
RN only 

Current Skill Mix (RN-Non RN) 66-34 69-31 69-31 76-24 70-30 79-21 72-28 90-10 

Patient Flow Moderate Moderate High Moderate High Moderate V. High High 

Current Supervisory Status of Band 7 60% 40-60% 100% Variable 70% 100% 60% 60% 

Aspired Supervisory Status of Band 7 100% 100% 100% 100% 100% 100% 100% 100% 

% Sickness Rate (since last review) 
RN – 3.69  RN – 6.64  RN – 2.56  RN – 2.25  RN – 3.98  RN – 2.87  RN – 1.43  RN – 2.27  

Care staff – 
10.14 

Care staff – 
0.91 

Care staff – 
4.16 

Care staff – 
2.90 

Care staff – 
10.38 

Care staff – 
3.19 

Care staff – 
3.36 

Care staff – 
2.95 

% Staff Turnover  (since last review) 
RN - 7 RN - 7 RN - 7 RN - 4 RN - 18 RN - 10 RN – 0  RN - 12 

Care staff – 
28.57 

Care staff – 
20.69 

Care staff – 6.9 Care staff – 0 Care staff – 
15.38 

Care staff – 
9.52 

Care staff – 10 Care staff – 40 

Bank Use (since last review) 
*7.5 hour shift 

119 RN shifts* 
20 non-RN 
shifts* 

225 RN shifts* 
163 non-RN 
shifts* 

71 RN shifts* 
91 non-RN 
shifts* 

32 RN shifts* 
103 non-RN 
shifts* 

178 RN shifts* 
262 non-RN 
shifts* 

151 RN shifts* 
224 non-RN 
shifts* 

52 RN shifts* 
23 non-RN 
shifts* 

100 RN shifts* 
1 non-RN shifts* 

% Mandatory Training Compliance  RN – 96  RN – 83  RN – 91  RN – 85  RN – 85  RN – 83  RN – 93  RN – 95  

Care staff – 96 Care staff – 85 Care staff – 92 Care staff – 86 Care staff – 87 Care staff – 86 Care staff – 98 Care staff – 92 

% PDR Compliance RN – 100 RN – 86  RN – 96  RN – 81  RN – 92  RN – 68  RN – 93  RN – 86  

Care staff – 100 Care staff – 69 Care staff – 100 Care staff – 100 Care staff – 100 Care staff – 62 Care staff – 80 Care staff – 83 

% Correlation between actual and planned nursing hours 
RN – 99.72 RN – 93.70 RN – 98.63 RN – 95.80 RN – 97.91 RN – 95.21 RN – 98.54 RN – 97.20 

Care staff – 
99.69 

Care staff – 
95.83 

Care staff -  
97.83 

Care staff – 
102.71 

Care staff – 
97.82 

Care staff – 
86.84 

Care staff – 
98.41 

Care staff – 
98.30 

Nurse Sensitive Indicator – avoidable grade 2 (or above) 
pressure ulcers 

0 1 0 0 1 0 0 0 

Nurse Sensitive Indicator – moderate (or above) falls 0 0 0 0 0 0 0 0 
Nurse Sensitive Indicator – medication administration 
errors attributable to nurses 

3 5 4 12 8 33 3 5 

Nurse Sensitive Indicator – complaints where nurses or 
nursing care is identified 

0 1 2 2 0 0 0 0 
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Nurse Sensitive Indicator – MRSA bacteraemia 0 0 0 0 0 0 0 0 
Nurse Sensitive Indicator – avoidable Clostridium 
Difficile 

0 0 0 0 0 0 0 0 

Friends & Family Test – Patients (average since last 
review)  

99.71 98.44 98.32 97.67 98.55 98.48 98.30 NA 

Red Flag Events 0 1 0 0 0 5 1 0 

Significance of Ward Layout/Geography Low High Low Low Low High Moderate Low 

Significance of Patient Profile Low High Low Moderate Moderate High High High 
Significance of Speciality and External Staffing 
Recommendations 

Low Low Low Low Low High Low High 

 Current nursing establishment - Professional 
Judgement of Ward Manager 

Staffing level 
appropriate for 
care needs 

Staffing level 
appropriate for 
care needs 

Staffing level 
appropriate for 
care needs 

Staffing level 
appropriate for 
care needs 

Staffing level 
appropriate for 
care needs 

Staffing level 
appropriate for 
care needs 

Staffing level 
appropriate for 
care needs 

Staffing level 
appropriate for 
care needs 

Planned Evolution/Development of Service with potential 
staffing implications 
 
 

N Y 

Growth in 
brachytherapy 
activity 

Current partial 
decant to ward 
3 

N Y 

Increase in 
bolus 
chemotherapy 

Y 

Current partial 
decant to ward 
3 

N Y 

On-going 
increasing 
activity  

N 
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Appendix 2 

Narrative Comments from Ward Managers 

Ward 1 

In the light of all the evidence presented at review the professional judgement of the senior ward 
nurse is that the current nursing establishment is correct. Currently the ward is operating a seven 
day service rather than 5½ days to cover refurbishments on ward 4 and 12. 

Ward 4 

Despite increasing the nursing establishment to enable an extra staff member on night duty, 
unfilled vacancies mean that this is rarely accommodated. Although the budgeted nursing 
establishment is judged to be correct by the senior ward nurse, vacancies are creating pressures 
particularly in the light of the specialist skills sign offs that a band 6 nurse needs to undertake 
which necessitate one day per fortnight supervisory status to accomplish.  

The ward has currently over-recruited by 3 posts to negate the effects of vacancies; however the 
posts are taken up by student nurses waiting to qualify in September. The upwards trend of patient 
acuity/dependency was noted and will be monitored by the senior ward nurse in the context of the 
budgeted establishment 

Ward 10 

The senior ward nurse considers the current nursing establishment to be correct and the ward is 
currently carrying 1 vacancy as a result of the promotion of the band 7. Following recent 
development of the surgical matron role, the future of the band 7 post is being considered as part 
of a nursing restructure being undertaken by the divisional lead nurse 

Ward 11 

The current nursing establishment is felt to be correct; the senior ward nurse will monitor the 
establishment in view of the upward trend in patient acuity/dependency. Staff turnover has been 
relatively low since the last review however some staffing turnover is expected shortly. The ward 
will over-recruit by 2 RNs to counter inevitable gaps in nursing numbers and in line with budgeted 
establishment. 

Ward 12 

The current nursing establishment is considered to be correct by the senior ward nurse, however 
staff turnover since last review has been high and the ward is currently carrying 7 RN vacancies. 
This has impacted on compliance with mandatory training, although cancellation of attendance is 
always a last resort. In addition to recruiting to the vacancies, the ward will over-recruit by 3 posts 
to mitigate further upcoming vacancies. 

Palatine Ward 

Following a comprehensive review of the impact of the 31 bed unit on staffing needs, a budgeted 
establishment has been agreed that meets need. 6 vacancies have been successfully recruited 
into, and a further 3 staff have been recruited over the establishment with permission to recruit one 
more. The senior ward nurse recognises that the current shift pattern does not allow sufficient 
opportunity to ensure high compliance with PDRs and essential training, mentorship meetings and 
link-nurse activity. An alternative roster system is to be discussed with the unit matron and service 
manager to mitigate this risk.  
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Oncology Assessment Unit (OAU) 

The current establishment is correct, however 1 post is vacant and another about to become 
vacant. When fully established the senior ward nurse will be able to operate in a 100% supervisory 
capacity, necessary to manage both OAU and Patient Access and Transfer (PAT) Suite. The unit 
has seen a steady increase in activity over the last 2 years and has responded to this by re-
configuring shift activity and acuity will continue to be closely monitored.  

CCU 

Whilst the nursing establishment is judged by the senior ward nurse to be correct for an 8 bed 
configuration, the requirement for staff to routinely rotate to UHSM for the upkeep of level 3 care 
skills results in a gap of one band 5 nurse at any one time. The acuity/dependency tool currently 
used by CCU is inadequate as a guide for establishment requirement; work is underway within the 
critical care network to introduce a new evidence based tool in the coming months 
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Agenda Item 11/16a 

Meeting of the Board of Directors 
Thursday 24th March 2016 

 
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 

145



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

146



Agenda Item 11/16a 

Meeting of the Board of Directors 
Thursday 24th March 2016 

 
Board Assurance Framework 2015/16 

 
 
 
1 Introduction 

The Board of Directors reviewed the board assurance framework at its January 
meeting and at the Time Out in February. The changes that have been made since 
the review are as follows; 

• 1.5 – Not achieving projected numbers for pressure ulcers and falls – score 
reduced from 9 to 6. Consideration to be given for the removal of this risk at 
year end. 

• 2.2 - Biomedical research centre (BRC) status for Manchester not achieved – 
updates to key controls & gaps in controls around 1 Manchester bid. 

• 5.1 – Devolution Manchester – amendments in line with progress against the 
project. No change to risk score. 

• 5.5 – Incomplete pathways of care – risk removed as this work has 
transferred to Manchester Cancer. 

• 5.6 – ACC Vanguard – amendments in line with progress against the project. 
No change to risk score. 

 
 
2 Suggested updates in March 

The following risks may need to be updated following board discussion in March. 

• 1.5 – Not achieving projected numbers for pressure ulcers and falls – score 
previously reduced from 9 to 6. Consideration to be given for the removal of 
this risk. 

• 2.2 – Biomedical research centre (BRC) status for Manchester not achieved – 
updates to key controls & gaps in controls around 1 Manchester bid. 

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

• 5.1 – Devolution Manchester – amendments based on progress of project. 

• 5.6 – ACC Vanguard – amendments in line with progress against the project. 

 
 
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 March 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 
exceeding 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. 

The Trust has exceeded the 
appointed trajectory of NHS 
England for C Difficile.

12

There have been no lapses in care for any C Difficile 
case and therefore they have been given an 
assessment of 'unavoidable'. Levels reported through 
performance report to Management Board and Board of 
Directors and quarterly to Monitor. Monitor were 
advised ahead of time that we would exceed target. 
Monitor have assured us there will be no impact on 
governance rating.

12 12 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 also e.g duty of candour 

/ fit & proper persons. Internal audit support. 6 Feedback from mock inspections reported to 
management board and board of directors 6 6 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 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 12 12

1.5 Not achieving projected numbers for the 
reduction in pressure ulcers and falls EDoN&Q 2 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. No grade 3 or 4 pressure ulcers in year.

6 Numbers reported through integrated performance 
report to Management Board and Board of Directors. 9 n/a 9 9
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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 12 12

2.2 Biomedical research centre (BRC) statusfor 
Manchester not achieved. EMD 3 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. Involvement in National Cancer Vanguard. Plan to increase capability now in place. BRC bid 
& metrics discussed at Board Time Out 20.11.15. Board discussion on 1 Manchester BRC bid in Jan 
16.

Impact of 1 BRC bid for 
Manchester on achievement of 
BRC status

9 Academic investment plan group progress against plan 
and MAHSC BRC group 12 12 12 9

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 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 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 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 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 8 8

4.6 OECI reaccreditation not achieved EMD 2 3 Work centrally coordinated based on OECI measures. Timeframes for re accreditation identified. 
Funding identified. Accreditation process delayed. Project group not yet formed 6 6 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. Baseline measures identified 
and presented to Board of Directors time out October 2015.

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 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 12 12
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5.1 GM devolution changes have an adverse impact 
on The Christie objectives CEO 2 5

Key directors attending discussions. Input into the business case. MOU produced and shared with 
board between ''AGMA and all Greater Manchester CCGs and NHS England'. Groups established & 
Christie staff attending. External Medical Director appointed. Detailed discussion at Board Time Out 
15.10.15, attendance by Ian Williamson, Chief Officer & Leila Willams, Programme Delivery and 
Director of Service Transformation. 

Uncertainty around impact. 10

Management Board and Board of Director reports from 
CEO. Considered monthly at Board, disucssion took 
place at Board time out 15.10.15. Presentation to CoG 
11.11.15.

12 12 12 10

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 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 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. Christie clinicians as 

pathway leads. External Medical Director appointed. 8 Through membership of The Manchester Cancer 
Provider Board 8 8 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. Operational leadership reviewed. Business continuity plan in place. 
Agreement made on part year position, payment made.

12 The Christie Pathology Partnership board meetings. 12 16 12 12

5.5
Not delivering the operational, clinical and 
financial objectives of the system leader role in 
the ACC Vanguard 

EDoF&BD  
EMB 2 5 Part of the National Cancer Vanguard with The Royal Marsden and UCLH. Monitoring in shadow form 

so time for assessment of risk

Legally binding contractual 
arrangements need to be 
established. Capacity and 
capability of proect team

10 Regular reports to board of directors. 10 n/a 10 10
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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 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. Contract negotiations for 
16/17 commenced.

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 9 9

Corporate objective 6 - To maintain excellent operational and financial performance 

6.2 Financial performance target not achieved EDoF&BD 2 4 8 15 12 12 8

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 4 substantive NEDs in post. Replacement COO started. 
Replacement Medical Director appointed. 6 6 3 3

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 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 9 9

7.4 Organisational development plan objectives not 
fit for purpose DoW 2 3 PwC review of plan. Reports to board of directors (March 2015 / January 2016) Staffing metrics not triangulated in 

board reports to show impact 6 All benchmarked indicators in top quartile. Track record 
of achievement 6 6 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 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 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 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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Agenda item 11/16b 
 
 

Meeting of the Board of Directors 
Thursday 24th March 2016 

 
 

Report of Chair 

Paper Prepared By Company secretary 

Subject/Title Minutes from board committees held in January 2016 

Background Papers N/A 

Purpose of Paper To receive minutes of board sub committee meetings 
held in January 2016:  
 

1. Quality Assurance committee (key issues report 
and draft minutes) – 29th January 2016 

 

Action/Decision Required To note assurance/minutes of board sub committee 
meetings  

Link to: 
 NHS Strategies and Policy 

 

Link to: 
 Trust’s Strategic Direction 
 Corporate Objectives 

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. 

None 

You are reminded not to use acronyms 
or abbreviations wherever possible.  
However, if they appear in the attached 
paper, please list them in the adjacent 
box. 
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Board of Directors’ Key Issues Report 

Report Date: 
24.03.16 

Committee:  Quality Assurance Committee 

Date of last 
meeting:  
29.01.16 

Membership Numbers: Quorate 
 
Apologies were received from Chris Outram, Professor Jane Maher, 
Professor Chris Harrison and Eve Scott. 

1 Key risks 
reviewed 
 
 

The Committee considered an agenda which included the following: 
1. A presentation – ‘Monitoring clinical audit progress and outcomes’ 
2. Internal audit report – Quality spot check – Palatine Ward 
3. Report from the risk and quality governance committee – 

November & December 2015 
4. Quality Heat Map  
5. Monitoring of the Raising Concerns Policy  
6. CQC Inspection & CQC/Monitor Action Plan update 

 

2 Assurance level 
assigned 
 
 

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

Significant assurance: 
• Monitoring clinical audit progress and outcomes 
• Internal audit report – Quality spot check – Palatine Ward 
• Monitoring of the Raising Concerns Policy  
• CQC Inspection & CQC/Monitor Action Plan update 
• Report from the risk and quality governance committee – 

November & December 2015 
 

No items were assigned limited assurance. 
 
It was agreed that the Quality Heat Map would not be presented to future 
meetings and that pertinent information would be presented in a different 
format for future meetings. 

3 Action / review 
 
 

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

Escalation to board 
• BAF entry for pressure ulcers and falls - trend for falls and pressure 

ulcers is slowing down. After discussion it was agreed to reduce the 
likelihood entry to a ‘2’ and leave this risk on the BAF until the end of 
the year.   

. 

4 Report 
compiled by  

Committee Chair: Professor Kieran Walshe 
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DRAFT Minutes of the meeting of the Quality Assurance Committee of  

The Christie NHS Foundation Trust held on Friday, 29th January 2016 in the  
Trust Administration Meeting Room Centre 

 
Present: Professor Kieran Walshe (KW) 

Dr Ron Stout (RS) 
Chair of the meeting & non-executive director 
Non-executive director 

In Attendance: Jackie Bird (JB) 
Tony Blower (TB) 
Jane Sykes (JS) 
Julie Gray (JG) 
Joanne Woolley (JW) 
Louise Westcott (LW) 
Gill Goodwin (GG) 
Eve Lightfoot (EL) 
Anne-Marie Harrop (AMH) 
Michael Nulty (MN) 
Linda Allen (LA) 
 
Joanne Roberts (JR) 

Executive director of nursing & quality 
Executive Medical Director  
Deputy director of nursing & quality  
Lead Nurse, Quality and standards 
Clinical audit manager (agenda item 02a/16) 
Company secretary (agenda items 01e/16 & 04a/16) 
Quality improvement nurse (agenda item 03b/16) 
Acting director of workforce (agenda item 03c/16) 
Assistant director, MIAA (agenda item 02b/16) 
Audit manager, MIAA (agenda item 02b/16) 
Matron, Networked Services (agenda item 01/16e(i) 
& 02b/16) 
Senior Sister (agenda item 01/16e(i) & 02b/16) 

 Karen Baxter Minutes 
 
  
Item  Action 

01/16 Standard business  

a Apologies  

 Apologies were received from Chris Outram, Professor Jane Maher, Professor Chris 
Harrison and Eve Scott.  

 

b Minutes of previous meeting –  27th November 2015  

 The minutes of the meeting held on 27th November 2015 were accepted as a correct record.   

c Action plan rolling programme/matters arising  

 All items are included on the rolling programme or are covered on the agenda.   

It was noted that the quarterly patient safety and experience report will come to the March 
meeting. 

 

d Declarations of interest  

 None.  

e Board assurance framework  

 LW presented the Board Assurance Framework (BAF) which summarised a number of 
changes following the November meeting.  She highlighted that the narrative concerning 
HCAI had been altered to reflect the discussions at the last meeting.  

LW stated that consideration should be made concerning amendments to point 1.5: in not 
achieving projected numbers for pressure ulcers and falls – consideration needs to be given 
to the continued inclusion of this risk based on the current position and; 5.5: incomplete 
pathways of care – consideration needs to be given to the continued inclusion of this risk 
based on the transfer of the work to Manchester Cancer.  The committee felt that the 
Vanguard work will include this issue but need to be assured of this.  TB confirmed that this 
is the case and this will form part of the lung pathway board under the Manchester Cancer 
key theme. 

 

 Consideration of board assurance framework entry: Pressure ulcers and falls  
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Item  Action 
 JB presented further information regarding the BAF entry for pressure ulcers and falls.  She 

reported that in May and June 2015 numbers exceeded the trajectory which was poor for the 
trust.  She stated that a reduction target was introduced to all wards to ensure focus on the 
two harms.  This has resulted in the trend for falls and pressure ulcers slowing down and had 
now come back in line with the reduction totals which have been set.  She stated that the 
number of pressure ulcers for the year was 23 and there had been zero for January 2016.  
JB asked committee members to consider if this item should be included on the BAF. 

LA added that a lot of work had been carried out generally on the wards regarding patients 
who are at risk of falling and experiencing pressure ulcers.  Sharon Gardner, the trust tissue 
viability nurse, had worked hard with patients. It had been anticipated that there would be an 
increase in pressure ulcers as these were now identified appropriately but this had not 
materialised. 

After further discussion it was agreed to reduce the likelihood entry to a ‘2’ and leave on the 
BAF until the end of the year.   

Committee members thanked JB for the additional background information and stated it was 
encouraging to hear the narrative for this item. 

 

f Committee effectiveness review  

 JB explained that following the Monitor/ CQC review in the summer of 2014, certain 
recommendations had been made by PwC regarding this committee.  Kieran Walshe was 
appointed as chair of the committee and it had been proposed that an effectiveness review 
would be undertaken once KW had been in post as chair for three meetings.     

JB explained that it was important to understand the culture of this committee and for the 
need for debate when necessary. She felt that this committee was now working more 
effectively.  

LW will send out an electronic questionnaire to all committee members.  This will act as an 
audit tool to assess if there are any gaps in effectiveness and also to learn what is working 
well.  

KW stated that he felt it would now be a good opportunity to look at another specialist 
provider to see how their quality assurance committee operates.  LW agreed to contact 
Birmingham Women’s Hospital Foundation Trust to see if it is possible to access some of 
their information.  This item will be agenda item at the March meeting.  

Action: LW to send out an electronic committee effectiveness questionnaire to all 
members.  LW to contact Birmingham Women’s Hospital Foundation Trust to access 
information regarding their quality assurance committee. 

 
 
 
 
 
 
 
 
 
 
 

LW 

02/16 Best outcomes  

a Monitoring clinical audit progress and outcomes  

 JW presented information regarding the new clinical audit web-based software which was 
introduced in June 2015.  She stated that all projects for the 2015-16 had been loaded and 
the system was working extremely well.  It allowed oversight at each level and enabled clear 
identification of risks.  JW highlighted that the system enabled various filterable views, easy 
access for reports and dashboards and the ability to save evidence, schedule reports and 
set reminders.  
 
 
JW stated the clinical audit team were happy with the software and it had already made a 
huge impact. The suppliers have been very responsive to requests for changes and 
produced a data extract to be used for various reports.   
 
TB stated he was aware that there had been criticisms made previously regarding the 
number incomplete audits and wondered how the clinical audit team were able to manage 
that situation.  JW stated that in many cases this involved issues around poor 
communication.  The team had been able to reduce the number of incomplete audits 
significantly.  Audits are not written off but rolled over to the next year if they are not 
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satisfactorily concluded. 
 
KW observed that he felt that audits were not always strategic in their topics and wondered 
whether there was a way of prioritising core and non-core audits.  He explained that he felt 
that perhaps audits were missing the next level and wondered if the team met with the 
divisions to plan audits with resources available. JW stated that they want to encourage 
each area to prioritise their own audits so that the programme becomes more strategic. 
 They do meet some groups regularly but there are still gaps.   
 
KW asked who actually ‘owns’ each audit?  JW explained that it is ‘owned’ by a named 
individual lead but that sometimes this can be in more than one place, for example, with a 
doctor, nurse etc.  
 
KW asked if the new software assisted with the impact of audits.  JW stated that it was 
difficult to see what impact the software had on the results of the audit.  However, she felt it 
definitely contributed to the body of evidence available.  The Clinical Audit Annual Report 
captures changes to practice. 
 
The committee thanked JW for an interesting presentation and noted the work involving the 
new software. 
 

b Quality spot check – Palatine Ward  

 MN reported on the quality spot check for the Palatine Ward.  He stated that overall 
significant assurance had been received and that it was found that the procedures were 
being followed correctly on the Ward.  There were many areas of good practice including the 
completion of observation charts which were colour coded and included a monitoring 
frequency matrix displaying the frequency of hours the patient should be seen.  Infection 
control systems were good and were adhered to.  

There were a number of minor recommendations made which included that it would be good 
practice for the nurses to attend infection control meetings to get insight of any trust wide 
issues.  There were also recommendations made around minimum staffing levels.    

MN reported that a spot check of the resuscitation trolley had taken place using the checklist 
provided and all items were present and no issues were noted with the equipment.  There 
were two exceptions noted whereby the gelofusine had expired and the razor that was listed 
on the checklist was not present.  This has now been rectified.   

JB stated that all these items have been discussed at Audit Committee and actions are now 
complete.   

LA reported that an action plan had been developed since the report was published and 
updated the committee on a number of the outcomes. She stated that a recruitment day was 
recently held and the ward had recruited three new trained nurses to start in March.   

KW asked about minimum staffing levels on the ward and how these are monitored.  LA 
stated that these are reviewed at the beginning of each shift every day using the Florence 
system. Night shifts are constantly monitored with lots of movement to keep the hospital safe 
at night.  

JB added that there are formal six-monthly review meetings regarding safe staffing levels 
and she is constantly updated regarding ‘live’ staffing levels figures which are also shown on 
a screen in her office. 

LA also highlighted further actions taken following the recommendation made by the spot 
check of the resuscitation trolley on the ward.  She explained that a sign had now been 
implemented on the front of the trolley with an extra reminder regarding daily checks to be 
carried out.  This is now much improved and she stated that although the checks have 
always taken place unfortunately the two items missing had been overlooked on the check.   

KW asked how many ward spot checks take place each year. AMH stated that usually two 
spot checks take place and this was a worthwhile exercise to provide assurance.  She did 
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point out however that it is worth noting that it is only one day and one point in time. 

03/16 The Christie experience  

a Report from the risk and quality governance committee – November & December 2015  

 JS presented the report from the risk and quality governance committee which covered the 
meetings from November and December 2015.  

She highlighted that in November the committee had received a presentation concerning the 
risks associated with shortfalls within the junior doctors staffing rota and the controls which 
had been put in place.  The committee had also heard about the work that had been 
undertaken over the past 18 months to address concerns about the number of complaints 
and PALS issues relating to the administration of appointments, management of telephone 
calls and general customer service issues within the clinical divisions.  There will be different 
work streams and customer service will be a key element of these.  JS stated that the uptake 
had been excellent and good feedback had been received.   

In December the committee had received a presentation from the head of corporate affairs 
following the report against a recommendation from the Kate Lampard report.  The 
committee had also heard about the remedial work being undertaken on the water supply to 
the ward block and the controls in place.  

In regard to executive reviews (in November and December) the committee had examined 7 
incidents and claims that had been to executive review and all but 2 actions were completed 
within the agreed timescales.      

JS stated that additional reports had been presented including the work and walk-rounds 
undertaken by governors talking to patients face to face. This leads to rich feedback that can 
be triangulated with other patient experience surveys.  

Items continue to be communicated to team brief which had included a reminder to staff to 
park considerately outside local residents’ houses.  

The committee had also heard in December that a quality improvement project on discharge 
planning was proposed around end of life care and that this item will return to the risk and 
quality governance committee as a patient story in February. 

KW asked what makes the difference between something being part of the quality 
improvement programme and not clinical audit.  JW explained that clinical audit team deal 
with bigger projects which are dealt with through the whole system. The quality strategy is 
still part of the quality team but is run in a different way.  

JS was thanked for a thorough report. 

 

b Quality heat map  

  GG explained that this was the third time the quality heat map had been presented to this 
committee for review.  The report included data from quarter 3 with the exception of the PDR 
and training information which was ‘live’ data.  There are a number of ‘green’ items on the 
report which show excellence in those areas.  However the information regarding PDR’s and 
mandatory training are showing as ‘red’ and ‘amber’.  GG explained that she had ‘cleansed’ 
this particular data as the information provided from the ESR system was incorrect.  Due to 
the way this information is reported, the figures presented from ESR show all staff new to the 
trust as immediately ‘requiring a PDR’.  GG explained that she had removed the incorrect 
data and that the information was now correct.  She stated that a lot of work is ongoing to 
make sure that the figures regarding development reviews and ward staff undertaking 
training improve.   

EL explained that her team are currently addressing many of the concerns that ward staff 
have raised.  The Prevent training is relatively new and the trust had now put on a number of 
additional dates for 2016.  All of the essential training is also delivered on line and remote 
access to training is now available.   

JB asked the committee if they felt the quality heat map was a useful report to receive.  She 
explained that she felt that it involved a disproportionate amount of work and felt that the 
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committee would have greater benefit from a presentation from JG concerning the Christie 
CODE data.  She stated that there are a range of other things we get assurance from that is 
more meaningful data.  

After further discussion committee members fully supported the view that the quality heat 
map should be discontinued and that a presentation of the CODE data would be made to the 
March meeting.   

Action: JG will present a sample of the CODE data to the March meeting. 

 
 
 
 
JG 

c Monitoring of the Raising Concerns policy  

 EL presented the annual report of the monitoring of the raising concerns policy. She 
explained that the purpose of this report is to provide assurance to the committee that the 
trust has robust processes in place for managing concerns raised through the policy. It 
showed all complaints received for the period 1st January 2015 – 31 December 2015.  

She explained that there had been one formal complaint raised under the Raising Concerns 
policy during the period and that this was being managed in accordance with the policy.  EL 
highlighted that a number of informal concerns had been raised but these are usually 
resolved through mechanisms such as mediation.  

EL highlighted a number of achievements for the last twelve months which included a review 
of the three key policies for raising concerns at work and the successful delivery of a number 
of workshops held in conjunction with trade union colleagues to ensure that staff are aware 
of how to raise a concern and how they would be supported as a result of their action.   

She also stated that the trust had signed up to the Nursing Times Speak out Safely 
Campaign. The trust’s commitment to this as a participating organisation is demonstrated on 
the trust’s internet and intranet sites.   

The committee thanked EL for this report.   

 

04/16 Leading cancer care  

a CQC Inspection & CQC/Monitor action plan update  

 JB reported that the CQC Inspection will take place from the 10th – 13th May 2016. She 
stated that she and the Chief Executive had recently met with two of the inspectors to 
discuss the forthcoming inspection.  JB updated that we have procured the Allocate system 
that helps the trust to self- assess our CQC evidence.  The trust previously had a SharePoint 
site that staff at all levels populated.  The assessment will include listening events to try and 
engage some of the population we serve (3.2 million people across Greater Manchester and 
Cheshire). They will speak to NED’s and governors and the majority of the executive team 
as well as other staff members (including bands 1 – 4). They will undertake 1:1 interviews 
and focus groups as well as speaking to the local patients association. 
JG is the designated planner for the inspection and Marie Hosey will be the designated 
analyst.  The February payslip will include a guide to the CQC.  At the Board away day in 
February there will also be a section on the CQC inspection.  JB highlighted the Internal 
Peer Review Inspection Overall Ratings for 2014-15 that show at a glance what our 
assessment is of our services.  JB also noted that Clatterbridge Centre for Oncology will be 
visiting the trust to undertake a full mock inspection on 22nd March.  
 
The committee noted how much work has gone in to ensure that we are well prepared. 
LW presented the Improvement plan that was produced following the Monitor/CQC review in 
2014. This version represents progress in 2015 and the actions mainly link to well lead 
domain. In relation to OPD waiting times, FN will attend the next meeting to talk about the 
work that is taking place and addressing the sensing of patient letters in timely way (GMECC 
links up to every trust across Greater Manchester and every GP practice).   
The evidence represents a point in time (2015) but there is a lot more to add over time.   
 
AMH asked if we can add in a RAG rating to the status column to highlight anything we 
should be worried about.  JB asked whether we need a status.  The view was that we either 
take the column out or colour code but some assessment does seem sensible. This is a ‘live’ 
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document. It was suggested that a green rating is not necessarily complete but shows we 
are happy with the assurance or it is ongoing.   
 
JB added that all services lines in the trust have completed their own assessment for the key 
lines of enquiry. 
 
LW encouraged committee members to look at the SharePoint site and familiarise 
themselves with the information contained.  
 
The committee noted the work being undertaken so far.  

05/16 Escalations to the Board of Directors  

 Committee members felt it was important to capture that the CQC work had been discussed 
in detail.  

 

06/16 Any other business  

 KW asked if MIAA audits are always presented to the audit committee first.  AMH reported 
that audits concerning quality are always presented to the quality assurance committee first 
but it is also a statutory requirement that they are presented to the Audit Committee.  She 
stated it was important to make sure that there is a high level of debate at this committee 
regarding quality and challenge and then a synopsis is presented to Audit Committee for 
their scrutiny. 

 

 Date and time of next meeting:  

 Thursday, 24th March at 9.30 a.m. in trust administration, meeting room 6  
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