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DRAFT Public minutes of the meeting of the Board of Directors of  
The Christie NHS Foundation Trust held on Thursday 24th March 2016 at 12.45pm in the 

trust administration meeting room centre, The Christie NHS Foundation Trust 

Present: Chris Outram (CO) 
Kathryn Riddle (KR)  
Ron Stout (RS) 
Kieran Walshe (KW) 
Neil Large (NL) 
Jane Maher (JM) 
Robert Ainsworth (RA) 
Roger Spencer (RGS) 
Fiona Noden (FN) 
Jackie Bird (JB) 
Joanne Fitzpatrick (JF) 
Anthony Blower (AB) 
Chris Harrison (CH) 

Chair 
Non-Executive Director 
Interim Non-Executive Director 
Non-Executive Director 
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 
Executive medical director 

In Attendance: Louise Westcott  (minutes) Company secretary 
David Makin Partner governor 
Darren Buckley Member of the public 

Presentation:  Raising concerns: Palatine ward review, Jane Sykes, deputy director of nursing & quality 

JS introduced a staff story and story about engagement of staff. This relates to raising concerns and 
the policy we have in practice.  

Palatine Ward opened 2 years ago and brought 2 services under 1 roof – YOU and HTU. The change 
process led to a concern being raised by a former employee of the unit. A review of nursing within the 
Palatine Ward was undertaken with an HR member of staff. Terms of reference (ToR) for the review 
were developed with the whistle blower and confidentiality was maintained throughout. A structured 
approach was undertaken, information collated into a report (available on request) and the findings were 
triangulated with quality metrics from the ward. 

Issues were raised around the long term planning of the scheme, the lead up to the day of the move and 
the day itself. No patient safety issues were highlighted through the review. Improvements were 
highlighted in handover (too lengthy), equipment & stock and organisation of the ward. Every person 
interviewed was aware of how to raise a concern and the process to be followed.  

Staffing levels & skill mix – JS outlined the context in that some staff were moving from an average 50% 
occupancy in one area and 90+% in the other. Combined it was just under 90%, there was a new ward 
layout and 2 different cultures coming together (both very caring cultures). There were leadership issues 
and resistance to change and issues because lower banded staff hadn’t met each other prior to the 
merging of the services. In terms of leadership, the matron was leading from the front and was very 
active. There were some sickness issues at the time that made a difference. Succession planning and 
band 6 nurse development needs were identified as an issue. The role of the Clinical Practice 
Facilitators was highlighted and the value of these individuals in educating and developing new and 
existing staff. 

22 recommendations were made, all of which were accepted. Examples were around Ward rounding, 
skill mix, review of shifts, review of acuity model, safety huddles etc. There was also Trust-wide learning, 
it was recommended that a dedicated lead officer is put in for future large projects with an organisation 
development (OD) stream. This aims to enable merging of culture prior to moves and for staff at all 
levels to be engaged and involved. 

JS noted that the findings were presented to the whistle blower and they were very satisfied. 

Questions were invited. 
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CO noted that whistle blowing is a difficult area. She asked how did they deal with the level of discomfort 
around this. JS responded that confidentiality was the key as well as setting the terms of reference with 
the whistle-blower from the beginning. No names were ever given. Staff wondered who had raised the 
concern but this was managed 
 

KW commented that it is interesting that issues didn’t emerge at the exit interview. JS responded that the 
person was leaving anyway and they had time to reflect prior to them raising the concern. 
 

JM asked about future capital schemes and how this learning is being applied. FN responded that there 
is a dedicated OD lead for IPU and Outpatients. Informal meetings are taking place and bringing teams 
together from the start. 
 

JF commented that there was involvement of nurses in the design and development of the scheme but 
the OD element wasn’t focused on.  
 

JS added that this has been presented back at various levels in the organisation to spread the learning. 
 

KR asked in relation to the IPU how it is intended to deal with 5 different team leaders with different 
styles. FN responded that there will be 1 team leader for the IPU. The aim is to establish a new culture 
not merge existing cultures. This will be monitored going forward to avoid replicating the issues. 
 

RGS – congratulated Jane on a good job that showed a very well managed process. 
 

FN added that exit interviews can be undertaken with someone other than a persons’ line manager. 
 
 

No Item Action 
07/16 Standard business  

a Apologies  
 Apologies were received from Eve Lightfoot, Acting Director of Workforce. 

CO welcomed RA to his first meeting. CO noted that RA is an experienced NED, and that 
we look forward to his contribution. Thanks were extended to Ron Stout for his support 
over the last 3 years as an interim. 

David Makin, Jane Sykes and Darren Buckley were welcomed. 

 

b Minutes of the previous meeting held on 29th January 2016  
 The minutes of the meeting held on 29th January 2016 were accepted.    

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

completed. 

 

d Declarations of interest  
 No declarations of interest were made.  

08/16 Key reports  
a Chief executive’s report  

 RGS drew particular attention to the following items in his report; 

Devolution programme – this goes live from 1st April, there is currently a lot of publicity 
going on. The bulletins are attached to the report. This is currently on programme and we 
have been participating. RGS noted that he recently sat on an advisory panel to appoint 
the chief officer and that we will hear more about the outcome of this in the coming weeks. 

Vanguard – we are in the process of being notified about the finance that will be available 
and arrangements around this. 

Flu vaccination – we have been rated as the second most successful organisation in the 
country (we were third last year). This is a good achievement in protecting our patients. 

RGS noted that we have submitted all requirements ahead of the CQC inspection in May. 

Learning from Mistakes – a league table has been announced, we were rated as good and 
ranked 21st in the national league table. 

RGS informed board that one of our nurses, Lorraine Turner has won Oncology Nurse of 
the Year in the British Journal of Nursing Awards. We have also won 2 awards for 
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No Item Action 
enhanced supportive care and systemic anti-cancer treatment (SACT) closer to home 
initiatives. 

RGS also informed board that there has been a recent announcement that of 47 chairs 
asked to join the NHS improvement chairs partnership this includes CO. 

CO congratulated Lorraine Turner and the teams that won (& were shortlisted) for the care 
& quality awards. 

CO added that RGS has been included in the top 50 rated CEO’s list that has recently 
been published. 

RA asked in relation to the CQC inspection, are we going to get a briefing on what we 
might be asked. RGS confirmed that a briefing will be done and other items will come to 
NEDs in the next 6 weeks. 

DM asked if the CQC will see governors and if they will also be briefed. RGS confirmed 
they will. 

b Medical director’s report  
 AB highlighted that he is delighted to inform board of 6 recent consultant appointments 

(1 additional to list in report). 

Junior doctors’ dispute – AB drew attention to the update included in the report of the 
impact so far. There have been a very small number of cancellations. No incidents 
were reported on those days. 3 further strike actions are planned – 48 hour between 6-
8 April (coincides with handover of trainees so induction date has been changed.) 26th 
& 27th April are now announced (9 hours each day) there is a complete withdrawal of 
cover on these days. 

Health education NW visit – feedback was great. 32 visits were undertaken, ours was 
reported as the best and was incredibly positive. Were some areas that can be further 
enhanced and the actions will come back to board. 

CO noted how great it was that we had such a good visit from Health Education NW. 

Juliet Loncaster and Karen Helliwell were highlighted for praise. 

 

c Integrated performance report  
 FN present the performance for month 11. 

• 98.6% for the patient satisfaction survey  
• Chemotherapy treatment – 90.0% (against an 80% target)  
• Pharmacy turnaround – 84.7% (against an 80% target) 
• Zero MRSA bacteraemia since August 2013  
• C.diff - October 2014 last reported unavoidable case 

• 3 cases in February 
• 20 patient cases year to date against the Monitor threshold of 14 

• Safe staffing levels achieved in February 
• 0 SUI panel (2 SI’s declared in February) 
• 2 executive reviews 
• 5 complaints, 3 inquests 
• 1 risk at 16 relating to tariff changes 
• 31 days and 18 weeks are over target 
• 62 day performance  

• 92.5% for February  
• 87.9% for Q3  

• Length of stay 6.82 days  
• Patients treated YTD -0.80% - activity is down due to the reduction in 

radiotherapy fractionation rate 
• Sickness absence 3.58%  
• Agency 0.40% of total pay bill – there are outstanding issues in IT that will be 

addressed by 1st April 
• EBITDA surplus £17,883k, £96k over plan 
• Trading surplus £6,106k, £5,189k over plan  
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No Item Action 
• I&E surplus £6,555k, £1,418k under plan 
• 93.1% CIP achieved recurrently 

• 99.3% in year 
• Cash balance £57.6m 
• Debtor days of 16 

Overall we have a Governance rating of Green and a Financial sustainability risk 
rating of 4 
NL asked about the issues relating to sickness in the estates team and PDR’s. JF 
responded that we have new managers in, training is being undertaken and they are 
progressing through PDRs. There is a focus on particular staff being managed through 
HR. 

RA noted that agency usage is remarkably low and asked if we have a % for bank 
usage as this is not reported. FN responded that there are no problems with 
recruitment so bank usage is very low. Use of agency in the IT team is our main issue 
and this is being addressed. 

CO asked if the new cases of CDifficile are unavoidable and why it is that we have a 
Monitor threshold of 14. JB responded that the new cases are unavoidable and 
explained that nationally there were significant issues a few years ago with levels of 
CDifficile. Work over the years has significantly reduced the national rate. There has 
been an increase recently in national levels so Monitor are keeping their current 
targets. There have been no lapses in care for us and Monitor have an understanding 
of the position and have not raised any concerns about our numbers exceeding the 
threshold. 

CH stressed that the target misleads the public and doesn’t reflect the issues. Lapses 
in care (avoidable) would be a better measure. 

NL asked about levels of falls and what are the lessons learnt. JB referred to a panel 
that took place on 20th April and the small changes in practice that have been 
undertaken to reduce falls. 

RA asked for an explanation of the levels of critical care. FN explained that there are 4 
levels. 4 being the highest level of care and that this is a national grading system. 

RA asked about the 62 day adjusted position. FN explained that this is about shared 
breaches and reallocation of performance across organisations. There is a set 
pathway requiring referral by a certain day on the pathway. This is based on an 
evidence based approach around when patients should be referred on. 

CO asked about PDR’s. We have not yet met the target but CO stressed that she is 
very supportive of improvement in this regard. The organisation must look at ways to 
improve this position from the top down as it is very important. 

Performance for month 11 was noted. 

OP reporting metrics 
FN summarised the position around reporting outpatient performance. The old 20 
minute wait measure has been stopped as this was only showing a sample. This 
measure will be replaced with 8 key performance indicators. These were outlined  

1. % of clinics starting on time 
2. % of clinics finishing on time 
3. Average patient waiting time 
4. Longest patient waiting time 
5. % of clinic letters sent within 5 days of attendance 
6. Outpatient family and friends test 
7. Patient Satisfaction Surveys – adapted for outpatients 
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No Item Action 
8. Cancellation / suspension of clinics < 6 weeks to clinic date 

An outpatient dashboard that shows monthly performance of the 8 KPIs will be 
developed and these will be based on the new 6 dimensions of data quality (Accurate, 
Complete, Valid, Timely, Reliable, Relevant), which is in development with 
consideration of weighting and RAG rating. A core data quality and reporting standards 
group will consider aspects of concern and weigh / RAG rate as appropriate. 

KR – would be useful to know if there’s a pattern and for some of this to be shared with 
the board. FN agreed that this will be possible. 

CO – very supportive of the approach. 

FN highlighted the additional report relating to the Learning from Mistakes League. A 
league table has been published that shows us ranked as 21st.  A trust wide action 
plan is being developed to address the findings and to improve to outstanding results 
by addressing 3 specific staff survey question results. 

09/16 Approvals  
a Board governance  

 

CO noted that these are the items that need completion by board members. All of this has 
previously been picked up in our external governance review by PwC. Forms to be 
completed are with each individual and should be passed to LW. 

i. Fit & proper persons declaration 
ii. Register of directors interests 
iii. Directors letters of representation 
iv. Declaration of independence 

 

b Annual reporting cycle 2016/17  

 

CO noted that this sets the agenda for the year ahead. RGS outlined that this is based on 
the intelligent board process and the adjusted requirements of the operational and 
strategic plan. This also reflects the reporting on matters of research and education that 
came out of the PwC external review. 
Approved. 

 

10/16 Other reports  
a Planning update 2016/17  

 

JF presented the update on the planning process. There is a further update on the contract 
negotiations position as an offer wasn’t received when the papers were written but we 
have now received an offer. 

JF described our response to the consultation on the standard contract. By signing up to 
our control total we wouldn’t be open to penalties but the contract still contains this. Our 
response has noted this. We haven’t yet had the contract but are supposed to sign by 31st 
March. 

Our operational plan is attached (without finance) as we now have another iteration of the 
control total that extracts charitable funds for capital purposes. This has been revised from 
£13.1m to £9.1m. 

Our high level revenue plan includes; 
• 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 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.  
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No Item Action 
JF noted that the 16/17 operational plan will be changed. 

Board of Directors noted the following; 
• the draft 1617 Operational Plan (excluding the finance section) 
• the update on commissioner negotiations 
• the high level revenue plan, recognising the amended Trust control total 
• the approved 5 Year Capital Plan for the period 2016-17 to 2020-21 for £173.8m 
NL commented that this is great and is consistent with last year. 

JF reported that we have now had feedback from Monitor who raised an issue with the 
phasing of the CIP otherwise there were no concerns. 

b Staff survey results 2015  

 

FN presented the results. 

FN outlined the details of our responses to the 2015 annual NHS staff survey with the 
Trust sustaining some strong results overall. 

A summary of the key findings benchmarked against acute specialist Trusts shows we are 
in the upper quartile nationally for all of our results.  Additional information is shown in 
appendix 1 and a trend comparison of our engagement scores benchmarked with 
specialist oncology centres and local trusts is shown in appendix 2. 

Key points 

• The overall staff engagement score has improved in year and was above average 
when compared to acute specialist trusts 

• The work we have been undertaking in relation to development of bands 1-4 and 
bands 5-8a staff has been reflected in the positive response to the question around 
staff believing that the organisation provides equal opportunities for career 
progression or promotion. 

• Our most improved score was shown in the percentage of staff who felt able to 
contribute towards improvements at work which is attributed to the work we are 
doing to engage and communicate with staff in the redesign of our services.  This 
correlates with our above average score of staff who feel satisfied with the level of 
responsibility and involvement they have at work. 

The survey has shown that we do have some areas for improvement which we need to 
focus on.  These are the percentage of staff who have felt able to report the most recent 
experience of bullying and harassment, staff feeling able to raise concerns and staff who 
have suffered from work related stress in the last 12 months. 

The paper describes the work we have started to undertake to address these issues and 
our next steps with the ‘One Week all staff’ event scheduled for April 2016 to obtain a 
greater more real time understanding of these responses.  We will then use this feedback 
to improve existing practices and develop new initiatives to ensure that our staff feel valued 
and motivated at work. Local analysis will be communicated for specific local action. 

As last year, a local analysis will be provided to all divisions to communicate locally and to 
identify priorities for improvement.  The progress against plans will be managed through 
existing performance review meetings. 

The board are asked to note the results of the survey and support the arrangements for 
continued improvement and monitoring. 

KR/NL - deterioration from a score of 43 to 11 – need to address this. This relates to 
‘concerns raised being acted upon’. 

RGS – relates to estates and facilities where considerable work is going on and this will be 
further tested in One Week All Staff 

NL – asked if further detail and an update can come back to board. 

KR/NL – overall very good results but need to ensure we look at areas to develop. 

JM – change in work pattern and where staff don’t always work with the same people – is 
this an issue for our staff. FN – staff spend time socially, the culture of friendship is strong. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ER 
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No Item Action 

c NICE compliance with safe staffing  

 

JB presented the 6 monthly update. 

Exec summary confirms nursing establishments are at correct levels. Ward safe, patient 
experience not effected in one red. 

Bank & agency – 0.42%, very low 

Turnover and recruitment – biggest challenge. Open days have been very successful 

Complaints about nursing or nursing care – 5 in 6 months with increase in IP episodes. 

RAG ratings – relates to 6 months aggregated data. Can see some relate to issues for 
PDRs etc as shown in performance report. Nurses have set internal stretch targets for their 
areas that are reflected here. This doesn’t reflect a national but rather a local target. 
Narrative comments from ward staff included. 

CH – key message is that we are compliant with requirements of NICE guidance but we go 
even farther. 

RGS – this is commented on every month in performance report and summarised 6 
monthly. We haven’t had any difficulties in safe staffing compliance. We have taken the 
approach that while we comply with NICE safe staffing guidance, we also make sure that 
this is a nurse led determination whether we comply with safe staffing and they advise on 
the required nurse staffing. 

Board supported the report. 

 

11/16 Board assurance  
a Board assurance framework 2015/16  

 

RGS presented the BAF that summarises issues discussed at Feb Time out and 
suggested changes for this month. Also seen draft of 16/17 BAF at time out in Feb. 

Suggestions invited. 

1.5 – QA discussed, falls will stay on and pressure ulcers will be removed. 

2.2 – timeframes for BRC, won’t hear until April on PPQ submission. Roll forward to 16/17. 

4.7 – metrics for leading cancer centre – proposed metrics have been put forward. 

5.1 / vanguard– updates will continue 

 

b Assurance from board committees held in January 2016  

 

Quality committee – were quorate but only just at Jan meeting. Areas discussed were CQC 
prep, only issue was around BAF entry. 

CO noted that the QA committee has developed well and discussions are good and open. 
Provides good discussion to provide assurance to the board. 

 

12/16 Any other business  
 No items raised.  

 Date of the next meeting:  
 Friday 29th April 2016  
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Agenda item 13/16c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

29th April 2016 Regulatory Monitor Q4 return EDoF&BD Approve 15/16a
Annual reporting cycle Integrated performance report COO Monthly report 14/16d
Annual reporting cycle Essential standards for quality & safety / 

NHSLA
EDoN&Q Declaration / approval 15/16b

Register of matters approved by the board CEO April 2015 to March 2016 15/16c
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 14/16c

Annual reporting cycle Corporate Objectives CEO Review 14/16e

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

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

EMD Review

10/16b Staff Survey results 2015 ADoW Update following One Week All 
Staff event

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

Public Meeting of the Board of Directors - 2016

Action plan rolling programme after March 2016 meeting 

By emailJune 2016 - no meeting
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

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
Corporate objectives CEO 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

January 2017 Regulatory Monitor Q3 return EDoF&BD To approve
Annual reporting cycle Integrated performance report COO Monthly report

Organisational development plan Acting DoW Update

Integrated performance report COO Monthly report By email

March 2017 Annual reporting cycle Corporate planning (corporate objectives / 
BAF / financial plans: revenue & capital 
2017/18)

Executive 
directors

Approve next year's annual plan

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

February 2017 - no meeting

December - no meeting

August 2016 - no meeting
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

Annual reporting cycle Chair Approve
Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Review
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Action log from the board of directors meeting held on  

Thursday 24th March 2016 

 

No. Agenda Action By who Progress Board review 

1 10/16b 
Staff survey results 2015 – update to board on concerns 
relating to estates and facilities staff following testing at 
One Week all Staff event. 

ADoW (EL) One Week All Staff event being 
held 18th - 24th April 

Update to May 
2016 meeting 
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Agenda item 14/16a 
 

Meeting of the Board of Directors 
Friday, 29th April 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. 

FTSU - Freedom to speak up 
STP - Sustainability and Transformation Plan 
CQC - Care Quality Commission  
PIR - Provider Information Report 
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Agenda item 14/16a 
 

Meeting of the Board of Directors 
Friday, 29th April 2016 

 
Chief executive’s report 

 
1. Update on Our Plans 2016/17 

The 2016/17 planning process has been guided by the national implementation plan for the 
Five Year Forward View.  To ensure that our staff and external stakeholders are aware of 
the currently position a briefing not on key issues has been produced and is appended to 
this report. 
 

2. National Raising Concerns Policy 
On 1 April 2016, NHS Improvement and NHS England published the first, integrated national 
whistleblowing policy, with the aims of standardising the way in which staff are supported to 
raise concerns within NHS organisations and improving patient safety. All NHS organisations 
are expected to adopt this as a minimum standard. This includes the requirement to appoint 
a Freedom to Speak Up Guardian (FTSU ) in every trust.  
 
Our recently-reviewed Raising Concerns at Work policy includes the content and tone of the 
new national policy. This will be reviewed again to include the FTSU Guardian when we have 
appointed. 
 
A link can be found below to our trust policy 
http://discover/documents/default.aspx?Details=Y&Doc_ID=16 
 

3. Care Quality Commission (CQC) 
In advance of our comprehensive inspection which takes place on 10th May, the CQC 
provided us with the first draft of their Intelligence Pack based on the information from 
Provider Information Report 2 (PIR2) which we submitted in March.  The information has 
been reviewed, validated or corrected and resubmitted.  We await any further areas for 
clarification. 
 
More information on the CQC inspection can be found at http://www.cqc.org.uk/  
 

4. Digital Maturity Index 
NHS England published the results of a national self-assessment digital maturity survey. The 
survey assessed 14 dimensions such as Budget, Leadership, Strategy, Resourcing, 
Governance, Information Governance, Information Sharing and multiple clinical digital 
capabilities. 
 
The Christie rating is 207 out of 239 and in the lower half of most dimensions.  We have a 
number of transformation programmes in progress that will result in improvements in our 
assessment.  A full report on our progress will be presented to the board at its meeting in 
May. 
 
Further information can be found at https://www.england.nhs.uk/digitaltechnology/info-
revolution/maturity-index/  
 

5. Annual Plan 2016/17 
Following the amendments discussed at the Board of Directors meeting in March, which 
included the revision to our NHSI control total and agreement with NHSE on the contract for 
2016-17.  The final version of the Annual Plan 2016-17 was submitted to Monitor on the 11th 
April 2016.  A copy of the submission is available on Trust internet. 
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6. National Clinical Director for Cancer 
Our Executive Medical Director, Professor Chris Harrison has been appointed NHS 
England’s new National Clinical Director for Cancer, a post he takes up from 1st April 2016 
for an initial three year period.  He replaced the current post holder Professor Sean Duffy. 
 
Professor Harrison will work part time for NHS England, combining this with his role as 
Executive Medical Director for The Christie.  
 
In this new role, Professor Harrison will work with NHS England’s National Cancer Director, 
Cally Palmer, to implement the national five year cancer strategy, ‘Achieving World Class 
Cancer Outcomes: A Strategy for England 2015-2020’, published in 2015.  
 
Further information can be found at https://www.england.nhs.uk/2016/04/chris-harrison/  
 

7. Greater Manchester Health and Social Care Devolution  
Formal devolution took place on 1st April 2016 with transfer of the £6 billion of health and 
social care funding after a preparatory year in which the governance and decision making 
systems and processes have been established. Jon Rouse has been appointed as Chief 
Officer of the Greater Manchester Health and Social Care Partnership and will lead the 
entire Devolution Programme over the coming years.  

 
There are 5 transformational work streams 
within the Devolution Programme as 
shown. There are a number of projects 
grouped under each of the work streams. 
The development of cancer services 
across the entire patient pathway 
(including the Cancer Vanguard) forms a 
transformation scheme within the GM 
Health and Social Care Devolution 
Programme as a cross cutting theme 
addressed within a number of the work 
streams. Each programme lead in Greater 
Manchester meets up with the Devolution 
transformation team on a weekly basis to 
ensure on-going alignment within the 
overall programme and a reporting of progress at each key stage. 

 
There are 44 Sustainability and Transformation Plan (STP) footprints across England and 
each STP area is required to produce a 5 year strategic plan outlining the health and 
social care needs of their population and how these will be met by 2021. For Greater 
Manchester, The Health and Social Care Devolution Plan ‘Taking Charge of our Health 
and Social Care in Greater Manchester’ forms the STP. Cancer care is identified within 
the full version of this plan. In order to meet the projected planning needs of each 
population, Greater Manchester Health and Social Care Devolution has access to circa 
£450 million transformational funds over the next 5 years to pump prime a number of 
transformational initiatives. 

 
Information about progress can be found in the devolution bulletin appended to this report. 

 
Further information about greater Manchester devolution can be found at 
http://www.gmhealthandsocialcaredevo.org.uk/  
 

8. One Manchester 
The first stage report of a review being undertaken by Sir Jonathan Michael has been 
published and will be considered by the Manchester Health and Wellbeing Board in the week 
commencing 25th April.  The report summarises work undertaken by groups of clinicians in 

Radical upgrade in 
Population Health 

Prevention

Standardising 
community care

Standardising acute 
hospital care

Standardising 
clinical support and 
back office services

Enabling better care
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six “exemplar” services across acute trusts in Manchester.  It concluded that in many cases 
there would be benefit for clinical services in Manchester working together as single 
services.  A variety of models for this are suggested.  The next stage of the review to be 
published later in 2016, will consider the appropriate governance arrangements for this. 
 
The Christie lies outside the terms of reference and scope of the work undertaken by Sir 
Jonathan.  We are, however, mentioned in two places.  Our networked oncology services 
are suggested as example of good practice.  There is reference to surgical oncology 
services in Manchester with the suggestion that further consideration be given to the 
arrangements for these.  
 

 The report can be found on the SharePoint 
 

9. Healthier Together Programme Board 
The programme board met on 1st April, 2016 and received a further 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 continues 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/  
 

10. Manchester Cancer Provider Board  
A meeting of the provider board took place on 15th April, 2016.  The meeting further 
considered proposals for the future role of a cancer board.  This included the consideration of 
the way in which providers and commissioners work together, and their engagement with 
other stakeholders in future plans.  It received an update on progress of the cancer 
vanguard, a user involvement update and a presentation on improvements made in lung 
cancer care across the network. 
 
For more information https://healthiertogethergm.nhs.uk/  
 

11. National Cancer Vanguard 
 The Cancer Vanguard team in Greater Manchester have been linking with a number of 

organisations and individuals in identifying specific initiatives to address the identified 
priority areas. A number of projects are currently being defined and these include testing 
out self-referral of patients into diagnostic services, establishing one stop diagnostic care, 
training a team of volunteer patient champions to raise awareness of cancer symptoms in 
the community and using new technology to better assess a patients risk of developing 
cancer. 

 
 The Value Proposition business case for the National Cancer Vanguard was submitted in 

early February 2016 and we are awaiting notification of the outcome of this.  Total funding 
request for the National Cancer Vanguard in 2016/17 was £14 million (with GM seeking 
£4.7 mill).  Future funding for vanguards is likely to come from local Sustainability and 
Transformation Plan (STP) transformation funds. For the Greater Manchester part of the 
National Cancer Vanguard this may through the GM Devolution Programme. The 
Vanguard’s findings and recommendations will be reported through to NHS England and 
GM Devolution to ensure alignment not only with the National Cancer Strategy 
implementation but also the Strategic planning process in GM. 

 
Further information on the GM Cancer Vanguard can be found at 
http://gmcancervanguard.org/  
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12. Maggie’s Centre at The Christie 
The centre was opened on the 26th April 2016 by Maggie’s President, HRH The Duchess of 
Cornwall.  The ceremony was attended by supporters.  The centre will provide excellent new 
accommodation for our patients and their carers in support of their psychological and 
emotional needed. 
 
Further information can be found at http://www.christie.nhs.uk/about-us/our-future/our-
developments/maggies-the-christie/  
 

13. Schwartz Rounds 
Our first Schwartz round took place on the 21st April 2016 and the theme was ‘A day I’ll never 
forget’. Schwartz rounds provide a monthly, one hour session for staff from all disciplines to 
discuss emotional and social issues arising from patient care.  Staff have the opportunity to 
reflect on their own experiences and share knowledge and learning with each other by 
working together as one Christie team. The Schwartz rounds can be used to form ideas and 
better ways of working so that we continue to deliver the best quality care to our patients. 
 
More information can be found at 
http://intranet.xchristie.nhs.uk/news/default.aspx?news_id=8108  
 

14. Opening of the Cancer Care Centre at Wigan 
The Cancer Care Centre at Wrightington , Wigan and Leigh NHS Foundation Trust was 
officially opened on the 22nd April 2016.  The opening included the presentation of the 
Christie Quality mark to the chemotherapy nursing team . 
 
The centre provides new accommodation and facilities for outpatient and chemotherapy care 
for Christie patients at Wigan. 
 
More information can be found at 
http://www.wwl.nhs.uk/News/2016/April/Cancer_Care_Centre_Official_Opening.aspx  
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Our Plans 2016/17 – April 2016 Briefing 

The strategic direction for our services is set out in our 20:20 vision document under the headings 
of: Leading Cancer Care, The Christie Experience, Local and Specialist Care and Best Outcomes. 

This briefing provides some key information relevant to the 2016/17 planning process and the 
guidance set out in the national implementation plan for The Five Year Forward View 
https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf.  

Quality of Care 
We have our comprehensive CQC inspection on the 10th – 13th May 2016. 

1 year cancer survival in Greater Manchester has been improving faster than in other locations 
and is now better than the national average. 

There have been no cases of MRSA bacteraemia since August 2013. 

None of the 22 cases of C.diff infection recorded in 2015/16 were due to lapses of care although 
we exceeded the nationally set threshold of 14 cases. 

There have been no Never Events since June 2012. 

We have high levels of incident reporting with low patient harm suggesting an open safety culture. 

In 2015/16 we have received 62 complaints, three less than last year. 

Our national Friends & Family Test score is over 95% indicating high levels of satisfaction with our 
service.   

We are participating in the national Sign up to Safety campaign with projects on improving 
outcomes of systemic anti-cancer therapy in the frail elderly and reducing harm from sepsis. 

Our surgical services have an outstanding record of safety and effectiveness with only two deaths 
within 30 days of operation in the past three years, both due to disease progression rather than 
surgical complications 

Our critical care unit has results better than average for comparable units across all the criteria 
published in the national audit (ICNARC) annual report.  90% of patients treated in our critical care 
unit survive to leave hospital.   

Our haematology and transplant unit is fully accredited with JACIE and has excellent outcomes 
and survival rates. 

Our survival rates following radiotherapy and chemotherapy are published each month and show 
very high rates of survival, although national and international benchmarks are not available. 

Our clinical outcomes unit collects and publishes data on the outcomes of care at The Christie, we 
are looking for ways of comparing these data with those in other international centres. 

13% of our patients are entered into clinical trials at some stage in their treatment 

We are participating in the national work to assess avoidable deaths and will be publishing our 
results. 
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We are not included in published HSMRs or SHIMI as these national calculations exclude cancer 
patients, however we assess all deaths within the hospital through a two stage clinical review 
process. 

In September 2015 we were compliant with one of the priority clinical standards for seven day 
services (access to consultant-directed interventions) but not the three other priority standards 
(Time to consultant review, access to diagnostics, on-going review).  Overall we were compliant 
with four of the ten national standards. 

We participated in the national prospective audit of compliance against the clinical standards for 
seven day services at the end of March 2016. 

Board Assurance Framework and Risk Registers 
The Board Assurance Framework sets out the risks to delivering the corporate objectives.  It is 
available at : http://www.christie.nhs.uk/media/3742/final-public-board-24-3-16.pdf  

The trust’s corporate risks are published monthly in the board papers and on the web site 

The top risks to achieving our corporate objectives are: 

1. Potential changes to commissioning arrangements within the devolution arrangements
2. Potential changes to local tariff payments which might affect our income
3. Under achievement of the 2016/17 cost improvement programme
4. Potential adverse disruption to services aging plant & equipment need repair or replacement

Access Standards  
We have achieved all of the relevant cancer waiting time targets since 2011/12. This includes all 
31-day and 62-day cancer targets and the 18-week target.  

We are aware of the new cancer targets for time to diagnosis and will be working through the 
cancer vanguard to prepare for these 

Finances and Efficiency 
In 2016/17 we have a target of £9.1 million surplus which assumes achievement of the stretched 
efficiency target (CIP) of £7.5 million.  

Our financial sustainability risk rating is 4 which the best level possible and means that we are not 
subject to any additional regulatory scrutiny by Monitor (now NHS Improvement) 

Our cash balance is sufficient to finance our ambitious capital programme. 

Our agency expenditure is very low constituting 0.40% of our total monthly pay bill in March 
(better than the target of <1%).   

From 1 April 2016 no staff will breach the Monitor agency cap.  

We adhere to maximum hourly rates for temporary staff and only use agencies on approved 
frameworks. 

Efficiencies generated through procurement, appropriate medicine use, workforce and pathology & 
imaging services are coordinated through a project for implementing the recommendations of the 
Carter Report and reporting to the trust wide transformation board.  

We are reviewing how we can use our estate more efficiently and will develop a plan during 
2016/17. 
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Service Transformation 
Redesign of services within the Trust is led by the Chief Operating Officer through the three 
improvement boards responsible for implementing plans for outpatient improvement, inpatient 
improvement and overall efficiency, including the Carter report recommendations.   Each board 
has clinical, managerial and executive membership. 
 
Redesign of cancer services in Greater Manchester and Cheshire is being led by the cancer 
vanguard for which The Christie is the lead provider.  We are part of the National Cancer 
Vanguard with University College London Hospital and The Royal Marsden. The vanguard is 
leading a series of transformation projects designed to implement the recommendations of the 
national cancer strategy.  It works with the clinical pathway groups of Manchester Cancer which 
are responsible for the design of pathways and their quality accreditation.   
 
The cancer vanguard arrangements in Greater Manchester also feed into and are a formal part of 
the Manchester Devolution governance structures which are in development.   
 
Workforce and Leadership 
Our Personal development review (PDR) compliance in February 2016 is 83.4% against a 95% 
standard.  
 
Our Essential Training (ET) compliance in February 2016 is 90.4% against the 95% standard.   
 
Managers have been instructed to give priority to improvement in these areas and progress is 
monitored weekly by the executive team and through monthly performance review meetings.  This 
is monitored through the performance review meetings. 
 
We are addressing four priority areas (appointment & progression to senior posts, recruitment, 
access to development and bullying &harassment) as part of our action plan for Equality and 
Diversity. 
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E-bulletin – Issue 13 
21st March 2016 
Ian’s welcome 

 
Ian Williamson 

Greater Manchester is at the beginning an exciting new journey as it starts to take full control of 
the £6billion budget and decisions for health and social care from 1st April. 
 
Together, we are poised to take charge of a huge opportunity – where we will have the ability to 
move away from previous ways of working, so that we can make the improvements needed to the 
health and wellbeing of the 2.8m people who live here. 
 
It’s also a time to make the link between better health and wellbeing and how that helps with all 
other areas of life including work opportunities, education and housing. 
 
I know a lot of people have questions about how these changes will affect them and this is only to 
be expected at a time of change.  We are asking everyone in GM, patients, staff and stakeholders, 
to play their part to help shape health and social care for the better as we all work for the benefit of 
our people and places and not our organisations. 
 
I would also stress that our new governance arrangements are not another layer of regional 
bureaucracy. Below you can read our messages on what will and will not change on 1st April. 
 
Thank you to all those who have supported Our Taking Charge Together Campaign and you can 
read more below. Special mention to Wythenshawe Hospital who have put a giant billboard up 
with our creative and colourful characters. 
 
I hope you enjoy reading this e-bulletin and if you have any questions raised by the content please 
do not hesitate to get in touch with me or one of my team. 
 
Thank you 
 
Ian Williamson – Chief Officer GM Health and Social Care Devolution 
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1st April – What happens? 
 
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. 
 
What stays the same? 

• Greater Manchester will still be part of the NHS and social care system 
• The NHS will still be responsible for keeping people safe and delivering the NHS Mandate 

and Constitution to all our residents 
• We will continue to design the best service for residents and patients, with clinicians at the 

forefront 
• There are no extra bodies or layers of management 

 
Together, we will: 

• Transform our health and social care system to help more people stay independent and 
well and take better care of those who are ill 

• Align our health and care system to the wider public services such as education, skills, 
work and housing 

• Create a health and social care system that is financially balanced and sustainable 
• Make sure our services are clinically safe during this time 

 
As part of this – when the Joint Commissioning Board moves from shadow to full status 1 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. 
 
Information about changes to commissioning arrangements for some specialised health services 
available here: 
 
What else is happening? 
We are continuing to work on detailed implementation plans which will be aligned with our 
strategic plan (published in December link here) and the ten locality plans to allow us to make the 
changes that are needed to Health and Social Care in GM. 
 
To help this happen, 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. 
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Wigan Health and Social Care Events 
Wigan’s DW Stadium was the centre of attention of Friday 11th March when three important Health 
and Social Care events took place. 
 
More than 250 senior colleagues from GM CCGs, NHS Trusts and Local Authorities listened to a 
range of influential speakers at the GM Reform Health and Social Care event. Simon Stevens 
(NHS England Chief Executive), Ian Williamson (Chief Officer GM Health and Social Care 
Devolution), Sir Howard Bernstein (Manchester City Council Chief Executive), Donna Hall (Wigan 
Council Chief Executive), Lord Peter Smith (Chair GM Health and Social Care Strategic 
Partnership Board) and Tony Lloyd (Interim GM Mayor)were among the speakers who reflected on 
work to date and suggested what lay on the road ahead. 
 
The final GM Health and Social Care Programme Board then took place with senior NHS England 
directors, including Simon Stevens, attending their last GM meeting before handing over strategic 
direction to the GM Strategic Partnership Board 
 
And then Simon Stevens attended a public event arranged by Healthwatch Wigan. His messages 
about what made GM distinctive were: 

1. The breadth of the ambition, covering health and social care and public services and how 
this affects the wider determinants of health 

2. The relationships and leadership – the sense of shared destiny and willingness to put aside 
individual interests – that will be the litmus test of what can achieved 

3. The potential to reshape public services through the involvement of a vibrant community, 
voluntary sector and engaged residents. 

 
GM Chief exec number one in HSJ awards 
Sir David Dalton has been named as the leading provider chief executive in the NHS for the third 
year in a row, in HSJ’s Top Chief Executives list. 
 
The Salford Royal Foundation Trust chief was cited for his work on “hospital chains”, involvement 
in the Greater Manchester devolution project, and the performance of Salford Royal, which was 
rated “outstanding” by the CQC. 
 
Other GM Chief execs listed in the top 50 are: Sir Mike Deegan (Central Manchester University 
Hospitals Foundation Trust), Jackie Bene (Bolton NHS Foundation Trust), Bev Humphrey (GM 
West Mental Health Foundation Trust), Roger Spencer (The Christie NHS Foundation Trust) and 
Andrew Foster (Wrightington, Wigan and Leigh NHS Trust) 
 
New commitment made to improve mental health in GM 
 A ‘transformational commitment’ is being made to improving mental health services in Greater 
Manchester, with a new approach to prevention expected to tackle the root causes of mental 
illness at an earlier stage. 
 
For more details on the launch and to find a link to the strategy, click here 
 

 
 
Minister measures health for Manchester’s digital health revolution 
Life Sciences Minister George Freeman was in Manchester on Monday 7th March. To read about 
the opening of a North of England hub for some of the world’s best digital and health research and 

27



an endorsement of the Greater Manchester Academic Health Science Network’s DataWell project 
at CityLabs, click here 
  
Greater Manchester Interim Mayor launches public consultation on air pollution action plan 
 
The Interim Mayor of Greater Manchester, Tony Lloyd, has launched a public consultation on an 
action plan aimed at tackling air pollution – a serious issue which contributes to the premature 
deaths of thousands of people each year. 
 
Over 90% of GM residents keen to improve health and wellbeing 
 
Nearly 3,000 people across Greater Manchester have taken part in a health snapshot survey to 
help shape health and social care plans for the next five years. 
 
The Taking Charge campaign is asking the region’s 2.8 million residents and 100,000 public sector 
employees to share their struggles and successes in making healthy lifestyle choices. 
 
So far, nearly 10,000 people have visited the campaign website www.takingchargetogether.org.uk 
while a further 2,000 people have also taken part in an online workshop to discuss in greater detail 
some of the key objectives and ambitions of health and social care devolution. 
 
The survey results are already providing an invaluable snapshot of people’s perceptions of health, 
with 91% of respondents identifying some feature of their health and wellbeing that they would like 
to improve. 
 
To read more go to (link to www.takingchargetogether.co.uk) but hurry as the survey finishes on 
March 31st. 
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  Devolution Website   Contact us   Twitter 
 

 
  

 

 
Welcome to Issue 14 
 
Welcome to the latest edition of the Greater Manchester Health and Social Care Partnership e-
bulletin. 
 
A lot has happened since the last edition in mid-March. On Friday 1 April we formally took over 
responsibilities for the £6billion budgets for Health and Social Care in Greater Manchester 
(GM).  
 
As part of this process, NHS England formally approved the delegation of responsibilities to 
GM, which includes a number of staff being formally assigned to the GM region. 
 
We also announced a new Chief Officer with responsibility for the GM HSC Partnership. This is 
Jon Rouse, currently Director General at the Department of Health. (more below) 
 
You will also see that we are now calling ourselves Partnership instead of Devolution and this is 
to signify the change from April 1st. Devolution powers have now been given to GM and we are 
working in partnership to ensure that we take charge of these responsibilities for the benefit of 
the people in GM. 
 
The Strategic Partnership Board, which has been operating in shadow format since October 
2015 and made up of representatives from all 37 partner organisations, will now take over 
formal decision making responsibilities. It will be supported by a number of other key bodies 
including the Joint Commissioning Board (membership includes Council Chief executives and 
CCG Chief Officers), The Provider Federation Board  (Senior Leaders from Foundation and 
NHS Trusts) and the GM Reform Board (drawn from senior leadership of public service partners 
across GM). 
 
We hope you enjoy reading this e-bulletin and if you have any comments or questions please 
contact us via the email at the end of this document. 
 
Thank you 
THE GM HSC Partnership Team 

29

http://gmhealthandsocialcaredevo.org.uk/
http://gmhealthandsocialcaredevo.org.uk/contact-us/
https://twitter.com/GMHSC_Devo


 

A 'new era' for Greater Manchester's health and wellbeing 
A ‘new era for Greater Manchester’ began on 1 April 2016, as the region became the first in the 
country to take control of its combined health and social care budgets – a sum of more than £6 
billion. 
Leaders here will now have increased freedoms and flexibilities to tailor our budget and 
priorities to our own region’s needs. It will allow health officials to respond to what local people 
want; using their experience and expertise to help change the way we spend the money. 
 
A top priority will be to tackle some of the worst health outcomes in the country. 
 
For more information, click here  

 

New Chief Officer appointed 
Jon Rouse has been appointed as Chief Officer of the Greater Manchester 
Health and Social Care Partnership. 
 
Working closely with senior health, social care and council leaders from 
across the region, Jon Rouse will oversee a new era for Greater Manchester, 
as it takes charge of the £6billion health and social care budget. 
 
Jon Rouse, a graduate of the University of Manchester, brings a wealth of 
experience to the role, having worked extensively in both national health and 
local government positions. 
 
For more information, click here 

 

New map to transform healthcare 
 
National health and care bodies in England have published details of the 44 ‘footprint’ areas that 
will bring local health and care leaders, organisations and communities together to develop local 
blueprints for improved health, care and finances over the next five years, delivering the NHS 
Five Year Forward View. 
 
The blueprints are known as STPs (Sustainability and Transformation Plans) and Greater 
Manchester’s recently launched Health and Social Care Strategic Plan will be the strategic 
document used for GM. 
 
Sir Howard Bernstein is the GMP STP lead and will represent the GM partnership in national 
discussions. 
 
For more info, click here  

 

Commissioning for reform 
GM has published its draft Commissioning Strategy. 
 
‘Commissioning for reform’, The Greater Manchester Commissioning Strategy, outlines the 
ambitious five-year vision and high level implementation plan to deliver improvement and reform 
of health and social care services across GM.   
 
The strategy outlines the intention to develop joined up commissioning for priority areas such as 
Adult Social Services, Children’s Services, Learning Disabilities, Mental Health and improving 
the health of people living in Greater Manchester. 
 
For more info, click here  
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What else is happening?  
 
The ten localities are continuing to develop their implementation plans and have recently 
completed a self-assessment to test a state of readiness for involvement in the Transformation 
Fund process. 
 
Work has continued to deliver the operating model for the £450M Transformation Fund which 
will include development of fund criteria, engagement with stakeholders and ongoing work to 
agree the operating principles of the fund. 
 
The Strategic Partnership Board has endorsed the continuing work on developing the 
Transformation Fund criteria to ensure the fund is ‘open for business’. 
 
The first GM Workforce engagement forum has taken place. Chaired by Michael McCourt (Chief 
Executive Pennine Care NHS Foundation Trust) and involving local Union representatives, the 
meeting agreed to develop key messages as part of promoting effective communications as 
well as recognising the need for a staff engagement strategy. 

 

Taking Charge Together 
 
More than 6,000 people across Greater Manchester have taken part in a health snapshot 
survey to help shape health and social care plans for the next five years. 
 
The Taking Charge campaign asked the region’s 2.8 million residents and 100,000 public sector 
employees to share their struggles and successes in making healthy lifestyle choices. 
 
The reach of the campaign has been significant and exceeded targets, as has the active 
engagement from the people of Greater Manchester.  This includes a reach of almost 2.5 million 
people on social media, 6,500 face to face contacts via community roadshows and focus groups 
run by the voluntary sector and Healthwatch, including seldom heard people and 150 meetings 
and events led by CCGs and local authorities. 
 
Also over 4,000 people joined an online (crowdsourcing) workshop crowdsourcing including 320 
who identified themselves as working for the GM public services. Over 6,400 ideas, comments 
and votes have been submitted. 
 
From the snapshot, 91 per cent of people want to improve their health, 55% be more physically 
active, 46% eat more healthily, 39% get more sleep and 39% stress less. 
 
Further evaluation of the different elements of the campaign will take place during April, with full 
analysis of the online workshop by early summer. 
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GM Devo - tell us what you think 
 
Greater Manchester Devolution – tell us what you 
think and be in for a chance of winning £100 
shopping vouchers. 
 
Organisations in Greater Manchester responsible 
for health and social care have developed two 
quick surveys, one for people living in Greater 
Manchester and one for staff working in the 
public sector, not for profit, community or 
voluntary organisations. 
 
We want to understand current awareness of 
Greater Manchester taking charge of money 
spent on health and social care as part of devolution in Greater Manchester, and how we can 
more effectively involve local people. 
 
Feedback will be used to help inform work moving forward. The survey should take no more 
than 5 minutes to complete and you will be entered into a prize draw to win £100 love2shop 
vouchers, which can be used across a number of popular retailers. The closing deadline for the 
survey is Wednesday, 4 May 2016. 
 
Click here for the public survey and click here for the staff survey. 

 

Regular Blogs 
 
Senior politicians and managers involved in the GM Health and Social Care Partnership write 
regular blogs to give their own insight into what is happening on what this means for GM. 
 
For example Strategic Partnership Board Chair Lord Peter Smith contributed a piece to a 
University of Manchester discussion on Devolution. 
 
To read, click here 

 

Strategic Partnership Board 
The next Strategic Partnership Board takes place at Greater Manchester Police HQ in Central 
Park on Friday 29 April. 
 
This can be viewed via livestreaming at https://www.greatermanchester-ca.gov.uk/allmeetings 
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Agenda item 14/16b 

 
Meeting of the Board of Directors 

Friday 29th April 2016 
 

Report of Medical Director 

Paper Prepared By Yvonne Clooney 

Subject/Title Executive Medical Director’s report 

Background Papers n/a 

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

Action/Decision Required To note  

Link to: 

 NHS Strategies and Policy 
Cancer Outcomes Framework 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

All objectives of the Trust 

Impact on resources and risk and 
assurance profile 

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

Nil 

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

ERN’s – European Reference Networks 
EU – European Union 
OECI – Organisation of European Cancer Institutes 
ICNARC - Intensive Care National Audit and 
Research Centre 
NIHR – National Institute for Health Research 
BRC – Biomedical Research Centre 
UoM – University of Manchester 
CMFT – Central Manchester NHS Foundation Trust 
SRFT – Salford Royal NHS Foundation Trust 
UHSM – University Hospital of South Manchester 
NHS Foundation Trust 
PQQ – Pre-Qualifying Questionnaire 
CRF – Clinical Research Facilities 
EM – Experimental Medicine 
CRUK – Cancer Research UK 
ESMO – European Society for Medical Oncologists 
SABR/SRS – Stereotactic Ablative 
Radiotherapy/Stereotactic Radiosurgery 
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Agenda item 14/16b 

Meeting of the Board of Directors 
Friday 29th April 2016 

 
Executive Medical Director’s Report 

 
 

1. Consultant appointments 
The following consultant appointments have been made: 
 
• Dr David Woolf, Consultant Clinical Oncologist commenced in post on 21st March having 

previously worked with us as a Locum. 
• Dr Pedro Oliveria, Consultant Histopathologist commenced in post on 1st April 2016. 
• Dr Paula Cunningham, Consultant Histopathologist, start date to be confirmed. 

 
2. Junior Doctors Dispute 

On Wednesday 6th March, 37 of our junior medical staff supported the national industrial action 
called by the British Medical Association, to withdraw labour apart from emergency cover, 
between 8am and 8am Friday 8th April 2016. 
 
Detailed contingency plans were put into action to ensure safety of patient care in all clinical 
departments. Our communications beforehand, coupled with named contacts within the 
divisions and the support of the duty managers ensured that this was managed effectively.  
 
Records show that: 
• 4 of our 54 trust grade doctors opted to strike 
• 33 of our 63 trainees opted to strike 
 
A further period of industrial action is planned between 8am and 5pm on 26 and 27 April 2016 
(total 18 hours), during this time there will be a “full withdrawal of labour”.  This means that all 
junior doctors participating in the strike will not attend work, or provide emergency cover 
between those hours. 

 
3. Junior Doctors Contract 

Implementation of the new Junior Doctors contract will commence from 3rd August 2016 for the 
Foundation Year 1 (FY1) doctors and will be rolled out nationally for all other doctors in 
training over a phased period throughout the whole of 2017.   
 
As the Christie does not receive FY1 doctors in training, core trainees, GP trainees or 
paediatric trainees, the national implementation plan does not impact us until April 2017, 
however on call rotas will need to be reviewed prior to then in readiness for the relevant 
implementation dates. 
 
Guidance relating to Trust grade doctors has not yet been published, this is expected 
imminently.  It will advise Trusts who wish to consult to move Trust grade doctors onto similar 
terms and conditions to that detailed within the new Junior Doctor contract with differing 
elements tailored to meet service needs and requirements.  
 
A timeline has been developed for trust implementation as follows.  Note; as national guidance 
and information from the Lead Employer has not yet been fully published, the implementation 
plan may be subject to change as new information becomes available: 
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Required Action Timescale 
Review Terms and Conditions of Service 
National position 

April 2016 – July 2016 

Consult and engage with Trust grade 
Doctors 

July 2016 – March 2017 (ongoing) 

Develop and prepare new rota’s September 2016 – December 2016 
Implementation January 2017 – March 2017 

 
4. The Christie named as the world’s most technologically advanced cancer centre 

outside of North America  
The Christie has recently been recognised as the most technologically advanced cancer 
centre outside of North America, that's according to the web site Top Masters in Healthcare, 
which has painstakingly researched 100 top cancer centres across the world and ranked them 
according to the level of cutting edge technology available for treatment and diagnosis.  This 
confirms previous findings, that The Christie has all eight of the technologies, identified by The 
US top hospital programme, as being the hallmarks of a world leading cancer centre, these 
include our cutting edge radiotherapy, chemotherapy centres and mobile delivery, advanced 
imaging techniques, brachytherapy, robotic surgery, developing integrated procedures unit, 
the developing proton beam centre and our integrated clinical trials unit, which puts us 9th in 
the world and top ranked outside North America.   

 
5. Inpatient Mortality review process  

Our analysis of deaths in 2015 has been presented to our Quality Assurance Committee. 255 
deaths occurred between January-December, all of which were screened and 40% triggered a 
case note review. 98% (101/103) of these were completed, first by the responsible consultant, 
with 30% having a second or independent reviewer.  A random sample of non-triggered case 
notes are also reviewed. 
   
Inpatient deaths, as a proportion of all admissions, have varied between 2.7-3.2% over the 
past 4 years; 1-1.5% of elective admissions and 4.9-5.6% non-elective. No deaths occurred 
within 24 hours of admission.  Trend analysis of deaths/week is monitored and varies between 
2-10 deaths. There is no excess mortality among those admitted at weekends; in fact deaths 
are fewer in this group. Three deaths were due to unexpected other acute events. 63% of 
deaths are on nonsurgical oncology wards, 11% on critical care and 11% on Palatine ward. 
 
As in previous years, deaths are usually to underlying advanced cancer and/or treatment 
related complications; 27% of those undergoing detailed review were associated with sepsis. 
Six were also looked at via the executive review process.  No death was clearly avoidable and 
two in 2015 were deemed as ‘possibly avoidable’. Deaths within 30 days of chemotherapy 
undergo further disease group review. Overall there is good assurance of care. Actions to 
improve care are cascaded from the mortality review group meetings and an overview was 
presented at the trust wide morbidity and mortality meeting in March 2016.  
 
Our process continues to develop and further changes are being made from April 2016 in 
anticipation of a revised national mortality review process 2017-18. 
 

6. One Manchester – CRF 
The National Institute for Health Research (NIHR) announced the launch of the renewal 
competition for the Clinical Research Facilities (CRF) in February 2016, this one-stage, open, 
competitive process to renew and refresh NIHR funding and designation for Clinical Research 
Facilities (CRFs) is due on 22nd June 2016.   The Christie has been working on a One 
Manchester approach, together with two other Greater Manchester based CRF’s (CMFT and 
UHSM).  This One Manchester CRF application will be led by CMFT with Prof Nick Webb as 
director and Dr Andrew Wardley leading the cancer research programme. 
 
The application to the NIHR will be submitted on Friday 17th June, ahead of the 22nd June 
deadline. 
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7. One Manchester – BRC 

Our PQQ for BRC application has been successful.  We will therefore proceed to full 
submission; the deadline for this is 6th June 2016.   
 
The NIHR will be making a final decision in September 2016 and if successful, funding will 
commence at the beginning of April 2017. 
 

8. Critical Care Outcomes  
The most recent Intensive Care National Audit and Research Centre (ICNARC) data shows 
that a safe high quality service is being provided for our patients.   
 
Key findings are: 
• We score better than comparable units on all eight quality criteria reported in the national 

audit of critical care units 
• Our risk adjusted mortality rates in critical care are much better than in comparable units 
• There have been no cases of acquired blood infections in the unit over the past 5 years 
• 99.2% of patients admitted to our critical care unit survive to leave hospital 
• 28% of patients admitted to our critical care unit are non-surgical patients 
 
The last point is particularly important as it shows the importance of the critical care unit for the 
whole hospital.  It is important that we build on this to ensure we continue to meet all modern 
quality and safety requirements which are important for the best outcomes in cancer.  
  

9. Christie Outcomes 
Outcomes for Greater Manchester are improving and where national comparative data allow, 
we have been able to demonstrate equal if not better outcomes than the national average for 
Christie patients (submitted to Quality Accounts 2105/16).  

 
In addition in 2015 we published 24 individual outcomes reports 
(http://www.christie.nhs.uk/about-us/our-standards/clinical-outcomes-unit/the-christie-
outcomes/), as well as providing information directly to individual clinical teams on request and 
clinician level information for appraisal purposes.  
 

10. Global Comparators Project 
Chris Harrison was invited to attend the recent Global Comparators Conference organised by 
Dr Foster/Telstra in Leuven, Belgium.  Global Comparators is an international hospital 
network, created in 2011 by Dr Foster.   It brings together over 40 major hospitals from North 
and South America, Europe, Asia, Australasia and Africa to share data, knowledge and 
benchmarking outcome data.  As yet no specific work on cancer outcomes has been 
undertaken but there is interest in developing this approach and further discussions with the 
project are planned. 

11. International Benchmarking - European Reference Networks for Rare Diseases (ERNs) 
The European Commission has issued a call for proposals to create networks of providers of 
rare diseases across EU member states.  The purpose is to improve the quality of, and access 
to, highly specialised healthcare across all disease categories.  It will also promote 
specialisation across EU countries and potentially lead to an increase in cross border 
treatment flows.   
  
About 20 applications, which must each include at least 10 providers from at least 8 
countries, to create networks are anticipated.  One of these is expected to be a proposal 
network for rare adult solid tumours with an incidence of less than 6 per 100,000 per 
year.  This will be put forward by the Organisation of European Cancer Institutes 
(www.oeci.eu) together with other groups such as Rarecare (www.rarecare.eu).  Data from 
cancer registries shows that whilst individually rare, when considered as a group about 21% of 
all cancers fall into this category.   
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12. Education/School of Oncology  

 
2nd ESMO Lung Cancer Preceptorship Event 
This 3 day event held on 3-5 February 2016 in the education centre. Organised by Dr Raffaele 
Califano and the lung cancer team in collaboration with the School of Oncology events team, 
attracted 120 young medical oncologists from a variety of different countries including 
Germany, Israel, Sweden, Italy, Turkey, Romania and Croatia.   
 
Cancer survivorship conference  
Our second cancer survivorship conference was held at Manchester Cricket Ground on 11th 
March. 200 people including community and secondary health and social care workers 
attended.    

 
Hong Kong Nurses Visit 
Our 4th cohort of nurse specialists visited from Hong Kong from 22 February – 18 March. The 
visitors spent time in Oak Road Treatment Centre, Palliative Care, Rehab, Research, 
Radiotherapy and on various wards.  

 
Advanced Radiology Summer School 
The Christie will be hosting the 4 day event from 11th to 14th July. The event will focus on 
proton beam therapy, SABR/SRS, adaptive radiotherapy and brachytherapy.  

 
58th Annual particle therapy group meeting 
In conjunction with Marketing Manchester we are bidding for Manchester to host the 
conference in 2019.  This would bring an estimated 1,000 attendees from around the world. 

 
13. International Programme  

Our international programme is led by Professor Peter Trainer and we have developed a 
strategy for working with health care providers in other countries.   
 
The international team is focussing on branding, developing a legal structure for the 
international work, developing a marketing strategy, and working to secure financially 
beneficial projects.  Professor Trainer will attend a future board of directors meeting to update 
on progress. 
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Agenda item 14/16c 

 
Meeting of the Board of Directors 

Friday 29th April 2016 
 

Report of Director of Research 
  

Paper Prepared By John Radford, Director of Research 
Wes Dale,  General Manager, Medical Director’s Office 
 

Subject/Title Research Division – directors update  
 

Background Papers (if relevant) N/A 
 
 
Purpose of Paper 

 
To keep the Christie Board updated on research activity, 
performance and key developments 

Action/Decision Required To note the content of the report, its key achievements and 
emerging challenges 

 
Link to: 

 NHS Strategies and Policy 

 
• National Cancer Vanguard 

• Greater Manchester Health and Social Care Devolution 

• Achieving world-class cancer outcomes: a strategy for 
England      2015-2020 

 Link to: 
 Trust’s Strategic Direction 
 Corporate Objectives  

 

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

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

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

• To maintain excellent operational and financial 
performance 

 
 Resource Impact N/A 
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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. 

Integrated Procedures Unit (IPU), 
Manchester Cancer Research Centre (MCRC) 
Biomedical Research Centre (BRC) 
Cancer Research UK (CRUK) 
Academic Investment Plan (AIP) 
Clinical Research Facility (CRF) 
Manchester Academic Health Science Centre (MAHSC) 
Care Quality Commission (CQC) 
UK Clinical Research Collaboration (UKCRC) 
Health Research Authority (HRA) 
National Institute for Health Research (NIHR) 

 
 

  

40



 

 
Agenda item 14/16c 

Meeting of the Board of Directors 
Friday 29th April, 2016 

 
Director of Research Report 

 
1. Purpose 

To provide the Board with an update on Christie research activity and in particular, highlight key 
achievements against strategic and in-year operational objectives, along with emerging 
challenges for the year ahead. 

  
2. Context  

The Christie’s ambition is to develop a comprehensive research programme and research 
infrastructure to enable it to be considered as one of the world’s leading comprehensive cancer 
centres by 2020. The refreshed Christie Research Strategy and Trust five-year strategic plan 
(2014-19) objectives, sets out this ambition to work with partners to be: 

 
o A Biomedical Research Centre (BRC) for Cancer Research 
o One of two Cancer Research UK’s cancer research ‘super-centres’ 
o One of the largest commercial trials units in the UK 
o One of the largest single site early phase trials units in the world 
o World recognised as a centre of excellence for patient-centred cancer research 
o One of six high performing Academic Health Science Centres in the country 

 
We have made good progress against these strategic ambitions over the past 12 months and 
our annual operational objectives for 2015/16. The following sections provide an update on 
progress made across the research portfolio, in terms of  

 
o core performance 
o developing capacity and capability 
o strategic developments 
o research group updates 
o partnerships and collaborations 
o service  and process delivery, and  
o other developments and achievements 

 
Appendix A also provides an update against all 30 research divisional objectives for 2015/16. Of 
the 30, significant progress has been made against 28. Of these, 17 have been rated as Green 
and 11 as Amber, in terms of delivery.  

 
3. Core performance 
 

Performance in initiating - 70 day target 
The NIHR benchmarks in clinical research; 70 days to recruitment of the first patient and 
delivery of commercial contracts to time and target, are fully embedded within the Division of 
Research.  The NIHR benchmarks were first announced in The Government’s Plan for Growth, 
published in March 2011.  The Government wanted to see a dramatic and sustained 
improvement in the performance of providers of NHS services in initiating and delivering clinical 
research.  By improving performance it was hoped that this would not only increase the number 
of patients who have the opportunity to participate in research, but will also enhance the nation’s 
attractiveness as a host for research, as the UK is under increasing pressure to deliver research 
in an ever growing competitive global market. 
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Since October 2012, data on these benchmarks have been submitted to NIHR on a quarterly 
basis.  The Study Approvals Group have introduced a number of improvements to help drive 
down set-up times at The Christie and also developed processes to ensure accurate and 
realistic time and target data are generated.  Significant progress has been made since 
initiation.  The most recent return for Q3 2015/16, covering the time period 1st January 2015 to 
31 December 2015 shows we compare exceptionally well nationally to our main competitors.   
 
For the 70-day target we are currently achieving 96.6% compliance for studies either meeting 
target or having a valid reason not to meet the target. 

 
 

 
 

Performance in delivery 
Performance delivery monitors the recruitment of our target number of patients within the 
agreed recruitment period.  The Christie is currently 4th out of 214 provider organisations for the 
number of commercial studies submitted during this period. 

 

Rank Trust 
Number of Commercial 
studies submitted 

% studies meeting time & 
target 

1 Trust 3 578 59.5 
2 Trust 4 320 50.6 
3 Trust 2 298 56.7 
4  The Christie  291 55.3 
5 Trust 5 240 52.5 
16 Trust 1 153 56.1 
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Q2
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Q3
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Q4
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Q2
15/16

Q3
15/16

Median 25.3 37.7 58.3 56.8 66.1 68.2 79.9 71.9 75.4 78.1 81
Christie 27.1 30.9 55.8 52.6 68 64.7 81 82.8 88.5 94.2 96.6
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Income performance 
The Christie continues to be one of the leading Trusts in terms of commercial research income 
generation. Between 2014/15 and 2015/16, income derived from commercial trials increased by 
13% from £4.8m to £5.5m. Investigator led income also increased over the same period by 
16%, from £653k to £778k. 

 
  
Commercial Trials Income (£) 

2014/2015 2015/2016 
4,811,000   5,539,000  

% increase/decrease £'s in 2015/16 compared to 2014/15 
  

13 
ILS Grant Incomes (£)     653,733      778,323  

% increase/decrease £'s in 2015/16 compared to 2014/15 
 

16 
No of studies contributing to ILS Grant incomes              18               19  

 
4. Developing capacity and capability 
 

Biomedical Research Centre (BRC) 
In December 2015, the National Institute for Health Research (NIHR) announced the launch of a 
new BRC competition. The BRCs provide a platform to support researchers in their chosen 
fields, enabling them to become leaders in translating lab-based discoveries into new cutting 
edge treatments, technologies, diagnostics and other interventions into clinical settings.  
 
The Christie worked closely with the Institute of Cancer Sciences at the University of 
Manchester (UoM) to develop a strategy for cancer research. The project team performed 
bibliometric analysis on all cancer researchers in Greater Manchester to ensure that the 
strongest application would be submitted to the NIHR. Cancer research themes were formed 
based on individuals that met the NIHR requirements, together with supporting infrastructure 
and strong research areas. The cancer BRC proposal was reviewed by a panel of experts 
consisting of external and internal personnel.  The panel recommended a single NHS 
organisation to lead a One Manchester multiple disease themed BRC, and suggested that 
cancer proposes 3 research themes.  
 
Multiple Trusts across Manchester submitted (15th Feb 2016) a single joint proposal to lead a 
BRC with the University of Manchester as the academic partner. Central Manchester 
Foundation Trust (CMFT) will host a joint bid alongside The Christie, University Hospitals of 
South Manchester (UHSM) and Salford Royal Foundation Trust (SRFT). Professor Ian Bruce 
(CMFT) is the proposed BRC Director and will be coordinating and leading this bid.  Seven 
research themes were submitted, with The Christie leading three Cancer themes, CMFT leading 
Musculoskeletal and Hearing Health, University Hospital South Manchester (UHSM) leading 
Respiratory and SRFT leading Dermatology. 
 
The NIHR have provided very positive feedback on the Pre-Qualifying Questionnaire (PQQ), 
with all seven themes accepted at this stage. In preparation of the full submission (due 6th June 
2016), the project management team has coordinated several working groups that will have 
representation from each Trust and the UoM together with individuals with previous NIHR 
experience and project management support. The NIHR will be making a final decision in 
September 2016 and if successful, funding will commence at the beginning of April 2017. 

 
One Manchester Clinical Research Facility (CRF)  
In February 2016, the NIHR announced the launch of the renewal competition for the CRF. The 
process to renew and refresh NIHR funding and designation for CRFs is due on 22nd June 2016. 
The scheme is to provide NIHR funding to meet the necessary recurrent NHS infrastructure 
costs and NHS Support Costs of externally-funded, world-class, early translational 
(experimental medicine) research (EM) that needs to be undertaken in dedicated, purpose-built 
CRFs. The Christie currently has a Cancer focused CRF (NIHR/CRUK CRF), which was 
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awarded £4.5m in April 2012.  
 
The Christie has been working with the other two CRFs in Greater Manchester. These are 
based at CMFT, which focuses on Inflammation and Repair, Mental Health, Women’s and 
Children’s Health and Heart Disease and Diabetes; and at UHSM, which focuses on Respiratory 
Disease and Allergy. Under the remit of a One Manchester approach, the three CRFs have 
united to present a single One Manchester CRF application. This application will be led by 
CMFT, under the Director, Professor Nick Webb. The cancer research portfolio will contain all 
existing areas with potential growth into new research areas with the use of the other two CRF 
facilities. The cancer portfolio will be governed by Dr Andrew Wardley, with work continuing to 
be delivered in The Christie CRF facility.  

 
The application to the NIHR will be submitted on Friday 17th June, 2016. Several multi-
disciplinary, multi-organisational working groups have been set up to complete the application 
and ensure that we are demonstrating connectivity across the city. The application will be 
reviewed by an NIHR Assessment Panel and will make recommendations on NIHR funding in 
the Autumn 2016, with funding awarded in April 2017. 

 
Major Cancer Research Centre (MCRC) renewal 
The CRUK Manchester Centre and Experimental Cancer Medicine Centre (ECMC) will be 
renewed together, in autumn 2016. This will bring the two funding schemes in line for renewal 
every five years. The renewal applications will need to be submitted by 15 August 2016 and will 
then be reviewed during the week commencing 16 October 2016.  
 
The foundation of the application will remain the same as the previous application submitted in 
2013, with a focus on four main themes (experimental therapeutics, biomarkers, molecular 
pathology and radiotherapy related research); however, there is now an opportunity to consider 
possible additional areas for development including early detection and immunoncology.  
 
A research workshop was held on the 2 February 2016, where all the tumour site leads 
presented an update on progress and their vision and operational plans. These plans are now 
be submitted for draft in the application. 

 
MCRC Phase II  
A Centre for Biomarker Science (CBS) will be the primary focus of a proposed new building 
adjacent to, and having a similar design and philosophy, to the MCRC phase I building that was 
opened in June 2015.  The requirements for a specialised, custom-designed new building 
include: 

 
a. the need for additional facilities to accommodate the major growth in biomarker activity that 

we plan for the new Centre.  
b. the specialised nature of biomarker research especially the qualification of biomarkers, 

which requires laboratory design that facilitates the regulatory and management 
requirements for developing biomarker assays into clinical application. 

c. the need to have designated space to facilitate the interactions with other centres and with 
industry consistent with the commitment to function as a national hub. 

d. the need to bring different disciplines and activities together in close proximity to generate 
the culture that fosters the interdisciplinary relationships essential for delivery of the 
biomarker centre vision, and 

e. the need to make a bold statement about the national/international prominence of the 
centre and to attract the best from around the world. 

 
An options appraisal is currently being carried out to consider the size and cost of a new 
building. A building to accommodate approximately 200 researchers will be required and what 
this means in terms of size, design and cost of a new building is currently being evaluated. It is 
likely to cost between £30-£35m but this is an initial estimate only. The building would house the 
key activities from genomic testing and informatics to biomarker discovery, qualification and 
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clinical testing.  Exploratory translational research laboratories would be juxtaposed to a large 
and comprehensive suite of GCPL laboratories for nucleic acid and protein biomarker analysis.  
There will be wider accommodation opportunities for The Christie to consider in this 
development. Jason Dawson and Wes Dale have joined the project team and will play a key role 
in its development. A senior meeting further exploring the strategic requirements of the project is 
being arranged for early May 2016. 

 
Academic Investment Plan (AIP) 
The second tranche of AIP investment is underway. This includes an approach for a Chair in 
Molecular Pathology, the outcome of which is awaited. A further two chair appointments and 
deployment of funds for supportive posts to expand trial administrative capacity, is also being 
considered. These posts will support both the growth in academic capacity and support the 
delivery of research across existing teams and services. This will include posts to support: 
increases in grant submission capacity; research governance, quality, communication and 
project management. A senior team meeting between the University and The Christie is to be 
held in the next couple of weeks to take this work forward. 

 
5. Strategic developments 
 

Early Phase Trial expansion  
Experimental Cancer Medicine specialising in early phase clinical research, focuses on patients 
taking part in clinical trials of the newest anti-cancer drugs which are not yet available as 
standard of care.  
 
In 2014, The Christie approved a significant growth plan for Experimental Cancer Medicine that 
could see the number of patients treated grow 5-10 fold by 2020.  This means that by 2020 over 
500 patients per year could have the opportunity to participate in an early phase cancer clinical 
trial. This expansion, by increasing the throughput of studies and participants, has the potential 
to further improve patient outcomes and ensure that The Christie remains at the forefront of 
phase I clinical trial delivery both nationally and internationally.  
 
With this in mind, Christie Research is currently exploring a potential commercial partnership 
with the Sarah Cannon Research Institute (SCRI) to facilitate specific early phase initiatives. 
This initiative includes the potential investment from Sarah Cannon of £3.1m capital to develop 
additional facilities on the first floor of the new Integrated Procedures Unit (IPU). A proposal 
from Sarah Cannon was submitted in March 2016.  This is currently under consideration by the 
Research and Finance teams. 

 
Manchester Cancer Diagnostics 
A project has recently been established to develop proposals that would facilitate the 
development of a high quality diagnostic service that enables cancer patients across Greater 
Manchester to be provided with the correct diagnosis and receive the right treatment at the right 
time. The project will work with research and service partners across the region to develop an 
efficient, cost-effective, high quality service that builds on current strengths while addressing 
service gaps and inefficiencies. The project is currently scoping requirements to help inform a 
‘blueprint’ service for the future. It is also developing a ‘strategic story’ to share with 
stakeholders and will shortly embark on an extensive stakeholder engagement programme. 
Partners involved in the project so far include The Christie, MCRC, St Mary’s Hospital, and 
potential commercial partners, Synlab/Labco. The project, which will be an important initiative 
under the diagnostics workstream of the Cancer Vanguard Programme, aims to have completed 
a Project Initiation Document which sets out and confirms the ‘case for change’ with delivery 
options, in the next 6-8 weeks. 

 
100k Genome  
The Cancer Main Phase of the 100,000 Genomes Project started in February 2016 and the aim 
is for Christie to provide samples from ovary and colorectal from May 2016. An engagement 
event to be hosted at The Christie on 6th May will aim to increase the profile of the project with 
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other local trusts and clinical staff. The ultimate aim is for this project to be delivered across the 
region with sample provision from all approved disease areas. 
 
The main aim of the Project is to drive NHS Transformation rather than to collect biological 
samples for a research project. NHS England are clear that the project is a ‘hybrid’ between 
service and research and the delivery of the project has to be embedded within clinical teams 
and clinical support services, such as histopathology and informatics. Without this input, the 
project will not deliver the step change required to enable the paradigm shift in both disease 
diagnosis and treatment, which will be a lasting legacy long after the project ends.  

 
6.  Research Group Updates  
 

Cancer Patient Centred Research (CPCR) 
CPCR was launched by the Trust in February 2016 to take forward a programme of research 
focused on patient experience and patient centric outcomes. Patient-centred research, which is 
led by Professor of Cancer Nursing, Janelle Yorke, includes the personal, social, environmental 
and psychological factors related to illness and experiences of health care. Over recent months 
it has secured  grants such as: NIHR Research for Patient Benefit 2015: Randomised controlled 
trial to evaluate the clinical and cost effectiveness of the Respiratory  Distress Symptom 
Intervention in lung cancer (RDSI); Manchester Institute for Collaborative Research in Aging and 
Age UK 2015: Cancer-related information needs and decision making preferences in people 
with dementia, their carers and cancer clinicians (CanDo), and; School of Oncology 2015: 
Exploring the acceptability and feasibility of a Christie Volunteer cancer prevention scheme 
(CVS). 

Over the next 12 months, CPCR plans to: Conduct a series of research workshops and drop-in 
sessions for clinical staff; Set-up work streams in 3 key strategic areas in which CPCR 
lead patient-centred research projects, support related research studentships and collaborate 
with other groups to ensure that patient centred-research is integrated in research across the 
trust - i) Prevention and early detection; ii) Living with and beyond cancer; and  iii) Cancer and 
older people; achieve 1 successful NIHR MRes studentship and 1 applicant for NIHR PhD 
studentship. 

Systemic Therapy Research (STR) 
Dr Was Mansoor is leading a review of the current research being carried out and developed in 
Medical Oncology with a view to developing the Systemic Therapy Research Unit (STRU). 
STRU will develop a refreshed strategy that will focus on investing further in Investigator Led 
Studies (ILS) which originates from the Christie Hospital.  While Medical Oncology research at 
the Christie is strong commercially, it is relatively weak – in comparison with its competitors – 
with regards to investigator led research. In order to match the organisation’s  national and 
international research ambitions, it is important to have a stronger, more clearly defined strategy 
for medical oncology research that better recognizes its successes to date and builds (invests) 
further in non-commercial activity. The next step is to recruit a project manager to assist in 
STR’s development, with a view to publishing a refreshed strategy in the early summer. 

 
Radiotherapy Related Research (RRR) 
The Christie remains at the forefront of radiotherapy research working closely as part of the 
MCRC. Radiotherapy research is coordinated under the Radiotherapy Related Research (RRR) 
group with a remit that covers trials, adaptive radiotherapy and proton therapy. 2015/16 was an 
exciting year for radiotherapy research with two world-leading academic appointments as part of 
the expansion plan; Professor Karen Kirkby was appointed as the Richard Rose Chair in Proton 
Therapy Physics to lead on proton therapy research and Professor Marcel Van Herk was 
appointed to lead on image guided and adaptive therapy. These appointments have 
strengthened an already strong clinical radiotherapy research team at The Christie. 

 
2015 was also notable for developments at the dedicated research facility the Wade Centre. 
The existing linear Wade accelerator is being replaced in 2016 with a prototype combined MR 
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and linear accelerator (MR linac) from Elekta. The MR linac is supported by the trust, The 
Christie charity and CRUK. The Christie is participating in the MR linac consortium developing 
treatments for a number of sites and in particular leading on the development of lung 
treatments.  
 
In proton therapy, the trust is developing another dedicated research facility in the proton centre 
due to open in 2018. Professor Kirkby has already been successful in obtaining network funding 
from the Science and Technology Facilities Council to bring together academic and clinical 
researchers in radiotherapy to boost innovation in proton and advanced radiotherapy. 
 
Surgical Oncology Related Research (SORR) 
Surgical Oncology Related Research is underpinned by clinical surgical services, across four 
disease groups, which deliver high-quality specialised surgical treatment for patients with cancer 
whilst working within a multi-disciplinary specialist cancer framework in the NHS, and in turn, 
integrated with the University of Manchester through the MCRC. 
 
Funding, from The Christie Charitable Fund, supported by the Christie Research Strategy 
Committee was awarded for the SORR organisational structure to deliver a sustainable surgical 
oncology research programme in 3 ambitious phases from 2013-2018: 

 
a. Phase I: building a sustainable surgical oncology-related research 
 infra-structure – this is now well established working across the four surgical disciplines; 

creating a fit for purpose research and trial culture; supporting undergraduate and post-
graduate studentships; and new grant applications. 

b. Phase II: establishing a critical mass of research active clinicians in surgical oncology (a 
secondary objective of this phase is to establish a critical mass of surgical research 
trainees). This is work in progress with notable expansions in surgical research students but 
yet to expand the senior clinical academics portfolio. 

c. Phase III: establishing a critical mass of allied health sciences research groups, including 
basic laboratory scientists, and clinical epidemiologists and trialists, focused upon surgical 
oncology-related research. This too is work in progress with notable collaborations and 
high-profile collaborative ambitions within the second stage of the BRC bid (£30M) and the 
second stage of the CRUK Catalyst Award (£5M). 

 
Experimental Cancer Medicine (ECMC)  
The goal for Manchester ECMC is to become one of the top three Experimental Cancer 
Medicine Centres for the delivery of precision medicine in Europe by 2020 and one of the top 
five in the world by 2025 through augmentation of its scientific and clinical experimental cancer 
medicine capabilities. Its scientific focus will be on the establishment of the Manchester Centre 
for Cancer biomarkers, which will deliver prognostic, predictive and pharmacodynamic 
biomarkers to the quality needed to support clinical trials in imaging, molecular pathology and 
liquid biopsy. Its clinical focus will be on increasing the portfolio of unlicensed medicinal 
products for molecularly informed matching to patients, through increasing the experimental 
clinical trial portfolio both in systemic therapies and in combination with radiation. With the size 
and scale of the ECMC endeavour in Manchester, the third theme for the Manchester ECMC is 
an enterprise focus; through training, networking and public engagement.  

The ECMC is currently reviewing its strategy in line with the need to renew its national ECMC 
status with NIHR. The process for this is aligned to the MCRC major centre renewal. See para’s 
17-19. 

 
7. Partnerships and collaborations 

 

Commercial partnerships 
Over the last 12 months Christie Research has maintained the alliance partnership relationships 
with five Pharma companies including AstraZeneca, Bristol Myers Squibb, Roche, Novartis, and 
GSK, three CROs including PPD, Parexel and Quintiles, and one biotech company including 
Celgene. The Christie focus has been to continue to develop bespoke partnerships with our 
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partners that involve agreeing standard methods of procedure such as master confidentiality 
agreements to speed information and knowledge sharing and prompt feasibilities completion.   

 
Patient and public involvement 
The Christie together with CMFT, the University of Manchester, UHSM Trust and the 
Manchester CRF successfully obtained a national funding award. The award is to support a 
series of PPIE events over the next 6 months; information gained at these events will help to 
develop a Manchester PPIE strategy. The first event was held in November 2015.  The main 
objective was to get members of the public to share best practice and experiences as well as 
provide insight into their aspirations for the future of PPIE in Manchester. Further events are 
planned for April 2016 and August 2016.  
 
In conjunction with Cancer Research UK an engagement event was held in February 2016 
building knowledge around clinical trials and research development in Manchester.  The event 
was attended by staff from both the clinical teams and the scientific team based within The 
Christie and CRUK-MI. 
 
Over the next 12 months our ambition is to collaborate with external local organisations to 
ensure we have a consistent/coherent PPIE strategy across Manchester, avoiding duplication 
and maximising the potential benefits of PPIE within the region and enhance the experience of 
those participating in clinical research trials. 

 
MAHSC Cancer Domain  
The Christie continues to lead the cancer domain of the MAHSC. Over recent months it has 
continued to successfully deliver against its objectives which are broadly formed around 3 key 
sub themes: prevention and early detection; identifying new targets and developing new 
treatments, and; delivering personalized cancer care to all. Recent prevention and early 
detection initiatives funded through the domain include: developing computerised personalised 
risk prediction algorithms for selected cancers based on modifiable changes affecting cancer 
risk for use by the general public to raise public awareness of prevention and screening 
possibilities; and to explore the views of the general public regarding provision of personalised 
risk information for a series of common cancers.  
 
An event in September is also being organized to showcase current prevention and early 
detection research. This will include key note speakers discussing the case for shifting the 
balance of cancer investment from treatment to prevention and early detection. 

 
8. Service and process delivery 
 

HRA approvals process  
On 31 March 2016, the roll out of a new HRA Approval - which will be the route for approval of 
research in the NHS in England was completed. The new process comprises of a single review 
which incorporates governance and legal compliance assessments and an independent 
Research Ethics Committee opinion. This stream-lined approach means that research questions 
about how to improve patient care/ treatments will be answered quicker and funding will focus 
more on research delivery. 
 
To implement the changes, The Christie R&D Office is  stream-lining internal documentation 
(service department reviews must be based on direct review of HRA-validated documents – e.g. 
protocol, IRAS form etc); Improving workflows to demonstrate proportionate risk review for 
different study types and; Escalating delays through improved transparency of metrics reporting.  

 
Tier 2 studies 
The R&D Office is currently developing a process for the set-up and management of Christie 
sponsored investigator led studies that are not managed through a CTU.  These are low risk, 
non-interventional studies where we are trying to provide a simplified service which is 
proportionate to the type of study being carried out. 
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Work has already started on developing the process. Drafts in place are currently being piloting 
on two projects to ascertain the support required by investigators and to understand what 
templates and guidance would be required. The team will link very closely with the CPCR 
department but of course studies outside their CPCR will also be incorporated.  

 
MCRC Bio-bank 
Over the last year, the MCRC Biobank have evolved a flexible model to ensure researcher 
needs can be accommodated for prospective sample collection for specific projects in addition 
to use of banked samples. The Biobank are currently supporting over 40 active projects, over 
half of which require a responsive workforce to collect fresh samples from surgery or clinics and 
provide these directly to the research team. The unit primarily works with researchers within the 
Manchester Institute and MCRC Building, but has some wider collaborations with external 
academic researchers and local commercial partners. Large work programmes exist in specific 
tumour types, such as melanoma and prostate cancer which link directly to MCRC Objectives. 
The Biobank is also currently supporting projects in collaboration with local disease group 
teams, for example they are working with the lung team on Phase 2 of the CRUK Stratified 
Medicine Programme and TracerX, and with the Early Phase Team on the TARGET study. The 
Unit also operate centralised banking of samples for a number of clinical trials.  As the 
requirement for fresh sample collection and prospective project work is increasing, the Biobank 
aims to increase its resources to cope with the increasing demand through the MCRC Major 
Centre Renewal. The biggest challenge for the unit is space, not only for staff but also 
appropriate freezer space to ensure it has room to expand to meet the growing demand. 

 
MAHSC Clinical Trials Unit 
The Christie currently hosts the MAHSC-Trials Coordination Unit, which provides study design, 
and trial and data management to academic researchers across the Greater Manchester.  The 
Unit is one of 45 such Units across the UK formally recognised by the UK Clinical Research 
Collaboration (UKCRC). The Unit currently manages a portfolio of 59 trials on behalf of MAHSC-
partner sponsors of which 26 are drug trials (18 early phase CTIMPs).  The remaining studies 
(n=33) are dominated by non-drug studies such as those within radiotherapy or complex 
methodological studies, such as those associated with psychological health and social care. 
 
Plans for the Unit to transfer to the University have stalled in recent months due to uncertainty 
from the University around the Unit’s funding model and future sustainability. As a result, it has 
commissioned an independent review of its business model. This is likely to take a number of 
months to complete which in the meantime has created uncertainty and put the Unit under 
immense pressure. As a result, the Unit continues to struggle with resource capacity to 
efficiently run the study portfolio, with a current deficit of 15 vacancies from a total establishment 
of 47.  In the meantime, Investigators are approaching other CTU’s across the country. The 
current lack of resource is also likely to delay the delivery of current studies on the portfolio. The 
Christie is currently considering options to address this issue, which requires urgent resolution.  

 
9. Other developments and achievements 
 

UK CRF National Conference 
The UK CRF National Conference is being held on the 11th and 12th July 2016.  Design and 
organization of the event is being undertaken by Elaine Blowers, Operational Director of the 
Christie CRF. The Christie patient recruitment teams will also have various stands within the 
hospital celebrating International Trials day on 20th May 2016 and Dr Alan Jackson will be 
conducting a session on the history of clinical trials in the research café in the MCRC on the 19th 
May. 
 
There will be a number of other events during this important time in the Clinical research 
calendar as we also celebrate 10 years of the NIHR. Other events include a combined CRUK/ 
CRF event at the Museum of science and industry 21st May. 
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Research Nurse of the year award 
Lorraine Turner (Nurse Clinician) has won oncology nurse of the year 2016 in the British Journal 
of Nursing awards. The award was given in recognition of her holistic assessment of 
experimental cancer medicine patients, increasing referrals from Clinical and Medical 
oncologists into the Experimental Cancer Medicine Team and a number of other initiatives that 
she has led on to develop services in early phase clinical trials.  

 
CQC preparation 
All CQC modules have now been completed as part of the electronic self -assessment process.  
Each key line of enquiry for research is rating as ‘good overall’. Each module has a few areas 
that require some improvement and action plans are being developed for each of these. The 
evidence to support each module was planned to be uploaded into the system on the 13th April 
but due to some IT technical fault we have been unable to do this. Julie Gray has been informed 
of this issue and we are waiting to hear how this can be resolved. Research and Development 
were informed in February 2016 that it was to be included in the CQC inspection and have now 
caught up with all other clinical areas who commenced the self -assessment process in 
November 2016.Staff are being encouraged to attend engagement sessions and the CQC 
inspection is discussed at the research nurse meetings and at the clinical research facility team 
meetings. 

 
10. Priorities for 2016/17 

Looking ahead to 2016/17, priorities across Christie research will include: 
 

a. Leading cancer research through One Manchester approach 
b. Achieving BRC status  
c. Successful renewal of CRF and ECMC  
d. Taking forward AIP phase 2, with a strong focus on medical oncology research and 

pathology 
e. Increasing Investigator led research 
f. Further improvement in research infrastructure through the MCRC phase 2 
g. Developing a Manchester Cancer Diagnostics service 
h. Streamlining process and becoming more customer focused service 
i. Continuing to increase commercial income and develop commercial partnerships 
j. Improve research communications and engagement with PPI and Industry 
k. Successful transfer of MAHSC-CTU  
l. Focusing on translational impact studies 
m. Focusing on prevention and early diagnosis research 
n. Continued focus on CPCR and development of STR 
o. Implementing a new research information system 

 
 
John Radford, Director of Research 
Wes Dale, General Manager – Medical Director’s Office 
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Appendix A - Progress against 2015/16 objectives 
 

 
RESEARCH & DEVELOPMENT  
 

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

Divisional Objective Outcome and measurement Timescale RAG Rating Comments 
Patients participating in non-commercial clinical 
trials will receive trial  treatment at an outreach 
location 

3 clinical trials will be made available at 
an outreach location  as part of a hub 
and spoke pilot feasibility 

September 
2016 

Amber Three non-commercial clinical trials 
were considered for  outreach care, 
i)Persephone adjuvant Breast trial. Ii)B 
Ahead 2 adjuvant breast trial and, iii) 
ICon 8 a gynaecological trial. 
 
Treatment was provided to two patients  
on the Persephone trial in the mobile 
unit. The trial has since closed to 
recruitment. 
Icon 8 and B ahead 2 were considered 
and a risk assessment was made. Due 
to timing of trial treatment , research 
medical reviews and requirement for 
trial blood processing, these studies 
could not go ahead 

Translation of research into practice 2 practice changing research trials 
conducted and documented changes 

March 2016 Green One Christie (eSCOUT) and 2 non-
Christie (CIMI-DENT, Ket-ECT) 
academic studies reported.  

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

Divisional Objective Outcome and measurement Timescale RAG Rating Comments 
70 day target turn around Increase 70 day time to target to above 

90% 
June 2015 Green Percentage of trials meeting 70 day 

target currently 96.6% 
Cancer Genome 100K, participant  
 
 

Engaged in the 100k genome project 
and contributing samples in line with 
submission 

March 2015 Amber Fully engaged and Christie is LSD 
within GM Centre. Pilot completed and 
projection of samples collection for 
Christie agreed for go-live in May 
2016. Wider engagement and clinical 
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Divisional Objective Outcome and measurement Timescale RAG Rating Comments 
leadership required across Manchester 
to ‘cancer’s’ contribution is maximised 

Early phase strategy implementation Double recruitment into early phase 
trial in line with strategy document  

March 2016 Green The early phase strategy is being 
implemented and we   have more than 
doubled recruited into experimental 
cancer medicine studies  in this 
financial year 

Early phase strategy Development of at least one additional 
commercial partner to the early phase 
team 

March 2016 Amber Potential partnership with Sarah 
Cannon. Dialogue developed over past 
year and now negotiating an 
agreement which could include capital 
investment of up to £3.1m to develop 
additional infrastructure, next to the 
ORTC.  

International presentations   Submission and presentation of 5 
areas at international conferences 

March 2016 Green We have published 606 (articles, reviews, 
abstracts) this year (15/16). We have had 
155 presentations at international 
conferences this year.  
 
Those studies  that are likely to lead to 
direct patient benefit include: 
 
NIMRAD trial has been presented (prelim 
data - but suggests that it is likely to 
change practice therefore leading to or 
benefit).  
 
ABC-03 trial has been presented and 
published in Lancet this year. Cediranib or 
placebo in combination with cisplatin and 
gemcitabine chemotherapy for patients with 
advanced biliary tract cancer (ABC-03): a 
randomised phase 2 trial. 
 
CHORUS is a large international trial. In 
this study population, giving primary 
chemotherapy before surgery is an 
acceptable standard of care for women with 
advanced ovarian cancer. 
 
STAMPEDE is a large national trial that has 
published results at an international 
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Divisional Objective Outcome and measurement Timescale RAG Rating Comments 
conference this year. Docetaxel and/or 
zoledronic acid for hormone-naive prostate 
cancer: First overall survival results from 
STAMPEDE 

Academic investment plan  Progression of AIP with further 
investment into academic posts in 
excess of £1.5m  

March 2016 Amber Appointments made in 2015/16: 
Chair in Cancer Experimental 
Therapeutics and Strategic Director of 
The Christie Experimental 
Therapeutics Unit and Chair in 
Radiotherapy Physics. 

Adaptive Radiotherapy Appoint chair of radiotherapy physics 
and team to become a national centre 
on adaptive Radiotherapy 

March 2016 Green Professor Marcel Van Herk appointed   

Proton Beam therapy Develop Proton beam therapy team 
and lead on national proton therapy 
research agenda.     

March 2016 Green Professor Karen Kirkby appointed and 
leading this work 

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

Divisional Objective Outcome and measurement Timescale RAG 
Rating 

Comments 

Implement  Research Fellow MRES research 
program.  

Manchester University will advertise and 
initiate training program  

March 2016 Green MRES research program developed and 
implemented and first cohort established  

To implement Clinical trial educational program 
nationally 

Training program will be available + 
hosted at the Christie 

March 2016 Amber This has been designed locally but not 
yet rolled out nationally 

To host 3 National educational events  Christie will host the event + advertise 
nationally 

March 2016 Green Experimental cancer therapies – new 
horizons- 23.5.2015 
Lung cancer study day 23.11.2015 
Cancer researchers introductory course  
19.8.2015 25.11.2015- mainly North 
west coast  and North West as we have 
the NIHR trainers mainly in the North 
Lymphoma study day 9.6.2015 
GCP courses are conducted at the 
Christie for a national audience- 
28.4.2015 30.4.2015 16.9.2015 
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Corporate objective 4: To integrate our clinical, research and educational activities as an internationally recognised and leading comprehensive cancer centre.   
 

Divisional Objective Outcome and measurement Timescale RAG 
Rating 

Comments 

Develop I portal for increased visibility of clinical 
trials 

I-portal will be established + activity 
measured 

September 2015 Amber CRUK widget has been put on hold. 
CRUK have received all phase 2 and 3 
clinical trial information but further 
discussions are needed to ensure all 
phases of trials are represented for the 
Christie in one area of the website. The 
project should be part of the overall 
divisional scope for IT infrastructure  

Patients on non-commercial trials will receive trial 
treatment  at a mobile /PCC location  

Treatment will be delivered for 3 clinical 
trials in the mobile unit. 
 
A risk assessment tool will be developed 
and implemented   for trial feasibility using 
this service 
 

March 2016 Amber One  non-commercial trial was 
implemented as part of the pilot 
project. A commercial trial was scoped 
but  commercial partners required on 
site medical cover which the units do 
not provide and  a scoping exercise is 
now taking place to deliver a 
commercial trial at the Wigan 
@Christie site. 

IPU infrastructure. Enhance the biopsy infrastructure through 
identification and recruitment of support 
posts and the implementation of 
electronic requesting 

September 2015 Amber Elaine Blowers and Jane Rogan are on 
the IPU group to ensure that Research 
biopsies can be delivered within the 
IPU and staffing can be confirmed. 
Support posts were initially identified 
for the CRUK Major Centre bid 

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

Divisional Objective Outcome and measurement Timescale RAG 
Rating 

Comments 

MAHSC-CTU lead for trials coordination within 
region 

Develop a process with SoOncology for 
MAHSC-CTU to provide new Christie 
Academic Clinicians and Surgical 
intake a MAHSC-CTU information pack 
to assist in the identification of and 
support for grant-awarding bodies 

March 2016 Amber Developed and are linked via the 
MAHSC Research clinical trials 
website/road map.  For new 
investigators,  CTU provide a general 
information pack with regard to 
engagement with the MAHSC-CTU 
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Divisional Objective Outcome and measurement Timescale RAG 
Rating 

Comments 

Develop team based web pages to highlight 
Trial activity and team achievements with support  
and oversight from IT 

Disease teams will have team based 
web pages which will outline clinical 
trial activity and achievements 

September 2015 Amber The Christie website has been 
updated. More detail is required for the 
research disease teams web pages 
going forward. The ECMT have 
updated their own page and have had 
additional support to do this  

Development of governance arrangements for the 
delivery of trials at the Outreach Centres 

Procedures agreed with local R&D 
managers 

September 2015 Amber Trial specific procedures have been 
implemented. 

 
Corporate objective 6: To maintain excellent operational and financial performance.   
 

Divisional Objective Outcome and measurement Timescale RAG 
Rating 

Comments 

To establish an IT solution to monitor the 70-day 
target and Time & Target data 

It solution developed and embedded 
within Research Tools 

September 2015 Green A new IT solution was successfully 
developed to monitor the target  

5% commercial income growth  
 

5% uplift in growth of commercial 
incomes to the trust. 

March 2016 Green Commercial income has grown by 13% 
in the last year 

To implement patient level costing and incomes to 
research activity  

Model presentation and 
implementation.  Reported through 
Divisional routes 

September 2015 Green Completed 

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

Divisional Objective Outcome and measurement Timescale RAG 
Rating 

Comments 

Academic investment plan Appointment of one international leader  March 2016 Green Professor Marcel Van Herk appointed 
in April 2015 

MAHSC-CTU lead for trials coordination within 
region 

Appointment of two senior academic 
posts in Trials 
Methodology/Biostatistics and Health 
Economics based in the CTU by The 
University of Manchester  

December 2015 Amber Posts identified and agreed/funded by 
the University.  Posts not yet filled.  Will 
sit within MAHSC-CTU when strategy 
is completed. 

MRES training program will be established for 
clinical trial coordinators/ nursing and medical staff. 

MRES  training program will be 
advertised and  at least one candidate 
will  be accepted onto the training 
program 
 

March 2016 Green MRES research program developed 
and implemented and first cohort 
established 
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Divisional Objective Outcome and measurement Timescale RAG 
Rating 

Comments 

 Clinical trial education program will be available to  
all nursing/ clinical trial administration staff 

Training program will be available for 
staff 

March 2016 Amber Designed locally but not yet rolled out 
nationally. Discussion ongoing with 
external partners 

Accommodation 
 

To move into MCRC 2nd floor 
accommodation  

August 2015 Green Completed 

 
 
Corporate objective 8: To play our part in the community.   
 

Divisional Objective Outcome and measurement Timescale RAG 
Rating 

Comments 

MAHSC-CTU lead for trials coordination 
within region 

• Increase engagement with regional and 
national investigators and to promote the 
activities undertaken in the unit by 
developing a process with MAHSC 
Research Office for MAHSC-CTU to 
provide new Academic Clinicians and 
Surgical intake a MAHSC-CTU 
information pack to assist in the 
identification of and support for grant-
awarding bodies 

• Supporting the 2015/16 NW Surgical 
Trials Centre objectives by identifying at 
least 1 new surgical trial to the STC 
portfolio 

March 2016 Green Developed and are linked via the MAHSC 
Research clinical trials website/road map.  
For new investigators, the Unit provide a 
general information pack with regard to 
engagement with the MAHSC-CTU.  
Presented at the MAHSC Research 
Clinical Trials (2015) and Inst Pop Health 
Research days, supporting new academic 
investigators. 
 
Regarding NWSTC, took part (work group 
chair) in the annual NWSTC training day 
for new surgical leads.  Added 3 new 
surgical trials to NWSTC portfolio 
(MarginProbe, EMSTUK, UMANC): all 
non-Christie  PIs  

 Patients and public will  be involved in 
clinical research design+ trial set up 

• PPI  Cancer group will be established 
and hosted at the Christie 

• Christie will have a sub group data base 
of patients interested in informing 
research proposals+improving services 
for patients participating in clinical trails 

September 2015 Green PPI group was established in March 
2015. 
A sub group data base has been set up.  
Patients have participated in design of 
patient information sheets for the TARGIT 
Trial in ECMT and  grants  for 
gynaecological cancer. 
Strong links remain with the Independent 
cancer patient voice national group  and 
have a new patient on the ECMC PPI 
steering group  who is a Christie patient . 
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Divisional Objective Outcome and measurement Timescale RAG 
Rating 

Comments 

To promote International trials awareness 
day 

• Christie will host international trials day 
event + promote awareness  through 
local media 

 December 2015 Green International trials day was held 
20.5.2015 and a number of events were 
held within The Christie and externally 
with media coverage in the Manchester 
evening news. We participated in the 
NIHR OK to ask campaign and our nurse 
engagement team played a major role in 
increasing awareness through the whole 
week 

 
  

57



 

58



 
Agenda item: 14/16d 

Meeting of the Board of Directors 
Friday 29th April 2016 

 
Integrated performance and quality report for month 12 – March 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 12 

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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Income & Expenditure -  underspend/overspend against plan - Trading (Rolling YTD) < 0% -338.1%

Cash Balance - % of Planned Value

g

Mar-16

4

YTD
Liquidity - Ratio  (days) 53.9

> 2.5
3

i< -12
< 1.25

2

Target / Thresholds
61.4
3.9
4

Indicator PerformanceTarget / Thresholds

YTD

81.9% 81.9%i

Mar-16

Mar-16

Feb-16
-0.37%

0 0

Staff Sickness 3.43% 3.45%h
Staff Training
Staff PDRs

91.2% 91.2%h

YTD

C-Difficile - All Attributable Cases
MRSA 0

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

h 22
0

Performance

0
2

Mar-16

g
3
0

96.03%
Mixed Sex Accomodation

0.50%Patient Satisfaction Score - % Not Recommended

1.31%
Patient Satisfaction Score - % Recommended 99.50%

Friends & Family Score (Outpatients) % Recommended 93.89%

1.40%
5

97.36%h
45.40% -

Quality

Indicator Performance YTD

i
94%

i 1.25%
99.10%h

i

62 Day Compliance - Upgrades
88.5%

96.2%

Mar-16

31 Day Compliance - Subsequent Surgery 96.9%
31 Day Compliance - Subsequent Radiotherapy 99.4%

Friends & Family Response Rate (Inpatients & Daycases)

31 Day Compliance - Subsequent Drug Therapy

40%

98.4%

99.8%

Target / Thresholds

Cancer Targets

Indicator

100.0%62 Day Compliance - Screening

99.8%g

Performance YTD

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

31 Day Compliance

88%

Radiotherapy Waiting Times - Radical (Days)

g

Chemotherapy Waiting Times  (% seen within target)

23 25
g
h

g
h

87%

Cancelled Operations On The Day Of Surgery

i
Pharmacy Waiting Times  (% seen within target)

82.1%Bed Occupancy  (Midnight) <= 82%

g

6.83

9

0

0.4%

86.2% h -

10

82.6%

Radiotherapy Waiting Times - Palliative (Days) 8

96.0%
98.6%
98.5%

0
1 i

100%

94.3%

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

g

Diagnostic Waiting Times - PET/CT/MR 100.0%

18 Weeks Compliance - Non-Admitted Patients 98.4%
18 Weeks Compliance - Admitted Patients 94.9%

g
gPatients Waiting >52 Weeks

18 Weeks Compliance - Incomplete Pathways

0
100.0%

92.0%
0

Indicator Mar-16

Performance Dashboard - 2015/16

Performance

YTDPerformance

g 4Monitor Continuity of Services Rating 4
Target / Thresholds

4
Feb-16

4
100.0%6 Weeks

90.0%
95.0%

Delayed Transfers Of Care  (% of occupied bed days)

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

95%

Indicator

Friends & Family Score (Inpatients & Daycases) % Recommended

Safety Thermometer

62 Day Compliance - Post Reallocations

i
97.6%
88.0%

i

< 3.5%
< 6.4

0.51%

94.8%

98.1%i

0
62i

> 7
0.8%

6.83
i
i
h

h

100.0%

h

98.6%

0.3%
6.82

86.4%
90%

98.6%

100.0%

98.4%
98.6%

0
0

100%

h

0

i

2

h 0.90%

Mar-16

0.27%
96.29%

Clinical Effectiveness

Major Surgery 30 Day Survival Rate

Target / Thresholds

h

Patient Safety

Number Of Complaints 7

97.6%

97.97%  - h

0

g

433
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Performance Exception Report 
 

 
 
Indicator 

Hospital Cancelled Operations On 
The Day of Surgery 

Target Feb-16 Mar-16 Performance YTD 

0 0 1  10 

Issue 
The patient was booked onto Theatreman for 4th March. However due to an admin error the patient was 
not booked onto Medway and therefore did not receive a letter informing them of their TCI. 
The patient was brought in for procedure on 15th March. 
 
 
 
Proposed Action 

Address booking processes in the Plastic Surgery admin team – as part of overall improvement and 
streamlining of processes. The issue has also been discussed with the secretary in question. 
 
 
 

Assessing Improvement 
 
 
 
 

Impact 
Waste of theatre resource. 
Poor patient experience. 
 
 
 

Expected Date of Performance Delivery Executive Lead 
Chief Operating Officer 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

62



Performance Exception Report 
 

 

Indicator 

Friends & Family Score (Outpatients) % Recommended 
Target Performance 

94% 93.89% 

Issue 
• The FFT score for outpatients has dropped slightly below the target performance of 94% 
• This is due to a decrease in the number of ‘extremely likely’ responses compared with previous 

months. There is little change in the number of negative responses. 
• The response rate for March in outpatients was slightly lower than usual which may have had an 

impact. 
 
 

Proposed Action 

• Improvement actions to be led by sisters/charge nurses and matrons to review feedback comments 
and to raise awareness of the Friends and Family test 

•  
 

Assessing Improvement 

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

 
 

Impact 

• Low impact 
 

Expected Date of Performance Delivery 
24/04/16 

Executive Lead 
Executive Director of Nursing & Quality 
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Performance Exception Report 
 

 
Indicator 

Sickness 
Target Feb-16 Mar-16 Performance YTD 

3.4% 3.80% 3.43% ↑ 3.45% 

Issue 

The Trust sickness absence rate remains above the KPI of 3.4%. However, since December 2015 when 
the rate peaked at 3.95% there has been a month on month improvement across the Trust in January, 
February and March 2016.   

Also, of the 7 Divisions across the Organisation 5 are compliant with the Trust target of 3.4%. With Cancer 
Services exceeding the target by 0.29% with Estates and Facilities being significantly above target.  

 

Proposed Action 
The sickness absence rate in Estates and Facilities remains a concern.   
The division are working closely with HR to manage the sickness this is monitored and audited at 
performance review. All staff on ‘long term absence’ within Estates and Facilities has a bespoke action plan 
to manage the absence and facilitate a return to work.  
 
The division is implementing a number of engagement and health and wellbeing interventions to address 
the sickness absence concern. There has been positive feedback from staff about the impact of these 
interventions.  

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.   

The HR Manager and HR Advisor are reviewing action plans for individual members of staff on an ongoing 
basis. Plus a case review meeting between HR and Occupational Health has been set up to ensure timely 
and robust advice is available to managers to facilitate effective management of absence.  

Impact 

High levels of sickness absence may result in increased pressure on colleagues and low staff engagement 
alongside the impact on clinical activity.  

Expected Date of Performance Delivery 
 

 Executive Lead 
Acting Director of Workforce 
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Agenda item: 14/16d 

Meeting of the Board of Directors 
Friday 29th April 2016 

 
 
 

Month 12 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 12 our overall good performance trend continues.  Our length of stay remains slightly 
above plan.  There are 5 risks rated at 15 in March, full descriptions of the risks can be found in 
section 4.  
 
Quality  
In March the satisfaction survey results remain high with a 99.5% 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 March.  
This has taken us to 3 above the Specialist Commissioning trajectory of 19 cases. The national 
trajectory is 14 cases, 1 case out of 22 cases is still going through panel and the remaining 21 
cases showed no lapses in care and therefore not attributable.  
 
 
One serious incident was reported to our commissioners in March, the incident related to the 
infusion of potassium to a patient, at an incorrect rate. The normal process for serious incident 
panels is being followed and this will take place in April.  
 
 
 
Additional Reports 
 

•  End of Life Care – dying in hospital audit report 2016 
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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% 99.5%
Not Recommended % 0.7% 0.8% 1.4% 1.3% 0.3% 0.9% 1.0% 0.8% 1.2% 0.3% 1.4% 0.5%

Patient Survey % Recommended Scores

 
 

The overall performance for patient satisfaction in March is 99.5%. 
 

The table below shows 13 of 2622 responses where patients have given a negative response   
 
Questions Strongly 

Agree Agree Disagree % Rec % Not Rec

Acceptable IP admission waiting time 57 22 1 98.8% 1.3%
Acceptable OP treatment waiting time 52 60 0 100.0% 0.0%
Acceptable OP test waiting time 8 1 0 100.0% 0.0%
Informed of pharmacy waiting time 8 8 2 88.9% 11.1%
Informed of medical physics scan waiting time 9 1 0 100.0% 0.0%
Acceptable waiting time to be seen by doctor 4 10 7 66.7% 33.3%
Treated with respect by staff 217 39 0 100.0% 0.0%
Involved in decisions 157 52 0 100.0% 0.0%
Given enough privacy 159 46 1 99.5% 0.5%
Access to call bell 73 8 0 100.0% 0.0%
Member of staff to talk to 167 62 0 100.0% 0.0%
Treated with compassion 172 42 0 100.0% 0.0%
Received required care 170 54 1 99.6% 0.4%
Received necessary information 172 72 0 100.0% 0.0%
Received sufficient pain control 158 55 1 99.5% 0.5%
High standard of cleanliness 184 63 0 100.0% 0.0%
Recommend Christie services 208 39 0 100.0% 0.0%
TRUST Score 1975 634 13 99.5% 0.5%            
 
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 March for inpatients and day cases show an 
excellent response of patients recommending The Christie at 96.2%. For the outpatient areas 
there has also been an excellent response at 93.8%. 

 
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) 35 1 0 1 0 0 37 37 100.0%

03 Ward (Dept 48) 4 0 0 0 0 0 45 4 8.9%

04 Ward (Dept 52) 33 3 1 0 0 1 45 38 84.4%

10 Ward-Surg Onc Unit (Dept 4) 78 3 0 0 0 0 117 81 69.2%

11 Ward (Dept 4) 9 0 1 0 0 2 88 12 13.6%

12 Ward (Dept 4) 22 1 1 0 0 0 39 24 61.5%

CTU Inpatient Ward (Dept 1) 8 2 0 0 0 0 19 10 52.6%

Endocrine Ward (Dept 63) 0 0 0 0 0 0 1 0 0.0%

Haematology Day Unit (Dept 26) 36 0 1 0 0 1 83 38 45.8%

Medical Assessment Unit (Dept 14) 31 7 0 0 0 0 65 38 58.5%

Palatine Ward (Dept 27) 11 0 0 0 0 0 85 11 12.9%

Planned Admission & Transfer Suite (Dept 25) 18 6 0 0 0 1 74 25 33.8%

Surgical Day Case Unit(Dept 4) 33 0 0 0 0 4 59 37 62.7%

The BMR Unit (Dept 16) 21 1 0 0 0 0 73 22 30.1%

Total 339 24 4 1 0 9 830 377 45.4%

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 - Extrem
ely 

Likely

2 - Likely

3 - N
either likely 

nor unlikely

4 - U
nlikely

5 - Extrem
ely 

unlikely

6 - D
on't K

now

Outpatient Locations 402 28 2 3 3 20 458

Total 402 28 2 3 3 20 458

Location

Total responses in each category for each location

Total 
responses

 
 

 
1.2 Complaints  

Seven complaints were received in March.   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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Five complaints were due to be responded to in writing in the month of March. 

1.3 Number of complaints by primary concern raised by complainant  
Complaint Grade Primary Concern

1 3
Disappointed with the attitude of staff and lack of response from managers about care and 
management.

2 4
Care and Management of patient, including late diagnosis and surgery postponed because biopsy 
results not available.

3 2 Difficulty in contacting the consultant’s secretary and voicemail messages not responded to.

4 4 Delays within clinic, attitude & responsiveness of consultant.

5 4 Care and management of patient, compounded by poor communication.

6 2 Volunteer driver collected patient too early and was inadvertently clumsy, causing patient pain.

7 4 Attitude of nurse, doctor and reception staff, poor communication & lack of information.
 

 

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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Treatment & Care
 

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

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

Activity (total)* 29362 28081 30788 31826 28554 31411 31541 30806 30108 28747 30238 31495

Complaints as % of total activity 0.04% 0.01% 0.01% 0.01% 0.02% 0.01% 0.02% 0.02% 0.01% 0.02% 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 7
Baseline 6 6 6 6 6 6 6 6 6 6 6 6
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1.4 PALS Contacts 

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

 

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 97 111 110
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1.5    Executive quality walk rounds 

The following Executive Walk Rounds have taken place in March 
 

Date Executive 
Director Location Outcome 

2nd 
March 
2016 

Director of 
Finance and 

Business 
Development 

Clinical Trials 
Disease 
Team 

Things to be proud of: 
• Worked hard with regard to having an organised 

structure and systems of working within teams 
• The people within the team – they are ‘amazing’ 

and ‘love the job’ – and very enthusiastic about the 
work they do. 

• The work is varied and interesting – staff are 
encouraged and supported to do the best that they 
can do 

 
Challenges 
• The main challenge that was mentioned by every 

member of staff and every team visited was the 
chronic lack of space. The lack of office space for 
staff to be located and the lack of space to store 
trial documentation and trial clinical products/kits. 

• The lack of dedicated space to see trial patients – 
limited or no space to see trial patients – have to 
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Date Executive 
Director Location Outcome 

find a room or space and fit in around others in 
clinic. Concerns raised about this lack of space 
impacting on patient experience and confidentiality. 

• All the research teams are spread about in various 
locations across the Trust – even within teams the 
clinical and non-clinical staff are often not together. 
It was felt this was not good for team working and 
efficiency of working. 

• Archiving of completed study documentation – this 
has become a problem lately with the turnover of 
specific staff and the increase in the number of 
studies. The delay in archiving has had an impact 
on freeing up storage space. 

 
Things to take forward/consider: 
• Lack of office and storage space – to discuss with 

Director of Estates and Facilities so that aware of 
issues. 

• Broken window in office (24-2-3) – to raise concern 
with Estates department 

29th 
March 
2016 

Director of 
Finance and 

Business 
Development 

Nuclear 
Medicine 

Things to be proud of: 
• Good feedback from patients; all PET-CT patients 

are asked to complete a written questionnaire and 
there has only been one negative return. A sample 
survey of other patients in the department also 
shows excellent feedback.  

• The detailed attention all staff take in order to 
provide really good Quality patient care. 

• A nurse is part of the establishment to support the 
work of the unit. 

 
Challenges 
• Recruiting from the UK, thought to be due to 

insufficient numbers of places to train clinical 
scientist’s and  technologists. 

• Parking; damage to cars & fake residents parking 
notices; to cascade that the park ride schemes are 
FOC 

• Space issues for the services provided & future 
services, teaching rooms etc 

• Patients who occasionally arrive without a nurse 
escort despite having complex needs. Any incident 
reports are always forwarded to the hospital 
concerned so that an investigation into safety / 
safeguarding can be undertaken 

 
Things to take forward 
• It can take a long time to get routine maintenance 

jobs undertaken, for example environment of 
patient and staff toilets, removal of old furniture.   

• Contingency support for services such as SIRT, 
and lutetium therapies following withdrawal of CDF 
moneys; this affects planning of scope of services 
such as gamma cameras. 

• The addition of second fixed Christie PET scanner. 
Over dependence on secondary PET providers is 
compromising an otherwise excellent service 
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1.6 Delivering Same Sex Accommodation (DSSA)  
There were 34 episodes of mixed sex accommodation for clinical need located in the Critical 
Care Unit.  There were no breaches of DSSA in March.  
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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 March 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

96.29% 0.27%

Patient Experience - Internal survey results % Recommended % Not Recommended

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

If you w ere concerned or anxious about anything w hile you w ere in hospital, did you f ind a member of staff to talk to? 100.0% 0.0%

Were you given enough privacy w hen discussing your condition or treatment? 99.5% 0.5%

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

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

Did you get the care you felt you required w hen you needed it most? 99.6% 0.4%

How  likely are you to recommend our w ard/unit to friends and family if  they needed similar care or treatment? 100.0% 0.0%

Staff Experience - Internal survey results based on responses from 15 staff on locations w here a harm has occurred % Recommended % Not Recommended

I w ould recommend this w ard/unit as a place to w ork 100.0% 0.0%

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

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

2.  Experience

Patient Experience - Friends & Family Test 

Performance / Total

1. Safety

97.97%

2

0

2

0.47

0

0

 
 

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

 
 
2.2    Safe Staffing – March 2016 

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

The March 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.  

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. 
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• Actual staff means the number of staff, both registered nurses and care staff, in 
attendance for each shift. 

DAY NIGHT
Hours Hours

Registered Nurses
Total monthly PLANNED 16120.5 10571

Total monthly ACTUAL 15784.5 10169
Average Fill Rate % 97.9% 96.2%

2455.5
Average Fill Rate % 95.3% 95.9%

ALL Staff
Total monthly PLANNED 22668 13131.5

Total monthly ACTUAL 22022 12624.5
Average Fill Rate % 97.2% 96.1%

Care Staff
Total monthly PLANNED 6547.5 2560.5

Total monthly ACTUAL 6237.5

 

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

DAY NIGHT

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

Registered Nurses

99.2%

96.0% 90.3%

97.5% 97.5%1856.5 1809.5

2437.5 2200

1386.5 1374.75

95.9%

99.4% 98.3%

97.9% 96.0%1457 1398.25

693.25 681.5

857.75 822.5

10169 96.2%

99.7% 100.0%

100.0% 100.0%720 720

1162.5 1162.5

0.0%0

725

317.25

Care Staff

DAY NIGHT

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

96.7%

98.7% 100.0%364.25

340.75

246.75

98.7% 87.1%

87.9% 101.8%

2455.5 95.9%

100.0% 100.0%

100.0% 100.0%24

437.5

88.2% 80.8%

1985 1935

3380

2181

2086.5

6547.5 6237.5 95.3% 2560.5

95.7%

91.2%

16120.5 15784.5 97.9% 10571

95.7%

98.9%

1444.5

1545.5

973

2525

3243.5

2157

2043.5

1436.5

1479

973

2517

545 545

857.5 857.5

0

712.5

364.25

364.25

352.5

305.5

24

437.5

1050 1036.5

934 894

675.5 595.5

376 343

1072.5 942.5

1037 1023.5

 

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. 
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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 

Ward
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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%
Mar-16 37% 92% 93% 81% 94% 75% 98% 84% 81% 59%

*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 March 
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bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0
Monitor target 0 0 0 0 0 0 0 0 0 0 0 0

MRSA bacteraemia

 
 

Clostridium Difficile 
There were 2 cases of unavoidable c-diff reported in March; this has taken us over the national 
trajectory by 3 cases for the year to date.  
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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 22
Avoidable 0 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 March. 
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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
MSSA 2 3 2 1 0 1 0 2 1 0 0 0

MSSA bacteraemia

 
 

Glycopeptide Resistant Enterococcus (GRE) 
There was one case of GRE bacteraemia in March.  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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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Total GRE 0 0 3 0 1 1 0 0 0 1 0 1

Total GRE (bacteraemia)

 
 

 
Escherichia Coli (E-Coli) 
There were 9 cases of E-Coli in March.  These were found on blood cultures taken from  
unwell patients. These patients have been found to have the organism occurring naturally on 
admission.  The infection has not been acquired in the hospital.     
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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
E.Coli 6 3 7 3 8 6 2 4 5 6 4 9

E-Coli

 
 
 
2.4 Clinical  incidents 

Patient harm 
There were 19 incidents occurring in March, 2 of which were moderate.  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

Drug administration Infusion of potassium at incorrect rate Palatine Ward

Drug administration Patient discharged w ithout prophylactic medication and needed readmission Palatine Ward

Fall Unw itnessed fall resulting in graze to back Ward 12

Extravasation Extravasation during administration of contrast Radiology

Medical equipment Superficial skin tear noted w hen removing immobilisation mask Radiotherapy

Extravasation Extravasation during administration of contrast Radiology

Pressure ulcer Grade 2 pressure ulcer to sacrum Ward 4

Burn Scald from spilt tea Clinical Trials 
Unit

Extravasation Extravasation during administration of chemotherapy Ward 4

Prescribing Patient prescribed type of medication w hich delayed chemotherapy ORTC

Fall Unw itnessed fall resulting in bruise to head Palatine Ward

Drug administration Medication omitted, w hich may have contributed to temperature spike and hypotension Ward 11

Extravasation Extravasation during administration of contrast Radiology

Pressure ulcer Grade 2 pressure ulcer to buttock Theatres

Extravasation Extravasation during administration of contrast Radiology

Dispensing Capsules instead of tablets w ere dispensed for patient w ith a stoma Pharmacy

Extravasation Extravasation during administration of chemotherapy ORTC

Extravasation Extravasation during administration of contrast Radiology

Fall Unw itnessed fall from bed w hen reaching for slippers, resulting in graze to arm and bump 
to head

Palatine Ward

2 (Minor)

3 (Moderate)

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

 
Pressure Ulcers 
Aim: 10 % reduction in Grade 2 pressure ulcers from the 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. March 2016 shows 2 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 28
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% 0.24%
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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 43
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% 0.50% 0.36%
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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 March. 

 
 
 
2.5   Litigation, claims and inquests  

 
Claims 
Clinical negligence, employer liability and public liability 
There were no employer liability claims opened and one employer liability claim was closed in 
March. 
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Payments 
There were no payments made on claims in March.  
 
Inquests 
Three inquests were held in March relating to patients of The Christie. 
 

Coroner Staff called Verdict

Manchester YES Complications follow ing essential treatment.

Stockport YES Natural causes

Warrington YES Industrial Disease  
 
Police involvement 
There were 2 episodes of police involvement in March.     

 
 
2.6 Executive reviews 

There were five executive reviews held in March.   
 

Date of 
executive 

review

Incident 
Report 

Number

Incident 
Date

Description Root Cause

• Refresher training for all medical 
secretaries.

• Weekly report re status of letters to be re-
instated

03/03/16 W26459 19/11/15
Chemotherapy authorised 
for administration before 
blood chemistry confirmed.

•
SOP drafted to ensure chemotherapy not 
given without blood results confirmed.

Human error

10/03/16 W26539 31/01/16
Surgical patient suffered a 
cerebral infarct.

•
CHADS to be added to the pre-operative 
guidelines for the management of 
anticoagulants.

Need to minimise intra-
operative bleeding

10/03/16 W26532 31/01/16 Missing patient •
Opportunities to re-assess the patient’s 
confusion were missed

Implement the revised 
intentional rounding 

forms across all wards 
areas

17/03/16 W25858 30/11/15
Patient with learning 
disabilities given pca to 
manage pain.

•
Refresher training to include more 
detailed information regarding 
appropriate prescription, alternatives.

Pain management plan 
did not take into account 

patients disability

Outcome

03/03/16 W26405 20/11/15
A referral letter was typed 
but not sent out.

Human error.

 
 
 
2.7    SUI panels 
 There were no SUI panels held in March.  
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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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85%

90%

95%

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
Radical XRT 90 day survival rate 97% 97% 97% 97% 97% 96% 97% 96% 96% 95%
Palliative XRT 30 day survival rate 81% 88% 91% 86% 85% 89% 82% 90% 86% 86% 86% 87%
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% 99.7% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Treatment survival rates

 
Data subject to validation 
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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
Intrathecal administrat ions 39 24 39 28 15 45 39 46 24 32 14 42
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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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Unit mortality 6.4% 4.3% 7.3% 2.1% 8.7% 7.3% 4.2% 3.9% 6.8% 6.3% 0.0% 3.9%
Total mortality 6.4% 6.5% 9.1% 2.1% 8.7% 7.3% 8.3% 5.9% 11.4% 8.3% 4.0% 3.9%

CCU Mortality Rates
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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
Level 2 - Episodes 47 45 55 46 44 36 48 51 43 48 49 51
Level 3 - Episodes 2 5 7 9 5 6 2 6 4 4 2 3
Level 2 - Bed days 172 131 162 149 168 102 152 169 134 165 136 170
Level 3 - Bed days 15 33 41 37 16 27 5 32 10 5 4 46

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

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

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

Average Apache II Score

Admissions for central line infections

Levels of 
Care

Unit mortality 
Total mortality 

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

Central Line Infections Aquired on Unit 

 
 

 
3.3    Christie Inpatient Deaths 
 

All deaths that occur within The Christie are screened against clinical criteria. One or more of 
these triggers a detailed case note review. A three-monthly meeting is held with the medical 
and deputy medical directors, clinical directors, a senior nurse and clinical audit to discuss the 
findings. Following this a report is sent each quarter to the Patient Safety Committee. 
 

Elective/planned admission 6

Non Elective/emergency admission 7

TOTAL 23

Deaths on CCU 2

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

Deaths within 30 days SACT* 3

Deaths reported to coroner (*includes the above): 7

Deaths associated with a serious untoward incident: 0

Deaths associated with triggers other than the above:
Sepsis (1) 1

TOTAL 7

Mar-16

Number of NHS Christie 
Inpatient deaths

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

than one trigger)

 
 
 
3.4 Clinical outcomes unit 
 

The reports from the clinical outcomes unit will now be reported quarterly.  The next report 
will be produced in May 2016. 
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4. Top Risks 
 
4.1    Top operational risks  

 
The operational risks are reviewed monthly by the Risk & Quality Governance 
Committee. The board assurance framework (BAF) describes the risks to the 
achievement of the corporate objectives and is presented at the Risk & Quality 
Governance Committee 
 

In addition to the risks outlined below the Risk & Quality Governance Committee also 
noted the following; 
 

• The junior doctors strike industrial action will be extended to a full withdrawal of 
labour between the hours of 8am and 5pm on Tuesday 26 and Wednesday 27 April 
(18 hours in total).   
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Control measures 

1 
  
 

Loss of income due to 
changes in local tariff 15 

30th 
Jun 

2016 

Currently signed contract for 2016/17.  
Participating at national level to influence 
development of specialist tariffs.   
To develop relationship with Manchester and 
Cheshire commissioners 

2 
  
 
 

2016/17  Recurrent Trust 
Wide Cost Improvement 
Programme not achieved 

15 
31st 
May 
2016 

Work underway to identify targets for delivery 
and identification of savings have been 
approved.  
Transformation Board monitors progress. 
PMO is to formally report through the 
performance management structure. 

3 
 
 

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 Jul 
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 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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Control measures 

 
4 
 

 

Maintenance backlog of 
medical devices. 15 

30th 
Apr 

2016 

Risk assessments conducted for all types of 
equipment 
Action plans in place to rectify the situation- 
prioritised on clinical risk 

 
5 
 

 

  
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 
30th 
Jun 

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 

  
 

83



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 808 858 6.22%
Elective 439 420 -4.23%
Non Elective Emergency 321 395 23.10%
Non Elective Non Emergency 15 23 54.31%
OP First Attendances 1220 1284 5.28%
OP Followup Attendances 7707 7828 1.57%
OP Followup Attendances Chemotherapy Review 3360 4038 20.19%
OP Followup Attendances Radiotherapy Review 1465 1372 -6.37%
Supportive Care Hormonal Drug Review 278 326 17.13%
OP Procedures 463 446 -3.63%
AHP Attendances 611 642 5.06%
Chemotherapy Delivery 5083 5266 3.61%
Radiotherapy Treatment 8810 8597 -2.42%
Month 12 Total Activity 30579 31495 3.00%
Month 12 Cumulative Total Activity 364514 362972 -0.42%  
 
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 9693 10275 582 6.00% £6,390,928 £6,959,757 £568,829
Elective 5262 5316 54 1.02% £24,656,263 £24,024,132 -£632,130
Non Elective Emergency 3778 4088 310 8.21% £8,980,028 £9,603,545 £623,517
Non Elective Non Emergency 176 234 58 33.33% £715,392 £916,258 £200,866
OP First Attendances 14635 14991 356 2.43% £2,888,301 £2,958,328 £70,027
OP Followup Attendances 92482 89541 -2941 -3.18% £8,972,888 £8,682,265 -£290,623
OP Followup Attendances Chemotherapy Review 39378 46911 7533 19.13% £3,876,161 £4,608,963 £732,802
OP Followup Attendances Radiotherapy Review 17585 15964 -1621 -9.22% £1,725,950 £1,566,851 -£159,100
Supportive Care Hormonal Drug Review 3340 3714 374 11.20% £354,310 £383,299 £28,989
OP Procedures 5554 6120 566 10.20% £1,084,603 £1,267,645 £183,042
AHP Attendances 7333 6762 -571 -7.79% £516,559 £519,384 £2,825
Chemotherapy Delivery 59576 59920 344 0.58% £16,627,389 £16,673,224 £45,835
Radiotherapy Treatment 105723 99136 -6587 -6.23% £14,248,701 £13,858,766 -£389,935

364,514 362,972 -1,542 -0.42% £91,037,474 £92,022,417 £984,943

Apr - Mar

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 30238 -0.99% -0.37%
Month 12 total activity 31495 3.00%
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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 3.6
4 p p 

Continuity of services Liquidity - Liquidity (days) 25% -2 -7 -12 53.9 4   
Financial Efficiency Underlying performance - I&E margin (%) 25% 1% 0% -1% 3.1% 4 p p 
Financial Efficiency Variance from plan - I&E margin variance (%) 25% 0% -1% -2% -0.5% 3 p 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% 56.7% p p p

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

<0% <0 to 3% >3% -338.1% p p 

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

<0% <0 to 12% >12% 0.0% p p p

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

<0% <0 to 12% >12%
0.0% p p p

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

<0% <0 to 12% >12% 0.0% p p p

Capital Expenditure Exchequer Capital Spend to date (£'000) £43,912k
Cash Balance Current balance to date (£'000) £52,739k
Cash Balance Percentage of planned value >90% 80-90% <80% 167.6% p p p

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

<50% <50% to 99% >100% 24.0%   

Debtor Days Average length of time debt is outstanding <12 <15 >16 19 p p 
Public Sector Payment Policy Trade creditors paid cumulatively within 30 days (%) >95% 90-94% <90% 95.5%   
Public Sector Payment Policy Trade creditors paid cumulatively within 10 days (%) >80% 65-80% <65% 79.4% u u p

M12 
Target

Trust Objective Themes & 
Performance Indicators

Tolerances Indicator

 
 
 
6.2 I&E 

• The year-end month 12 EBITDA position has a surplus of £16,450k (£2,955k below plan). 
• The year-end month 12 trading surplus is £4,381k (£3,381k above plan).  This is in line with 

our forecast position of a £4,483k surplus. 
• The year-end month 12 I&E surplus is £3,764k (£4,933k below plan), linked to impairments 

and slippage on charitably funded capital donations in line with capital expenditure. 
• The financial sustainability risk rating is 4. 
• CIP delivery has been achieved in full (100.0%) both in year and recurrently. 

 
 

6.3 Balance sheet / liquidity 
• Cash balances stand at £52.7m (167.6% of plan). 
• Debtor days stand at 19 in line with year-end and quarterly trend in relation to the NHS 

Agreement of Balances exercise and the raising of quarterly invoices. 
• Capital expenditure stands at 67.2% of plan. 

 
6.4 Other 

• TCC distributable profits of £3,080k for the 2016 year to date, and profits of £13,614k for the 
draft trading results for the 2015 year, sufficient to generate a share of excess profits to the 
Trust. 
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Actual 767 1539 1982 2808 3053 3525 4018 4296 4546 7269 6555 3764
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  February March Q4 

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

62 day with reallocations 85% 92.3% 94.8 % 90.8 % 

31 day standard 96% 99.0%  98.6% 98.3 % 

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

62 day consultant upgrade standard No National Standard 
Set 86.7% 96.2 % 90.7 % 

31 day drug standard 98% 100% 100%  100% 

31 day surgery standard 94% 98.5% 96.9%  97.9% 

31 day radiotherapy standard 94% 100% 99.4%  99.8% 

Breast 14 day symptomatic  93% n/a n/a n/a 
Subject to validation and breach reallocations. 
Data Accurate as of 10.04.16 
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96%

98%

100%

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

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

31 sub (XRT) 100.0% 99.5% 99.6% 99.7% 100.0% 99.7% 100.0% 100.0% 100.0% 100.0% 100.0% 99.4%

31 sub (surgery) 95.1% 97.7% 97.2% 100.0% 95.2% 100.0% 100.0% 100.0% 98.0% 98.4% 98.5% 96.9%

31 day performance
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62 day CWT 71.1% 62.6% 59.6% 71.1% 64.5% 68.2% 67.3% 68.8% 77.2% 67.5% 69.1% 74.3%
62 day (adjusted) 88.6% 85.2% 85.7% 91.5% 86.2% 88.4% 86.6% 86.3% 90.6% 85.2% 92.3% 94.8%
62 day target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%
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62 day performance

 
 

Q1 15/16 Q2 15/16 Q3 15/16 Q4 15/16
Qtr % CWT 64.2% 67.9% 71.2% 70.5%
Qtr % Local Policy 86.5% 88.7% 87.9% 90.8%
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 
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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
Internal 31 day 93.0% 91.2% 87.6% 90.1% 92.9% 92.2% 86.9% 94.5% 93.3% 87.7% 90.6% 94.2%
31 day internal target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

Internal performance - referral receipt to FDT in 31 days

 
 
7.4  18 Weeks 

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

Incomplete 98.3% 98.8% 98.6% 98.7% 98.3% 98.5% 98.1% 98.4% 98.4% 98.3% 98.6% 98.6%
Admitted 93.3% 98.3% 97.5% 97.2% 97.5% 96.2% 96.3% 96.4% 95.9% 93.8% 94.3% 94.9%
Non-admitted 98.1% 98.3% 98.6% 98.8% 98.7% 98.3% 99.3% 98.7% 98.6% 99.1% 98.4% 98.4%
Known clock start 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%  
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Incomplete 98.3% 98.8% 98.6% 98.7% 98.3% 98.5% 98.1% 98.4% 98.4% 98.3% 98.6% 98.6%
Admitted 93.3% 98.3% 97.5% 97.2% 97.5% 96.2% 96.3% 96.4% 95.9% 93.8% 94.3% 94.9%
Non-admitted 98.1% 98.3% 98.6% 98.8% 98.7% 98.3% 99.3% 98.7% 98.6% 99.1% 98.4% 98.4%

18 weeks performance
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7.5   Radiotherapy Waiting Times 
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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; monthly reporting has been established through the Transformation Board.  As an 
initial step, eight new performance indicators have been developed to replace the previous, single, 
20 minute wait indicator and will commence reporting in month one of 2016/17. 
 
 

7.6.2 Pharmacy 
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combined

compliance 92.7% 85.0% 87.0% 88.6% 85.5% 90.3% 80.0% 93.0% 91.2% 90.2% 84.7% 86.2%

Pharmacy waits

 
 
 
7.6.3 Chemotherapy 
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Target (all patients) 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
Compliance (all patients) 87% 87% 86% 87% 86% 87% 91% 88% 89% 85% 90% 87%
Target (2 day treats) 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90%
Compliance (2 day treats) 94% 95% 93% 94% 93% 93% 95% 94% 94% 92% 96% 93%

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 March and the year 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

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

Q1

Safer Hospital 
Discharge

Achieved

Achieved

Achieved

Medicines 
Optimisation

Achieved

Achieved

Anti-biotic Door to Needle Bundle Achieved

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

Q2

Achieved

Achieved

Jan Feb

Q3 Q4

Achieved

Achieved

Achieved

Achieved

Achieved

Achieved

Jul Aug

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. 

AchievedAchieved Achieved

Achieved

Achieved

Achieved

Achieved

Achieved

Achieved
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7.8   Length of stay (LOS) 
Average rolling LOS is 6.83 in March against a standard of 6.4. 

 
Reporting month Total EL NEL

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
Mar-16 6.83 5.81 8.33  
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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
Annual 6.85 6.89 6.88 6.77 6.81 6.88 6.86 6.92 6.86 6.85 6.82 6.83

12 month rolling average LOS - Trust level

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

Cancelled operations on the day for non-clinical reasons
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7.10  Diagnostic utilisation 
High utilisation continues for MRI and CT. 
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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
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 81.7% 84.0% 88.9% 91.5% 99.7% 99.8% 100.0% 100.0% 99.4% 98.8% 99.8% 97.9%
2 weeks 69.8% 72.8% 76.1% 84.2% 94.7% 84.7% 93.3% 92.7% 80.9% 73.5% 70.7% 76.6%

CT waiting times
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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
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 82.7% 72.1% 75.4% 92.5% 99.5% 100.0% 100.0% 100.0% 100.0% 96.2% 100.0% 99.6%
2 weeks 62.4% 56.9% 64.3% 72.8% 79.5% 88.1% 97.6% 97.7% 84.3% 74.3% 76.0% 85.3%

MRI waiting times
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PET scans 640 611 647 643 572 624 571 510 497 482 537 523

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 12, £5.46m has been achieved 
and removed from budget recurrently and £5.46m has been achieved in year. 

 
• Against the £5.46m target, 100% has been delivered recurrently and 100% in year.   

 
• Within month 12 – One new PID was submitted, of the one hundred and sixty one schemes a 

further 2 schemes completed in month to release £36k in year savings and £378k recurrently. 
 

• CIP was achieved through the use of reserves and so £371k will be rolled into 16/17 as 
additional CIP. 

 
• For the year there were 59 schemes that were cancelled through the year, with a value of £327k 

in year and £1.37m recurrently. 
 

• 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% 100% 100% 

 
 
7.12 Assessment of leading international integrated cancer centre 

One of the recommendations from the 2015 PwC Independent Review of Leadership and 
Governance (Monitor Well-Led Review) was for the Board to define metrics which will measure 
how the Trust is progressing in achieving our ambition of being a leading international integrated 
cancer centre. 
 
The following criteria have been chosen to assess progress; 
• We will participate in the re-accreditation process for European Comprehensive Cancer 

Centres 
• We will compare ourselves, where possible, against the annual criteria described in the US 

Top Hospitals for Cancer rankings (e.g. technology, survival, patient safety) 
• We will benchmark ourselves against leading cancer centres in other countries where 

possible 
• We will assess the possibility of undertaking the US based cancer centre accreditation 

programme 
• We will continue to publish outcome data and participate in international benchmarking 

programmes where feasible 
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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

Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Total Headcount 2508 2518 2502 2509 2531 2557 2573 2592 2597 2615 2621 2627
Total FTE 2286 2297 2284 2292 2311 2335 2351 2368 2373 2389 2394 2403
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 0.44% of the total pay bill in March.  The table below shows actual agency 
spend for 2015/16.  
 

Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
Cancer Centre Services £58,262 £38,515 £36,106 £43,200 £32,848 £30,221 £29,335 £23,855 £21,094 £24,581 £15,914 £17,401
Cancer Networked Services £18,037 £14,807 £12,063 £14,800 £17,827 £19,772 £21,226 £10,420 £0 £5,391 £7,890 £7,842
Finance & Business Development
Estates & Facilities £3,101 £1,550 £0 £0 £4,885 £0 £0 £0 £0 £0 £0 £0
Human Resources
Medical Physics £0 £0 £0 £0 £0 £0 £0 £8,000 £0 £13,570 £7,373 £10,474
Charity
Research & Development

£79,400 £54,872 £48,169 £58,000 £55,560 £49,993 £50,561 £42,275 £21,094 £43,542 £31,177 £35,717

Cumulative Actual 
% of Total Pay Bill (Target) 1% 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% 0.44%

TOTAL Actual
£182,441 £163,553 £113,930 £110,436

£570,360

2015-16
Q1 Q2 Q3

Division
Q4

Agency Spend

 
 
 
8.3    Sickness absence  

The trust sickness absence rate is at 3.43% for March against a standard of 3.4%.   Sickness 
absence continues to be monitored at divisional board meetings and performance reviews 
 

2%

3%

4%

5%

Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
target 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4%
Trust total 3.44% 3.21% 2.63% 3.31% 3.62% 3.36% 3.51% 3.38% 3.95% 3.75% 3.80% 3.43%

Trust Level - Absence Rates

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

Cancer Centre Services 3.28% 3.69%
Christie Medical Physics and Engineering 2.88% 2.26%
Clinical Networked Services 3.46% 3.30%
Corporate Services ** 2.51% 2.18%
Estates & Facilities 7.22% 7.04%
Finance & Business Devlp 2.15% 2.23%
Research and Development (Medical Internal) 2.41% 2.84%
Grand Total 3.43% 3.45%
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 March is 81.87% compliance against a 95% standard.  PDR compliance continues 
to be closely monitored through Performance Review meetings and divisional board meetings.   
 
Division Mar-16
Cancer Centre Services 88.60%
Christie Medical Physics and Engineering 82.30%
Clinical Networked Services 80.12%
Corporate Services 71.85%
Estates & Facilities 76.35%
Finance & Business Devlp 87.23%
Research and Development (Medical Internal) 76.61%
Grand Total 81.87%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED  

 
 
8.5    Essential Training  

Essential Training in March is at 91.22% against the 95% standard.  Monitoring of compliance 
continues at performance review meetings and through the risk committee on a monthly basis.  
 
Division Mar-16
Cancer Centre Services 92.21%
Christie Medical Physics and Engineering 97.10%
Clinical Networked Services 88.18%
Corporate Services 92.95%
Estates & Facilities 90.39%
Finance & Business Devlp 95.21%
Research and Development (Medical Internal) 92.49%
Grand Total 91.22%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED  
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 9. Research and development  
 
9.1  Clinical trials / studies  

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

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

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

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

Target 01/01/15 – 31/12/15 

 
Initiating Clinical Research (70 day target) 

 

 
96.6% 
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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
Patients 165 164 154 176 149 172 165 156 185 181 269 239
Target 114 114 114 114 114 114 114 114 114 114 114 114

New patients recruited to clinical studies
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Trials 571 578 584 586 587 589 602 610 618 629 635 641

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

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

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

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

 
10.3 Energy and the carbon reduction commitment (CRC) 

The graph indicates the percentage compliance against the target set out by the trust of 10%: 
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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
Energy 24.67 32.36 34.47 30.80 32.86 28.38 36.85 34.65 32.07 28.96 26.15 32.77

Energy reduction monthly performance

 
 
Key points to note:- 
• The annual reduction in consumption average for 2015/16 is currently 32.77%. 
• The Trust is due a refund of CRC allowances due to a DoE miscalculation. 
• In March’s Budget the Chancellor confirmed that the CRC will remain in place until the end of 

the 2018-19 CRC year, so there will be three more years of the scheme to comply with. That 
will take us to the end of CRC Phase 2 

• 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) 

The graph indicates 4.87% in March 2016 compliance against the trust year on year of 10% 
target 
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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
Target 10 10 10 10 10 10 10 10 10 10 10 10
Actual food waste 5.08 5.29 5.65 5.44 5.42 4.85 4.82 4.85 6.22 5.26 4.90 4.87

Food waste following ERIC criteria

 
 

• An electronic biometric clocking in system is under review to replace the current system. This 
will result in significant reduction of paper and admin time 
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10.5 Low carbon travel 
Green travel plan (GTP) target set at 60% of staff to use sustainable travel by 2030 
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 
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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
target 1.22 1.22 1.22 1.22 1.22 1.22 1.22 1.22 1.23 1.23 1.23 1.23
savings 1.49 1.52 1.45 1.33 1.28 1.21 1.31 1.31 1.32 1.25 1.27 1.37

Carbon emmissions from waste

 
 

• Reduction of clinical waste, KPI monitors indicated that overall waste weights have 
plateaued from June 2015 to March 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; trust wide communications day 05.04.2016 Implementation 
week commencing Monday 18.04.2016 (revised). Communication packages information 
posters and waste container labels are being developed for distribution prior to 
implementation. New waste streams will reduce the waste carbon output, where 
approximately 70% of the trust waste will be treated by Alternative Treatment Methods 
(ATM) moving away from incineration. 

 
 

11. Recommendation 
 

The board is asked to note performance for month 12. 
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DATA APPENDICES 

 
Month 12 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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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Clinical Negligence 9 9 9 10 9 9 11 11 11 11 11 11
Employer Liability 16 17 16 14 13 11 10 10 9 9 9 8
Public Liability 1 1 1 1 1 1 1 1 1 1 1 1

Litigation and Claims - number of live claims
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Payments £0 £40,809 £14,435 £21,100 £0 £10,223 £0 £11,900 £0 £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 1506 1603
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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 718 768 838 875 785 779 830 791 832 795 793 838
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 769 791 914 886 738 938 895 891 844 894 849 858
PLAN 769 731 846 885 769 846 846 808 808 769 808 808
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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 1265 1284
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 7526 7828
PLAN 7340 6973 8074 8440 7340 8074 8074 7707 7707 7340 7707 7707
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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 4984 5266
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 8100 8597
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 490 439 486 499 411 602 611 528 489 546 573 446
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 3,764
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 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Add Prof Scientific and Technic 77 75 76 78 78 79 90 92 90 89 91 91
Additional Clinical Services 222 223 227 229 229 241 246 252 248 254 251 253
Administrative and Clerical 693 696 692 696 702 707 709 710 721 721 729 733
Allied Health Professionals 209 212 210 209 209 210 209 212 212 208 211 212
Estates and Ancillary 212 214 212 212 216 215 211 210 210 211 207 210
Healthcare Scientists 165 164 162 159 162 165 166 165 165 166 166 164
Medical and Dental 152 156 157 156 157 162 162 164 165 166 166 167
Nursing and Midwifery Registered 557 556 547 551 558 556 558 563 562 572 571 572
Students 0 1 1 1 1 1 1 1 1 1 1 1
Grand Total 2286 2297 2284 2292 2311 2335 2351 2368 2373 2389 2394 2403  
 
 
Staff Group Headcount Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Add Prof Scientific and Technic 83 80 81 83 83 84 95 97 95 94 96 96
Additional Clinical Services 245 247 250 253 254 269 274 279 276 282 280 280
Administrative and Clerical 762 765 761 762 768 773 775 780 791 793 802 806
Allied Health Professionals 229 232 231 230 230 230 229 232 232 227 230 231
Estates and Ancillary 242 245 242 243 247 245 242 239 237 240 236 238
Healthcare Scientists 171 170 169 166 169 172 173 172 172 173 173 171
Medical and Dental 167 171 171 171 172 177 177 180 181 182 182 183
Nursing and Midwifery Registered 609 607 596 600 607 606 607 612 612 623 621 621
Students 0 1 1 1 1 1 1 1 1 1 1 1
Grand Total 2,508 2,518 2,502 2,509 2,531 2,557 2,573 2,592 2,597 2,615 2,621 2,627  
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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
Medical staf f 26.5% 25.9% 25.5% 27.1% 26.3% 26.7% 26.2% 25.9% 26.2% 26.8% 26.5% 26.8%
Nurse staff 20.9% 21.1% 21.3% 20.4% 20.9% 20.3% 21.0% 21.0% 21.2% 21.3% 21.6% 22.4%
Clinical staff 24.8% 24.9% 25.4% 24.7% 24.8% 25.0% 25.3% 25.3% 24.8% 25.0% 24.9% 23.6%
Non clinical staff 26.8% 27.4% 27.2% 27.0% 27.3% 27.3% 26.9% 27.2% 27.6% 26.3% 26.6% 26.7%
Total agency/other 1.05% 0.72% 0.64% 0.77% 0.73% 0.65% 0.67% 0.55% 0.29% 0.57% 0.40% 0.44%

% 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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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Networked Services £18,037 £14,807 £12,063 £14,800 £17,827 £19,772 £21,226 £10,420 £0 £5,391 £7,890 £7,842
Cancer Centre Services £58,262 £38,515 £36,106 £43,200 £32,848 £30,221 £29,335 £23,855 £21,094 £24,581 £15,914 £17,401
Estates & Facilities £3,101 £1,550 £0 £0 £4,885 £0 £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 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Dismissal 0 0 0 0 0 2 1 2 0 4 1 3
End of Fixed Term Contract 3 3 5 3 2 3 7 5 2 7 0 1
Mutually Agreed Resignation 0 0 0 0 0 0 0 0 0 0 0 0
Redundancy 0 0 3 0 1 1 2 1 0 0 2 0
Retirement 1 11 5 3 4 2 0 4 8 7 0 3
TUPE 0 0 2 0 1 1 3 1 0 0 0 3
Voluntary Resignation 9 20 18 22 17 0 15 24 24 58 52 23
Others 0 0 0 0 0 1 0 0 0 0 3 0
Grand Total 13 34 33 28 25 21 21 37 34 76 58 33
12 Month Turnover % Headcount 12.72% 10.33% 10.83% 11.20% 11.14% 11.11% 11.19% 11.46% 11.94% 14.23% 15.60% 15.72%
Adjusted 12 month Turnover %* 8.41% 9.02% 9.19% 9.57% 9.52% 9.74% 9.83% 9.76% 10.28% 12.16% 13.62% 13.55%
* 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 End of Life Care – dying in hospital audit report 2016 
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Agenda item 14/16e 
Meeting of the Board of Directors 

Friday 29th April 2016 
 

Report of Chief executive 

Paper Prepared By Company secretary 

Subject/Title Review of corporate objectives 2015/16 

Background Papers 

5 year strategy (developing and sustaining an International 
Cancer Institute) 
Divisional Implementation Plans  
Board Assurance Framework 2015/16 

Purpose of Paper To note progress against the corporate objectives for 2015/16 

Action/Decision Required To note progress 

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

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

• Trust’s strategic direction 
• Divisional implementation plans 
• Key stakeholder relationships 

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

 

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

COO Chief operating officer 
EMD Executive medical director 
EDoN&Q Executive director of nursing & quality 
EDoF&BD Executive director of finance & business development 
DoW Director of workforce 
IMRT Intensity modulated radiotherapy 
CNS Central nervous system 
MR Magnetic resonance 
CT Computed tomography 
BRC Biomedical research centre 
AHP Allied health professionals 
MAHSC Manchester Academic Health Science Centre 
PAS Patient administration system 
IPU Integrated procedures unit 
GMCCN Greater Manchester & Cheshire Cancer Network 
YOU/HTU Young oncology unit/Haematology transplant unit 
CQUIN Commissioning for quality & innovation 
CQC Care Quality Commission 
FFT Friends & Family Test 
ESR Electronic staff record 
MCC Manchester City Council 
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Agenda item 14/16e 
 

Meeting of the Board of Directors 
Friday 29th April 2016 

 
Review of Corporate Objectives 2015/16 

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

objectives for 2015/16. 
 
2. Background 
 Each year we agree a set of corporate objectives within the framework of our 5 year 

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

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

 
 Monitoring of the objectives has been through the performance report and consolidated 

updates to the board.  Assurance is managed through the board assurance framework. 
This paper describes the end of year position.   

 
 
3. Exception report 

Overall the corporate objectives from 2015/16 have been achieved, however 4 of the 55 
components have not been achieved.  These are: 
 

 Objective component Comment / action 
1.3 Improving the patient experience of the 

outpatient environment - Delivery of business 
case for redevelopment and relocation of 
service for the patient benefit 

Objective re-described for 2016/17 

OP transformation board established 
February 2016.  10 work streams 
established to improve OP processes 
and environment. 

4.3 Participate in European Reference Networks 
for specialist surgery - Become a reference 
centre for lymphoedema 

Objective carried over to 2016/17 

4.4 Achieve reaccreditation of OECI - To meet 
and achieve the requirements of the 
accreditation 

Date of accreditation put back to 
2016/17 

5.4 Delivery of Radiotherapy Strategy - Work with 
northern trusts to explore opportunities to 
develop a radiotherapy alliance 

Objective carried over to 2016/17 

 
4. Recommendation 
 The board notes the achievements against the corporate objectives for 2015/16 and the 

actions taken against the four objective components not achieved.  

117



 

118



 

 

2020 Vision themes and draft corporate objectives 2015/16 

 

 

 

 

 

 

 

 

 

 

 

 

2020 Vision theme  2015/16 corporate objective 

1. Leading cancer 
care 

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

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

2. The Christie 
experience 

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

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

3. Local & specialist 
care 

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

6.  To maintain excellent operational, quality and financial performance  

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

8.  To play our part in the community 
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Key 

 

COO  Chief operating officer 

EMD  Executive medical director 

EDoN&Q Executive director of nursing & quality 

EDoF&BD Executive director of finance & business development 

DoW  Director of workforce 
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 Corporate Objectives 2015/16 

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

Annual objective  Measure Timescale Director Progress 

1.1 Increase access to the latest imaging 
and treatment 

Commence relocation and expansion of MR scanning service 31.3.16 COO Achieved 

Identify options for more local delivery in PET / CT 31.12.15 COO Achieved 

1.2 Widen access for patients to 
supporting services 

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

1.3 Improving the patient experience of 
the outpatient environment 

Delivery of business case for redevelopment and relocation of 
service for the patient benefit 30.9.15 COO Exception report 

1.4 Develop standards for patient and 
public experience 

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

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

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

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

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

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

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

31.3.16 EDoN&Q Achieved 

1.8 Develop plan to deliver the new 
integrated procedures unit 

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

1.9 To lead the development of a 
bespoke ward accreditation scheme 

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

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

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

31.3.16 EDoN&Q Achieved 

 

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

Annual objective  Measure Timescale Director  Progress 

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

Implement plan for BRC application 31.3.16 EMD Achieved 

Progression of Academic Expansion Plan 31.3.16 EMD Achieved 

2.2 Implement early trial phase strategy  Increase recruitment capacity in line with strategy  31.3.16 EMD Achieved 
 

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

Annual objective  Measure Timescale Director  Progress 

3.1 To increase the provision and range 
of education and training 
 

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

Increase the level of commercial activity of the School of 
Oncology 31.3.16 EMD Achieved 

Broaden the breadth of educational offering through academic 
partnerships and exploring e-technology solutions. 31.3.16 EMD Achieved 
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4. To integrate our clinical, research and educational activities as an internationally recognised and leading comprehensive cancer centre 

Annual objective  Measure Timescale Director  Progress 

4.1 Progress plan for Proton therapy Progress milestones: 
- Contract signatures for equipment and build 
- First 12 months of forward plan implemented  

31.3.16 EDoF&BD Achieved 

4.2 Continue to improve clinical 
outcomes Publication of Clinical Outcomes Unit papers 31.3.16 EMD Achieved 

4.3 Participate in European Reference 
Networks for specialist surgery 

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

Become a reference centre for lymphoedema 31.3.16 COO Exception report 

4.4 Achieve reaccreditation of OECI To meet and achieve the requirements of the accreditation 31.3.16 EMD 
Date of 

accreditation put 
back to 2016/17 

 

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

Annual objective  Measure Timescale Director  Progress 

5.1 Establish a joint IOG compliant 
service for Gynaecology surgery 

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

5.2 Develop chemotherapy strategy Delivery of localisation of chemotherapy in line with the 
strategy 31.3.16 COO Achieved 

Development of governance arrangements for delivery of trials 
at the outreach centres 31.3.16 COO Achieved 

5.3 Development of Haematology 
(including HMDS) strategy 

Develop Haematology Strategy in line with Manchester Cancer 
plans  31.3.16 COO Achieved 

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

Work with northern trusts to explore opportunities to develop a 
radiotherapy alliance 31.3.16 COO Exception report 
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5. To provide leadership within the local network of cancer care 

Annual objective  Measure Timescale Director  Progress 

5.5 Delivery of National PET Service 

Delivery of year 1 partnership plan with Alliance Medical  31.3.16 COO Achieved 

Establish Academy of Advanced Imaging through PET 
National Contract 31.3.16 COO Achieved 

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

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

Development of an outline Trust Enterprise Strategy  
31.3.16 EDoF&BD Achieved 

 

6. To maintain excellent operational, quality and financial performance 

Annual objective  Measure Timescale Director  Progress 

6.1 To develop and deliver our financial 
strategy 

Achieve a Continuity of Service Rating of 4 31.3.16 EDoF&BD Achieved 

Agree site strategy for long term developments  31.3.16 EDoF&BD Achieved 

Implementation of commercial partners’ strategy 31.3.16 
EDoF&BD / 

COO 
Achieved 

6.2 Develop relationships with 
commissioners 

Develop relationships with lead commissioners and other 
commissioning bodies  31.3.16 EDoF&BD Achieved 

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

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

Deliver trust wide efficiency savings of 3.1%  31.3.16 COO Achieved 

6.4 Achieve and sustain upper quartile 
performance targets 

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

trials 

31.3.16 Executive 
team Achieved 
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• Maintain a low risk on non-compliance with the CQC 
intelligence monitoring assessment 

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

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

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

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

All Monitor Guidance requirements for strategic planning 
fulfilled 31.3.16 EDoF&BD Achieved 

Implementation Board established to oversee strategic plan 
implementation   31.3.16 EDoF&BD Achieved 

First 12 months of milestones delivered 31.3.16 EDoF&BD Achieved 

6.6 Provide informatics solutions to 
improve access to information and 
efficiency 

Implementation of first 12 months of Informatics & PMO 
Strategy 31.3.16 EDoF&BD & 

COO Achieved 

 
 

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

Annual objective  Measure Timescale Director  Progress 

7.1 To improve staff engagement and 
motivation to enhance staff and 
patient experience 

Increased staff engagement across all professional groups 31.3.16 DoW Achieved 

Increase engagement in education for staff throughout the 
Trust 31.3.16 EMD Achieved 

7.2 
 
 

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

Develop targeted health promotion interventions for identified 
common causes to encourage wider wellbeing 31.3.16 DoW Achieved 

Reduce incidence of sickness (from 14/15 levels) 31.3.16 DoW Achieved 

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

Workforce plans to be aligned to service delivery and future 
developments 31.3.15 DoW Achieved 

Plan to deliver against specific business needs (7 day working, 31.3.16 DoW Achieved 
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Proton Therapy) 

7.4 Implementation of nurse revalidation Preparation and early implementation of requirements for 
nursing revalidation. 31.03.16 EDoN&Q Achieved 

 

8. To play our part in the community 

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

Proactively engage with Greater Manchester devolution 
agenda  31.3.16 EDoF&BD Achieved 

Engage with Macmillan Cancer Improvement Partnership 31.3.16 EDoN&Q Achieved 

Maintain opportunities for work experience, training and 
employment through partnerships with local schools and 
employment agencies 

31.3.16 DoW Achieved 

Develop partnerships to allow The Christie to become involved 
in supporting the Public Health Agenda 31.3.16 EMD Achieved 
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Agenda item 14/16f 

Meeting of the Board of Directors  

Friday 29 April 2016 
 

Report of Acting Director of Workforce 

Paper Prepared By Future Workforce Engagement & Inclusion 
Manager 

Subject/Title NHS Workforce Race Equality Standard 2016 

Background Papers 
 
 
 

Purpose of Paper 
 
To report current position compared to 2015 
 

Action/Decision Required 
 
To approve 
 

Link to: 

1. NHS Strategies and Policy 

 

NHS Standard Contract 

 

Link to: 

2. Trust’s Strategic Direction 

3. Corporate Objectives 

5 year strategic plan 

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

To play our part in the community 

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

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

NHS Workforce Race Equality Standard – WRES 

Black and Minority Ethnic - BME 
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Agenda item 14/16f 

Meeting of the Board of Directors  

Friday 29 April 2016 
 

NHS Workforce Race Equality Standard 2016 
 

1. Background 
Research has indicated that the treatment and experience of Black and Minority Ethnic (BME) 
staff within the NHS is significantly worse, on average than that of white NHS staff.  
 
In response to the issues identified, the Workforce Race Equality Standard (WRES) was 
incorporated into the NHS Standard Contract from 2014/15.  The regulators, the Care Quality 
Commission, National Trust Development Agency and Monitor, will use the WRES as part of 
their assessment of whether NHS organisations are well-led. 
 
The purpose of this paper is to set out the Trust’s 2016 position against the WRES indicators, 
compared to 2015.  
 
2. NHS Workforce Race Equality Standard 
The WRES consists of nine indicators of workforce race equality, relating to the profile of the 
workforce data, including Board composition, and data from the national staff survey indicators.   
The aim is to highlight any differences between the experience and treatment of White staff and 
BME staff, and provide a platform to take necessary remedial action on the causes of ethnic 
disparities.  
 
Four of the indicators show ‘the relative likelihood’ of different outcomes for BME staff compared 
to white staff. Following the WRES technical guidance, these metrics are calculated by comparing 
BME and white staff compared with an overall group, such as the total workforce.  
 
Organisations are required to publish their data annually, and are expected to demonstrate 
measurable progress year on year to close the gap in the experience of BME staff and white staff.  
 
3. Results overview  
The 2016 data indicates some improvements against the indicators, while other indicators clearly 
indicate that further improvement action is required.    
 
Appendix I provides the comparison between the Trust’s baseline position at 1 April 2015, action 
taken since April 2015, and the position at 1 April 2016, against the nine indicators.  
 
4. Indicators showing improvement since 2015 
The following indicators suggest an improvement on the 2015 data, however it is acknowledged 
that further improvement action may still be required.   
 
The relative likelihood of white staff accessing non-mandatory training and continuing 
professional development is 1.17 times more likely compared to BME staff; this is an 
improvement on 1.5 times more likely in the 2015 data. (The WRES calculation uses a 
comparison of BME and white staff accessing non-mandatory training compared to the total 
workforce).   
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The 2016 data indicates that the relative likelihood of white and BME staff entering the formal 
disciplinary process is the same for both groups. 
 
The data from the 2015 Staff Survey indicates a marginal improvement for the percentage of 
BME staff (9%) experiencing harassment, bullying or abuse from patients, relatives or the public 
in the last 12 months, compared to 10% in 2015. There is a significant improvement in BME staff 
experiencing harassment, bullying or abuse from staff in the last 12 months, decreasing from 28% 
in 2015 to 11% in 2016. 
 
The 2015 Staff Survey results indicates a reduction in the BME staff who have personally 
experienced discrimination at work from a manager/team leader or other colleagues in the last  
12 months, from 7% to 3%. 
 
5. Indicators for further improvement 
The 7% difference between the percentage of BME staff in Bands 8-9 and very senior 
management positions and the percentage of BME staff in the overall workforce remains similar 
to the previous year’s data.  
 
There is no BME representation on the board of directors.  
 
The relative likelihood of white staff being recruited from shortlisting compared to BME staff 
across all posts is twice as great, which has deteriorated from 1.42 times greater in 2014.  
(The WRES calculation uses a comparison of BME and white staff appointed from shortlisting 
compared to the total number of shortlisted applicants in NHS Jobs).   
 
The 2015 Staff Survey results indicate that the proportion of BME staff who do not believe that the 
Trust provides equal opportunities for career progression or promotion is now twice that of white 
staff.  
 
6. Next steps 
Appendix I includes initial actions proposed. A detailed action plan will be developed; particular 
areas of focus for 2016/17 will be indicators 1, 2, and 7.  The action plan will be monitored 
through the Workforce Committee. 
 
Organisations are strongly encouraged to help establish and support BME networks of staff as an 
important source of knowledge, support and experience. Two staff focus group sessions are 
planned during April to invite informal, anonymous feedback from BME staff to shape our action 
plans.  
 
7. Recommendation 
The Board of Directors’ is asked to note the current position and approve the development of a 
detailed plan for further improvement action.   
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Appendix I - NHS Workforce Race Equality Standard (WRES) at 1 April 2016 

 
                                The following table outlines the WRES metrics for 2016 compared to 2015, action taken and initial action plan. 
 

 Workforce Race 
Equality 
Standard 
indicators 

2016 data 2015 data Narrative Action taken and planned 

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

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

4.3%  BME staff 
in Bands 8-9 and 
very senior 
managers 
 
11.3% BME staff 
in the overall 
workforce 
 
The difference is 
therefore 
7% 
 
 

4.07%  BME staff in 
Bands 8-9 and very 
senior managers 
 
11.09% BME staff 
in the overall 
workforce 
 
The difference is 
therefore 
7.02% 
 
 

The 2016 data indicates a 
similar percentage 
difference to the previous 
year. 

Action taken: 
We continued to strengthen links with local 
BME communities to promote The Christie as 
an employer, including launching our new 
Healthcare Horizons work experience 
programme in partnership with a school in 
Moss Side, and attendance at local Job Centre 
Plus careers events. 
 
Action planned - Priority for 2016-17: 
• A representative for the Chief Executive  

will take part in all selection panels for 
posts at Band 8 or above as a guardian of 
good practice. 

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

• Undertake a review of career aspirations 
of existing staff to ensure appropriate 
development plans are in place. 
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 Workforce Race 
Equality 
Standard 
indicators 

2016 data 2015 data Narrative Action taken and planned 

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

The relative 
likelihood of White 
staff being 
appointed from 
shortlisting 
compared to BME 
staff is 2 times 
greater. 
 
Data:  
NHS Jobs for 
period  
Jan - Dec 2015 

The relative 
likelihood of White 
staff being 
appointed from 
shortlisting 
compared to BME 
staff is 1.42 times 
greater. 
 
Data:  
NHS Jobs for 
period  
Jan - Dec 2014  
 
 

The 2016 data indicates 
some deterioration. 

Action taken: 
We undertook further analysis of our baseline 
data by staff group, and developed/revised the 
recruitment training within Key Skills for 
Managers to include the impact of 
‘unconscious bias’. 
 
Action planned - Priority for 2016-17: 
• Review robustness of Trust recruitment 

process and resources. 
• Deliver revised recruitment training within 

Key Skills for managers programme, 
including the impact of ‘unconscious bias’.  

• Undertake spot audits of recruitment 
process to identify any issues. 
 

 
3.  Relative likelihood 

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

The relative 
likelihood of white 
and BME staff 
entering the 
formal disciplinary 
process is the 
same. 
 
Data (2 year 
rolling average): 
2014/2015 
 
 
 
 
 
 
 
 

BME staff are 0.8 
times more likely to 
enter the formal 
disciplinary process 
compared to White 
staff. 
 
 
Data (2 year rolling 
average): 
2013/2014 
 
 
 
 
 

The 2016 indicates an 
improvement. 

Action taken: 
We undertook ongoing informal discussions 
with staff side representatives to understand 
how any differences in treatment arise. 
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 Workforce Race 
Equality 
Standard 
indicators 

2016 data 2015 data Narrative Action taken and planned 

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

White staff are 
1.17 times more 
likely to access 
non-mandatory 
training and CPD 
as BME staff.  
 
(Professional 
Course Budget 
applications 2014-
2015) 

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

The 2016 data indicates 
marginal improvement. 

Action taken: 
We established a robust Trust-wide system for 
collecting and analysing ethnicity data for 
various non-mandatory programmes. 
 
Action planned: 
• Investigate if there are any differences, by 

ethnicity, between professions and 
departments. 
 

   National NHS Staff Survey 2015 findings - for indicators 5-8, the Standard compares the metrics for the responses for White and 
BME staff for each survey question. 

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

White Staff    11% 
BME Staff      9% 
 

White Staff    12% 
BME Staff     10% 
 
 
 

There is a marginal 
improvement for both 
BME staff and white staff; 
this also compares 
favourably with the 
national average for acute 
specialist trusts of 22% for 
white staff and 19% for 
BME staff. 

Action planned: 
• Continue to record incidents on Datix and 

investigate/support as necessary. 
• Monitor against 2016 Staff Survey results. 

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

White Staff    19% 
BME Staff     11% 
 
 

White Staff     19% 
BME Staff      28% 
 
 
 
 
 
 
 
 
 

There is a significant 
improvement for BME 
staff; this also compares 
favourably with the 
national average for acute 
specialist trusts of 23% for 
white staff and 24% for 
BME staff. 

Action taken: 
We have recently introduced a range a range 
of interventions to strengthen mechanisms for 
staff to raise concerns at work, including any 
concerns of harassment or bullying. This 
includes revised policies, guidance for staff 
and managers, films indicating good practice 
and a new intranet page.  
 
Action planned: 
• Work with staff side and BME staff to 

identify ‘unreported’ issues and agree 
actions to improve.  

• Appoint Freedom to Speak Up Guardian. 
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 Workforce Race 
Equality 
Standard 
indicators 

2016 data 2015 data Narrative Action taken and planned 

7.  Percentage of 
staff believing that 
trust provides 
equal 
opportunities for 
career 
progression or 
promotion  

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

 

 

 

 

 

White Staff    5% 
BME Staff     10% 
 
 

White Staff    5% 
BME Staff     6% 
 
 

There is some 
deterioration in respect of 
BME staff; the proportion 
of BME staff who say they 
do not believe their Trust 
provides equal 
opportunities for career 
progression or promotion 
is twice that of white staff. 
 
However, this should be 
considered within the 
context of the Trust 
achieving a best 2015 
score for acute specialist 
trusts of 95% for this key 
finding overall, compared 
to the national average of 
88%. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Action planned: 
• Monitor against 2016 Staff Survey results. 
• Use feedback from BME staff in focus 

groups to identify trends and plan further 
action. 

134



 Workforce Race 
Equality 
Standard 
indicators 

2016 data 2015 data Narrative Action taken and planned 

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

Staff responding 
‘Yes’ to this 
question:- 
 
White Staff 6%   
BME Staff   3%  
 

Staff responding 
‘Yes’ to this 
question:- 
 
White Staff 4%   
BME Staff   7%  
 

There is an improvement 
for BME staff; this also 
compares favourably with 
the national average for 
acute specialist trusts of 
6% for white staff and 
12% for BME staff. 

Action taken: 
We developed/revised the raising concerns 
training within Key Skills for Managers to 
include how to create a productive, respectful 
and inclusive working environment.  
We have also recently launched a range of 
interventions to strengthen mechanisms for 
staff to raise concerns at work. 
 

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

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

No BME 
representation on 
the Board  
 
Of the governors 
who have 
provided their 
ethnicity data, 7% 
identify as BME 
 
compared to 
2011: 
 
Greater 
Manchester 
residents: 16.4% 
BME population 
 
Cheshire East 
residents: 3.2% 
BME population 
 
 

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

There is no change in 
Board representation 
compared to 2015. 
 
7% of the governors who 
have provided their 
ethnicity data identify as 
BME 

Action taken: 
We have invited Board members and 
Governors who have not disclosed their ethnic 
background to do so.  
 
Action planned: 
• Continue to take appropriate note of lack 

of diversity at senior levels when 
considering reviewing Non-Executive 
terms of office or appointing new members 
and governors. 
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Agenda item 15/16a 
 

Meeting of the Board of Directors 
Friday 29th April 2016 

 
 
Report of 
 

 
Executive director of finance & business development 
Chief operating officer 
Executive director of nursing and quality 
 

Paper prepared by  
Deputy director of finance 
Assistant director of finance 
Assistant chief operating officer 
Executive director of nursing and quality 
Company secretary 
 

 
Subject/Title 
 

 
Monitor declaration for quarter 4 submission 

Background papers (if relevant)  

 
Purpose of Paper 
 
 

 
To present the draft narrative that will be submitted to 
Monitor together with the Board of Directors’ 
declaration 
 

Action/Decision required  
To approve the submission 
 

 
Link to: 
 NHS strategies and policy 
 

 
Monitor’s Risk Assessment Framework 
 

 
Link to: 
 Trust’s Strategic Direction 
 Corporate objectives 
 

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

Resource impact None 

 
You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, if 
they appear in the attached paper, 
please list them in the adjacent box. 
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Agenda item 15/16a 

 
Meeting of the Board of Directors 

Friday 29th April 2016 
 

Monitor Declaration for Quarter 4 submission 
 

1. Introduction 
The Risk Assessment Framework sets out the approach Monitor will take to 
monitoring risks to foundation trusts' compliance with their financial and governance 
licence conditions and for triggering further investigation when necessary.  The basic 
principle is one of self-regulation with trusts being required to report in-year on a 
quarterly basis and more frequently as required by Monitor should risks emerge.  The 
form of reporting is a linked spreadsheet displaying the income and expenditure, 
balance sheet and cash flow actuals against the annual plan.  There is also an 
analysis on significant financial variances and other exceptional issues, a governance 
report which certified compliance against key performance targets, a governance 
statement and a self-assessment table against a number of measures which give 
early warnings of the potential for a trust to have financial failings.  Details of any 
elections held are also included in this return. 
 
There are four declarations/board statements to be signed: 
 
Finance Declaration - The board anticipates that the trust will continue to maintain a 
Continuity of Service risk rating of at least 3 over the next 12 months. 
 
The Board anticipates that the trust's capital expenditure for the remainder of the 
financial year will not materially differ from the amended forecast in this financial 
return. 
 
Governance Declaration - The board is satisfied that plans in place are sufficient to 
ensure: ongoing compliance with all existing targets (after the application of 
thresholds) as set out in Appendix A of the Risk Assessment Framework; and a 
commitment to comply with all known targets going forwards. 
 
Otherwise - The board confirms that there are no matters arising in the quarter 
requiring an exception report to Monitor (per the Risk Assessment Framework page 
22, Diagram 6) which have not already been reported. 
 
The contents of these declarations were specified in Monitor's Risk Assessment 
Framework.  In the event than an NHS foundation trust is unable to confirm these 
statements it should not select 'Confirmed’ in the relevant box.  It must provide a 
response explaining the reasons for the absence of a full certification and the action it 
proposes to take to address it.  This may include any significant prospective risks and 
concerns the foundation trust has in respect of delivering quality services and 
effective quality governance.  Monitor may adjust the relevant risk rating if there are 
significant issues arising and this may increase the frequency and intensity of 
monitoring for the NHS foundation trust. 
 
In addition, the board is asked to declare the number of subsidiaries included in the 
finances of the return, whilst ensuring the results of any NHS charitable funds are not 
included. 
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2. Narrative report and declarations 
 

The narrative that will be submitted to Monitor is attached at Appendix A together with 
the four declarations at Appendix B.  All four declarations will be submitted as 
confirmed.  The number of subsidiaries is declared as nil. 
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Agenda item 15/16a 

 
Monitor Declaration for Quarter 4 submission 

 
1.  Finance 
1.1 Income & expenditure 

We are reporting an income and expenditure surplus for the twelve months to 31st 
March 2016 of £3.765m, which is £4.933m below plan.  Our trading surplus, which 
excludes technical adjustments for impairments and charitably funded capital 
donations, is £4.381m, £3.381m above plan, and is in line with our forecast of 
£4.483m.  EBITDA (as defined by Monitor) is £1.696m better than plan. 
 
NHS clinical income is £0.867m above the year end plan. 
 
Donations received of cash to buy PPE & intangible assets are below plan by 
£4.653m due to the timing of the Integrated Procedures Unit development. 
 
Increases in other income include commercial income and income from service 
agreement trading with The Christie Clinic and The Christie Pathology Partnership.  
Our expenditure to date includes the costs required to deliver the additional activity in 
these areas.  The Charity contribution is below plan and matches expenditure.  
Research income is below plan, matched to reduced expenditure reflecting the 
timings of a significant CRUK major centre grant. 
 
Pay costs are above plan for the year by £0.157m.  This position reflects planned 
vacancies as part of our medium term measures to control costs and reduce agency 
usage. 
 
Drug expenditure is below plan by £0.162m, with drugs (excluding pass through 
costs) being above plan by £0.164m, and pass through drugs being £0.326m below 
plan and therefore offset by reduced income. 
 
Interest receivable is £0.086m above plan and dividend costs are £0.231m below 
plan, reflecting the improved cash position and slippage on the Protons development.  
Interest payable is in line with plan.  Depreciation is £0.055m above plan.  
Impairments total £3.660m, for which there is no plan.  In line with the District 
Valuer’s valuation of the Trust’s properties, the impairment of the Manchester Cancer 
Research Centre offsets the upwards revaluation gains linked to increases in the 
general building cost indices nationally, whilst there is little change in land valuations. 
 
The Christie Clinic joint venture continues to perform well and is ahead of its business 
plan, driven by patient activity and volumes.  The Trust’s share of private patient 
income from the equity accounted joint venture is above our straight line plan by 
£1.421m, which reflects the Trust’s 40% share (£3.358m) of 2015 excess profits in 
line with the terms of the profit distribution agreement.  In line with the contractual 
arrangements, the Trust is due the first £2.149m generated by TCC in the 2016 
financial year.  The Trust has therefore received its allocation of distributable profits 
for the 2016 calendar year in the 2015-16 Trust financial year.  However, based on 
trading performance and the 2016 budget plan, it is anticipated that the Trust will 
receive profits in excess of contractual levels later in the 2016-17 financial year. 
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1.1.1 CIP 

As reported through the annual plan, the transformation board and Programme 
Management Office (PMO) we invested in in January 2012 continues to have a 
significant positive effect on efficiency programme. 
 
As at Q4, 100.0% of in-year CIP (£5.460m) has been removed from budgets through 
both recurrent schemes and non-recurrent schemes (including revenue generation of 
£0.551m), with no requirement for mitigation from reserves. 
 
Full year, 100.0% of CIP (£5.460m) has been removed recurrently from budgets. 
 
Attention is now focused on the delivery of the 2016-17 CIP recurrent target.  A 
number of risk-assessed schemes are already in work-up, and are now subject to 
quality impact assessment and confirmation of key milestones, with the 
transformational board and its sub-committees monitoring progress. 

 
1.2 Cash flow 

The exchequer cash balance, excluding current asset investments, at the end of the 
year stands at £52.739m, which is £21.279m above plan.  The factors influencing the 
position include: 

• Improved EBITDA 
• Improved working balances 
• Increased capital creditors 
• Reduction in capital spend offset by lower than planned PDC drawdown 

relating to PBT programme slippage. 
 
1.3 Balance sheet 

Non current assets are below the Q4 plan by £21.712m.  This position reflects capital 
expenditure slippage, partially offset by above plan JV investment as a result of a 
slippage in the planned cash distribution from the private patient joint venture. 
 
Net current assets are £9.867m above plan.  This reflects: 
 

• the above plan cash position of £21.279m 
• below plan stock of £0.066m 
• above plan debtors/accrued income/prepayments of £1.261m 
• above plan capital creditors of £8.218m 
• above plan creditors/liabilities of £4.389m 

 
Debtor days are 19 against our internal target of 12 days, in line with quarterly and 
year-end trend.  Debt within 30 days accounts for 66% of total debt, whilst debt over 
90 days accounts for 2%. 
 
Performance against the 30 day and 10 day public sector payment policies are: 

• 30 days policy 95.5% against a target of 95% 
• 10 days policy 79.4% against a target of 80% 

 
There have been no revisions of the investment in Kaupthing, Singer and Friedlander 
in Q4.  Therefore as at 31st March 2016, the Trust’s investment remains at £25k. 

 
1.4 Strategic Capital Projects 

The Trust has a number of capital projects as identified within the annual plan, and 
these are continuing to progress across the estate.  A brief update on each is set out 
below. 
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Manchester Cancer Research Centre (MCRC) 
Following hand over of the MCRC to the University of Manchester in Q2, the fit out 
process is now complete. 
 
Final negotiations are underway with the Lease and this includes a 5 year option 
agreement for the development of MCRC Phase 2 which has just commenced the 
feasibility stage.  The feasibility is expected to be complete in Quarter 2 2016. 
 
Proton Beam Therapy 
The Department of Health have announced a £250m investment for a national proton 
beam therapy service from 2 centres – one at The Christie and one at University 
College London Hospitals (UCLH). 
 
Contract Stage 4 (Construction phase) of the project has commenced with the agreed 
Target Cost figure of £67.8m.  The scheme is progressing against programme 6 for 
the project and final discussions are continuing to coordinate the Varian (equipment 
supplier) works with the Principal Supply Chain Partner. 
 
Concrete slabs continue to be poured across all of the bunkers and cyclotron section 
of the site, whilst concrete walls are also in progress.  The steel frame and slabs to 
block A are complete and works are progressing to the sub-station and link corridor. 
 
Outpatients and Inpatient reorganisation 
As part of the Trust’s wider estates strategy, design options are being explored for 
new facilities for outpatient and inpatient accommodation to replace the existing areas 
which are within our older estate and include nightingale ward facilities. 
 
Integrated Procedures Unit 
This facility will co-locate 5 ambulatory services currently situated in disparate 
locations. 
 
The project has been mobilised for stage 4 Construction and the Principal Supply 
Chain Partner, Interserve Construction Ltd, is now finalising the design and 
procurement.  The decant of staff from the area, enabling works and relocation of the 
Oak Road entrance have been undertaken.  The project started on 14th March 2016. 
 
Maggie’s Caring Centre 
Maggie's is recognised as a high quality, award-winning and innovative organisation 
providing support to anyone with cancer. 
 
The Maggie's@Christie scheme is currently under construction by Sir Robert 
McAlpine, project managed by Foster + Partners, and is progressing well.  The 
current forecast construction completion date is 26th April 2016. 
 
MRI Development 
Further to the development of the Trust’s MR strategy, the scope of the project is to 
provide accommodation for two replacement 1.5t MRI scanners and a new 3t MRI 
scanner, with potential for further expansion for a fourth scanner. 
 
The current construction programme is indicating that the construction phase of the 
project will now be completed in June 2016 and the scanning service will be 
operational in July 2016. 
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1.6 Financial Sustainability Risk Rating 
The quarter 4 return shows we have a Financial Sustainability Risk Rating (FSRR) of 
4, in line with a plan of 3. 

 
1.7 Validation Checks 

There are no validation checks within the linked spreadsheets the Trust is asked to 
explain. 

 
 
2.  Performance 
2.1 Core standards 

We are compliant with core standards in Quarter 4 and have signed the governance 
declaration as confirmed. 

 
2.2  Areas of compliance 
2.2.1 62 day referral to treatment indicator 
 

Month Total number 
of patients 

Performance 
with no 

reallocations
Oct 11 policy

Jan-16 154 67.5% 85.2%

Feb-16 139 69.1% 92.3%

Mar-16 171 74.3% 94.8%

Q4 464 70.5% 90.8%

The Christie - 62 day performance scenarios

 
 

The Christie is compliant with both the local and national performance thresholds for 
this indicator when the Greater Manchester and Cheshire breach reallocation policy is 
applied. 

 
Improving and sustaining cancer performance 
The Christie has raised concerns with our relationship manager regarding the weekly 
collection of 62 day target information which is to be uploaded to unify.  The process 
will be even further away from representing actual performance than the monthly 
CWT data, as this will be pre reallocations. It may also perpetuate the overall 
communication of performance problems that we have seen recently within GM.  
 

 
2.2.2 Referrals to the Christie 

Referral times to The Christie from other providers has increased in Q4 with 65.1% of 
referrals coming in before day 42. 

 
 Q4 CaRPs 65.1% received before day 42 
 

0 - 38 39 - 42 43 - 62 63 + Total
Q4 311 65 136 66 578

First Seen Trust CaRP receipt time-bands
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2.3 Areas of compliance 
2.3.1 CWT targets for quarter 4 2015/16 (subject to validation) 

The table below shows the Q4 performance against the access targets 
 

Existing Standards Operational Standard Q4

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

62 day standard 85% 90.8%

31 day standard 96% 98.3%

62 day screening standard 90% 100.0%

62 day consultant upgrade standard No National Standard Set 90.7%

31 day drug standard 98% 100.0%

31 day surgery standard 94% 97.9%

31 day radiotherapy standard 94% 99.8%

Breast 14 day symptomatic 93% n/a  
 

2.3.2 18 week milestones 
 We have been compliant with the milestones for this target each month since March 

2008.  Our current Q4 position is 94.3% performance for admitted patients, 98.7% for 
non-admitted patients and we have achieved 98.5% against the 92% target for 
incomplete pathways.  We have obtained 100% of clock start dates for all patients 
referred to us. 

 
2.3.3 Infection rates 
  MRSA 
 We have had 0 MRSA bacteraemia in Q4. 
 
2.3.4 Clostridium difficile 

As of Q4 we have had a total of 21 non avoidable cases against our full year 
trajectory of no more than 14, we have one case still  going through due process.  
None of the 21 cases have been due to a lapse in care and no cases are under 
review. 

 
 
3. Quality 

The Trust on a quarterly basis holds a Quality Assurance Committee which is a 
formal sub-committee of the Board and is wholly non-executive director led.  The 
purpose of the meeting is to hold the executive directors of the Trust to account with 
regards Quality Governance and this is achieved through receiving assurance of 
quality systems across the Trust and through a formal internal audit plan looking at 
quality outcomes. 
 
During Quarter 4 of 2015-16 the following reports were discussed and assurance 
obtained at the Quality Assurance Committee: 
 

• The committee received and were assured of the comprehensive data 
provided and actions being taken in the quarterly patient safety and 
experience quarterly report for October to December 2015 which identified 
themes and trends of complaints, claims and incidents; 
 

• An overview of the work of the Risk & Quality Governance Committee over the 
quarter and assurance that this is providing the links to corporate and 
divisional risks and operational assurances; 
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• The committee received and were assured of the comprehensive data 

provided and actions being taken in the quarterly health & safety quarterly 
report for October to December 2015; 
 

• The Board Assurance Framework was reviewed. With one risk reviewed in 
detail which was pressure ulcers and falls. The evidence presented on the 
actions being taken on this risk led to a decision of the likelihood score being 
reduced; 

 
• The committee received the Clinical Audit Plan for 2016-17; 

 
• The committee received two significant assurance audits from the internal 

auditors with regards to quality spot checks undertaken on two wards; 
 

• The committee were assured that the audit of the raising concerns policy was 
being followed in line with Trust standards and best practice guidance; 

 
• The committee in January and March received assurance around the 

programmes of work on end of life care and the 2015 inpatient mortality 
review; 

 
• At the request of the committee the proposed quality key performance 

indicators for outpatients were received and approved and will be reported in 
the integrated performance report; 

 
• The committee received the annual report on year 2 of the quality strategy 

and were assured that the milestones were being met; 
 

• At the meeting in both January and March the upcoming CQC comprehensive 
inspection from 10th to 13th May 2016 was discussed in detail and the 
committee were assured of the work being undertaken in preparation for the 
inspection; 

 
• In March the Quality Assurance Committee carried out an effectiveness 

review and the recommendations from the review will be discussed at the next 
meeting. 
 

The Board of Directors have also been assured of the following quality performance: 
 

• The quality performance of the organisation as set out in the monthly 
integrated performance report against local and national targets and 
indicators; 

• Achieving the requirements of the Quarter 3 CQuIN scheme and being on 
trajectory to meet quality targets identified in Quarter 4 2015-16; 

• There have been no never events; 
• There have been no significant risks to quality identified as the Trust delivers 

its annual plan. 
 
 
4.  Non Financial Information 
4.1 Membership 

As at the end of March 2016 we had 32,421 members, against a target of 30,000.  Of 
these 29,559 are public members, 2,582 are staff, and 280 are volunteers. 
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4.2 Mandatory services 

There are no issues in regard to Continuity of Service that would trigger a variation to 
our terms of authorisation or impact on our license.  In addition there has been no 
disposal of assets used in the provision of Commissioner Requested Services. 
 

4.3 Council of governors 
No governor elections were held in Quarter 4 of 2015-16.  We still have 4 vacant 
partner governor positions, 2 that were previously PCT partners, 1 that was the New 
Economy partner governor and 1 that was the Black Health Agency partner governor 
although this post will be filled by Quarter 1 2016-17.  A review of partner governors 
is still ongoing; unsuccessful approaches have delayed a decision on the 
appointment of new partner governors. 
 
Our membership remains at target at around 30,000 total members. 
 
The date has been set for the 2016 Annual Members’ meeting for Thursday 21st July. 

 
4.4 Board update 

The composition of the board has changed during Quarter 4 2015-16.  Professor 
Christopher Harrison has been appointed as Executive Medical Director (external) 
from 1st February 2016.  There has been no change to the number of executive 
director votes on the Board as Professor Harrison shares a vote with Mr. Anthony 
Blower, Executive Medical Director (internal) who is now part time. 
 
Mr. Robert Ainsworth has been appointed as a non-executive director from 7th March 
2016.  Robert replaces Dr Ron Stout who stepped down from his interim NED role on 
24th March 2016. 
 

4.5 Incidents and Complaints 
4.5.1 Incidents 

Three serious incidents have been reported to our commissioners in Quarter 4.  This 
brings the total of serious incidents to five during 2015-16. 
 
The three serious incidents this quarter are currently concluding the Trust Serious 
Incident process and the outcomes will be shown in the Quarter 1 report for 2016-17. 
 

4.5.2 Complaints 
The quarterly complaints total for Quarter 4 was 19.  This is 4 more than Quarter 3 
2015-16 and one less than the same quarter last year. 
 
All complaints are reviewed weekly by the executive directors and all new complaints 
are triaged through an executive review process so that there is a triangulation 
between incidents, claims and complaints. 
 
The learning from complaints is captured through the quarterly integrated patient 
safety and experience report and this report is reviewed in detail by the patient safety 
and patient experience committees and any issues are escalated to the risk and 
quality governance committee.  The committees ask for a more in-depth response 
from divisions when trends are identified. 
 
This report is also discussed at the quality assurance committee as part of the 
Board’s assurance processes.  A monthly report on complaint actions is presented at 
the patient experience committee. 
 
All complaints are graded from 1-5 using the following matrix: 
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1 2 3 4 5 

►Query/suggestion 
►Verbal concerns 
resolved by the end 
of the next working 
day 
►Anonymous 
comment forms 
raising concerns 

►Allegation that 
service received 
substandard 
►Simple 
complaints which 
can be resolved 
quickly 

►Single issue 
complaints with  
allegation of lack of 
appropriate care 
►Serious complaints  
containing one issue 
►Simple complaint 
where more than one 
complaint has been 
received regarding the 
same subject from 
different complainants 

►Multiple issue 
complaints with 
allegations of lack 
of care 
►Serious 
complaints  
containing more 
than one issue 

►Multiple issue, 
complex complaints 
►Serious complaint 
where more than 
one complaint has 
been received 
regarding the same 
subject from different 
complainants 
►Risk to 
organisational 
reputation 

 
For quarter 4 the scoring of the 19 complaints using the risk management scoring 
methodology is as follows: 
 

Table 2: Risk scores assigned to complaints prior to investigation 
Quarter 4 2015-16 

 Grade 1 Grade 2 Grade 3 Grade 4 Grade 5 
January 0 1 3 3 0 
February 0 0 3 2 0 
March 0 2 1 4 0 
 

Table 3:  Risk Scores for Complaints following conclusion of investigation 
Quarter 4 2015-16 

 Grade 1 Grade 2 Grade 3 Grade 4 Grade 5 
January 0 3 3 1 0 
February 1 2 0 1 0 
March 0 2 0 0 0 
 
The investigation process is not completed for all complaints hence the figures in 
tables (2) and (3) do not correlate. 
 
 
Joanne Fitzpatrick 
Executive director of finance and business development 
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Appendix B

In Year Governance Statement from the Board of The Christie NHS Foundation Trust
The board are required to respond "Confirmed" or "Not confirmed" to the following statements (see notes below) Board Response

For finance, that:

Confirmed

Confirmed

For governance, that:

Confirmed

Otherwise:

Confirmed

Consolidated subsidiaries:

0

Signed on behalf of the board of directors

Signature Signature

Name Chris Outram Name Roger Spencer

Capacity Chair Capacity Chief Executive

Date Date

Responses still to complete: 0

A

B

C

The board is unable to make one of more of the confirmations in the section above on this page and accordingly responds:

Notes: 
Monitor will accept either 1) electronic signatures pasted into this worksheet or 2) hand written signatures on a paper printout of this declaration posted to Monitor to arrive by the 
submission deadline.
In the event than an NHS foundation trust is unable to confirm these statements it should NOT select 'Confirmed’ in the relevant box. It must provide a response (using the 
section below) explaining the reasons for the absence of a full certification and the action it proposes to take to address it. 
This may include any significant prospective risks and concerns the foundation trust has in respect of delivering quality services and effective quality governance.
Monitor may adjust the relevant risk rating if there are significant issues arising and this may increase the frequency and intensity of monitoring for the NHS foundation trust.

The board anticipates that the trust will continue to maintain a financial sustainability risk rating of at least 3 over the next 12 months.

The Board anticipates that the trust's capital expenditure for the remainder of the financial year will not materially differ from the amended forecast in 
this financial return.

The board is satisfied that plans in place are sufficient to ensure: ongoing compliance with all existing targets (after the application of thresholds) as set 
out in Appendix A of the Risk Assessment Framework; and a commitment to comply with all known targets going forwards.

The board confirms that there are no matters arising in the quarter requiring an exception report to Monitor (per the Risk Assessment Framework, 
Table 3) which have not already been reported.

Number of subsidiaries included in the finances of this return. This template should not include the results of your NHS charitable funds.
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Agenda item 15/16b 
 

Meeting of the Board of Directors 
Friday 29th April 2016 

 
 

Report of Executive Director of Nursing and Quality 

Paper Prepared By 
Lead Nurse Quality & Standards 

Executive Director of Nursing and Quality  

Subject/Title 

Annual compliance with the Care Quality 
Commission (CQC) Essential Standards of 
Quality and Safety and NHS Litigation Authority 
(NHSLA) risk assessment 

Background Papers 
CQC essential standards of quality & safety 

CQC Key lines of enquiry  

Purpose of Paper 
To assure the Board of Directors of compliance 
with meeting the required outcomes of the CQC 
and the NHSLA risk assessment 

Action/Decision Required For Approval 

Link to: 

 NHS Strategies and Policy 
NHS Outcomes Framework  

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

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

Impact on resources and risk and assurance 
profile 

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

Assessment shows no impact on resources or risk 
and assurance profile 

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. 

Care Quality Commission (CQC) 

NHS Litigation Authority (NHSLA) 

Provider compliance assessments (PCAs) 
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Agenda item 15/16b 
 

Meeting of the Board of Directors 
Friday 29th April 2016 

 
Annual Compliance with the Care Quality Commission  

Essential Standards of Quality & Safety  
 
1. Background  
 
1.1 The Trust as part of its registration with the Care Quality Commission (CQC) is required to 

demonstrate that it meets the outcome standards set out by the CQC. The compliance 
manual; essential standards of quality and safety is used as the basis for this along with the 
key lines of enquiry for comprehensive inspections. Compliance with the CQC outcomes is 
required to be demonstrated at any point in time as requested by the CQC. 

 

1.2 The Trust as part of the NHS Litigation Authority (NHSLA) scheme also receives reports on 
how it is rated with regards to its claims profile. 

 
1.3 The Board of directors through its governance processes has established an approach to 

demonstrate on-going compliance and this is through the board subcommittees of Audit and 
Quality Assurance, through operational governance committees, through the integrated 
quality and performance report and through internal and external audit reports. 

 
2. Introduction 
 
2.1 The Trust has a recognised approach to the management of compliance assurance with the 

CQC outcome standards. This approach has been maintained throughout the financial year 
and the provider compliance assessments (PCAs) and evidence files are all held 
electronically on the Trust’s CQC shared drive.  

 
2.2 In the autumn of 2013 the CQC changed the way in which they inspect services. In response 

to this the quality and standards team established an inspection plan to ensure readiness for 
a full inspection. The Trust has taken part in shadow inspections of other Trusts, hosted a 
peer review inspection of our services and have Trust staff, nurses and doctors, who are 
CQC specialist advisors. The outcome of the internal inspections has been shared with the 
Board. 

 
2.3 In April 2015 the essential standards of quality & safety became part of the Health and Social 

Care Act. In response to this the Director of Nursing & Quality together with the Lead Nurse 
for Quality & Standards reviewed the internal CQC processes to ensure on-going 
compliance in 2015/16 

 
2.4 The CQC until May 2015 provide an intelligent monitoring rating which provided a risk rating 

to all trusts based on information collected nationally. The Christie to this point maintained a 
rating at level 6 which is the best level as it denotes the lowest risk.  

 
2.5  The Quality Assurance Committee as part of its annual work plan in 2015/16 received 

assurance of the quality and safety programmes of work.  
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3.  CQC Essential Standards Compliance 
 
3.1 During the financial year 2015/16, the quality & standards division has worked with the Trust 

outcome standards leads to ensure the regular review, updating and challenge of CQC 
compliance evidence through the Risk and Quality Governance Sub-committees. 

 
3.2  In April 2016, as part of the Trust preparations for the CQC Comprehensive Inspection, a 

review of the evidence of compliance on the shared drive was undertaken for the outcome 
standards evidence produced during 2015/16 and the outcome is set out below: 

 
Table 3: CQC Outcome Standards and Compliance 

 
Outcome Standard Compliance 

Outcome 1: Respecting and involving people who use services  Compliant 
Outcome 2: Consent to care and treatment  Compliant 
Outcome 4: Care and welfare of people who use services  Compliant 
Outcome 5: Meeting nutritional needs  Compliant 
Outcome 6: Cooperating with other providers  Compliant 
Outcome 7: Safeguarding people who use services from abuse  Compliant 
Outcome 8: Cleanliness and infection control  Compliant 
Outcome 9: Management of medicines  Compliant 
Outcome 10: Safety and suitability of premises  Compliant 
Outcome 11: Safety, availability and suitability of equipment  Compliant 
Outcome 12: Requirements relating to workers  Compliant 
Outcome 13: Staffing  Compliant 
Outcome 14: Supporting workers  Compliant 
Outcome 16: Assessing and monitoring the quality of service provision  Compliant 
Outcome: 17 Complaints  Compliant 
Outcome: 21 Records  Compliant 

 
3.3 Mersey Internal Audit, the Trust’s internal auditors have reported on a number of quality 

audits which have tested CQC outcomes and the results were as follows: 
 

 
 
3.4 The Monitor Quality Assurance Framework was reviewed twice in 2015/16 (June/November) 

by the Quality Assurance Committee and there were no gaps in assurance. 

Internal audit report Date issued Audit assurance 
Quality spot check – ward 4 June 2015 Significant 
Bed management & discharge 
planning review September 2015 Significant 

Serious and moderate incidents 
review September 2015 Significant 

Quality spot check – Palatine 
ward January 2016 Significant 

Quality spot check review – 
Oncology Assessment Unit (OAU) March 2016 Significant 

Nurse Revalidation  Report Pending  
Friends & Family Test Report Pending  
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4.  Allocate Software HealthAssure® CQC Module  
 
4.1  In 2015 the Trust procured Allocate Software HealthAssure® CQC module. This is an 
 on-line tool designed specifically to enable the Trust to manage evidence, 
 undertake self-assessments and report on compliance with the Care Quality 
 Commission Fundamental Standards 
 
4.3.1 Training and roll out of this system commenced in October 2015 and there has been dual 

running with the provider compliance assessments to ensure that the new electronic 
system is fully embedded before we stop the previous paper based approach. 

 
4.4  Once fully embedded this system will provide on-going assurance to the Board   

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
5. NHSLA Risk Rating 

 
5.1 The NHSLA have moved from using risk management audits to a ‘RAG’ rating of claims 

numbers and quantum to ‘rate’ a trust. In 2014/15 The Christie was rated green for clinical 
negligence, which is the best rating. In 2015/16 the NHSLA have further updated their RAG 
tool to include a ‘blue’ rating between green and amber with a threshold of 3 claims in any 
one speciality; The Christie is green for most specialities and blue for oncology because we 
have 4 claims in this category. 

 
6. Board of Directors Health & Safety Training 
 
6.1 The Board attended a ‘Leading Health & Safety’ Course as part of its annual Health & Safety 

requirements to deliver its corporate accountabilities for Health and Safety management.  
 
7. Recommendations 
 
7.1 The Trust has met for 2015/16 and continues to meet the outcome compliance standards 

required by the CQC for registration and the Board is asked to approve this position.  
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Agenda item 15/16c 
 
 

Meeting of the Board of Directors 
Friday 29th April 2016 

 
 

 

 

Report of Chief executive 

Paper Prepared By Company secretary 

Subject/Title Register of matters approved by the board – 
April 2015 – March 2016 

Background Papers Complete register from April 2007 (available on 
request) 

Purpose of Paper To give a report in regard to matters approved 
by the board from April 2015 – March 2016   

Action/Decision Required To approve the register of matters approved by 
the board from April 2015 – March 2016   

Link to: 

 NHS Strategies and Policy 
To demonstrate the Trust is properly managed 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 

Impact on resources and risk and 
assurance profile 

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

 

You are reminded not to use 
acronyms or abbreviations wherever 
possible.  However, if they appear in 
the attached paper, please list them in 
the adjacent box. 
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Register of matters approved by the board of directors in public April 2015 to March 2016 
 
174 24th April 2015 22/15a Monitor Q4 return Approved 
175 24th April 2015 22/15b Independent review of leadership and governance – implementation plan Approved 
176 24th April 201524th 

April 2015 
22/15c Essential Standards of Quality & Safety / NHSLA Approved 

177 24th April 2015 22/15d Annual plan 2015/16 Approved 
178 24th April 2015 22/15e Board assurance framework 2015/16 Approved 
179 24th April 2015 22/15f Board governance 

i. Register of matters approved by the board 
ii. Register of documents approved under seal 

 
Approved 
Approved 

180 28th May 2015 28/15a Annual report & accounts 2014/15 Approved 
181 28th May 2015 28/15b Monitor self-certification declarations: 

i. General condition 6 of the NHS Provider Licence 
ii. Corporate Governance statement and certification on AHSCs and 

training of governors. 

 
Approved 
Approved 

182 19th June 2015 35/15a Response to the Independent Review of Leadership & Governance Approved 
183 31st July 2015 42/15a Monitor declaration for Q1 submission Approved 
184 30th October 2015 55/15a Monitor declaration for Q2 submission Approved 
185 29th January 2016 03/16a Monitor declaration for Q3 submission Approved 
186 24th March 2016 09/16a Board governance: 

i. Fit & proper persons declaration 
ii. Register of directors interests 
iii. Directors letters of representation 
iv. Declaration of independence 

 
All approved for 

signature 

187 24th March 2016 09/16b Annual reporting cycle 2016/17 Approved 
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Agenda Item 16/16a 
Meeting of the Board of Directors 

Friday 29th April 2016 
 

Board Assurance Framework 2016/17 
 
 
 

Report of Chief Executive Officer 

Paper Prepared By Louise Westcott, Company Secretary 

Subject/Title Board Assurance Framework 2016/17 

Background Papers 
Corporate objectives, board assurance framework 
2015/16, operational plan and revenue and capital plan 
2016/17. 

Purpose of Paper To note the refreshed Board Assurance Framework 
(BAF) 2016/17 

Action/Decision Required To consider any updates to the Board Assurance 
Framework (BAF) 2016/17 

Link to: 

 NHS Strategies and Policy 

• NHS Cancer Reform Strategy 

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

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• 2020 vision strategy 

• Key stakeholder relationships 

Resource Impact  

Risk Rating  

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

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

 development 
EMD  Executive medical director 
COO  Chief operating officer 
DoW  Director of workforce 
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Agenda Item 16/16a 
Meeting of the Board of Directors 

Friday 29th April 2016 
 

Board Assurance Framework 2016/17 
 
 
1 Introduction 

The draft board assurance framework (BAF) 2016/17 was presented to the board at 
its time out session in February. The Board then reviewed the final version of the 
board assurance framework 2015/16 at its March meeting. The executive directors 
have undertaken a further review of the 2016/17 board assurance framework 
following this review. 
 
The changes that have been made since the board review are as follows; 

 
• 1.2 Adverse CQC inspection outcome.  Impact increased to 4.  Risk score 

increased to 8. 
• 1.5 Removal of reference to pressure ulcers, risk remains relating to falls and is 

scored at a 6 
• 2.2 Update to BRC status risk to reflect successful of PPQ application and 

progression to the next stage 
• 4.3 Risk of comprehensive cancer status due to loss of surgery at The Christie 

due to uncertainty of commissioning within Greater Manchester.  Updated to 
include out of scope project (One Manchester). Risk score increased to 15. 

• 5.5 New risk - loss of income due to changes in local tariff.  Risk score 15 
• 6.2 Financial performance targets not achieved - inclusion of detail around 

Programme Management Office (PMO) and role of the Transformation Board  
• 6.3 New Risk – Non-delivery of transformation schemes, risk scored as 15. 
• 7.1 Low levels of staff engagement of non-clinical staff (bands 1-4).  Likelihood 

reduced to 2.  Risk score reduced to 6 
• 7.4 Impact on national pay awards.  Removed from BAF 
• 8.1 Inability to obtain planning approval for future capital developments - 

principal risk refreshed 
 
2 Suggested updates in April 

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

• 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 new board assurance framework (BAF) 2016/17 that 
reflects the new corporate objectives. Board are also asked to note the amendments 
made to the draft presented to them at the February Time Out and to consider any 
updates following board discussion at the March meetings. 
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Board Assurance Framework 2016/17
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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. 

12
Levels reported through performance report to 
Management Board and Board of Directors and 
quarterly to Monitor. 

12

1.2 Adverse CQC inspection outcome EDoN&Q 2 4 Action plan preparing organisation for visit.  Peer mock inspections undertaken.  Communication plan 
developed.  Liaising with CQC to manage visit.

Results and actions from peer 
mock inspection. 8 Feedback from mock inspections reported to divisions, 

management board and board of directors 8

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

EDoN&Q 2 2
Monthly patient satisfaction survey undertaken and reported through performance report. Negative 
comments fed back to specific area and plans developed by ward leaders to address issues. Action 
plans developed and monitored from national surveys. Complaints and PALs procedures in place.

4

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

4

1.4 Non achievement of the quality outcomes for the 
2016-17 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. Rigour introduced around submission and 
quality assurance of quarterly reports. Timescales established for provision of data. 

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

12

1.5 Not achieving projected numbers for the 
reduction in falls EDoN&Q 2 3 Collaborative projects in place. All falls come through executive review process. Call don't fall 

initiative. Falls group. 6 Numbers reported through integrated performance 
report to Management Board and Board of Directors. 6
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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. 12 Weekly review of 70 day data, reported through 

performance report to board monthly. 12

2.2 Biomedical research centre (BRC) statusfor 
Manchester not achieved. EMD 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 and January 16 Board of Directors. PPQ application 
successful, process proceeding to next stage

9 Academic investment plan group progress against plan 
and MAHSC BRC group. PPQ application successul 9

Corporate objective 1 - To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond cancer

Corporate objective 2 - To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey
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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. 
International development 
strategy in development. 
Ambiguity for international 
opportunities for MAHSC global 
health and The Christie.

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

EDoF&BD 3 4

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

12
PBT project reports to Management Board on a 
quarterly basis. Capital spend monitored through the 
finance report to Board.

12

4.2 Impact of private providers for Proton Beam 
therapy on our PBT service EDoF&BD 4 2 Working with the DH. Progressing plan to see if we can bring forward the phased implementation. 8 PBT project reports to Management Board on a 

quarterly basis. 8

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

Project board. Transfer of activity.

Urology - Project group and exec lead established. Participation in commissioner led tender process.  
Robotic element of urology service excluded from previous tender process. Existing service provision 
not effected by planned reconfiguration.

Commissioner led review 
implemented.  The Christie fully 
involved with review, within the 
GM transformation team.  

Fully involved with commisioner led review.  Remain 
within 2016/17 contract.

Out of scope of project (One Manchester), been able to discuss current provision of services with 
review team. 

One Manchester review 
completed, await full report Out of scope of project.

4.4 Loss of trials due to no processes for accessing 
funding for excess treatment costs for trials EDoF&BD 3 4 Communicating with specialist commissioners on how to access funding.  Informed lead clinicians to 

ensure no patients are enrolled on inappropriate trials. 12 Reports to research governance committee and 
commissioner meetings 12

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

EDoF&BD 2 4 5 year strategy and estates strategy includes consideration of PBT accommodation, consideration of 
different options through project group. Business case will be developed. 8 PBT steering group and Strategic Plan Implementation 

Board 8

4.6 OECI reaccreditation not achieved EMD 2 3 Work centrally coordinated based on OECI measures. Timeframes for re accreditation identified. 
Funding identified. Accreditation process delayed. Project group not yet formed 6 Previous accreditation achieved 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. Designated as the most technologically 
advanced cancer centre in the world outside North America

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

6 OECI accreditation achieved 6

Corporate objective 3 - To be an international leader in professional and public 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 5 15 15
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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. Greater Manchester Health & Social Care 
Strategic Plan and Terms of reference for GM Provider 
Federation Board approved at BoD Jan 16.

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

5.3 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 Reports to BoD from The Christie Pathology 
Partnership board meetings. 12

5.4
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. Recruitmwent underway for the vanguard team.

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

10 Regular reports to board of directors. 10

5.5 
NEW Loss of income due to changes in local tariff COO/ 

EDoF&BD 3 5 Currently signed contract for 2016/17.  Participating at national level to influence development of 
specialist tariffs.  To develop relationship with Manchester and Cheshire commissioners 

changes in specialist 
commissioning as a consequence 
of GM Devolution

15 To continue to report through Manaagment Board and 
Board of Directors via the Finance report. 15
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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

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 negotiations with commissioners for 2016/17 
underway.

6.3 Non delivery of transformation schemes 3 5

Programme office to continue to work across clinical and corporate divisions to identify and achieve 
efficiency and improve environment. Monitor progress through Transformation Board. Schemes 
developed on a transformational basis across inpatient, outpatient and trust wide pathways. Targets 
for identification and delivery of savings have been agreed at Transformation Board in February 2015

15

Development and delivery of the Programme 
Management Office (PMO) strategy. Monthly 
performance against recurrent CIP position through the 
Transformation Board via the PMO.  OP transformation 
board established February 2016.  10 work streams 
established to improve OP processes and environment.

6.4 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 Internal audit reports to Audit Committee 9

Corporate objective 5 - To provide national and local leadership to deliver excellent cancer care 

Corporate objective 6 - To maintain excellent operational and financial performance 

6.2 Financial performance target not achieved EDoF&BD 2 4 8 8
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7.1 Low levels of staff engagement of non-clinical 
staff (bands 1-4) DoW 2 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). 6
External governance review. National staff FFT. 
National staff survey results. Exec safety walk rounds. 
Named in top 100 NHS places to work 2015.

6

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

7.3 Organisational development plan objectives not 
fit for purpose DoW 2 3 PwC review of plan. Reports to board of directors. 6 All benchmarked indicators in top quartile. Track record 

of achievement 6
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8.1 Inability to obtain planning approval for future 
capital developments. EDoF&BD 3 3

Close working with Manchester City Council (MCC) on implementing the green travel plan . The 
strategic planning framework approved and includes current and future requirements for travel to site. 
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

Met the 2015/16 green travel milestone.  Agreement by 
MCC of strategic development plan. 5 year Capital Plan 
delivery.  Monitored through Management Board and 
Board of Directors

9

8.2 Targets set by the NHS sustainable development 
unit (SDU) guidance are not achieved. EDoF&BD 3 2 Sustainable development management committee meet quarterly. National returns submitted. 

Quarterly reports on each requirement produced and progress monitored.
Not achieving target for energy & 
carbon reduction 6 Sustainable development and carbon reduction 

quarterly key issue reports to board of directors 6

Corporate objective 8 - To play our part in the local healthcare economy and community

Corporate objective 7 - To be an excellent place to work and attract the best staff
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Agenda item 16/16b 
 
 

Meeting of the Board of Directors 
Friday 29th April 2016 

 
 

Report of Chair 

Paper Prepared By Company secretary 

Subject/Title Minutes from board committees held in March 2016 

Background Papers N/A 

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

1. Quality Assurance committee (key issues report 
and draft minutes) – Thursday 24th March 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: 
29.04.16 

Committee:  Quality Assurance Committee 

Date of last 
meeting:  
24.03.16 

Membership Numbers: Quorate 
 
Apologies were received from Professor Chris Harrison and Debbie Rimmer 
(MIAA),  

1 Key risks 
reviewed 

 

 

The Committee considered an agenda which included the following: 

1. A presentation – ‘Review of inpatient deaths’ 
2. End of life care re-audit (care in the last days of life) 
3. Proposed annual clinical audit plan 2016/17 
4. Quality spot check review – Oncology Assessment Unit 
5. Patient safety and experience quarterly report: October – December 

2015 
6. Report from the Risk and Quality Governance committee – January & 

February 2016 
7. Review of quality indicators 
8. Health & safety quarterly reports July – September & October – 

December 2015 
9. Quality CODE Data 

 
The Committee effectiveness review and draft terms of reference was 
referred to the June meeting. 

2 Assurance level 
assigned 

 

 

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

Significant assurance: 
• End of life care re-audit (care in the last days of life) 
• Patient safety and experience quarterly report 
• Health & safety quarterly reports 

 

3 Action / review 

 

 

No escalations to the Board. 
 
Monitoring for: 

 
• Board assurance framework - Monitoring of pressure ulcers and 

patient falls 
• Review of inpatient deaths – the committee asked for this item to 

return to the September meeting 

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 Thursday, 24th March 2016 in the  

Trust Administration Meeting Room Centre 
 

Present: Professor Kieran Walshe (KW) 
Chris Outram (CO) 
Professor Jane Maher (JM) 

Chair of the meeting & non-executive director 
Chair of the Trust 
Non-executive director 

In Attendance: Jackie Bird (JB) 
Tony Blower (TB) 
Jane Sykes (JS) 
Julie Gray (JG) 
Eve Scott (ES) 
Joanne Woolley (JW) 
Anne-Marie Harrop (AMH) 
Michael Nulty (MN) 
Dr Wendy Makin (WPM) 
Gillian Goodwin (GG) 
Fiona Noden (FN) 

Executive director of nursing & quality 
Executive Medical Director  
Deputy director of nursing & quality  
Lead Nurse, Quality and standards 
Head of safety and risk 
Clinical audit manager (agenda item 08c/16) 
Assistant director, MIAA (agenda item 08d/16) 
Audit manager, MIAA (agenda item 08d/16 ) 
Deputy medical director (agenda item 08a/16) 
Quality improvement nurse (agenda item 09e/16) 
Chief operating officer (agenda item 09c/16) 

 Karen Baxter Minutes 
 

 
  

Item  Action 
07/16 Standard business  

a Apologies  

 Apologies were received from Professor Chris Harrison and Debbie Rimmer (MIAA).  

b Minutes of previous meeting –  29th January 2016  

 The minutes of the meeting held on 29th January 2016 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 committee effectiveness review and committee terms of reference will be 
presented to the next meeting.  

 

d Declarations of interest  

 None.  

e Board assurance framework  

 JB presented the Board Assurance Framework (BAF) and stated that the board of 
directors had reviewed this document at the time out session in February.  A number of 
changes had now been made and JB suggested consideration be given to the removal of 
the risk in not achieving projected numbers for pressure ulcers and falls.   She confirmed 
that there had been a 10% reduction in pressure ulcers but unfortunately there had 
recently been two serious incidents regarding falls which would be reported to the board 
of directors meeting and also go to serious incident panels.  These incidents had also 
been reported to the commissioners.   

The committee agreed that this item should remain on the BAF for review.  
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Item  Action 
f Quality assurance committee – draft annual report 2015/16  

 KW presented the quality assurance committee draft annual report which followed the 
same format of the previous year.  He stated he felt it gave a good account of the work 
undertaken by the committee during 2015 and included a full list of priorities for the 
coming year.  JB explained that the report will change slightly as there are a number of 
internal audits coming to fruition and these will be reflected in the final version that will be 
presented to the joint audit and quality committee in May.   
 
The draft annual report was approved by committee members and it was noted that there 
will be a change in the internal audits section before the final version is presented to the 
joint meeting in May.  

 

08/16 Best outcomes  

a Review of inpatient deaths  

 Dr Wendy Makin (WPM) attended to present this item.  She gave a brief outline of the 
national context and the Christie process for inpatient mortality reviews.  

WPM explained that the trust monitors inpatient deaths weekly and this is undertaken by 
the quality and standards and Executive team where any trends are noted. The headline 
data is then presented in the monthly performance report.  She also stated that the 
inpatient mortality review is a two-part and very detailed process.  Firstly, all deaths are 
screened in the mortuary against a list of ‘triggers’ which are then followed by a case note 
review by the responsible consultant.  WPM stated that for hospital deaths between 
January and December 2015, 103 out of 255 deaths had triggered.  Causes of death 
usually related to advanced cancer or sepsis.   Six deaths were considered as 
‘unexpected this admission’ which were due to sudden clinical events.  She stated that 
two deaths out of 255 were possibly avoidable in 2015.  Interestingly, there were no 
excess deaths reported from weekend admissions.  WPM also highlighted that changes 
will be made from April 2016 in anticipation of a new national process. It should also be 
noted that clinicians are very honest and self- critical during the reviews.  

WPM concluded by stating that the mortality reviews are an important process to provide 
assurance of care and reflection on individual clinician’s practice which is then linked to 
their appraisal.    

KW asked about timescale involved and particularly how long after a death is the review 
carried out.  WPM stated that in the majority of cases between 80-90% are undertaken 
within that quarter however she advised that this was currently under review as this 
timescale needs to be reduced. 

JM asked about health economies and looking at deaths elsewhere in the country.  WPM 
explained about SACT analysis and how we endeavour to get that data back from other 
trusts.    

ALB stated that looking at the data we have, this shows that patients admitted here with 
SACT complications fair better at The Christie than elsewhere.  It was noted that Jac 
Livsey’s work will provide answers to those questions.  

CO gave her thanks to WPM and everyone involved for good attention to detail and being 
especially self- critical.   

The committee thanked WPM for a comprehensive and very interesting presentation and  
requested that this item be brought back at the September meeting with the new changes 
and more known about NHS England’s plans for change.   

Action: To be an agenda item at the September 2016 meeting.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

KB 

b End of life care re-audit (care in last days of life)  

 JB presented the end of life care re-audit in the absence of Anne-Marie Raftery.    
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She explained that the trust had taken part in the national end of life care audit in the 
summer of 2015 and had presented the key preliminary results to this committee in 
November 2015.  The committee had requested a re-audit and presentation of the 
updated information in order to continue to improve the care for dying patients and those 
close to them.   

JB explained that 46 patients were identified for inclusion in the audit and that 50% of 
eligible patients were reviewed which were selected on the availability of case notes.  
There were a number of observations made which included documented evidence of 
nursing review every four hours, and evidence that the patient had an advance care 
planning/goals of care. JB stated that there had been a number of actions taken and that 
there had been strong engagement from clinical staff who continue to improve the care for 
dying patients.   JB highlighted that the national audit results will be published at the end 
of March 2016.   

It was also noted that it was important to recognise open expectations for the patient and 
in particular The Christie ‘goals of care initiative’ which can facilitate discussions at any 
stage without the sometimes negative association with advance care planning.   

The committee noted this report.  

c Proposed annual clinical audit plan 2016/17  

 JW presented the proposed annual clinical audit plan for 2016/17.  This identified a list of 
externally required ‘must-do’ audits along with others which are prioritised by divisions, 
disease groups and clinicians.  JW explained that there is a robust process in place for 
identifying the core plan.  However, the size of the non-core audit and effectiveness 
programme continues to be challenging to deliver.  She explained that challenges for the 
clinical audit team remain around prioritisation of projects, the number of re-audits, 
increased engagement with teams and projects taking a long time to complete. JW also 
stated that because of the limited resources available it is important that work is put into 
the most important and effective projects.  
 
KW noted that there was a very long list of planned audits which he felt may be too many 
and wondered how these could be reduced which would hopefully also improve quality.  
 
AB stated that there are approximately 140 consultants so the volume is considerable if 
each has an audit in their programme. JW is keen to encourage teams to collaborate on 
good quality projects and is passing on this message when attending meetings.  
 
JM asked if there is a process to align these projects.  JW acknowledged that it is a 
challenge to balance core and non-core audits and stated that there are some core audits 
which are not particularly valuable to this trust.  
 
KW asked how multi-professional these audits are in reality. WPM stated that it very much 
depended on the area involved and there are good examples.   KW also enquired how 
transfer of learning is ensured in each particular area.  WPM highlighted that audits do 
feed into grand rounds which usually take place five or six times per year.  This is the 
forum where audits are presented and learning takes place.  She also stated that some 
audits go on to be presented at external events.  
 
After further discussion the committee supported and approved the proposed clinical audit 
plan for 2016/17.   

 

d Quality spot check review – Oncology Assessment Unit (OAU)  

 MN presented the quality spot check of the Oncology Assessment Unit (OAU).  He 
confirmed that significant assurance had been achieved and that overall procedures and 
guidelines in terms of controlled drugs, infection control and resuscitation checks were 
being followed correctly.  MN explained that minor recommendations had been made 
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regarding discharge checklists, VTE assessments, an item on the resuscitation trolley, 
pharmacy checks and the controlled drugs register.  All recommendations had been dealt 
with immediately and satisfactorily and the team involved had responded well.   

JB stated that quality spot checks are a very useful tool to ensure robust processes are in 
place ensuring standards of quality and safety are maintained. 

KW asked how the information collected from spot checks is disseminated.  JB confirmed 
that this information is shared at the ward managers meeting and fed back accordingly to 
all ward staff.   

09/16 The Christie experience  

a Patient safety and experience quarterly report – October – December 2015  

 ES explained that this report looks at activity from October to December 2015 and centres 
around safety in general.  The report has input from divisions and is scrutinised through 
committees and sub committees that monitor the risk management systems and 
processes of the Trust.  An editorial team from across the organisation also looks at trend 
data.   

ES highlighted key achievements during the period which included the core clinical audit 
programme being on track and a sustained reduction in grade 2+ inpatient falls.  Key 
challenges remain around the patient experience and specifically telephone calls not 
being answered or returned.  ES stated that the roll out and adoption of the CQC Assure 
software and increase in blood transfusion near miss incidents continue to be challenges. 
Analysis is undertaken each quarter into the category of incident with the highest 
incidence and the outcome of this work, together with any learning captured is reported.  
The categories which have been analysed using data in this report involved medication 
storage incidents around keypads and storage.  

ES also highlighted that the trust had recently undergone an inspection from the HTA 
which was a very good visit and information would be circulated separately after today’s 
meeting.  

JB stated that this report provides assurance to the board in all areas of tracking and 
trending.  

 

b Report from the risk and quality governance committee – January & February 2016  

  ES highlighted that in January there were no presentations to the committee but in 
February there had been three.   

In regard to executive reviews (in January and February 2016) the committee examined 9 
incidents and all but 3 actions were completed within agreed timescales. 

In the key risks reports section in January, CCS escalated short staffing in occupational 
therapy due to maternity and sick leave and workforce escalated impact on service 
delivery as a result of industrial action by junior doctors. 

ES highlighted that under the additional reports section she had presented the NHSLA 
new RAG rating and annual claims report for review.  She stated that 50% of claims are 
now closed without damages or liability admitted.  24 claims have been closed in the 
previous 12 months. 

CO asked about the employer liability claims and noted that the report says that the 
number of employer liability claims was above the national average.  ES explained that 
the trust had experienced a number of slips, trips and falls and equipment issues. She 
stated that all claims are now routinely presented to the executive review group and the 
processes are now strengthening.  Employer liability claims have an excess of £10,000 
per claim payable by the trust.  ES confirmed that we have robust systems and processes 
in place.  
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JB highlighted a potential near miss incident around intrathecal chemotherapy. Much 
discussion has taken place and the trust has taken the opportunity to look at the policy 
which has resulted in a change in the process going forward.   

c Review of quality indicators  

 FN presented an update regarding the outpatient key performance indicators (KPI).  FN 
explained that she felt that previous data concerning the 20 minute outpatient wait was not 
entirely correct and was only using a sample of between 10-20% of patients.  She 
explained that with effect from 1st April more data will be examined against eight key 
metrics and this data will be presented for the first time in May’s integrated performance 
report.  She also explained that it will include six dimensions of data quality including 
accurate, complete, valid, timely, reliable and relevant data.   

AMH confirmed that the measures now being used by the trust would be the same as 
those audited by MIAA and that this would ensure the data collected is accurate and valid.     

CO commented that this was encouraging as a lot of money will be spent on the new 
outpatient department and this will ensure good processes are in place for patients.   

It was noted that the committee look forward to seeing the new data in May’s performance 
report.   

 

d Health and safety quarterly reports July – September 2015 & October – December 2015  

 ES presented two reports on behalf of Jane Hadfield, health and safety manager.  She 
highlighted that the reports are very comprehensive and included actions taken and 
lessons learned.  ES stated that a particular achievement during the last quarter was the 
decrease in the number of needlestick injuries. She explained that challenges remain 
around capital schemes, access to pharmacy offices and external routes. 

The report was noted and the committee commended the team on a very comprehensive 
report. 

 

e Quality CODE data  

 JG presented headlines of the Christie CODE scheme.  She explained that it is the trust’s 
own version of a ward accreditation programme and celebrates excellence in care.  CODE 
is Care, Observation, Documentation and Experience. It is driven by a small steering 
group and includes everybody involved in practice on wards and is robust and extremely 
challenging.  JG stated that it celebrates ‘gold standard’ care which is patient centred, 
evidence based and built around 12 fundamental care standards.  She explained that 
there are a number of measurements for staff using audits, questionnaires, Datix reports, 
visual inspections and ward dashboards.  This information is then entered into a complex 
database which enables ward staff to see where they are against standards and identify 
areas where improvement is needed.  The inspection team will request specific evidence 
and schedule a half day inspection of the ward which will then be presented to an 
accreditation panel. JG stated that the next accreditation panel is scheduled for 4th April, 
2016.   

It was suggested that at a future meeting it would be useful for staff members from a ward 
that had been successful at an accreditation panel to attend this committee to present 
their experiences of the process.  This will be scheduled into the rolling programme 
accordingly.  

Action: JG will arrange for ward staff to attend a future meeting to present their 
experiences of the Christie CODE scheme. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

JG 
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10/16 Leading cancer care  

a Draft quality report  

 JB presented the draft quality report.  She explained that this is very much work in 
progress and that the final version will be presented to the joint audit and quality meeting 
in May.  

The committee noted the draft report. 

 

b Quality strategy 2014-17 – year two review  

 JG explained that in January 2014 the Quality Strategy 2014-2017 was launched and this 
report is the second review of the three year strategy.  JG stated the strategy is 
constructed around four broad objectives which will drive achievement of the trust’s five 
year strategy and continued delivery of patient safety, effective treatment and positive 
patient experience.  She noted that a number of objectives have now been achieved and 
that a number are still in progress and these are longer term goals.  

JG highlighted a short deliverable that was still in progress which involved leadership 
training for all consultant grade medical staff.  She explained that this involved bringing 
various work strands together with the School of Oncology.   

The committee noted the ongoing achievements of the outcomes of the Quality Strategy. 

 

11/16 Escalations to the Board of Directors  

 There were no escalations to the board of directors.  

12/16 Any other business  

 None was raised.  

 Date and time of next meeting:  

 Friday, 24th June 2016 at 9.30 a.m. in trust administration, meeting room 6  
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