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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)  
Kieran Walshe (KW) 
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 
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 
 Frank Howard Public governor 
 Julie Gray Lead nurse – Quality & Standards 
   

Presentation:  Acute oncology – Cathy Coyle, Consultant clinical oncologist 

CC explained that this is a relatively new area of practice and that a pack has been circulated with additional 
information to that in the presentation. 
CC explained how support was given prior to the introduction of an acute oncology service (AOS). 
Consultants and juniors used to go to peripheral clinics and see patients on the wards. CC used the example 
of a patient that had spinal cord compression due to a tumour. He was on a ward in another trust for 3 days 
after this was discovered waiting for the Christie team to come for their clinic. No alert was in place to request 
for oncology opinion. By this time he could not walk. 
Acute oncology has come in to look at toxicity, Acute Medicine urgent disease-related problems, metastatic 
spinal cord compression, urgent symptom control, end of life, admission avoidance as well as malignancy of 
undefined origin. 
CC talked more about the role of AOS with cancer of unknown primary (CUP), one of roles is in giving 
confidence to say when patients are not for treatment. There is also a role in treating patients with a malignant 
spinal cord compression (MSCC). Patients admitted here or to other hospitals with toxicity are also seen by 
AOS.  
Part of the service is the single hotline number. This provides patients, carers and professionals with advice. 
There has been work to look at satisfaction, waiting times etc.  
CC outlined that the reasons for admission are roughly ½ for toxicity problems and ½ with tumour 
progression. The latter are very difficult as often the patients have either not discussed their palliative state or 
have not fully understood or been told that they are dying. AOS consultants can be in a difficult position. Often 
there are requirements for side rooms for these patients because of infection risk and tensions do arise 
around bed availability with other trusts. 
CC outlined some of the national challenges the specialty faces; 

1) AOS service specification – nurses are backbone of the service, specification requires consultants, 
there is a need to develop 7 day services. National leadership is limiting progression of AOS currently. 

2) They are Trust appointed clinicians so differences exist in different organisations. 
3) Ceiling of care decisions – a lot of issues about how clinicians get to speak to the right person about a 

patient and their treatment. 
4) Alert systems – making sure these are appropriate and effective. 
5) Consultant PA’s – hub & spoke model – clinic plus ward visits, clinics run over, discussions around 

who pays for what and where 
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6) Desire – not as much desire for people to do this type of role as it is very different to standard 
oncology work  

7) Team building 
8) Education 
9) Communication 

CC outlined The Christie’s strengths – the Hotline, our audits & audit results, Peer review compliance, acute 
physicians, Christie Web Portal, Education, GM Devolution, and Pathway Board 
CC also highlighted some of the concerns – bed limitations, door to needle audit times outside of the Christie, 
patient expectations, follow on, interest & engagement of oncologists, GM devolution outside the Christie, 
Pathway Board 
CC concluded with advice that she would give to anyone coming into AOS. AOS is effective and it saves 
beds. It is caring but clinicians have to get into the acute medical oncology models. It is responsive to needs 
(beds/scans). AOS here is very well led and people are doing their best in other trusts. The dedicated Hotline 
offers advice for clinicians in other trust as well as patients. 
KW asked in terms of bed availability - what do you think the answer is. CC responded that more needs to be 
done to make sure everywhere is as good as possible & that they improve what they currently do to maximise 
the use of the bed available. 
JM asked what we could do to enhance support.  CC responded that the teams must engage in other trusts 
and involve ourselves at each organisation. 
CH added that it would be helpful for the board to see information on what the service looks like and it’s 
configuration Action: FN 
CO mentioned the sad death of Allen Whittaker, CEO of Beechwood Cancer Care and our public governor for 
Stockport. Sympathies were extended to his family and thanks given for his work with the council of 
governors. 
Professor John Radford and Wes Dale were welcomed to the meeting. Changes have been made to ensure 
better visibility of research & education at board. 

No Item Action 

13/16 Standard business  

a Apologies  

 Apologies were received from Neil Large (NL), non-executive director  

b Minutes of the previous meeting held on 24th March 2016  

 The minutes of the meeting held on 24th March 2016 were accepted.    

c Action plan rolling programme, action log & matters arising  

 The items on the rolling programme were captured on the agenda.  Action on the log are 
for next month. 

 

d Declarations of interest  

 No declarations of interest were made.  

14/16 Key reports  

a Chief executive’s report  

 RGS drew particular attention to the following items in his report; 
The Annual Plan was submitted as required. 
RGS noted that there has now been an official announcement that Prof Harrison is the new 
National Clinical Director for Cancer. 
Devolution programme – the transition to a live governance arrangement took place on 1st 
April. John Rouse has been appointed as the chief officer. He’s been in touch with us and 
is talking to all the key stakeholders. 
RGS updated board on the One Manchester report that was commissioned by 3 trusts and 
CCGs to see if there are benefits to patients to joining the organisations. The report 
concluded that there are. Our Chemotherapy and radiotherapy services were quoted as 
exemplar models of networked services. There is reference to surgical oncology services 
in the report and consideration of how these services are delivered.  It also says that 
there’s a need to maximise the benefits of creating this. A second report will propose the 
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No Item Action 
governance arrangements. 
RGS outlined progress in preparation for our CQC inspection. He also referred board 
members to a briefing note on our plans in the CEO report. RGS then showed the board 
our presentation that will be given to the CQC. He outlined what the slides cover and the 
key messages that we are giving in the slides. This included who we are and what we do, 
areas to be proud of and areas to improve as well as information from patients and staff. 
KR commented that the music on the presentation is intrusive. RGS responded that the 
presentation will be given in the auditorium and this will be tested to ensure it sounds ok. 
KR added that we need to address the fact that it is currently difficult on site because of the 
building work that is going on. We need to set the right tone. RGS and JB assured board 
that we are looking at these aspects of the visit also. 
RA asked about the Digital maturity index and the low score, is IT a weakness. RGS 
responded that we have some exemplar areas (e.g. Christie web portal) and some that 
need improvement. JF confirmed that board will see more detail in May. JF pointed out that 
these results come from a self-assessment and this may not have been very well 
triangulated across some areas. We have been very prudent in our response. JF added 
that we are ahead in many areas but assess ourselves poorly. Scott Watson (Chief 
Information Officer) is attending next month to discuss this further. 
CO commented that she has been impressed with our systems and will be interested to 
see the analysis of our self-assessment. 

b Medical director’s report  

 AB highlighted that we have made 3 further consultant appointments. 
In regards to the Junior doctor’s dispute on – AB provided some further update on the 
outcome of the strike action that took place this week. There were no concerns or 
incidents raised as a result of the strike action and cover was provided appropriately. 
Engagement of senior medical and nursing staff went really well. Nurse Practitioners 
were extremely supportive and everyone 
CO – we should record thanks for how this has been handled through our engagement 
meetings with the junior doctors. 
FN added a personal note of thanks to the senior teams (Divisional Directors, Deputy 
COO’s, Clinical Director’s and Jane Hadfield) 
 

CH informed board that we have been assessed as the most technologically advanced 
cancer centre outside North America. This is very good news and demonstrates that 
we are developing services in the right way to ensure we can provide the best possible 
care and treatment. 
CH also drew boards attention to the recent ICNARC audit results. ICNARC has 
collected data on critical care for many years. Our outcomes are extremely good and 
the results show the importance of the unit for the whole trust. 
CH also mentioned that we are looking at how we can be part of the Global 
comparisons project and International Benchmarking. This is in the early days but 
updated will be brought to board. 
Report noted. 

 
 
 
 
 
 

c Research Directors Report (Prof John Radford and Wes Dale)  

 JR thanked the board for the inclusion of the Research report in the meeting. JR 
introduced himself as a Professor of Medical Oncology & Director of Research. He 
noted that Lymphoma is his area of expertise. 
JR outlined why do we do research. We want to improve patient outcomes & quality of 
life for patients. Patients want to take part in research & in our ambition to be the best, 
research allows us to display our credentials at international platforms. 
JR outlined the 2015/16 objectives including performance against the 70 day target. 
We are improving and compare favourably now in this measure. We are in the top 4 in 
the country  in performance delivery measures. Some of the financial benefits were 
outlined and the income that research has brought in. 
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No Item Action 
An update was given on the BRC application process. We are now through to the 
second round. We are also going through the redesignation process as a CRUK major 
centre. 
There is a focus on building infrastructure to improve how we do things. 
KW noted that the CRF and BRC One Manchester trend is very good and very 
encouraging. CPCR research group, the academic investment plan precedes that plan 
so do we need to revisit this plan. JR responded that we are refreshing this and 
looking at how we deploy the remaining monies. 
KR asked if we are doing enough in research terms to compete. JR responded that we 
always need to do more and better. Many developments we see now are looking at 
doing this. We need to keep pushing, recent 9th place in top technological centres is an 
encouraging assessment. 
We need to make best use of the resources we have but must also continue to 
develop academic portfolios in areas across Manchester. This is in cancer and other 
areas as well. 
JF asked what the biggest challenges are. JR responded that it is being able to 
appoint sufficient and good enough quality individuals. We have to build critical mass 
and have the right job structure and service in place to support this. 
RGS talked about the review of the plan and priorities. We have had some 
considerable success so far but there is a vital link missing in the recruitment of a 
clinical academic in experimental cancer medicine. JR agreed and assured board that 
we are continuing to look to appoint to this and that there is considerable focus on it. 
We won’t give up on getting the right person appointed. 
KW asked about the CQC preparation in research. JR responded that the CQC 
preparation is very important as we are dealing with patients and that researchers may 
be spoken to. NHRA have also been to look at research. 
JB added that we will not be assessed against research but they may follow a patient 
into research. 
RA asked what the problem is in recruiting more eligible patients for trials. JR 
responded that the issue is often around how we assess who is actually eligible and 
getting better at estimating this. It is possible to estimate the numbers better and we 
are working to do this.  
RA asked what the impact of not achieving the 70 day start up target. JR responded 
that there is the potential for pharma to stop coming to us. In the future there may be 
financial penalties. 
CO asked about the 100,000 genome project. JR clarified that the primary objective is 
to sequence that many genomes. We can then look to identify bio markers for rare 
conditions and cancers. This will make us more efficient and effective. This is also 
about transformation in pathology and this will be the template to practice in bring 
pathology forward. This would provide more information and could deescalate 
treatment in some cases. 
JM noted that it is great to see how well this is progressing. 
Board noted the report. 

d Integrated performance report  

 FN presented the performance for month 12. 
• 99.5% for the patient satisfaction survey  
• Chemotherapy treatment – 87.0% (against an 80% target)  
• Pharmacy turnaround – 86.2% (against an 80% target) 
• Zero MRSA bacteraemia since August 2013  
• C.diff - October 2014 last reported unavoidable case 

• 2 cases in March 
• 22 patient cases in year against the Monitor threshold of 14, no lapses 

in care 
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No Item Action 
• Safe staffing levels achieved in March 
• 0 SUI panel (1 SUI declared) 
• 5 executive reviews 
• 7 complaints, 3 inquests 
• 5 risks at 15 relating to tariff changes, 2 new risks - medical physics and 

maintenance backlog of equipment & achievement of transformation projects 
• 31 days and 18 weeks are over target 
• 62 day performance  

• 94.8% for March  
• Length of stay 6.83 days  
• Patients treated YTD -0.42% -  
• Sickness absence 3.43%  
• Agency 0.44% of total pay bill 
• EBITDA surplus £16,450k, £2,955k over plan 
• Trading surplus £4,381k, £3,381k over plan  
• I&E surplus £3,764k, £4,933k under plan 
• 100% CIP achieved in year and recurrently 
• Cash balance £52.7m 
• Debtor days of 16 

Overall we have a Governance rating of Green and a Financial sustainability risk 
rating of 4 
FN noted that we have received some new guidance around how we manage 62 days 
and that we are responding appropriately to this. 
Questions were invited.  
RGS noted that we need to acknowledge the fantastic year end position and express 
thanks to the teams. 
CO referred to a meeting of the NHS Improvement Chairs advisory panel that she 
attended where she met the new NHSI board. It was very clear that colleagues across 
the NHS are really struggling with finance and performance. We have a fantastic team 
here that are delivering fantastic performance in a difficult period. We are well 
managed and it was good to hear that there are no concerns about us from the 
regulators. 
RA asked if we have got national comparisons for survival rates. FN responded that 
this is difficult as the patients we treat are different to other cancer centres. We could 
do it for some areas in radiotherapy and some areas of surgery. CH added that we are 
trying to do more of this through the involvement in the Global comparisons project 
and International Benchmarking. 
CO drew the board’s attention to the criteria we have included in the report for how we 
assess ourselves as a leading integrated cancer centre. CH commented that this 
should look at the cancer system and not the centre. Further work is needed to 
develop this and the vanguard is key. 
JM noted that that would have risk as it would include things that are not in our control 
(housing etc.). CH agreed that this is a risk but it is the way things are progressing and 
we should look at how we reflect what is happening around a system not an 
organisation. 
RGS reminded board that these are here as this is one of the recommendations of 
what we should look to measure following the PwC Independent review of leadership 
and governance. 
CH added that we need to look at scale and the vanguard mechanism looks at this 
scale. We may need to discuss whether these are the right things to look at in this 
context. 
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No Item Action 

e Review of Corporate Objectives 2015/16  

 RGS presented the summary of progress against the individual annual objectives to 
achievement of the 2015/16 corporate objectives and an exception report indicating 
where there are elements that are not fully complete. 
RGS discussed each of the elements in the exception report and further described the 
actions that are being undertaken to progress these. There is very good progress 
against the vast majority of the objectives. 
Board noted progress and the exceptions. 

 

f NHS Workforce Race Equality Standard (WRES) 2016  

 RGS noted that the board received a presentation and discussion session with 
Professor Jeremy Dawson (Professor of Health Management at the Institute of Work 
Psychology, Sheffield University Management School) earlier today about his research and 
findings relating to the WRES.  
EL presented the 2016 position against the WRES compared to 2015. This 
demonstrates that there is some progress but that we need to make further progress. 
EL highlighted the areas where we have seen improvement. 
Further work is being undertaken is senior management roles and the percentage of 
BME being recruited from shortlist. 
Monitoring against the standards continues. Board were asked to note the 
improvement plan and actions identified. 
CO noted that we will be asking for approval of a 6th NED next week at the council of 
governors meeting and this will address the issue of no BME representation on the 
board. 
CO noted the full support of the board to the progression of the work relating to the 
standards.  
Progress will be brought back in 6 months’ time. 
RGS noted that with EL they will be meeting Roger Kline in May to discuss what we 
can do to better develop our work and further improve. 

 

15/16 Approvals  

a Monitor Q4 return  

 

Board were asked to approve the Monitor Q4 return by written resolution earlier in the 
week in order to ensure that the deadline for submission of the return was met. The 
deadline was 12 noon today.  
JF noted that a small number of queries were received about the report and minor 
amendments made as a result. All queries were addressed and approval was given. 
Approved 

 

b Annual compliance with the Care Quality Commission (CQC) Essential Standards of 
Quality and Safety 

 

 

JB presented the annual position statement, and noted that this also picks up work of the 
NHSLA and Board. We continue to comply and have assessed ourselves as compliant. 
Internal audit the outcomes against the CQC outcomes. High assurance has been 
received for preparation for nurse revalidation. In the friends and family test (F&FT) audit at 
least significant assurance has been indicated. 
NHSLA risk ratings – these are RAG ratings. We are considered a high reporting - low 
harm organisation. The NHSLA have updated their rating system and added a blue rating 
that shows where more than 3 claims have been made in one area. As oncology is a single 
area identified by them, all of our claims will fall in one area. We have raised this with them 
but are still rated as blue. 
JB noted that the board has attended a ‘Leading health & safety course’ in February. 
In conclusion, we have met the required standards and board were asked to approve the 
position. 
Approved 
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No Item Action 

c Board Governance  

 i. Register of matters approved by the board  

 
Board were asked to note the matters approved by board. 
Approved 

 

16/16 Board assurance  

a Board assurance framework 2016/17  

 

RGS presented the 2016/17 BAF. 
Changes from the 2015/16 BAF are set out in the cover paper. This includes some risks 
being removed and the new risks that have been added. 
The suggested changes relate to the position on Devolution and the vanguard. It was 
agreed that no changes should be made to the risk scoring this month. 
JF reported on discussion that took in the Audit committee who have suggested that risk 
5.5 relating to tariff is not strictly a risk for this year but that this needs to be reworded to 
reflect the risk of not engaging with discussion on tariff this year and the impact that would 
have in future years. Board agreed to this change. 
6.3 relating to transformation schemes – Audit Committee suggested that there is 
reference to CIP in the risk description. Board agreed. 
JM asked should a risk relating to the junior doctor issue and potential for a lack of junior 
doctors be added. FN suggested that this will be a risk for next year (2017/18). 
Risk & Quality Governance committee receive the BAF at their monthly meetings. 
JB noted that MIAA gave the BAF significant assurance as noted in the Audit Committee 
this morning. 

 

b Assurance from board committees held in March 2016  

 
Quality committee – KW noted the report in the minutes. He noted that since the meeting 
we have had an effectiveness review back and have planned some changes to the 
meeting that will be brought to the June meeting. KW noted that the presentation at the 
meeting from Wendy Makin was excellent. 

 

17/16 Any other business  

 No items raised.  

 Date of the next meeting:  

 Wednesday 25th May 2016  
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Agenda item  18/16c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

25th May 2016 Annual reporting cycle Integrated performance report COO Monthly report 19/16c
Annual reporting cycle Annual reports from audit & quality assurance 

committees
Committee 

chairs
Approve 21/16b

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

EDoF&BD Approve 20/16a

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

20/16b

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

EMD Review 19/16b

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

19/16d

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

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

4/15a Monitor / CQC implementation plan CEO Update

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

Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Six month review

Organisational development plan DoW Six month review

Public Meeting of the Board of Directors - 2016

Action plan rolling programme after April 2016 meeting 

August 2016 - no meeting

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

Action To Agenda no

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

Annual reporting cycle Chair Approve
Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Review

April 2017 Regulatory Monitor Q4 return EDoF&BD Approve
Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Essential standards for quality & safety / 

NHSLA
EDoN&Q Declaration / approval

Register of matters approved by the board CEO April 2016 to March 2017
Annual reporting cycle Operational plan 2017/18 EDoF&BD Approve

February 2017 - no meeting

December - no meeting
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

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

EMD Review

Annual reporting cycle Corporate Objectives CEO Review
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Action log from the board of directors meeting held on  

Friday 29th April 2016 

 

No. Agenda Action By who Progress Board review 

1  No actions recorded    
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Agenda item 19/16a 
 

Meeting of the Board of Directors 
19th May 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. 

CQC - Care Quality Commission 
GMC - Genomics Medicine Centre  
ACAS - Advisory, Conciliation & Arbitration 
Service 

 
  

17



18



 
 

Agenda item 19/16a 
 

Meeting of the Board of Directors 
25th May 2016 

 
Chief executive’s report 

 
1. Care Quality Commission Comprehensive Inspection 

This took place on the 10th - 13th May.  We received initial feedback at the inspection and 
the inspection team were very complimentary about our excellent culture of holistic patient 
centred care and treatment.  They complimented our commitment to patients, their 
families and each other and were impressed with our integration of service and 
innovation. 
 
They have also suggested that there are things we can look to further improve, but there 
is no requirement for us to take immediate action. 
 
The inspection process will conclude after a further unannounced follow up visit in the 
next 2-3 weeks.  We will receive a full report in a further 4-5 weeks’ time, when we will be 
informed of the rating they have given us. 
 
Further information on the CQC can be found at http://www.cqc.org.uk/  
 

2. Healthier Together Programme 
On 6th May 2016, the Healthier Together Programme Board met.  Members had the 
opportunity to hear about developments from each Healthier Together sector, and 
welcomed further detail on the Healthier Together model of care which has been co-
designed with commissioners and clinicians across Greater Manchester. 
 
In addition, a Greater Manchester recruitment approach was agreed with the Board which 
sets out how the recruitment of current and future staff to ensure the workforce required is 
in place to meet the standards.  To compliment this approach a recruitment plan for 
Greater Manchester will now be developed by the Healthier Together HR & Workforce 
Group and shared at a future Programme Board. 
 
As part of implementation, each sector have been asked to complete a number of 
baselining activities in terms of workforce, clinical standards and equalities.  All providers 
have completed their baselining activity which will provide the Healthier Together team 
and single service sectors with a wealth of information to develop action plans to deliver 
Healthier Together locally. 
 
For more information https://healthiertogethergm.nhs.uk/  
 

3. Greater Manchester Devolution 
The Provider Federation Board took place on 20th May.  The Board received an update on 
progress against estates, workforce, joint commissioning and cross provider efficiency 
work streams.  It also discussed the development of a standardising acute care work 
stream from the devolution transformation team.  A further presentation of place based 
integrated care was received from Tameside. 
 
Further information can be found at http://www.gmhealthandsocialcaredevo.org.uk/ 
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4. Manchester Cancer Provider Board  
The Board met on the 20th May.  It discussed the recently published implementation plan 
for the National Cancer Strategy: Achieving World Class Outcomes following a 
presentation by the National Cancer Clinical Director Professor Harrison.  It also 
considered proposals for establishing a cancer system board and reviewed the 
programme scope for the Greater Manchester part of the National Cancer Vanguard. 
 
Further information can be found at http://manchestercancer.org/  
 

5. Manchester Academic Health Science Centre (MAHSC) 
The MAHSC Board of Governors met on the 10th May, 2016.  They received an update on 
progress of the Manchester Biomedical Research facility applications.  They reviewed the 
annual report for MAHSC and considered proposals for changes to the population health 
domain and for the development of a joint Director of Research and Innovation post 
between some of the partners.  There was also a progress report on the Greater 
Manchester research hub development. 
 
Further information can be found at http://www.mahsc.ac.uk/ 
 

6. 100,000 Genome Project  
A Manchester wide event took place on the 6th May, 2016.  The event engaged clinical 
teams who would be involved in participating in the collection of cancer samples.  The 
event invited people to come and find out how they could get involved. 
 
The project will sequence 100,000 genomes from around 70,000 people. Participants are 
NHS patients with a rare disease, plus their families, and patients with cancer.  The aim is 
to create a new genomic medicine service for the NHS – transforming the way people are 
cared for. Patients may be offered a diagnosis where there wasn’t one before.  
 
The project will also enable new medical research. Combining genomic sequence data 
with medical records is a ground-breaking resource. Researchers will study how best to 
use genomics in healthcare and how best to interpret the data to help patients.  
 
Further information can be found at https://www.genomicsengland.co.uk/the-100000-
genomes-project/  
 

7. Cancer Strategy Implementation Plan 
On 12th May NHS England published guidance on the implementation of the National 
Cancer Strategy.  The activities will be overseen by a national cancer transformation 
board which reports to NHS England’s five year forward view.  The Board is chaired by 
the National Cancer Director and has six work streams to implement the strategy:- 
 
• Spearhead a radical upgrade in prevention and public health 
• Drive a national ambition to achieve earlier diagnosis 
• Establish patient experience on par with clinical effectiveness and safety 
• Transform our approach to support people living with and beyond cancer 
• Make the necessary investments required to deliver modern, high quality service 
• Ensure commissioning, provision and accountability processes are fit for purpose 
 
The cancer vanguard forms part of these implementation activities.  The Board of 
Directors will receive a presentation reviewing these implementation plans from Professor 
Chris Harrison, Medical Director and the National Clinical Director for Cancer, at its June 
meeting. 
 
Further information can be found at www.england.nhs.uk/ourwork/cancer/strategy/ 
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8. Patient Experience 
During the course of 2015 and 2016 we have been participating in the development of a 
media project to communicate and tell the story of cancer patients experiences.  This 
project is coming to a conclusion and will be featured in a 3 part television series called 
‘The Big C and Me’.  It will be shown on BBC1 at 9pm on the 1st, 8th and 22nd June.  The 
Christie and our patients feature in this together with patients receiving cancer care in a 
number of other settings.  
 

9. NHS England Visit 
On the 3rd May we hosted a visit from Professor Sir Malcolm Grant CBE, Chairman of 
NHS England, together with Professor Sir John Burn, Non Executive Director, NHS 
England.  They had the opportunity to discuss our development of the integration of 
research into clinical practice, together with our distributed approach to delivering 
specialised services and our focus on population based healthcare.  We were 
commended for the progress we were able to demonstrate in these areas. 

 
 More information about NHS England can be found at https://www.england.nhs.uk/  
 
10. The Modern Slavery Act 2015 

The Modern Slavery Act 2015 (the Act) establishes a duty for commercial organisations to 
prepare an annual slavery and human trafficking statement.  This is a statement of the 
steps the organisation has/is taking to ensure that slavery and human trafficking is not 
taking place in any of its supply chains or in any part of its own business.  Part of the 
requirement of the Act is to produce a statement that is approved by the board and 
published on the website.  The statement is appended to the report for approval. 
Following board approval the statement will be published on the trust website. 
 
Further information can be found at 
http://www.legislation.gov.uk/ukpga/2015/30/contents/enacted  
 

11. Junior Doctors Contract 
 ACAS confirmed on 18th May, 2016 that agreement has been reached between the BMA, 

NHS Employers and the Secretary of State of negotiated terms that, subject to a 
referendum of relevant BMA members will form the basis for a new contract in 2016. 

 
 Further information can be found at http://www.nhsemployers.org/your-workforce/need-to-

know/junior-doctors-contract  
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SLAVERY AND HUMAN TRAFFICKING STATEMENT 
 
 
Introduction from the Board 
We are committed to improving our practices to combat slavery and human trafficking. 
 
Organisations Structure 
The Christie is a specialist cancer centre serving a population of 3.2m across Greater 
Manchester and Cheshire covering 13 CCG’s. We are an NHS Foundation Trust with 
over 2,600 employees and an annual turnover of £234m.  
 
Our business 
We are a specialist cancer centre and we treat approximately 44,000 patients a year. We are 
a world pioneer in the care, treatment and research of cancer. We operate out of our main 
site in Withington, South Manchester and have satellite radiotherapy centres at Salford and 
Oldham as well as chemotherapy and outpatient services at sites across 15 hospitals in 
Greater Manchester and Cheshire. We also provide a mobile chemotherapy service. 
 
Our policies on slavery and human trafficking 
We are committed to ensuring that there is no modern slavery or human trafficking in 
any part of our business and in so far as is possible to requiring our suppliers hold 
similar ethos.  
 
The Christie NHS Foundation Trusts’ guidance on Modern Slavery is to:  
• Comply with legislation and regulatory requirements  
• Make suppliers and service providers aware that we promote the requirements of the 

legislation  
• Consider modern slavery factors when making procurement decisions  
• Develop awareness of modern slavery issues  
 
We will:  
• Aim to include modern slavery conditions or criteria in specification and tender 

documents wherever possible,  
• Evaluate specifications and tenders with appropriate weight given to modern slavery 

points,  
• Encourage suppliers and contractors to take their own action and understand their 

obligations to the new requirements.  
 
Trust staff must:  
• Contact and work with the Procurement department when looking to work with new 

suppliers so appropriate checks can be undertaken.  
 
Procurement staff will:  
• Undertake awareness training where possible.  
• Aim to check and draft specifications to include a commitment from suppliers to support 

the requirements of the act.  
• Will not award contracts where suppliers do not demonstrate their commitment to 

ensuring that slavery and human trafficking are not taking place in their own business 
or supply chains.  
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This statement is made pursuant to section 54(1) of the Modern Slavery Act 2015 and 
constitutes our slavery and human trafficking statement for the financial year ending 31 
March 2016. 
 
 

SIGNATURE:  
 
 
POSITION: Chief Executive Officer, The Christie NHS Foundation Trust 
 
DATE: 25th May 2016 
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Agenda item 19/16b 

Meeting of the Board of Directors 
Wednesday 25th May 2016 

 

Report of Director of Education 
  

Paper Prepared By Associate Director of Education 

Subject/Title School of Oncology – Directors update  
 

Background Papers (if relevant) School of Oncology 2020 Strategy 
 
 
Purpose of Paper 

To keep the Christie Board updated on the activity, 
performance and key developments in the School of 
Oncology 

 
 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 

• Health Education England Strategic Framework 15 (2013-
2018) 

 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 education  
• To integrate our clinical, research and educational 

activities as an internationally recognised and leading 
comprehensive cancer center. 

• To maintain excellent operational and financial 
performance 

Resource Impact N/A 
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. 

 
GMC : General Medical Council 
HEE(NW) : Health Education England North West 
LQAF: Library Quality assurance framework 
CPCR : Christie Patient Centered Research  
HR : Human Resources 
MMU : Manchester Metropolitan University 
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Agenda item 19/16b 

 
Meeting of the Board of Directors 

Wednesday 25th May 2016 
 

Report of the Director of Education  
 
Purpose 

To provide the Board with an update on the activity of the School of Oncology, including key 
achievements, against strategic and operational objectives, and future directions.  

 
The report is not intended to be an exhaustive list of all achievements, but aims to evidence the 
School’s development, giving key examples of work and achievements in each of our four 
strategic areas of work. 

 
  

Context  
Trust Strategic Vision 
The Trust’s 20:20 Vision is to be one of the world’s top five comprehensive cancer centres; 
leading cancer services, cancer research and cancer education, and delivering the very best 
outcomes and experience to cancer patients. The Trust’s Strategic Plan 2014-19 provides the 
context for delivering this, with education as a core element in becoming an international 
comprehensive cancer centre. 
 
The School of Oncology 5 year Strategy 

 
Our aim is to improve patient care through education.  
 

Our vision, is to be the UK’s leading provider of cancer education.  
 

Our belief is that all cancer care staff should be supported with high quality 
education to enable them to meet their full potential. This will be tailored to their 
needs, delivered when they need it, using methods that are effective and 
sufficiently flexible to fit with patient care.  
 

Our ethos is:  “To deliver high quality, cost effective education, which responds 
to the needs of the NHS, embraces multi-professional approaches, fosters 
innovation, and maintains a patient focus.  

 
 

The School of Oncology Education Strategy sets out four clear objectives:  
 

1. To develop all staff and students at The Christie to achieve their full potential 
2: To lead the development of cancer education for Greater Manchester 
3: To support the education of cancer professionals nationally 
4: To develop the Christie International School of Oncology 

 
 
ACTIVITY and ACHIEVEMENTS against OBJECTIVES 
 

OBJECTIVE 1: Developing all staff and students at The Christie to achieve 
their full potential 

 
The School is very proud of the fact that it is unique in providing education to all staff, clinical 
and non clinical, of all grades and all disciplines. We aim to give access and opportunity to all, 
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so that Christie patients are cared for by those with the highest level of knowledge and training. 
The School also has a leading role in developing our staff as professional experts, providing a 
platform to share their expertise with others, and also and become teachers and trainers.  

 
WORKFORCE DEVELOPMENT 
 

The School of Oncology workforce education team oversee the development of staff across the 
Trust. Traditionally applications for professional development have been identified locally 
through the PDR (Personal Development Review) process, with a panel meeting in April to 
review applications and allocate funding to support workforce development needs. Overall, with 
Trust, HEE(NW) and bursary funds there is a budget of approximately £195K available annually 
to meet these needs. However, funding is becoming increasingly limited. This year will see a 
reduction in HEE(NW) funding of approximately 25%.  

 
Therefore over the last 6 months, the professional development team has worked very hard with 
divisions to get a good baseline for learning needs, so that we can plan developments across 
the whole organisation, and target increasingly scarce resources where they are most required. 
The School has received 150 applications for funding for individual personal development; this 
needs to be balanced with funding for Trust wide initiatives, for example the Care Certificate and 
the leadership programmes. 

 
The Talent 4 Care Strategy 

The School has led the creation of a workforce development strategy targeted at staff in bands 
1-4. The Talent for Care strategic framework focuses on three key areas “Get In, Get On, Go 
Further”. Using pump-priming funding from HEE, the programme supports people in getting into 
the NHS as a workplace and a place to develop a career, getting on and developing their skills 
for their roles, and finally helping individuals going further in their career, possibly moving into 
professional training.  

 
The ‘Get in’ aspects of the Strategy are largely supported by HR, but include initiatives aimed at 
providing opportunities to start their career, for example, supporting a cadet programme and 
working with local schools and job centres to provide taster days and work experience, so that 
young people can appreciate the diversity of careers in the NHS. The School has specifically led 
an initiative with a local school to provide potential medical students with work experience. The 
School provides week long educational placements for groups of students; this includes  
experience in clinical areas, on wards, and working with the clinical skills team practicing clinical 
skills.  

 
There are a number of initiatives that support the ‘Get-on’ element of the strategy, some of 
these are detailed in the next section. The intent is to support the message that staff at the 
Christie are invested in, and can develop in their roles. Amongst other things, a series of films 
have been made with staff, all of whom started in basic roles at The Christie. These films are 
now available to inspire others to take the opportunity to develop their skills and their potential, 
for the good of our patients. They can be viewed at www.bit.ly/christietalentforcare 

 
The School has worked hard to encourage those in bands 1-4 to consider ‘Go-further’ and move 
into professional training. HEE(NW) supports Trusts to second staff into training roles to help 
‘grow’ the professional workforce. This year the School supported three Health Care Assistants 
to move into professional practice, through university courses. 

 
Bands 5 – 8a Strategy 

The School led the creation of a mirror development strategy for staff in bands 5+. The same 
framework was used, looking at supporting HR who lead the ‘Get-In’ aspects for professional 
and managerial staff; looking at how we can support staff in developing themselves as clinicians 
and professionals in the ‘Getting-On’ elements and then supporting them to ‘go-further’ and 
move into senior management and leadership positions.  

 
HR are currently leading the strategy overall, in collaboration with The School as there is a key 
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piece of work being undertaken which will help the Trust understand its workforce requirements 
and will lead to a more detailed implementation plan for the various aspects of the “Get in, Get-
on, Go further” strategy. The learning needs analysis currently being undertaken will feed into 
the ‘Get on’ section, and will help form the implementation plans being developed and monitored 
through the new workforce committee. 

 
 
SPECIFIC PROGRAMMES SUPPROTING WORKFORCE DEVELOPMENT 
 
The Christie Positive Patient Experience Programme (New Programme) 

The School has worked with leaders in the Patient Experience Committee and the PALs team to 
develop this unique Christie programme, aimed at those staff who don’t have access to 
communication skills development in their training. We have developed a new two hour session 
using real feedback from Christie patients, and have blended it with customer care principles 
and communication theory. The School has supported the development of a faculty of 7-10 to 
enable the workshop to be delivered on a monthly basis, and has created a bespoke session for 
the catering teams specifically aimed at their roles 

 
The two hour interactive session has now been delivered to 42 members of front line staff, 
including receptionists, health care assistants, ward clerks, domestic staff, those from medical 
physics, clinical trials staff, and administrative staff from education. Evaluations have been very 
positive with 90%+ reporting a greater understanding of those thing that contribute to “good 
experience” and 93%+ reporting they could identify specific things in their own roles they could 
do differently.  

 
Comment from a delegate: “Very useful in making people understand the impact of their actions, 
however small on others. Very informative”  

 
The Christie Care Certificate  

The Christie Care Certificate was developed and launched in January 2015, with our first 
nursing assistants graduating and being awarded their certificates and badges in March 2015. 
The Christie Certificate is based on national standards, with additional competencies added to 
ensure Christie patients are cared for at the best possible level.  

 
Since then the Care Certificate has been started in all areas of the hospital. Current figures 
show 92 people have started on the pathway, of which 9 have left the Trust before completion, 
25 have now completed (30%). The School has reviewed the implementation of the Christie 
Care Certificate and has noted delays in staff completing the Certificate within the 12 weeks 
target set externally. The team are reviewing the competencies and the pathway to ensure that 
the Certificate becomes achievable, whilst remaining a high quality product giving staff the skills 
patients need them to have. To ensure improved visibility on progress The Christie Care 
Certificate Tracker has been activated to monitor duration and compliance more effectively. 

 
Schwartz Rounds 

Schwartz Rounds create a facilitated forum for ALL health care staff to come together to share 
the emotional aspects of their work. Led by trained facilitators each “round” takes a theme, with 
3-4 staff members giving their account to the room, before an open discussion. The first 
Schwartz Round at The Christie was held on 21st April. The title was “A day I will never forget”. 
Three staff from an executive to a domiciliary talked about a working day that had left a lasting 
impression. The event was attended by more than 75 people; evaluations were overwhelmingly 
positive. The next Schwartz Round will focus on “A person who inspires me” 

 
Comments from delegate: “A very moving experience. I feel proud to be a member of the 
Christie Workforce”  

 
Nurse Revalidation Training 

The School of Oncology has developed a two hour programme for nurses and their validators 
(confirmers) to ensure their preparedness for Nurse Revalidation.  It is an interactive session to 
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enable understanding of the NMC requirements and opportunity to practice written reflective 
practice skills.  Ten sessions have been delivered with an overall satisfaction score of over 95%, 
to date there have been 195 attendees. 

 
Discussing “Do Not Attempt resuscitation” with patients and relatives Programme 

New national guidelines were recently published on doctors’ obligations to discuss “do not 
attempt resuscitation orders” with patients and relatives. This followed a high profile court case, 
and coincided with work being done at The Christie in the area, following a Christie family 
raising concerns about the issue. As a result The School of Oncology has worked with clinical 
leaders from Acute Medicine, Clinical and Medical Oncology, Critical Care and Enhanced 
Supportive Care to develop a two hour workshop aimed at senior clinical professionals involved 
in DNAR conversations. This Christie developed workshop aims to improve professional’s 
confidence and skills in having these difficult and sensitive conversations. It focuses on 
clarifying the resuscitation guidance and legal position on involving patients and relatives in 
discussions and decision making, and provides an opportunity to consider how these 
conversations might be approached in different clinical situations. 

 
In 2015 three sessions were run, aimed at senior trainees. These were well evaluated and were 
felt to provide good support for clinical practice. For 2016 three sessions have been arranged 
which are open to anyone involved in DNaR conversations. At the first sessions there were 12 
delegates, with 87% reporting high levels of satisfaction in meeting their learning needs and 
supporting their clinical practice.  

 
Leadership Development and Training 

The Trust now has an established leadership development programme which is in its 3rd year. The 
programme consist of 7 sessions covering transformational and transactional aspects of leadership 
and management, including understanding the changing landscape of the NHS, understanding 
how people think, presenting new ideas and writing business cases. This year two additional 
sessions were added to the programme; these were: managing time workload tensions and 
effective teams, and managing tricky conversations with colleagues, raising concerns and saying 
“no”.  

 
To date, 104 staff have accessed the programme from more than 39 different departments. 76% 
have attended multiple sessions. Of the staff, 98% felt that they gained skills they were looking for 
from the course.  

 
As part of a HEE(NW) initiative, to support the leadership programme The School is leading a 
new programme across the Trust aimed at ‘Developing a coaching culture’ in the 
organisation. The concept builds on the success of executive coaching in facilitating tangible 
workplace improvements, and aims to embed a coaching approach into all conversations, 
especially those between managers and staff. We are taking a top down approach, starting with 
the executive team, and moving to the sub-board level.  

 
Library Developments and Quality Assurance Visit 

The Christie Library has had an excellent reputation for service and development across the 
region. The Library’s annual quality report LQAF (Library Quality Assurance Framework) score 
rose this year from 90% to 94%, evidencing the improvements seen over the last 12 months.   

 
The service has changed its name recently to help users better identify the services it offers. 
The new name is The Christie Library and Knowledge Service which better represents the wider 
range of services offered, which are not necessarily focused on the physical library space.  The 
physical library space will continue to be known as The Kostoris Library.   

 
The Library is very keen to provide more ‘outreach’ support to staff of all areas of the Trust as 
they engage in innovation and development. It is currently marketing itself in order to 
demonstrate how it can support managers and clinical staff in undertaking research into 
practice, encouraging use of the information management expertise by those other than 
learners and researchers.   The library is running a trial of KnowledgeShare, a knowledge 
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management platform developed by Brighton and Sussex University Hospitals which will help 
the Library push personalised knowledge updates to staff. The team have been integrally 
involved in the development and delivery of revalidation workshops for nursing staff across the 
Trust. 

 
The Christie Library and Knowledge Service has submitted a number of successful bids to the 
Health Care Libraries Unit Forerunner Fund. These include:  
• Funding to install a tracker into our new RFID security system - this will collect more 

comprehensive data on the use of resources and allow better analysis  of activity. 
• Funding to develop a range of promotional materials for the library – this was particularly 

important in the light of the team’s focus on developing more responsive services to all 
staff across the Trust. 

 
DEVELOPING A HIGH QUALITY EDUCAITONAL ENVIRONMENT 
 

The Christie provides training and placements for future health professionals from many 
different disciplines. These include student nurses, doctors and allied health professionals, as 
well as postgraduate training for trainee junior doctors and trainee medical scientists. Students 
are an excellent barometer of quality and standards in a Trust: their feedback to their regulators 
provides assurance on our institution, with the reports to us from host institutions providing good 
feedback on staff as mentors, on the quality of our care and on the standards in our learning 
environment 

 
Quality Report for Medical Junior Doctor Training 

The Trust receives a Post Graduate Medical Education Quality Assurance Visit from Health 
Education England (NW) every two years. In addition, it receives feedback from the GMC 
survey for all training grade doctors on an annual basis.  

 
The Post Graduate Medical Education HEE NW Quality Assurance Visit on 15th March 2016 
was extremely positive, for which the team under the leadership of Juliette Loncaster and Karen 
Hellewell are to be commended. There was excellent engagement from consultants and 
representation from all levels of medical trainees from across all specialties. Inspectors gave 
many exemplars of good practice and noted that from 32 NW organisations they had visited in 
the past year, “The Christie was the best by far”. There were no causes for concern or issues for 
immediate action.   

 
Noteworthy areas from the visit and the GMC report included:  

• The Trust’s philosophy that education is as important as service delivery, innovation 
and research 

• Inclusion of outpatient clinics attendance on the trainee rotas 
• The positive working relationships in the Trust and the supportive learning environment 
• The clear process and structures for supporting trainees in difficulty 
• The clear process and structures the Trust has implemented in its new educational 

appraisal system for consultants 
• Improvements in medical handover  

 
 

Areas for Improvement :  
• Access to protocols and drug regimens -  these are not held in one place making 

access to them difficult for rotating doctors 
• Local induction for some junior doctors – this is not uniform across all specialties 
• Good synergy of education opportunities between medical oncology and clinical 

oncology, consider increasing integration between other specialties e.g. palliative care, 
surgery, psychological medicine 

• Slight delay for two trainees receiving IT passwords on induction 
• Some inconsistency of understanding by consultants of time in job plans for 

educational roles 
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• Thursday pm bleeps from ORTC - Medical Oncology trainees continually bleeped for 
routine prescribing 

 
Undergraduate Medical Education  

The Trust provides training for Medical Students from Manchester Medical School. We take 
students from year 2, year 3, year 4, and year 5. We have previously reported on the extremely 
successful year 2 patient experience, where groups of students have facilitated discussions with 
patients about their experience of having cancer and undergoing treatment. 

 
There was a successful QA visit from Manchester Medical School in December 2015, 
demonstrating that the relevant areas of the MMS workplace agreement were being met. An 
action plan and evidence to support the minor recommendations has been submitted 
 
In 2015 a new “Cancer Care and Consolidation” programme for year 5 students at Manchester 
University Medical School was developed and launched at The Christie. The programme 
provides students with the opportunity to work alongside different members of our disease 
teams, gaining a full understanding of the patient pathway. Feedback from the Medical School 
has been excellent, with students themselves praising the new approach. 
 
Comment from a student : “I would like to just say thank you so much for helping to organise our 
week … I cannot thank you enough for putting together such an informative and useful 
placement that was so well organised, packed full of different types of clinical exposure 
and filled with learning opportunities.  I felt the week had a good variety of experiences for the 
right length of time, the sessions worked really well, staff were prepared and able to provide a 
good overview to their department with relevant information regarding our training. Thank you” 

 
Non-medical student placement evaluation  

The Trust takes students on placement from a number of local universities including Universities 
of Manchester, MMU, Salford, Liverpool, Chester. Students come to us for clinical learning and 
experience.  

 
University surveys of student placement learning experiences are overwhelmingly positive 
across all departments with an overall average satisfaction score across all indicators of 
95.12%. Specific areas of increased activity include: 

• Increase in numbers of post graduate pre-registration therapy radiography students as 
part of the development of Proton Therapy services 

• Secured funding from HEE NW to continue a Clinical Educator role in radiotherapy 
• Introduction of new trainees in Christie Medical Physics of four Higher Specialist 

Scientist Trainees.  
• Student feedback: “Fantastic placement, made to feel very welcome with all staff and 

health care workers.   All very willing to teach and enhance learning for all students 
through observing and carrying out a wide range of clinical skills, drug calculations and 
medicine administration“. “This placement has allowed me to develop skills, knowledge 
and confidence in medicines management. I am grateful for my mentor’s continued 
support.” …. “My Mentor was truly amazing, staff were great and so welcoming, what 
an amazing job they all do thanks for letting me be a part of the team.” 

 
DEVELOPING ACADEMIC RESEARCH AND THE CHRISTIE PATIENT CENTERED 
RESEARCH (CPCR) GROUP  
 

The School was successful in 2015 in creating a new Chair in Cancer Nursing with the 
University of Manchester, and in winning a grant from the Burdett Foundation to undertake a 
piece of research focusing on developing dignity in elderly patients undergoing chemotherapy. 
This piece of research is nearing completion, with recruitment now being complete and stage 1 
and 2 results being analysed.  
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This initial study, and the development of the role of Chair, has shown the need in the Trust to 
support our staff in undertaking patient focused academic research, and to develop Christie 
Nurses and AHPs as researchers. A specialist nurse has now completed an NHIR research 
internship, with a second undertaking the university MRes.  
 
Under the guidance of Professor Janelle Yorke, the CPCR group (Christie Patient Centred 
Research) was launched on 19th February. It is now fully embedded into the research strategy 
and a cross cutting theme, and a business case for infrastructure is going through to the 
charitable funds committee to ensure that the group initiates work in its key themes of 
prevention and early detection, living with cancer and cancer and the elderly. To date two small 
grants and one large grant have been won for work in these areas.  

 
Cancer Education Manchester 

The School of Oncology aims to provide leadership within the locality on cancer education 
across primary, secondary and social care services. To facilitate this The School has worked 
with colleagues in Manchester Cancer to set up a cancer education board for Greater 
Manchester, involving key stakeholders from primary care, the Strategic Clinical Network (SCN), 
Macmillan, CRUK, Public Health England, Health Education England (NW), MAHSC, and 
Manchester Cancer. The aim of this group is to provide a network of collaboration, to share best 
practice, identify gaps, and work collaboratively across all sectors delivering health and social 
care in Greater Manchester. This Board has been named ‘Cancer Education Manchester’ 
(CEM).  

 
Under the leadership of The School, the group has reviewed activity in primary care and has set 
up a working group Chaired by the local SCN GP lead, Dr Sarah Taylor.  

 
The Cancer Vanguard Education Theme 

The School, through its Directors, is leading on the Education work stream of the Cancer 
Vanguard. Using the collaborative network of Cancer Education Manchester, a Vanguard 
education team has been brought together, with the specific remit of developing an online  
educational initiative aimed at GPs.  
 
GPs and other primary care professionals see many patients each year who have symptoms 
that might be suggestive of cancer. Only a small proportion of these patients will go on to 
receive a cancer diagnosis. We want to make sure the wealth of cancer expertise we have in 
Greater Manchester, be that hospital specialists or GPs with a particular interest in cancer, can 
support GPs in the difficult task of identifying suspected cancer early, talking to patients about 
their symptoms and facilitating fast referral. 
 
The project will work with primary care professionals, the Strategic Clinical Network and leading 
cancer charities, to create a tailored and comprehensive online education platform to support 
GPs and primary care staff in the difficult job of recognising and referring earlier patients who 
might have cancer. The platform will provide a central repository for Greater Manchester specific 
information on cancer risk, cancer symptoms, decision making and referral pathways, to support 
GPs and those in primary care in the management of cancer patients through diagnosis and 
treatment. The platform will create a unique educational environment, supporting change in 
knowledge, attitudes  and behaviours. 

 

OBJECTIVE 2: To lead the development of cancer education for Greater 
Manchester 

  What we will do by March 2017 

> We will have designed and, developed an education platform initially aimed at GPs in GM 
> We will have created learning resources for all cancer pathways, involving 10 minute bites of 

learning on cancer symptom recognition, conversations and referral 
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The Christie GP Programme  

The School has developed a Primary Care Education work stream, to provide innovative 
education resources to support primary care colleagues.   The aim of the work is to support 
primary care through diagnostic pathways, by providing knowledge and advice about rare 
tumours, through ensuring GPs are given up to date information about recent developments in 
practice and treatment, and providing advice and support about caring for patients on specialist 
pathways of care.  The working group includes members of the School team, and the School’s 
GP education lead. A comprehensive programme has been developed, with feedback received 
from Macmillan, CRUK and the Strategic Clinical Networks. The programme uses four key 
learning elements as depicted below 

 
 
 
 
 
 
 
 
 
 

The first stage of the programme includes the development of ten minute bite sized films in the 
form of interviews between the GP lead and colleagues from across the Trust.   This informal, 
but structured approach, has been welcomed by colleagues in the Macmillan Lead GP 
team. Three films have currently been developed including one on colorectal cancer, one on 
cervical cancer, and one on lung cancer.  The Technology Enhanced Learning team are 
currently editing the films to ensure that these include the knowledge required to support the 
aims of the project, which will then link to an evaluation plan.  The first GP Masterclass, forming 
the second stage of the project, will be held in November 2016. 

 
This programme will contribute to the Vanguard project but the primary care education project 
has a wider remit.  

 

 
The School has a well developed programe of cancer events providing specialist education to 
health professionals across the country. We are particularly recognised for our programme in 
specialist surgical oncology, and for our training in advanced radiotherapy. The School is 
constantly looking for new initiatives and areas of work to ensure that we are able to expand our 
portfolio of educational events and programmes available. 

 
Cancer Events 

The team have run more than 23 events over the last 6 months, including major events both at 
The Christie and in outside venues. Feedback is very positive with 95+% of delegates saying 
they would recommend School of Oncology Study Days and events to others. 
 

> We will have worked with the other project teams to create educational materials for primary 
care, supporting their system changes  

> We will have collected base line and follow up data from 6 GP practices on information seeking 
behaviours, referral rates, significant events, cancer diagnoses, and patient experience 

> We will have tested out the use of, the learning from and the impact of the new platform in a 
minimum of 6 GP practices    

> We will have developed an implementation plan for phase 2 of the Vanguard (2017/18), 
extending the platform to all GP practices in GM and expanding the educational elements to 
include the wider primary care workforce 

OBJECTIVE 3: To support the education of cancer professionals nationally 

 
Cancer 

Conversations 

 
Virtual Visits 

 
Masterclasses 

 
Cancer Cases 
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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, and were delighted by presentations, debates and workshops on the topic of ‘What is 
a good survival?’, implementing the recovery package and the impact of Devolution Manchester.  
Guest speakers included Professor Mike Feuerstein (USA), Dr Diana Tait (Royal Marsden), 
Professor Shahid Ali (University of Salford) and an engaging patient panel.  
 
The Events Team have trialled new technology to increase engagement and value for attendees 
at the 2nd Changing Prospects for Cancer Conference in March. This included  

• A dedicated event website with blogs, articles, video and learning resources related to 
cancer survivorship. 

• The team also produced a smartphone app with access to materials, biographies, 
social media and instant messaging. This resource was well received and reduced 
printing costs by 70% in comparison to the inaugural event. Most importantly it created 
networking and engagement opportunities for delegates. Plans are underway to further 
develop apps for other education programmes. 

 
SPECIFIC DEVELOPMENTS 
 
Development of an MSc in Advanced Practice (Cancer Pathway)  

The School is working closely with the University of Manchester on the development of a 
specialist Masters level academic programme for clinical staff. The framework has been 
developed to support the career development needs of health care professionals wishing to 
study at Masters level, but wanting to maintain a strong clinical focus.  The programme will 
develop the skills and abilities of health care professionals with specialist knowledge, 
supporting them in advancing their clinical practice and meet the changing needs of patients 
and service users.   
 
The programme will comprise specialist modules (developed and delivered by clinical staff 
from The Christie) alongside generic modules delivered and developed by the University of 
Manchester.    Initial approval to deliver has been received from the University, with the 
second phase documentation to be delivered by 13 May 2016.    Documents will be submitted 
for 10 modules, with 6 modules being delivered in the first year of the programme.   Module 
development is being led by clinical experts, and support is being received in respect of the 
academic development of the programme. 

 
Development of an E-Learning package on Immunology  

The School’s Technology Enhanced Learning team, in collaboration with clinical colleagues, are 
working on the development of a three stage on-line education programme in 
immunotherapy.  The programme is the first to be commissioned from the School by Pharma, 
and will set a benchmark for our capabilities in this area. The contract worth is £28K to the Trust 
and is our first venture with the pharma company MSD.   Part 1 of the 3 part programme has 
been written, developed and delivered to colleagues at MSD. Clinical colleagues are now 
working on stages 2 and 3 of the programme, with completion anticipated for July 2016.  
 
It is anticipated that this model of working with pharmaceutical and technical companies will be 
adopted by the TEL team in pursuance of their educational and financial targets.  

 
National PET-CT Education Programme 

In April 2015 the School of Oncology, The Christie Medical Physics and Engineering and The 
Christie Department of Radiology worked with Alliance Medical Ltd (AML) to win all four parts of 
the national contract to deliver 60% of the country’s required PET-CT scans. The Christie’s remit 
is to drive up quality by providing clinical leadership around standards, high quality education 
and research co-ordination. The School of Oncology is leading the education aspects and is co-
leading delivery of the contract overall.  
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The School is currently delivering the required education to support the transition of services to 
AML from previous contract holders.   This has involved developing an IV training course, 
delivering PET-CT introductory days, and training call centre staff to communicate more 
effectively with patients and relatives. 
 
At the same time, The School is developing a structured programme of education targeted at all 
those involved in the PET-CT pathway, from referrers, to call centre staff, including 
technologists and reporters. We are looking at how we can drive up quality and patient 
experience at all stages of the pathway, and are using the CQC framework to identify strengths 
and areas of development.  
 
The School will also be working with AML to look at the applicability of the ‘Christie Kite Mark’ to 
PET-CT services.  
 
A final aspect of the work with AML relates to looking at requirements for the workforce of the 
future. The School is involved in discussions with HEE, key universities, the Royal Society of 
Radiographers and AML in looking at workforce requirements and training pathways for 
technologists and radiographers, following changes in undergraduate and post graduate 
education from the comprehensive spending review.   
 
The second round of tenders for PET-CT contracts has also just commenced. The School is 
working with Christie Medical Physics and Engineering to support our bid for our own services, 
and also working with AML to consider on-boarding arrangements for others involved in the 
national contract 2, in relation to quality markers and access to education 

 
Maguire Communication Skills Training Team 

The Maguire Team are experts in clinical communication skills training offering evidence based 
intensive ‘high end’ courses involving role-play, actors and video feedback. As leaders in their 
field they continue to grow in structure and are in great demand. The team have delivered 23 
training course over the last 6 months, with 98.5% of these delegates saying they would highly 
recommend the course to their colleagues.  
 
The team now has commissions which will enable it to be on target, both financially and 
resource wise for 2016–17: currently the team has little capacity until January 2017. Given this, 
and given imminent retirement within the team, a plan is being developed to expand the cohort 
of freelance trainers the team works with, and to create training secondments to develop the 
future workforce. 

 
The School of Oncology is developing an international arm, marketing specific expertise to the 
international education audience. Aligned with the Trust’s International Strategy, the School is 
working with the Business Development and Communications team to create an international 
portfolio, including a range of international marketing materials.  

 
Our international programme comprises of:  

• Educational visits and observerships 
• Educational courses, workshops, seminar programmes and study days delivered on 

site or through our Virtual Learning Environment 
• Bespoke programmes of learning in all aspects of oncology 
• Access to an range of academic cancer education programmes with our partner 

universities 
• Advice and consultancy on cancer services 

 
In the last 6 months the School has hosted 15 observerships, including 4 nurses from Hong 
Kong and 11 medics from countries including Australia, Spain, Italy, France and Macedonia. For 
all its observerships, the School ensures that clear objectives are created and that a bespoke 

OBJECTIVE 4: To develop the Christie International School of Oncology 
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programme is developed for the visiting individual. The School also supports the individuals with 
accommodation, and information about travel, health, money etc. 

 
2nd ESMO Lung Cancer Preceptorship Event 

This three day event was held on 3-5 Feb 2016 in the Education Centre. Organised by Dr 
Raffaele Califano and the lung cancer team, in collaboration with the School of Oncology Events 
Team, this prestigious event attracted 120 young medical oncologists from a variety of different 
countries including Germany, Israel, Sweden, Italy, Turkey, Romania and Croatia. 
 
The meeting included guest speakers from France, The Netherlands, Italy and Switzerland,  and 
a social programme culminating in a course dinner at The National Football Museum. Overall 
the meeting was a great success. The Christie benefited from the prestige of hosting such a 
well-recognised educational event, but also an income of £44,549 for the Trust. ESMO continue 
to be delighted with the Christie Team and plan to host this event annually at the Trust.  

 
FRCR Revision Course in India 

The School of Oncology, with Medical Oncology, has been running a highly successful FRCR 
revision course in Manchester for a number of years. Last year The Royal College of 
Radiologists ran the FRCR exams in India for the first time. The School therefore piloted its 
revision course in Kolkata in January 2015. This was very successful, but involved a large 
number of faculty, which made it financially unsustainable.  
 
In January 2016 The School ran the revision course for a second time, piloting new methods of 
delivery . The face to face element of the course was delivered by a reduced faculty (from 13 to 
6), with work taking place to support a local faculty in Kolkata, to enable them to deliver more of 
the content of the course.   In addition, many elements of the programme continued to be 
hosted on the School’s Virtual Learning Environment.   This enables participants to continue to 
access filmed lectures and other resources over a period of months, thus embedding the 
learning more effectively. During the first part of 2016 there were over 200 hits on the e-learning 
platform 
 
A member of the team from Kolkata will visit the Christie this month to discuss the longer term 
plans for the programme.  This work will link to discussions being held with the FRCR team on 
the development of a more structured on-line learning programme, which will be accessible 
across the world 
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Agenda item 19/16c 

Meeting of the Board of Directors 
Wednesday 25th May 2016 

 
Integrated performance and quality report for month 1 – April 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 1 

Background Papers (if relevant) Balance scorecards 

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

Action/Decision Required To note the content of the report 

Link to: 

 NHS Strategies and Policy 

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

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 Board Assurance Framework 
6.1 

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

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

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

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

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

Resource Impact None 

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

IP – Inpatients 
DC – Day Case 
MRI – Magnetic Resonance Imaging 
CT – Computer Tomography 
CMPE – Christie Medical Physics Engineers 
FCE – Finished consultant episode 
CWT – cancer waiting times 
IMR – Intelligent monitoring report 
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Agenda item 19/16c 

Meeting of the Board of Directors 
Wednesday 25th May 2016 

 
 
 

Month 1 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 1 our overall good performance trend continues.  Our length of stay remains slightly above 
plan.  There are 4 risks rated at 15 in April, full descriptions of the risks can be found in section 4.  
 
Quality  
In April the satisfaction survey results remain high with a 99.2% positive response score.  The 
chemotherapy treatment targets continue to be met and exceeded. 
 
The work in the outpatient department has commenced, and the outpatient dashboard showing the 
8 key performance indicators are enclosed within the report.  The patient satisfaction surveys within 
outpatients show a high positive response at 98.0%, as does the family and friends test at 96.4% 
 
Patient safety 
There have been no cases of MRSA bacteraemia and no cases of unavoidable or avoidable 
CDifficile in April.    
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HR & Workforce

Never Events

Major Surgery 30 Day Survival Rate

0%

i 0Serious Incident Reported 1 0

Indicator

Agency Usage  (subject to validation)

YTD
i 0.04%



Overall Trust Activity Vs Plan > 0%

Capital Servicing Capacity

Incidents Reported  (Internal - grade 2 or above - snapshot per month)

g
Serious Incident Panels

Target / Thresholds
0

0

Mar-16



(Year) < 194

(Year) <= 25

(Year) <= 19
0

95%

0

i

0.04%

0.44%

Mar-16
3.78%

Achieved

Patient Satisfaction Score - % Recommended 99.20%99.50%

Friends & Family Score (Outpatients) % Recommended 93.89% 96.42%

(Year) <62

94%
< 4%
94%
< 4%

0.84%

Number Of Complaints

Number of Corporate Risks Grade 15 or Above 5 4   - 
Mar-16 Apr-16Target / Thresholds

-0.2%

CIP Performance - Full Year Impact - Recurrent % (Month 1) 44.2%

Indicator Performance YTD

g 44.2%

> 3%

> 90%
Key Risks

93.1% g 93.1%

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

< 80%
>10%

< 0% -0.2%

Target / Thresholds Performance

3.8 g 3.8
Continuity of Services Risk Rating 4 4

Cash Balance - % of Planned Value

g

Apr-16

g

> -2

Activity

3.00%

4

YTD
Liquidity - Ratio  (days) 50.5

> 2.5
3

g
Mar-16

< -12
< 1.25

2

< 3.4%

> 94.5% < 84.5%

50.5

Finance

0.19% 0.19%

< -1%

< 1%

Staff Sickness 2.87% 2.87%
Staff Training
Staff PDRs

91.0%

Indicator PerformanceTarget / Thresholds

YTD

84.5% 84.5%

Apr-16

91.2%
81.9%

91.0%

PerformanceTarget / ThresholdsIndicator

Mar-16

5 5



i

Mar-16

100.0%
i

87%
98%

Achieved
Target / Thresholds

87% g

Clinical Effectiveness

i

(Year) <= 33

0

Apr-16

VTE Risk Assessments
C-Difficile - Attributable Cases Due To Lapse In Care

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

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

Feb-16

19

YTDPerformance

Inpatient Falls Resulting in Harm  ( Grade 2 or above)

0 0
0

99.1%
2

 99.2%

2

97.02%96.29% 

0
9i

0.92%
97.02%

i 0.80%

1.31%  0.84%
99.20%i

i
 96.42%

9

-

Quality

Indicator Performance YTD


Mar-16
45.40%

Target / Thresholds

100.0%

Friends & Family Response Rate (Inpatients & Daycases)

100.0%
100.0%

31 Day Compliance - Subsequent Drug Therapy

40%

98.0%
94.0%

Apr-16

96.9%

45.70%

94.0%31 Day Compliance - Subsequent Surgery 94.6%
100.0%

Target / Thresholds

Cancer Targets

Indicator

100.0%62 Day Compliance - Screening

100.0%g

Performance YTD

62 Day Compliance - Upgrades
85.1%

75.0%

97.0%

85.0%
80.0%
90.0%
96.0% i

100.0%g

80.0%
< 14
< 28

> 90%
80.0%Chemotherapy Waiting Times  (% seen within target)

24

87%

i

Cancelled Operations On The Day Of Surgery

i
Pharmacy Waiting Times  (% seen within target)

81.1%Bed Occupancy  (Midnight) <= 82%

23

g
0.2%

86.1%
Radiotherapy Waiting Times - Palliative (Days) 9

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

Radiotherapy Waiting Times - Radical (Days)

86.2%
8

Delayed Transfers Of Care  (% of occupied bed days)

99.2%
98.3%

0

24
i
i



6.8

9
-

1

81.1%
87%

100%

i

4
Mar-16

4Monitor Continuity of Services Rating 4
Target / Thresholds 16/17

4

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



Diagnostic Waiting Times - PET/CT/MR 100.0%

18 Weeks Compliance - Non-Admitted Patients 99.2%
18 Weeks Compliance - Admitted Patients 96.5%

i
gPatients Waiting >52 Weeks

96.5%

18 Weeks Compliance - Incomplete Pathways

0

Indicator Apr-16

Performance Dashboard - 2016/17

Performance

YTDPerformance

100.0%6 Weeks
90.0%
95.0%

1 g

g

0
92.0%

0

g

Friends & Family Score (Inpatients & Daycases) % Not Recommended 0.27%

95%

Friends & Family Score (Inpatients & Daycases) % Recommended

Mar-16

94.3%
96.5%
100.0%
99.3%

Safety Thermometer

62 Day Compliance - Post Reallocations

31 Day Compliance

31 Day Compliance - Subsequent Radiotherapy

0

0.50%
7

Friends & Family Score (Outpatients) % Not Recommended

94%

97.97%

< 4%

Mixed Sex Accomodation Breaches

Patient Satisfaction Score - % Not Recommended

75.0%

g

100.0%
< 3.5%

< 6.4

0.92%

85.1%

94.6%i

> 7
0.2%

6.8




i

100.0%
97.0%

0.4%
6.83

82.1%
87%

98.3%

100.0%

Apr-16

98.7%
98.6%

0
1

100%

94.8%

0.80%

YTD

C-Difficile - All Attributable Cases
MRSA 0
Indicator Performance

0

Apr-16

2

Patient Safety

0

 0
0

0 g

i21 21

99.7%

3 3

99%

96.89%  - i

0

g

0 g0

3 2

99.2%
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Performance Exception Report 
 

 
Indicator 

Hospital Cancelled Operations On 
The Day of Surgery 

Target Mar-16 Apr-16 Performance YTD 

0 1 1  1 

Issue 

This patient was booked  for 26th April 2016 and required a Critical Care Unit bed post-operatively. The CCU 
had 6 patients on the ward, 3 of whom were Level 3 patients (ventilated) and therefore required one to one 
care. These 3 patients did not have estimated discharge date due to the complexity of care required. One of 
the Level 3 patients required transfer to UHSM for cardiac management. Due to UHSM bed pressures they 
were unable to accept the patient. 

Therefore CCU could only accommodate 1 of the 2 surgical elective patients booked into the Unit on 26th 
April. There was a list available on Friday 28th April, so the patent  was postponed until this date. The other 
surgical patient booked into CCU was a complex joint case so a clinical decision was made to prioritise this 
patient. 

 

 

Proposed Action 

Daily monitoring of CCU bed pressures with swift escalation to Surgery Service Managers where there are 
likely to be problems.  

Limit of 4 surgical patients booked into CCU every day. 

Assessing Improvement 

 

Impact 

Patient experience – cancelled on the day of surgery 

Financial – wasted theatre resource  

Expected Date of Performance Delivery 
 

Executive Lead 
Chief Operating Officer 
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Performance Exception Report 
 

 
Indicator 

PDRs 
Target Mar-16 Apr-16 Performance YTD 

95% 81.87% 84.48%  84.48% 

Issue 
PDR compliance is below the Trust target of 95% 

Proposed Action 

 An internal audit conducted by MIAA and a systems process audit are currently being undertaken of the 
PDR process and paperwork/policy. 

Assessing Improvement 

Divisional reports continue to be sent to divisions monitored through divisional boards and the Trust 
performance review process. 

Impact 

Medium 

Expected Date of Performance Delivery 

August 2016 

Executive Lead 

Acting Director of Workforce 
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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 % 99.2%
Not Recommended % 0.8%

Patient Survey % Recommended Scores

 
 

The overall performance for patient satisfaction in April is 99.2%. 
 

The table below shows 18 of 2269 responses where patients have given a negative response   
 

Questions Strongly 
Agree Agree Disagree % Rec % Not Rec

Acceptable IP admission waiting time 53 19 1 98.6% 1.4%
Acceptable OP treatment waiting time 50 50 5 95.2% 4.8%
Acceptable OP test waiting time 6 2 1 88.9% 11.1%
Informed of pharmacy waiting time 13 4 0 100.0% 0.0%
Informed of medical physics scan waiting time 8 2 0 100.0% 0.0%
Treated with respect by staff 185 33 0 100.0% 0.0%
Involved in decisions 137 45 2 98.9% 1.1%
Given enough privacy 124 43 1 99.4% 0.6%
Access to call bell 59 12 1 98.6% 1.4%
Member of staff to talk to 158 50 0 100.0% 0.0%
Treated with compassion 154 43 0 100.0% 0.0%
Received required care 154 44 1 99.5% 0.5%
Received necessary information 152 52 2 99.0% 1.0%
Received sufficient pain control 116 58 2 98.9% 1.1%
High standard of cleanliness 156 59 1 99.5% 0.5%
Recommend Christie services 183 27 1 99.5% 0.5%
TRUST Score 1708 543 18 99.2% 0.8%            
 
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 April for inpatients and day cases show an excellent 
response of patients recommending The Christie at 97.0%.  

 
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) 44 3 1 0 0 0 48 48 100.0%

03 Ward (Dept 48) 11 0 0 0 0 0 60 11 18.3%

04 Ward (Dept 52) 22 4 0 1 1 0 41 28 68.3%

10 Ward-Surg Onc Unit (Dept 4) 91 5 2 0 0 0 124 98 79.0%

11 Ward (Dept 4) 31 2 0 0 0 0 87 33 37.9%

12 Ward (Dept 4) 20 0 0 0 0 2 66 22 33.3%

CTU Inpatient Ward (Dept 1) 6 0 0 0 0 0 6 6 100.0%

Endocrine Ward (Dept 63) 1 0 0 0 0 0 2 1 50.0%

Haematology Day Unit (Dept 26) 29 2 0 0 0 1 72 32 44.4%

Oncology Assessment Unit (Dept 14) 42 3 0 0 2 0 133 47 35.3%

Palatine Ward (Dept 27) 19 2 0 0 0 0 70 21 30.0%

Planned Admission & Transfer Suite (Dept 25) 20 0 1 0 0 1 81 22 27.2%

Surgical Day Case Unit(Dept 4) 28 3 1 0 0 0 69 32 46.4%

The BMR Unit (Dept 16) 33 2 0 0 0 0 95 35 36.8%

Total 397 26 5 1 3 4 954 436 45.7%

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

 
 
 

 
1.2 Complaints  

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

0

2

4

6

8

10

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
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Total Complaints
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1.3 Number of complaints by primary concern raised by complainant  
Complaint Grade Primary Concern

1 4 Poor administration of appointments and attitude of receptionist.

2 4
Complaint about nursing and medical care and management of patient and behaviour of a member of the 
corporate team.

3 2 Alleged delays, poor communication and attitude of consultant.

4 2 Attitude of consultant.

5 4 Concern about perceived delays in pathway and unwillingness of doctor to answer questions.

6 4 Does not agree with decisions about mother’s treatment and found out-patient appointment disorganised.

7 2 Not adequately informed of possible side effects of radiotherapy

8 4 Patient is concerned a delay in their scans affected their treatment and outcomes.

9 4 Procedure delayed for 11 hours and patient not offered food, drink or pain relief.
 

 

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

► Query/suggestion ►
Allegation that service 
received substandard

►
Single issue complaints 
with  allegation of lack of 
appropriate care

►
Multiple issue complaints 
with allegations of lack of 
care

►
Multiple issue, complex 
complaints

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

►
Simple complaints which 
can be resolved quickly

►
Serious complaints  
containing one issue

►
Serious complaints  
containing more than one 
issue

►

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

►
Anonymous comment 
forms raising 
concerns

►

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

► Affects 16 – 50 people ►
Risk to organisational 
reputation

4 51 2 3

 
 

Complaints by type 
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Total complaints 2015/16 - 16/17 May June July Aug Sep Oct Nov Dec Jan Feb Mar Apr

Number 3 2 3 6 3 6 6 3 7 5 7 9

Activity (total)* 28081 30788 31826 28554 31411 31541 30806 30108 28747 30238 31495 32308

Complaints as % of total activity 0.01% 0.01% 0.01% 0.02% 0.01% 0.02% 0.02% 0.01% 0.02% 0.02% 0.02% 0.03%  
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Complaints monthly comparison 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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
2016/17 9
Baseline 5 5 5 5 5 5 5 5 5 5 5 5
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14/15, 15/16, 16/17 Monthly Complaints Comparison

 
 
 
1.4 PALS Contacts 

Patient Advice and Liaison Service (PALS) Contacts by month for the last 3 years.   PALS 
contacts relate to areas such as queries, concerns and compliments. 

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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
2016/17 117
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1.5    Executive quality walk rounds 

The following Executive Walk Rounds have taken place in April 
 

Date Executive 
Director Location Outcome 

5th April 
2016 

Director of 
Fundraising 

and Corporate 
Affairs 

Interventional 
Radiology 

Things to be proud of: 
• The team is very patient focussed with positive 

feedback 
• The team members are very supportive and helpful 

to each other 
• The team and service are nationally and 

internationally recognised as excellent 
• Patient focussed initiatives like the gastrostomy 

drop in clinic and the swallow clinic resulting in 
better patient experience and cost savings 

• Opportunity and willingness for staff development 
Challenges 
• Current machine is at end of life and needs 

replacing 
• Although the team provide a service for patients 

that is growing and developing quickly it does not 
have a high profile within the Trust 

• Patients following intervention are cared for on the 
wards where staff are not so aware of what to look 
for and how to care for patient 
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Date Executive 
Director Location Outcome 

• Face to face interaction with patients prior and post 
intervention – lack of interaction prior to 
intervention raises potential issues with consent 

 
Things to take forward/consider: 
• Raise profile of service and develop overarching 

strategy  
• Actions: Hans-Ulrich Laash to meet with Dr 

Harrison for advice and support on developing 
strategy. Maggie Doyle to meet with team/lead to 
develop appropriate communications. Opportunity 
to present at board. Key members of staff to be put 
forward for staff awards 

• Toshiba are keen to work with the team, provide 
them with the state of the art machine and the team 
would be the first reference centre outside of 
Japan.  

• Action: case to developed as part of achieving 
strategy, potential for fundraising 

• Patient care would be improved by a nurse with 
responsibility for patients on wards following 
intervention.  This could potentially save bed days. 

• Action: case to be developed as part of achieving 
strategy 

•  
12th April 

2016 
Director of 

Finance and 
Business 

Development 

MRI Scanning 
Department 

Things to be proud of: 

• The team are proud of the work they do on the unit 
and are very excited by the prospect of moving to 
the new unit in a couple of months time.  

• They are rightly proud of the input they have had 
into the design and layout of the new build 

Challenges 

• Challenges for the team largely centre around the 
inadequacy of the unit environment. At present 
there are privacy and dignity issues for patients due 
to a mixed sex waiting area when patients may be 
in hospital gowns. Personal information needs to 
sought from anyone entering the unit for safety 
reasons, within hearing of others located close by. 
The layout does not allow proper segregation of the 
unit into Red, Amber and Green areas. Conditions 
are cramped with inadequate space for equipment 
(chairs in thoroughfares), and preparation rooms 
have to be used if bad news needs to be broken. 
There is inadequate facility for staff within the unit. 

• All of these issues, however, will be addressed with 
the opening of the new unit which has seen a lot of 
staff and patient involvement in its planning and 
development. The picture boards of the new unit 
were very reassuring and promise a state of the art, 
fit for purpose unit going forward. 

• The only other challenge for the unit is the very 
limited portering resource (a sentiment shared 
previously by staff on the CT scanning unit). 
Limitations to this resource are resulting in 
bottlenecks in patient flow and inefficiencies in 
optimum use of scanning slots. This is frustrating to 
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Date Executive 
Director Location Outcome 

the unit staff, the unit porters and diminishes the 
quality of the patient experience 

Things to take forward 
• A smooth transition during the unit move in June 
• Assistance of the trust board of directors in moves 

to improve the portering resource, which will be 
further challenged when CT and MRI scanning 
separate geographically 

28th April 
2016 

Acting 
Director of 
Workforce 

Critical Care 
Unit 

Things to be proud of: 
• Excellent care provided to the patients and support 

to their families. 
• Effective and very good team working, nice 

environment. 
• Excellent support for development from manager. 
• Very good communication, feel able to raise 

concerns and team are aware of what is going on 
across the organisation 

Challenges 
• Night shifts can be difficult when required to contact 

the resident on site Dr.  Can feel quite isolated. 
• No food available on night shifts except from within 

the vending machine 
• Availability of training for example moving and 

handling 2 week delay until place was available 
and then individual could commence full duties 
once competent 

• Meals for patients on occasion cane be left outside 
in the staff kitchen without staff being aware and 
then when they check the meal can be cold 

• Queues in the dining room during lunchtime could a 
staff only till or pre ordering system be looked into 
to enable staff enough time to take their Lunch 

• ESR training difficult to navigate around as a new 
starter 

Things to take forward 
• Availability of training for example moving and 

handling 2 week delay until place was available 
and then individual could commence full duties 
once competent 

• Meals for patients on occasion cane be left outside 
in the staff kitchen without staff being aware and 
then when they check the meal can be cold 

• Queues in the dining room during lunchtime could a 
staff only till or pre ordering system be looked into 
to enable staff enough time to take their lunch 

• ESR training difficult to navigate around as a new 
starter 

 
 
1.6 Delivering Same Sex Accommodation (DSSA)  

There were no breaches of DSSA in April. There were 33 episodes of mixed sex 
accommodation for clinical need located in the Critical Care Unit.   
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2. Patient safety   

2.1 Open and Honest Care 
As a member of the “Open and Honest care: driving improvement programme”, we continue to 
work with patients and staff to provide open and honest care, and through implementing 
quality improvements, further reduce the harm that in-patients sometimes experience when 
they are in our care.  
 
Detailed below is a summary for the April 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

97.02% 0.92%

Patient Experience - Internal survey results % Recommended % Not Recommended

Were you involved as much as you w anted to be in the decisions about your care and treatment? 98.9% 1.1%

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? 99.4% 0.6%

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? 98.6% 1.4%

Did you get the care you felt you required w hen you needed it most? 99.5% 0.5%

How  likely are you to recommend our w ard/unit to friends and family if  they needed similar care or treatment? 99.5% 0.5%

Staff Experience - Internal survey results based on responses from 25 staff on locations w here a harm has occurred % Recommended % Not Recommended

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

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

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

2.  Experience

Patient Experience - Friends & Family Test 

Performance / Total

1. Safety

96.89%

0

0

5

1.13

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 – April 2016 

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

The April 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. 

2655.75
Average Fill Rate % 97.9% 97.8%

ALL Staff
Total monthly PLANNED 23429.5 13411.75

Total monthly ACTUAL 22967.5 13061.25
Average Fill Rate % 98.0% 97.4%

Care Staff
Total monthly PLANNED 7078 2715.25

Total monthly ACTUAL 6931

DAY NIGHT
Hours Hours

Registered Nurses
Total monthly PLANNED 16351.5 10696.5

Total monthly ACTUAL 16036.5 10405.5
Average Fill Rate % 98.1% 97.3%

 

Breakdown By Ward 

Critical Care Unit

Palatine Trt Centre

10 Ward-Surg Onc Unit

11 Ward

12 Ward

04 Ward

Oncology Assessment Unit

01 Ward

TOTAL

Critical Care Unit

Palatine Trt Centre

10 Ward-Surg Onc Unit

11 Ward

12 Ward

04 Ward

Oncology Assessment Unit

01 Ward

TOTAL

1731.5

1645.5

2413

929

869 853

626 612.5

58.75

750

446.5

352.5

317.25

340.75

437.5
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1015 1015

1052 1036

732.5 714

561 511

2282 2240

3230.5

2036.5

2011.5

7078 6931 97.9% 2715.25

98.5%

91.1%

16351.5 16036.5 98.1% 10696.5

99.5%

97.0%

1795.5

1653.5

2413

929

3126.5

1974.5

1976.5

2655.75 97.8%

97.8% 100.0%

98.2% 97.1%425

12

97.5% 100.0%

100.0%

100.0% 110.0%387.75

317.25

340.75

98.8% 81.6%

98.2% 100.0%

100.0%58.75

750

364.25

Care Staff

DAY NIGHT

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

1105 1085.5

1117.5 1104

10405.5 97.3%

100.0% 100.0%

100.0% 100.0%1125 1125

720 720

98.8%

96.4% 97.6%

98.3% 98.3%1374.75 1351.25

975.25 951.75

998.75 987

94.8%

96.8% 93.8%

98.2% 98.8%1950.5 1927

2412.5 2262.5

1139.75 1081

DAY NIGHT

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

Registered Nurses

 

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

This escalation has included using the hospital bank to support the patient acuity levels. There 
are twice daily planned staffing reviews as well as a review of the hospitals activity. 
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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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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%
Apr-16 35% 90% 92% 86% 92% 75% 93% 73% 67% 57%

*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 April 
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MRSA bacteraemia

 
 

Clostridium Difficile 
There were no cases of unavoidable c-diff reported in April.    
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Avoidable + Unavoidable 0
Avoidable 0
Avoidable + Unavoidable Target (National) 2 3 5 6 8 10 11 13 14 16 17 19
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Clostridium Difficile (cumulative) against annual target
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MSSA 
There were no cases of MSSA bacteraemia April. 
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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
MSSA 3 2 1 0 1 0 2 1 0 0 0 0

MSSA bacteraemia

 
 

Glycopeptide Resistant Enterococcus (GRE) 
There were 2 cases of GRE bacteraemia in April.  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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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Total GRE 0 3 0 1 1 0 0 0 1 0 1 2

Total GRE (bacteraemia)

 
 

 
Escherichia Coli (E-Coli) 
There were 3 cases of E-Coli in April..  These were found on blood cultures taken from unwell 
patients. These patients have been found to have the organism occurring naturally on 
admission.  The infection has not been acquired in the hospital.     
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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
E.Coli 3 7 3 8 6 2 4 5 6 4 9 3

E-Coli

 
 
 
2.4 Clinical  incidents 

Patient harm 
There were 21 incidents occurring in April, 1 of which was minor, 1 of which was 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). 
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►
Minor injury or illness which 
was remedied with first aid 
treatment

►
Moderate injury or illness 
requiring professional 
intervention

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

► Fatalities

►
Health associated infection 
which did not result in 
permanent harm

►
No staff attending essential 
/ key training

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

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

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

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

►

4 / major 5 / catastrophic

Adverse event 
requiring no/minimal 
intervention or 
treatment.

1 / no harm 2 / minor 3 / moderate

 
 

Grade Incident Type Additional Details Location

4 (Major) Fall Outpatient fall resulting in fracture to femur Christie @ Oldham

3 (Moderate) Care Appropriate action not taken follow ing elevated glucose levels ORTC

Fall Unw itnessed fall resulting in graze to knee Ward 4

Communication Contradictory advice given to diabetic patient prior to surgery, resulting in hypoglycaemic episode SDCU

Extravasation Extravasation during administration of contrast Radiology

Pressure ulcer Grade 2 pressure ulcer to buttock CCU

Extravasation Extravasation during administration of contrast Radiology

Extravasation Extravasation during administration of chemotherapy Ward 11

Pressure ulcer Grade 2 pressure ulcers to heels Palatine Ward

Fall Patient fall resulting in laceration to nose Ward 11

Extravasation Extravasation during administration of contrast Radiology

Medical equipment Grazes to abdomen from theatre drapes Theatres

Pressure ulcer Grade 2 pressure ulcer to buttock Ward 10

Dispensing Patient experienced a carcinoid crisis Radiology

Extravasation Extravasation during administration of contrast Radiotherapy

Care Patient experienced pain at cannulation site Clinical trials unit

Pressure ulcer Grade 2 pressure ulcer to sacrum Ward 3

Sharp Patient cut knuckles w hen having radiotherapy treatment, source not identif ied Christie @ Oldham

Blood Adverse effect w hen platelets given through incorrect giving set Ward 4

Pressure ulcer Grade 2 pressure ulcer to sacrum Ward 11

Care Scratch to end of nose from NG tube Ward 10

2 (Minor)

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

 
Pressure Ulcers 
Aim: 10 % reduction in Grade 2 pressure ulcers from the 2015/16 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. April 2016 shows 5 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. 

57



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

2015/16 Total 1 9 11 14 15 18 19 21 23 23 26 28
2016/17 Total 5
16/17 Reduction Tra jectory 2 4 6 8 11 13 15 17 19 21 23 25
Incidents as % of IP Spells 0.54% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
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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 2016/17 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

2015/16 Total 2 11 17 22 23 26 28 30 31 36 40 43
2016/17 Total 2
16/17 Reduction Tra jectory 3 6 8 11 14 17 19 22 25 28 30 33
Incidents as % of IP Spells 0.21% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
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** This is subject to cases being reviewed at Executive review group, and therefore subject to validation** 

 
 
Never Events 
There were no never events in April. 
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2.5   Litigation, claims and inquests  
 
Claims 
Clinical negligence, employer liability and public liability 
There was 1 public liability claim opened, 1 employer liability claim reopened and 1 clinical 
negligence claim closed in April 2016 

 
Payments 
There were 2 payments made on claims in April.  
 
Inquests 
Two inquests were held in April relating to patients of The Christie. 
 

Coroner Staff called Verdict

Manchester YES Natural causes

Bolton NO Natural causes  
 
Police involvement 
There were 2 episodes of police involvement in April: 
• CID update that a patient who left the hospital had been found  
• Royal visit MAGGIES opening     

 
 
2.6 Executive reviews 

There were 4 executive reviews held in April.   
 

Date of 
executive 

review

Incident 
Report 

Number

Incident 
Date

Description Root Cause

• Assisted falls to be a trigger of 
increasing falls risk.

• Use of ‘tabs’ alarm system for patients 
at risk of falls

08/04/16 W26940 24/02/16
Patient sustained a fractured neck of 
femur in a fall. This was reported as a 
Serious Incident

•
Review of management of patients who 
sustain orthopaedic trauma

Unwitnessed 
accidental fall

14/04/16 W27086 03/03/16

Patient received an inadvertent bolus 
of strong potassium and had a cardiac 
arrest. The patient was successfully 
resuscitated has suffered no long term 
consequences This was reported as a 
Serious Incident

•
Immediate change of delivery system for 
strong potassium solution from a 
volumetric pump to a syringe driver

Human error

15/04/16 W26850 18/02/16
Out-patient clinic overbooked and 
therefore over-ran

•
Extra clinic established and 
underpinning administration processes 
to be reviewed

Overbooking of 
clinic at a time 
when staff were on 
annual leave

Outcome

08/04/16 W26753 14/02/16

Patient sustained a head injury in a fall 
that may have hastened their death. 
This was reported as a Serious 
Incident

Unwitnessed 
accidental fall
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2.7    SUI panels 
 There were 3 SUI panels held in April.  
 

Date of SUI 
panel

Incident 
Report 

Number

Incident 
Date Description Outcome External report Coroner

20th April W26753
14th Feb 

2016

Patient sustained a 
head injury in a fall 
that may have 
hastened their death.

SI panel concurred w ith multi-disciplinary 
root cause analysis investigation outcome 
that this w as an unw itnessed, accidental 
fall.

CCG Yes

20th April W26940
24th Feb 

2016

Patient sustained a 
fractured neck of 
femur in a fall.

SI panel concurred w ith multi-disciplinary 
root cause analysis investigation outcome 
that this w as an unw itnessed, accidental 
fall.

CCG No

20th  April W27086 3rd March 
2016

Patient received an 
inadvertent bolus of 
strong potassium and 
had a cardiac arrest. 
The patient w as 
successfully 
resuscitated has 
suffered no long term 
consequences.

The serious incident panel agreed w ith the 
outcome of the root cause analysis 
investigation that this w as due to human 
error w hen the nurse w as removing air 
from the intravenous line and it led to a 
bolus dose being administered. The patient 
has fully recovered w ith no residual harm 
identif ied follow ing investigations.

CCG No
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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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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Radical XRT 90 day survival rate 97% 97% 97% 97% 96% 97% 96% 96% 96% 95%
Palliative XRT 30 day survival rate 88% 91% 86% 85% 89% 81% 90% 86% 85% 85% 87% 87%
Final chemotherapy 30 day survival

rate 99% 99% 99% 99% 99% 99% 99% 99% 99% 99% 99% 98%

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

Treatment survival rates

 
Data subject to validation 
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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Intrathecal administrat ions 24 39 28 15 45 39 46 24 32 14 42 65
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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0%

5%

10%

15%

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Unit mortality 4.3% 7.3% 2.1% 8.7% 7.3% 4.2% 3.9% 6.8% 6.3% 0.0% 3.9% 8.3%
Total mortality 6.5% 9.1% 2.1% 8.7% 7.3% 8.3% 5.9% 11.4% 8.3% 4.0% 3.9% 8.3%

CCU Mortality Rates

 
 

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Level 2 - Episodes 45 55 46 44 36 48 51 43 48 49 51 46
Level 3 - Episodes 5 7 9 5 6 2 6 4 4 2 3 5
Level 2 - Bed days 131 162 149 168 102 152 169 134 165 136 170 118
Level 3 - Bed days 33 41 37 16 27 5 32 10 5 4 46 18

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
0 1 0 0 1 2 2 1 2 1 0 2
1 1 1 1 2 0 1 0 0 0 1 2
0 0 0 0 1 0 0 0 0 0 0 1
2 3 1 3 3 2 2 3 3 0 2 4
1 1 0 0 0 2 1 2 1 2 0 0
0 0 0 0 0 0 0 0 0 0 0 0

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

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

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

Central Line Infections Aquired on Unit 
Average Apache II Score

Admissions for central line infections

Levels of 
Care

Unit mortality 
Total mortality 

 
 

 
3.3    Christie Inpatient Deaths 
 

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

Elective/planned admission 5

Non Elective/emergency admission 18

TOTAL 23

Deaths on CCU 4

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

Deaths within 30 days SACT* 2

Deaths reported to coroner (*includes the above): 5

Deaths associated with a serious untoward incident: 0

Deaths associated with triggers other than the above:
HCAI (1); Sepsis (1); Transplant with 6 months (1) 1

TOTAL 7

Apr-16

Number of NHS Christie 
Inpatient deaths

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

than one trigger)
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3.4 Clinical outcomes unit 
 
Clinical Outcomes for Christie Colorectal, UGI and Breast Cancer patients 

The Clinical Outcomes Unit has produced a report reviewing the outcomes of 3 cancer types treated 
at The Christie (LGI, UGI and Breast cancer). While there is a common theme throughout the report, 
analyses have been modified for each disease type following guidance from each of the clinical 
teams, and the period covered is dependent upon the amount of structured data available for each. 
The report includes analysis on overall survival, treatment pathways and emergency admissions. 
Outcomes summary 
 
Overall one year survival for Christie patients with breast cancer is 95% (95% CIs 94.9% - 95.9%) 
 
One year overall survival for Christie patients with colorectal cancer is 89% (95%CIs 86% - 91%). 
 
One year overall survival for Christie patients with UGI cancer is 52% (95% CIs 49% - 55%). 
 
The report can be accessed from Clinical Outcomes Reports on Sharepoint at: 
Outomes Report_UGI_LGI_Breast_2016.pdf 
 
And also from the COU page on paparazzi at 
http://paparazzi.xchristie.nhs.uk/Report/Detail?id=878 
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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 
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Control measures 

1 
  
 
 

2016/17  Recurrent Trust 
Wide Cost Improvement 
Programme not achieved 

15 30th Jun 
2016 

Improvement Boards have been established, 
accountable to Transformation Board. 
CIP targets agreed for 16/17 and shared with 
Improvement Boards 
Scheme identification has commenced 
Shared learning with other providers on potential 
schemes for delivery.. 

2 
 
 

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 Aug 
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. 

 
3 
 

 

Maintenance backlog of 
medical devices. 15 31st Jul 

2016 

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

4 
NEW 

2017-18 tariff structure 
resulting in risk of a recurrent 
loss of income 

15 30th Jun 
2016 

Contract signed contract for 2016/17.  
Participating at national level to influence 
development of specialist tariffs. To develop 
relationship with Manchester and Cheshire 
commissioners. 
Trust representatives on Specialised Complex 
Tariff group working with Monitor and NHS 
England on local tariff pricing (chemotherapy).  
Trust is identified as NHSE test site for chemo 
tariff development.  Dir of Pharmacy is a member 
of the Medicine Optimisation CRG.  
Track record of modelling financial and 
operational impact of commissioner changes.   
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5. Activity 
 
5.1    Key trends and forecasts  

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

 
The Trust has consistently delivered the commissioner activity plan within 1% of the contract 
value. Fluctuations in income associated with under and over performance are contained 
without the risk share agreement with NHS England. 
  
Point of Delivery Plan Actual Variance
Day Cases 835 802 -3.97%
Elective 457 437 -4.30%
Non Elective Emergency 350 479 36.71%
Non Elective Non Emergency 21 15 -27.29%
OP First Attendances 1248 1198 -3.98%
OP Followup Attendances 7402 7580 2.41%
Telephone Consultation 2159 2046 -5.24%
Homecare Treatments 161 156 -3.40%
OP Followup Attendances Chemotherapy Review 3991 3863 -3.21%
OP Followup Attendances Radiotherapy Review 1303 1113 -14.56%
Supportive Care Hormonal Drug Review 310 312 0.54%
OP Procedures 566 532 -5.97%
AHP Attendances 496 709 43.08%
Chemotherapy Delivery 4972 4999 0.54%
Radiotherapy Treatment 8023 8067 0.55%
Month 1 Total Activity 32294 32308 0.04%
Month 1 Cumulative Total Activity 32294 32308 0.04%  
 
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 835 802 -33 -3.97% £573,526 £561,124 -£12,402
Elective 457 437 -20 -4.30% £2,095,196 £2,083,107 -£12,090
Non Elective Emergency 350 479 129 36.71% £801,806 £980,741 £178,934
Non Elective Non Emergency 21 15 -6 -27.29% £79,749 £57,459 -£22,290
OP First Attendances 1248 1198 -50 -3.98% £246,560 £241,528 -£5,032
OP Followup Attendances 7402 7580 178 2.41% £723,586 £748,614 £25,028
Telephone Consultations 2159 2046 -113 -5.24% £65,991 £62,227 -£3,763
Homecare Treatments 161 156 -5 -3.40% £144,655 £147,546 £2,891
OP Followup Attendances Chemotherapy Review 3991 3863 -128 -3.21% £396,449 £384,601 -£11,847
OP Followup Attendances Radiotherapy Review 1303 1113 -190 -14.56% £129,260 £110,441 -£18,818
Supportive Care Hormonal Drug Review 310 312 2 0.54% £32,479 £32,823 £344
OP Procedures 566 532 -34 -5.97% £123,644 £115,326 -£8,318
AHP Attendances 496 709 213 43.08% £39,894 £58,265 £18,371
Chemotherapy Delivery 4972 4999 27 0.54% £1,378,945 £1,470,348 £91,404
Radiotherapy Treatment 8023 8067 44 0.55% £1,127,579 £1,125,729 -£1,850

32,294 32,308 14 0.04% £7,959,319 £8,179,881 £220,562

Apr-16

Core

Unbundled

Grand Total  
 

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

Month 1 total activity 32308 0.04%
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6. Finance   
 
6.1   Summary Month 1 Financial Performance:  Variance Analysis 
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FSRR - Continuity of services Balance sheet sustainability - Capital service cover 
(times)

25% 2.5 1.75 1.25
3.8 4

FSRR - Continuity of services Liquidity - Liquidity (days) 25% -2 -7 -12 50.5 4
FSRR - Financial Efficiency Underlying performance - I&E margin (%) 25% 1% 0% -1% 4.3% 4
FSRR - Financial Efficiency Variance from plan - I&E margin variance (%) 25% 0% -1% -2% 1.0% 4
Overall Monitor Risk Rating Financial Sustainability Risk Rating 4 3 2 4

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

<0% <0 to 3% >3% 24.4%

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

<0% <0 to 3% >3% -0.2%

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

<90% <90 to 100% >100% 45.4%

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

<90% <90 to 100% >100%
45.4%

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

<90% <90 to 100% >100%
55.8%

Capital Expenditure Exchequer Capital Spend to date (£'000) £2,984k
Cash Balance Current balance to date (£'000) £45,879k
Cash Balance Percentage of planned value >90% 80-90% <80% 91.3%

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

<50% <50% to 99% >100% 26.8%

Debtor Days Average length of time debt is outstanding <12 <15 >16 18
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% 82.5%

Accurate financial planning Capital expenditure < 85% of plan for the year to date >85% 75% - 85% <75% 67.9%
Accurate financial planning Capital expenditure > 115% of plan for the year to date <115% 115% - 125% >125% 67.9%

M1 
Targets

Trust Objective Themes & 
Performance Indicators

Tolerances Indicator

 
 
 
6.2 I&E 

• The month 1 EBITDA position has  a surplus of £2,358k (£141k above plan). 
• The month 1 trading surplus is £451k (£1k above plan). 
• The month 1 I&E surplus is £908k (£294k below plan), linked to slippage on charitably 

funded capital donations in line with capital expenditure. 
• The financial sustainability risk rating is 4. 
• CIP delivery is better than the planned recurrent trajectory, standing at 54.6% in year and 

44.2% recurrently. 
• Agency spend as a % of total pay is 0.38% for month. 

 
 

6.3 Balance sheet / liquidity 
• Cash balances stand at £45.9m (91.3% of plan). 
• Debtor days stand at 18 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 67.9% of plan. 

 
 
6.4 Other 

• TCC distributable profits of £3,772k for the 2016 year to date.  In line with contractual 
arrangements, there has been nil distribution to the Trust in month. 
 

 

66



0

3,000

6,000

9,000

12,000

15,000

£0
00

's

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
Actual 908
Plan 1,202 2,403 3,605 4,807 6,008 7,210 8,412 9,613 10,815 12,017 13,218 14,420

Overall Trust Position

 
 

0

3,000

6,000

£0
00

's

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
Actual 451
Plan 451 901 1,352 1,802 2,253 2,704 3,154 3,605 4,055 4,506 4,956 5,407

Trading Trust Position

 
 

£0
£5,000,000

£10,000,000
£15,000,000
£20,000,000
£25,000,000
£30,000,000
£35,000,000
£40,000,000
£45,000,000
£50,000,000

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17

Exchequer Cash Balances 2015/16

 
 

 

0

1000

2000

3000

4000

5000

6000

£0
00

's

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 0
Plan 429 858 1287 1716 2145 2575 3004 3433 3862 4291 4720 5149

The Christie Clinic Performance

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 67



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

 
Existing Standards Operational Standard Q4 April 

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

62 day with reallocations 85% 90.5 % 85.1% 

31 day standard 96% 98.7 % 97.0% 

62 day screening standard 90% 100 % 100% 

62 day consultant upgrade standard No National Standard Set 90.7 % 75.0% 

31 day drug standard 98%  100% 100% 

31 day surgery standard 94%  97.9% 97.6% 

31 day radiotherapy standard 94%  99.8% 100% 

Breast 14 day symptomatic  93% n/a n/a 
Subject to validation and breach reallocations. 
Data Accurate as of 11.05.16 
 
 

 

94%

96%

98%

100%

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
31 day 98.7% 97.1% 98.5% 98.9% 98.3% 99.0% 98.5% 98.6% 97.7% 99.0% 99.3% 97.0%

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

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

31 sub (surgery) 97.7% 97.2% 100.0% 95.2% 100.0% 100.0% 100.0% 98.0% 98.4% 98.5% 96.9% 94.6%

31 day performance

 
 

May-
15

Jun-
15 Jul-15 Aug-

15
Sep-
15

Oct-
15

Nov-
15

Dec-
15

Jan-
16

Feb-
16

Mar-
16

Apr-
16

62 day CWT 62.6% 59.6% 71.1% 64.5% 68.2% 67.3% 68.8% 77.2% 67.7% 69.1% 72.8% 68.6%
62 day (adjusted) 85.2% 85.7% 91.5% 86.2% 88.4% 86.6% 86.3% 90.6% 85.4% 92.3% 94.3% 85.1%
62 day target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

0%

20%

40%

60%

80%

100%
62 day performance

 
 

Q2 15/16 Q3 15/16 Q4 15/16 Q1 16/17
Qtr % CWT 67.9% 71.2% 70.5% 68.6%
Qtr % Local Policy 88.7% 87.9% 90.8% 85.1%
Standard 85% 85% 85% 85%

0%

20%

40%

60%

80%

100%

62 day performance
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 7.2   Improving and Sustaining Cancer Performance 
The charts below show the month on month position for 62 days, both pre and post reallocation by 
tumour group.  
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7.3   Internal Performance 
 

 

80%

85%

90%

95%

100%

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Internal 31 day 91.2% 87.6% 90.1% 92.9% 92.2% 86.9% 94.5% 93.3% 87.7% 90.6% 94.3% 92.0%
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 

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

Incomplete 98.8% 98.6% 98.7% 98.3% 98.5% 98.1% 98.4% 98.4% 98.3% 98.6% 98.6% 98.3%
Known clock start 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%  
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18 weeks performance

 
 
 
7.5   Radiotherapy Waiting Times 
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7.6    Waiting times on the day   
 
7.6.1 Pharmacy 
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compliance 85.0% 87.0% 88.6% 85.5% 90.3% 80.0% 93.0% 91.2% 90.2% 84.7% 86.2% 86.1%

Pharmacy waits

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

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 in the performance report quarterly. 

INDICATOR Brief Description

CA2 Nationally Standardised Dose 
banding Adult Intravenous SACT

A national incentive to standardise the doses of SACT in all units across England in order to increase safety, to increase 
efficiency and to support the parity of care across all NHS providers of SACT in England.

Nat1a Introduction of Health and 
Wellbeing Initiatives

The introduction of health and wellbeing initiatives covering physical activity, mental health and improving access to 
physiotherapy for people with MSK issues. 

Nat1b Healthy Food for NHS Staff, 
Visitors and Patients

Providers will be expected achieve a step-change in the health of the food offered on their premises in 2016/17, including:

a. The banning of price promotions on sugary drinks and foods high in fat, sugar and salt (HFSS) . The majority of HFSS 
fall within the five product categories: pre-sugared breakfast cereals, soft drinks, confectionery, savoury snacks and fast 
food outlets;

b. The banning of advertisement on NHS premises of sugary drinks and foods high in fat, sugar and salt (HFSS); 

c. Ensuring that healthy options are available at any point including for those staff working night shifts.

Providers will also be expected to submit national data collection returns by July based on existing contracts with food 
and drink suppliers. This will cover any contracts covering restaurants, cafés, shops, food trolleys and vending machines 
or any other outlet that serves food and drink.

Nat1c Improving the Uptake of Flu 
Vaccinations for Front Line Clinical 
Staff

Achieving an uptake of flu vaccinations by frontline clinical staff of 75%

Nat5 Antimicrobial Resistance and 
Antimicrobial Stewardship

Reduction in total antibiotic consumption. 
Percentage of antibiotic prescriptions reviewed within 72 hours

TR1 Adult Critical Care Timely 
Discharge

To reduce delayed discharges from ACC to ward level care by improving bed management in ward based care, thus 
removing delays and improving flow. 

Local 1 Local Enhancement of 
Standardised Cose Banding Adult 
Intravenous SACT

A national incentive to standardise the doses of SACT in all units across England in order to increase safety, to increase 
efficiency and to support the parity of care across all NHS providers of SACT in England.
A set of dose-banding principles and dosage tables have been developed by a small team of Pharmacists supported by 
the Medicines Optimisation CRG. (The Nuttall-Clark tables).  

Local 2 Enhanced Recovery in Medical 
Patients

This scheme is based on the surgical enhanced recovery programme

The scheme aims to improve patient outcomes and speed up a patient's recovery after medical intervention.  It results in 
benefits to both patients and staff. 

The programme focuses on making sure that patients are active participants in their own recovery process. It also aims 
to ensure that patients always receive evidence based care at the right time.

To be undertaken in the area of Head and Neck.

Local 3 Safer Hospital Discharge

To assess and build on 2015/16 CQUINs that support Safer Hospital Discharges.

To develop local procedures and protocols that continue to improve discharge arrangements through specific and 
targeted changes:

• Providing expected date of discharge to patients, to set expectation and facilitate appropriate discharge planning

• Assessment of complex discharge patients prior to admission

• Trial of pre-assessment for elective chemotherapy patients
Local 4 Patient Held Records Assessment of the appropriateness of self-management applications for prostate and haematology patients.

Local 5 Sepsis

The Trust has already delivered significant improvements in the identification and management of Sepsis, in line with the 
National CQUIN.  The main focus for this local CQUIN will encompass training, health promotion, appointment of a 
clinical lead to champion best practice, with a view to establish a process to incorporate clinical outpatient settings and 
improve documentation/coding. This will focus on current inpatients and with a view to develop processes for patients 
within clinical outpatient settings. 

INDICATOR Brief Description

LOCAL SCHEMES

NATIONAL SCHEMES
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7.8   Length of stay (LOS) 
Average rolling LOS is 6.80 in April against a standard of 6.4. 

 
Reporting month Total EL NEL

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
Apr-16 6.80 5.81 8.21  
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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Annual 6.89 6.88 6.77 6.81 6.88 6.86 6.92 6.86 6.85 6.82 6.83 6.80

12 month rolling average LOS - Trust level

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

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

  
 
 
 
 
 
 
 76



7.10  Diagnostic utilisation 
High utilisation continues for MRI and CT. 
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%

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-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 84.0% 88.9% 91.5% 99.7% 99.8% 100.0% 100.0% 99.4% 98.8% 99.8% 97.9% 96.0%
2 weeks 72.8% 76.1% 84.2% 94.7% 84.7% 93.3% 92.7% 80.9% 73.5% 70.7% 76.6% 74.5%

CT waiting times
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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-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 72.1% 75.4% 92.5% 99.5% 100.0% 100.0% 100.0% 100.0% 96.2% 100.0% 99.6% 98.8%
2 weeks 56.9% 64.3% 72.8% 79.5% 88.1% 97.6% 97.7% 84.3% 74.3% 76.0% 85.3% 79.2%

MRI waiting times
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PET scans 611 647 643 572 624 571 510 497 482 537 523 530

Clinical PET scanner - studies per month
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7.11  Efficiency programme 
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The annual target for CIP in 2016/17 is £5.46m.  As at month 1, £2.3m has been achieved and 
removed from budget recurrently and £2.3m has been achieved in year. 
 
Against the £5.46m target, 41.8% has been delivered recurrently and 41.8% in year 
 
Within month 1 – eighteen PID’s have been submitted, of these 15 schemes completed in month 
to release £2.3m of recurrent savings and £2.3m in year. There are 3 active schemes which are 
anticipated to deliver a further £598K of recurrent savings and £19K in year.   
 
The organisation has achieved the Q1 milestone of 30% CIP identified and transacted by the end 
of Q1, through corporate areas overachievement of CIP and are working to identify the remaining 
£2.5m of CIP by the end of Q1. 
 
The table below demonstrate predicated and actual performance against the quarterly targets 
agreed at the beginning of the year 

 
Quarter Target Actual Actual + Risk 

assessed value of 
schemes 

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

2100
2200
2300
2400
2500
2600

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Total Headcount 2518 2502 2509 2531 2557 2573 2592 2597 2615 2621 2627 2646
Total FTE 2297 2284 2292 2311 2335 2351 2368 2373 2389 2394 2403 2422
Forecast FTE plan for year end 2320 2320 2320 2320 2320 2320 2320 2320 2320 2320 2320 2312

Total Headcount & FTE

 
 
 
8.2    Use of bank and agency  

Agency costs are at 0.19% of the total pay bill in April.  The table below shows actual agency 
spend for 2016/17.  
 

Agency Spend

Apr
Cancer Centre Services £1,500
Cancer Networked Services £6,182
Finance & Business Development
Estates & Facilities £2,904
Human Resources
Medical Physics £4,762
Charity
Research & Development

Cumulative Actual £15,348
% of Total Pay Bill (Target) 1%
% of Total Pay Bill (Actual) 0.19%

TOTAL Actual

2016-17

Division
Q1

£15,348

 
 
 
8.3    Sickness absence  

The trust sickness absence rate is at 2.87% for April against a standard of 3.4%.     
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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
target 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.2%
Trust total 3.21% 2.63% 3.31% 3.62% 3.36% 3.51% 3.38% 3.95% 3.75% 3.80% 3.43% 2.87%

Trust Level - Absence Rates

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

Cancer Centre Services 2.50% 2.50%
Christie Medical Physics and Engineering 2.31% 2.31%
Clinical Networked Services 3.15% 3.15%
Corporate Services ** 2.80% 2.80%
Estates & Facilities 5.98% 5.98%
Finance & Business Devlp 0.68% 0.68%
Research and Development (Medical Internal) 2.21% 2.21%
Grand Total 2.87% 2.87%
RAG Rating (>=Apr-16):   <=3.2 GREEN;   >3.2 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 April is 84.4% compliance against a 95% standard.  PDR compliance continues to 
be closely monitored through Performance Review meetings and divisional board meetings.   
 
Division Apr-16
Cancer Centre Services 93.47%
Christie Medical Physics and Engineering 79.82%
Clinical Networked Services 80.66%
Corporate Services 77.83%
Estates & Facilities 81.48%
Finance & Business Devlp 88.36%
Research and Development (Medical Internal) 82.80%
Grand Total 84.48%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED  

 
 
8.5    Essential Training  

Essential Training in April is at 90.9% against the 95% standard.  Monitoring of compliance 
continues at performance review meetings and through the risk committee on a monthly basis.  
 
Division Apr-16
Cancer Centre Services 92.27%
Christie Medical Physics and Engineering 96.39%
Clinical Networked Services 87.61%
Corporate Services 94.28%
Estates & Facilities 88.94%
Finance & Business Devlp 94.03%
Research and Development (Medical Internal) 92.51%
Grand Total 90.95%
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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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Patients 164 154 176 149 172 165 156 185 181 269 239 245
Target 114 114 114 114 114 114 114 114 114 114 114 114

New patients recruited to clinical studies
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Trials 578 584 586 587 589 602 610 618 629 635 641 637

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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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
Energy 32.36 34.47 30.80 32.86 28.38 36.85 34.65 32.07 28.96 26.15 32.77 29.12

Energy reduction monthly performance

 
 
Key points to note:- 
• The annual reduction in consumption average for 2015/16 is currently 30.22% 
• New energy conservation measures (Phase 3) proposal has now been received.  
• Solar PV cells output will reduce the trust imported electricity.  
• Year-end figures will be used to address CRC liability calculation for 2014/15 
• Purchase of 175K CRC allocation for 2015/16 has been purchased in the forecast period 

 
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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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Target 10 10 10 10 10 10 10 10 10 10 10 10
Actual food waste 5.29 5.65 5.44 5.42 4.85 4.82 4.85 6.22 5.26 4.90 4.87 5.91

Food waste following ERIC criteria

 
  

Key points to note:- 
• The introduction of cashless systems on the 1st April 2015 deemed to be a great success; 

more wards and departments planned. This will save significant paper and improve 
efficiency  

• Billing for milk recharges, nursery and functions now sent direct to finance at the end of 
each month. This is system is fully auditable, saving significant paper and more efficient 

• Meat suppliers are under review to find a local supplier. A new supplier is on the NHS 
framework and they are under review for the Red Tractor (for sustainability) accreditation    
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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:-   
• First Group Manchester ticket vending to commence May-15.  
• Sustainable accessibility analysis under review 
• Quotes for bicycle compound being sought. 
• Parking permit eligibility consultation group meetings commenced. 
• Expression of interest given to TfGM for a public bicycle pump to be installed onsite. 
• Travel plan coordinator attended Travel Choices workshop on sustainability  

 
10.6 Carbon emissions from clinical waste 

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

 

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 April
target 1.22 1.22 1.22 1.22 1.22 1.22 1.22 1.23 1.23 1.23 1.23 1.23
savings 1.52 1.45 1.33 1.28 1.21 1.31 1.31 1.32 1.25 1.27 1.37 1.27
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Carbon emmissions from waste

 
 
Key points to note:- 
• In addition PICR are producing significant amounts of waste, it is understood that due to the 

SLA in place a recharge will not be available as previously reported. However, the trust 
needs to review the implication within the SLA re targets for sustainability and reductions 

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

• Clinical waste contractor pre-acceptance waste audit report has been received and 
submitted to the Health and Safety Committee April 2016 for comment, the report is positive 
and compliant 

 
 

11. Recommendation 
 

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

 
Month 1 2016/17 

 
 

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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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Clinical Negligence 9 9 10 9 9 11 11 11 11 11 11 10
Employer Liability 17 16 14 13 11 10 10 9 9 9 8 9
Public Liability 1 1 1 1 1 1 1 1 1 1 1 2

Litigation and Claims - number of live claims
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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Payments £40,809 £14,435 £21,100 £0 £10,223 £0 £11,900 £0 £0 £0 £0 £12,685

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 (15-16) 1417 1337 1621 1758 1420 1651 1552 1545 1575 1535 1514 1618
External Referrals (16-17) 1523
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2.2  
Issue  • Key trends and forecasts 

Indicator • Activity against plan by delivery & treatment type 
• CoSR Forecast 5 years   

Source • Finance ledger 
Standard • Monitor – Continuity of Service Rating (CoSR) 
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 1198
PLAN 1248 1234 1361 1300 1306 1361 1300 1361 1184 1297 1239 1423
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ACTUAL 7580
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 8067
PLAN 8023 8023 8405 8023 8787 8405 8023 8405 8405 8405 7641 8787
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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 908
Trust Plan 1,202 2,403 3,605 4,807 6,008 7,210 8,412 9,613 10,815 12,017 13,218 14,420

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 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Add Prof Scientific and Technic 75 76 78 78 79 90 92 90 89 91 91 89
Additional Clinical Services 223 227 229 229 241 246 252 248 254 251 253 254
Administrative and Clerical 696 692 696 702 707 709 710 721 721 729 733 741
Allied Health Professionals 212 210 209 209 210 209 212 212 208 211 212 216
Estates and Ancillary 214 212 212 216 215 211 210 210 211 207 210 213
Healthcare Scientists 164 162 159 162 165 166 165 165 166 166 164 165
Medical and Dental 156 157 156 157 162 162 164 165 166 166 167 170
Nursing and Midwifery Registered 556 547 551 558 556 558 563 562 572 571 572 574
Students 1 1 1 1 1 1 1 1 1 1 1 1
Grand Total 2297 2284 2292 2311 2335 2351 2368 2373 2389 2394 2403 2422  
 
 
Staff Group Headcount May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Add Prof Scientific and Technic 80 81 83 83 84 95 97 95 94 96 96 94
Additional Clinical Services 247 250 253 254 269 274 279 276 282 280 280 281
Administrative and Clerical 765 761 762 768 773 775 780 791 793 802 806 813
Allied Health Professionals 232 231 230 230 230 229 232 232 227 230 231 235
Estates and Ancillary 245 242 243 247 245 242 239 237 240 236 238 243
Healthcare Scientists 170 169 166 169 172 173 172 172 173 173 171 172
Medical and Dental 171 171 171 172 177 177 180 181 182 182 183 185
Nursing and Midwifery Registered 607 596 600 607 606 607 612 612 623 621 621 622
Students 1 1 1 1 1 1 1 1 1 1 1 1
Grand Total 2,518 2,502 2,509 2,531 2,557 2,573 2,592 2,597 2,615 2,621 2,627 2,646  
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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Medical staf f 25.9% 25.5% 27.1% 26.3% 26.7% 26.2% 25.9% 26.2% 26.8% 26.5% 26.8% 25.7%
Nurse staff 21.1% 21.3% 20.4% 20.9% 20.3% 21.0% 21.0% 21.2% 21.3% 21.6% 22.4% 22.0%
Clinical staff 24.9% 25.4% 24.7% 24.8% 25.0% 25.3% 25.3% 24.8% 25.0% 24.9% 23.6% 25.3%
Non clinical staff 27.4% 27.2% 27.0% 27.3% 27.3% 26.9% 27.2% 27.6% 26.3% 26.6% 26.7% 26.8%
Total agency/other 0.72% 0.64% 0.77% 0.73% 0.65% 0.67% 0.55% 0.29% 0.57% 0.40% 0.44% 0.19%

% 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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May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Networked Services £14,807 £12,063 £14,800 £17,827 £19,772 £21,226 £10,420 £0 £5,391 £7,890 £7,842 £6,182
Cancer Centre Services £38,515 £36,106 £43,200 £32,848 £30,221 £29,335 £23,855 £21,094 £24,581 £15,914 £17,401 £1,500
Estates & Facilities £1,550 £0 £0 £4,885 £0 £0 £0 £0 £0 £0 £0 £2,904

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 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
Dismissal 0 0 0 0 2 1 2 0 4 1 3 0
End of Fixed Term Contract 3 5 3 2 3 7 5 2 7 0 1 1
Mutually Agreed Resignation 0 0 0 0 0 0 0 0 0 0 0 0
Redundancy 0 3 0 1 1 2 1 0 0 2 0 0
Retirement 11 5 3 4 2 0 4 8 7 0 3 3
TUPE 0 2 0 1 1 3 1 0 0 0 3 1
Voluntary Resignation 20 18 22 17 0 15 24 24 58 52 23 19
Others 0 0 0 0 1 0 0 0 0 3 0 0
Grand Total 34 33 28 25 21 21 37 34 76 58 33 24
12 Month Turnover % Headcount 10.33% 10.83% 11.20% 11.14% 11.11% 11.19% 11.46% 11.94% 14.23% 15.60% 15.72% 16.02%
Adjusted 12 month Turnover %* 9.02% 9.19% 9.57% 9.52% 9.74% 9.83% 9.76% 10.28% 12.16% 13.62% 13.55% 13.91%
* Turnover based on substantive leaving reasons only (Dismissal, M.A.R.S, Redundancy, Retirement, Voluntary Resignation, Other)
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         Meeting of the Board of Directors 

 
Thursday 25th May 2016 

 
 
Report of 
 

Acting Director of Workforce 

 
Paper prepared by 
  
 

Head of HR 

 
Subject/Title 
 

Employee engagement update  

 
Background papers (if relevant) 
 

 

 
Purpose of Paper 
 
 

 
To provide an update on actions for continued 
improvement, taken following the 2015 NHS Staff 
Survey results. 
 

 
Action/Decision required 

 
To note the actions in progress and support the 
continued approach for improvement. 

Link to: 
 NHS strategies and policy 
 

 
NHS Constitution 

Link to: 
 Trust’s Strategic Direction 
 Corporate objectives 
 

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

 
Resource impact 
 

 
 

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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Meeting of the Board of Directors 
 

Thursday 25th May 2016 
 
 

Employee opinion engagement activity - progress update 
 

     
1. Introduction  

There are a number of key measures that are used to collate and understand staff opinion in 
relation to their working lives, which are carried out throughout the year. The NHS Staff 
Survey is carried out annually, and results from which were published in March 2016.  In 
addition to this survey, in March 2016 the NHS Improvement published the learning from 
mistakes league table identifying levels of openness and transparency within NHS trusts. 
Also, the friends and family test is completed three times per year, with results being collated 
annually in March.  

 
2. Results  

The Trust received strong results overall from the NHS staff survey, learning from mistakes 
league table and friends and family tests. However it has been recognised that there are 
some areas where improvement could be made.   As such a corporate, trust-wide action plan 
has been developed; please see Appendix A, which is split by the Christie pledges. 
Progress against plan will be monitored through the Workforce committee. 

 
In May 2016 a One Week All Staff event took place to follow up some of the results received 
in the Staff survey. All staff were given the opportunity to feedback on how they felt about 
working at the Christie and to make suggestions as to what can be done to continue to 
improve the work experience for the staff. They were specifically asked for their views around 
Trust principles and behaviours, how their role fits into the organisation, the strategic plan, 
how to raise concerns and challenge poor behaviour as well as how valued they felt. 
Feedback indicated that whilst the majority of staff were aware of our principles, behaviours 
and strategies they were felt too complicated and needed better communication / visibility. 
Most staff felt able to raise concerns and challenge poor behaviours and whilst they felt 
valued by immediate managers, they did feel that they did not have much visibility of their 
senior management. The corporate wide staff survey action plan (Appendix A) aims to 
address this feedback.  

 
3. Planned actions for improvement - Corporate action plan  

The action plan is themed in line with our pledges. Examples of the improvements we are 
progressing are detailed below:  
• Achievement and recognition – to ensure that managers have the skills and knowledge 

to motivate their staff. This includes actions around providing managers with tools, 
resources and more structured approaches to management. 

• Learning and development - to ensure that managers have the skills and knowledge to 
support and develop their staff and create a culture of continuing development. This 
includes reviewing PDR documentation and training. 

• Healthy workplace – to provide support and opportunities for staff to maintain their 
health and wellbeing and safety. This includes education around prevention of 
musculoskeletal problems, and stress as well as increasing awareness of managing 
bullying and harassment, and raising concerns. 

• Communications and engagement - to improve communications across teams and 
departments. This includes supporting managers with communication tools and 
techniques. 

Agenda item 19/16d 
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• Proud of The Christie - to encourage and empower staff to be more innovative. 
 

4. Planned actions for improvement - Divisional action plans 
Divisions are also currently working through their local results, to focus their efforts more 
specifically on how these results reflected in their teams. Each will develop a local action 
plan to drive their results forward, which will be monitored through the Trust performance 
review process.  

 
5. Progress to date  
 A number of actions have already commenced, some examples of which are detailed below. 

In particular there has been an initial focus on employee wellbeing, bullying and harassment 
and raising concerns.  

 
We have also taken some expert advice from NHS England in relation to our responses, 
feedback and implementation of our Freedom to Speak up action plan and guardian 
appointment.  Feedback from NHS England was exceptionally positive and encouraging with 
the only recommendation being to undertake a larger sample size for future surveys to obtain 
richer feedback.  

 
6. Employee Wellbeing  

An employee health and wellbeing strategy action plan has been developed to focus efforts 
on improving the wellbeing of our staff. This aims to build strong foundations to prevent, 
support and protect our staff whilst encouraging them to seek opportunities to further 
enhance their health and wellbeing. In line with this, a number of actions have been 
progressed:  
• The Stress Policy has been updated and approved which introduces a new risk 

assessment tool for managers and staff to establish greater awareness of potential 
concerns, enabling supportive actions to take place.  

• Mindfulness sessions have been held over a period of time, and owing to their 
popularity these are continuing. Work has also commenced to introduce a pilot of 
bespoke mindfulness sessions within estates as part of a wider engagement initiative. 

• Training has been held for managers and trade union partners, to gain a better 
understanding of disability discrimination and their responsibilities to make reasonable 
adjustments, to facilitate return to work for those staff who have been absent long term.  

• Advances in our physiotherapy service for staff are being agreed at present, to increase 
the opportunities for educating staff regarding musculoskeletal matters and potentially 
introducing telephone referrals for staff where appropriate, in order to decrease referral 
time. Meetings are also scheduled to agree and arrange increased display screen 
equipment training and moving and handling awareness events.  

• Collaborative working has also commenced between HR, facilities and the Nutrition and 
Dietetics team to establish increased communications and education for staff relating to 
the prevention of health issues. 

 
7. Bullying and harassment and raising concerns  

Actions that have progressed relating to bullying, harassment and raising concerns include:  
• Policies relating to staff concerns (Raising Concerns at Work, Respect at Work 

(harassment and bullying) and Grievance) have all been revised, approved and ratified.  
• Training workshops for staff have been held over two sessions for 70 employees.  
• Communications in team brief, through a poster campaign and manager information 

have been developed to be cascaded through team meetings. 
• Skills for managers training has been revised and an e-lite bite module on the content 

of the core policies has been designed.  
• A new intranet page has been launched.  
• Work has also commenced to appoint a Freedom To Speak Up (FTSU) Guardian who 

will work alongside the Board to help support the organisation to become a more open, 
transparent place to work. The role involves helping to elevate the profile of raising 
concerns, and providing confidential advice and support to staff in relation to concerns 
they have about patient safety and/or the way their concern has been handled.  

 
8. Next Steps 98



Work will continue to progress the corporate trust-wide actions and divisional plans to make 
improvements. A staff feedback event is scheduled for 29 June 2016, to communicate to 
staff about what actions have been taken in direct response to their views.  

 
9. Recommendations 

The Board of Directors is invited to note the actions currently planned to address continued 
improvement and monitoring, following the ongoing staff opinion surveys.  
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Appendix A: NATIONAL STAFF SURVEY – CORPORATE ACTION PLAN 2016 

Pledge Areas for Improvement 
 Proposed Actions 

 

Recognition  
• 18% of staff were dissatisfied with the recognition received 

for good work  
• 21% of staff were dissatisfied with the extent to which The 

Christie values their work 
• Staff motivation at work scores 3.95  

Ensure that managers have the skills and knowledge to motivate their 
staff.  

• Explore opportunities for delivering tools, resources and 
training to develop interpersonal skills for managers  

• Develop resources and training for recognising and managing 
good performance 

• Develop a competency framework for people management 
behaviours 

• Develop a programme of coaching and mentoring for 
managers 

• Develop and enhance The Christie work perks  
• Explore further detail for understanding staff motivation to 

introduce targeted interventions 
 

 

Performance Development Review (PDR) 
• 28% of staff felt their PDR did not help them to improve how 

they do their job  
• 17% of staff felt their PDR did not help them to agree clear 

objectives 
• 26% of staff did not feel their work was valued, after their 

PDR  
 
Training and education 

• 17% of staff did not receive any training, learning or 
development in the last 12 months 
 

Ensure that managers have the skills and knowledge to support and 
develop their staff and create a culture of continuing development. 

• Review and further develop PDR documents to ensure ease of 
access and use 

• Increase delivery of PDR training and 1-1 coaching to include 
best practice and an understanding of what development is 
and how it can support staff to improve within their current role 

• Implement the Bands 5-8a Development Strategy 
• Develop a web portal of resources for managers via the 

intranet 
 
 

 

Health and sickness absence  
• 36% of staff felt unwell as a result of work-related stress, in 

the last 12 months  
• 19% of staff experienced musculoskeletal problems as a 

result of work activities in the last 12 months 
• 62% of staff felt pressure in the last 3 months to attend work 

when feeling unwell  
 
 

Provide support and opportunities for staff to maintain their health and 
wellbeing and safety 

• Increase promotion of prevention of musculoskeletal problems 
• Improve awareness of Display Screen Equipment (DSE) best 

practice and advice and encourage management spot checks 
of team working environment 

• Hold moving and handling awareness events  
• Implement and encourage increased use of stress tools (for 

example, stress risk assessment) as a preventative measure 

101



Bullying and harassment  
• 9% of staff felt they had personally experienced 

harassment, bullying or abuse at work from managers 
• 14% of staff felt they had personally experienced 

harassment, bullying or abuse at work from colleagues 
• 79% of those staff who felt they had been harassed, bullied 

or abused did not report it  
• 2% of staff experienced physical violence from staff 
• 6% of staff experienced discrimination at work 

 
Raising concerns  

• 14% of staff felt that no feedback about changes made is 
given in response to errors, near misses or incidents  

• 10% of staff did not feel secure raising concerns about 
unsafe clinical practice 
 

• Increase promotion of the Employee Assistance Programme 
(EAP) 

• Communicate senior staff personal stories of managing stress  
• Introduce training for stress awareness  
• Introduce training for increasing personal resilience  
• Review management training to ensure a supportive culture is 

developed when dealing with sickness absence 
• Hold a bullying and harassment awareness events  
• Increase promotion of bullying and harassment awareness (for 

example through payslip leaflet distribution) to encourage and 
empower staff to improve informal resolutions 

• Appoint a Freedom To Speak Up Guardian  
 

 

Communication across The Christie  
• 27% of staff felt communication between senior 

management and staff was not effective  
• 15% of staff did not feel their manager gave clear feedback 

on their work  

Improve communications across teams and departments 
• Develop guidance and templates for managers to hold 

effective 1-1s (to include recognition of excellent work and ‘you 
made a difference’ and regular discussion of PDRs) 

• Increase promotion to encourage verbal communication (and 
reduce email communication) 

• Develop tools and resources on the new Intranet site 
• Encourage increased senior presence in teams (for example in 

walk arounds) 
 

 

Innovation and improvement  
• 15% of staff did not feel able to make improvements happen 

in their work area  
• 20% of staff felt their team does not meet to discuss their 

effectiveness  

Encourage and empower staff to be more innovative  
• Focus future ‘one week all staff’ event on supporting and 

promoting innovation  
• Develop guidance and templates for managers to hold 

effective team meetings (to include review of effectiveness)  
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Agenda item 19/16e 
 

Meeting of the Board of Directors 
Wednesday 25th May 2016 

 
 
 

Report of Chief Information Officer 

Paper prepared by Chief Information Officer 

Subject/Title Digital Maturity Self-Assessment 

Background papers (if relevant) NHS Digital Maturity Website 

NHS Five Year Forward View 

Purpose of Paper To provide a briefing of the key points of the survey  
and the actions being taken to improve our digital 
maturity 

Action/Decision required To note the contents of the report. 

Link to: 

 NHS strategies and policy 

Informatics Strategy 

Link to: 

 Trust’s Strategic Direction 

 Corporate objectives 

20:20 Vision Strategy 

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. 

 

None 
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Agenda item 19/16e 
 

Meeting of the Board of Directors  
Wednesday 25th May 2016 

 
Digital Maturity Self-Assessment 

 
 

1. Introduction 
The Digital Maturity programme worked with a number of partners including Academic 
Health Science Networks and healthcare providers and CCGs to: 
 
•  Examine effective use of technology, with particular focus on capabilities such as 

digital care records, transfers of care and medicines management 
•  Develop a framework that can be used across acute, mental health, community, 

ambulance and social care settings 
 

The Digital Maturity Assessment builds on existing evidence about how investing and 
effectively using IT can achieve better patient outcomes, reduce bureaucracy, improve 
patient safety and deliver efficiencies. 

 
“Using digital technology more effectively and ensuring providers are 
operating paper-free at the point of care is critically important to dissolving 
the artificial barriers between care settings and professionals required to 
deliver the Five Year Forward View.” – Extract from Executive Summary 
of the Digital Maturity Guide 
 

The Christie’s Digital Maturity Self-Assessment was completed by the CIO, Interim 
Head of PMO, and Director of Pharmacy and submitted in January 2016 after internal 
review by the Finance and Business Development and Chief Operating Officer senior 
management. 

 
2.   Survey Assessment 

The self-assessment survey was an online submission with 133 questions spanning 
three themes: 
•  Readiness: covering strategic alignment, leadership, resourcing, governance and 

information governance 
•  Capabilities: covering records, assessments and plans, transfers of care, orders 

and results management, medicines management and optimisation, remote and 
assistive care, asset and resource optimisation and standards 

•  Infrastructure: covering areas such as Wi-Fi, mobile devices, single-sign on and 
business continuity. 
 

Each question was assigned a score between 0 – 100 and results summed to produce 
a national ranking. The Christie is ranked 184th out of 240 providers scoring a total of 
5220 (Median 6222).  
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3.   Next Steps 
To improve the Trust’s digital maturity the following areas need to be addressed. 

 
Readiness 
Requirement Plan/Status Date 
Ensure the digital strategy is fully 
aligned to, and supported by, a 
service transformation programme(s) 

To be managed by 
Transformation Board, 
Informatics and PMO. 

16/17 

There are effective processes in place 
to prioritise investment in digital 
technology and support ideas through 
to implementation 

To be managed by 
Transformation Board, 
Informatics and PMO. 

16/17 

Board owns the digital strategy and 
expects to receive regular updates 
about progress 

Recommendation of quarterly or 
bi-annually updates 

Sept 2016 
( within 
Finance 
report)  

Undertake quantitative and qualitative 
benefits identification in conjunction 
with commercial suppliers 

To be explored TBA 

Project and programme boards follow 
standard project management 
methodologies, ensuring effective 
allocation of roles and responsibility 

Active project and part of PMO 
reconfiguration 

2016 

Digital projects are underpinned by 
valid business cases and fully-
engaged business owners 

Complete – SRO role 
established and two stage 
business case process defined 
for digital projects 

Complete 

 
Capability 
Implement electronic clinical 
observations including warning system of 
patient deterioration 

PMO currently reviewing market. 
PIN issued imminently 

TBA 

Fully implement electronic clinical noting 
(EDMS) 

Active project 16/17 

Implement point of delivery solutions for 
clinical professionals (mobile/tablet) 

Under review – EPR currently 
doesn’t support mobile devices 

TBA 

External clinical records (GPs, secondary 
care) within Trust EPR 

GP records within CWP via 
Healthcare Gateway. Active 
project 

16/17 

Implement patient access to clinical 
records 

Pilot completed with Patient 
Knows Best in 15/16 – potential 
with Manchester Devolution for 
unified GM wide solution 

TBA 

Implement electronic hand-overs Junior doctors handovers in 
development (Sep 2016 
delivery), Nursing handover 
partially implemented but to be 
reviewed after junior doctor go 
live 

16/17 

Implement digital clinical workflows to 
enable viewing, triaging, ordering of 
investigations or allocation of beds 

To be scoped TBA 

Digital Care summaries to GPs (partially 
implemented currently) 

Connectivity to GM and East 
Cheshire GPs established – 
Internal development for EPR 

16/17 
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roadmap to be planned 
Implement Pathology and other 
diagnostic Order Communications 
(Radiology only currently) 

Within transformation 
programme. LIMS upgrade 
project active and pre-requisite. 

17/18 

Implement patient barcode identification 
and point of sample collection 

Part of order communications 17/18 

Support Datawell and external diagnostic 
integration from other providers 

Christie actively involved with 
Datawell and pilot site for 
pathology result sharing 

Ongoing 

Implement Ward Prescribing including 
use of bar coding for patient and 
medicine identification 

Within transformation 
programme. 

16/17 

Embed electronic reference material 
contextually within EPR 

Partially implemented. Needs 
scoping 

TBA 

Digital identification of patients ready for 
discharge 

Partially implemented. Full 
implementation due 16/17 

16/17 

Implement telehealth for clinical advise to 
patients electronically 

To be scoped. TBA 

Implement remote electronic monitoring 
for patients at risk of re-admission 

To be scoped. Trial being 
worked up with Philips for home 
white blood cell count at home 
(16/17) 

TBA 

Implement digital bed management Capability within Trust PAS, 
requires scoping and 
implementation 

16/17 

Ensure no manual recording of medical 
device information into patient records – 
implement electronic interfacing 

To be scoped TBA 

Fully implement GS1 Planning stage 18/19 
Implement SNOMED CT To be scoped TBA 

 
Infrastructure 
Implement single-sign on Funds within capital plan – 

needs scheduling 
17/18 

Improve clinical system and device 
performance for clinical professionals 

Part of normal service 
improvement 

Ongoing 

Implement ITIL standards within Service 
Desk 

Currently scoping 16/17 

Implement multi-site IT infrastructure 
redundancy 

On hold – multiple room 
redundancy onsite currently – 
physical hosting locations to 
change due to Manchester 
Devolution 

TBA 

 
 

To improve the Trust’s digital maturity ranking it is recommended that all IT 
transformation schemes are assessed against the Digital Maturity themes to support 
internal planning, prioritisation and investment decisions. 

 
4.  Recommendation 

The Board are asked to note the contents of the report and to received regular updates 
on progress. 
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Agenda item 20/16bi & ii 
Meeting of the Board of Directors 

Wednesday 25th May 2016 
 

Report of Chief Executive 

Paper prepared by Company Secretary 

Subject/Title NHS Improvement self-certification declarations 

Background papers (if relevant) NHS Improvement’s annual plan review 

 
Purpose of Paper 
 
 

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

accordance with General condition 6 of the NHS 
provider licence (required to be returned to NHS 
Improvement by 31st May 2016).   

 

3 Availability of resources and accompanying 
statement - in accordance with Continuity of 
Services condition 7 of the NHS provider licence 

 

4   Corporate Governance Statement - in accordance 
with the Risk Assessment Framework 

 

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

 

6  Certification on training of Governors - in 
accordance with s151(5) of the Health and Social 
Care Act (4, 5 & 6 required to be returned to NHS 
Improvement by 30th June 2016).   

 

Action/Decision required To approve the submissions 
 

Link to: 
 NHS strategies and policy 
 

 
Monitor’s Risk Assessment Framework 
 

Link to: 
 Trust’s Strategic Direction 
 Corporate objectives 
 

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

Resource impact None 

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, if 
they appear in the attached 
paper, please list them in the 
adjacent box. 
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Agenda item 20/16bi & ii 
Meeting of the Board of Directors 

Wednesday 25th May 2016 
 

NHS Improvement self-certification declarations 
 
 
 
1. Introduction 

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

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

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

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

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

Social Care Act 
 
Declarations 1 and 2 above are set out in the attached template, which is required to be 
returned to NHS Improvement by 31st May 2016. 
 
Declaration 3 is included in the APR 2016/17 Final Financial Template, which is required to 
be returned to NHS Improvement per communications on final operational plan submission. 
 
Declarations 4, 5 and 6 above are set out in a separate template, which is required to be 
returned to NHS Improvement by 30th June 2016.   

 
2. Recommendation 

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

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

•  4, 5 & 6 Corporate governance statement, certification on AHSCs and governance and 
certification on training of governors 
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Worksheet "Certification G6"

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

1 Confirmed

2 Confirmed

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

Signature Signature

Name Christine Outram Name Roger Spencer

Capacity Chairman Capacity Chief Executive

Date 25th May 2016 Date 25th May 2016

A

B

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

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

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

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

Declarations required by General condition 6 of the NHS provider licence
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Worksheet "Corporate Governance Statement"

Corporate Governance Statement

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

4 Corporate Governance Statement Response Risks and mitigating actions

1 Confirmed [including where the Board is able to respond "Confirmed"] 

2 Confirmed

3 Confirmed

4 Confirmed

5 Confirmed

6 Confirmed

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

Signature Signature

Name Christine Outram Name Roger Spencer

A

B

C

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

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

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

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

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

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

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

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include but 
not be restricted to systems and/or processes to ensure:

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the quality 
of care provided;   
(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality of 
care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date information 
on quality of care;
(e) That the Trust, including its Board, actively engages on quality of care with patients, staff and other relevant 
stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Trust including but not restricted to 
systems and/or processes for escalating and resolving quality issues including escalating them to the Board 
where appropriate.
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Agenda Item 21/16a 
Meeting of the Board of Directors 

Wednesday 25th May 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 21/16a 
Meeting of the Board of Directors 

Wednesday 25th May 2016 
 

Board Assurance Framework 2016/17 
 
 
1 Introduction 

The board assurance framework (BAF) 2016/17 was presented to the board in April. 
Further review of the board assurance framework has taken place by the executive 
team since the board meeting. 
 
The changes that have been made following the April board meeting are as follows; 

 
• 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 Loss of income due to changes in local tariff.  Risk score 15 
• 6.3 Non-delivery of transformation schemes, risk scored as 15. 

 
 
2 Suggested updates in May 

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

• 4.3 – Risk of comprehensive cancer status due to loss of surgery at The Christie 
due to uncertainty of commissioning within Greater Manchester – updates to key 
controls. 

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

 

3 Recommendation 
Board are asked to note the board assurance framework (BAF) 2016/17 that reflects 
the risks to achievement of the corporate objectives. Board are also asked to note 
the amendments made since the last meeting and to consider any updates following 
board discussion at the May 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. 

None identified 12
Levels reported through performance report to 
Management Board and Board of Directors and 
quarterly to Monitor. 

None identified 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 None identified 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.

None identified 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

None identified 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. 

None identified 12
Monitoring of performance data and contract KPIs 
occurs at various monthly meetings and feeds to 
CQUINS steering group. 

None identified 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. None identified 6 Numbers reported through integrated performance 
report to Management Board and Board of Directors. None identified 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. None identified 12 Weekly review of 70 day data, reported through 

performance report to board monthly. None identified 12

2.2 Biomedical research centre (BRC) status for 
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

None identified 9 Academic investment plan group progress against plan 
and MAHSC BRC group. PPQ application successul None identified 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. None identified 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

None identified 12
PBT project reports to Management Board on a 
quarterly basis. Capital spend monitored through the 
finance report to Board.

None identified 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. None identified 8 PBT project reports to Management Board on a 

quarterly basis. None identified 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.

None identified Project board. Transfer of activity. None identified

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.

None identified
Remain within 2016/17 contract. Commissioner led 
review implemented.  The Christie fully involved with 
review, within the GM transformation team.  

None identified

Out of scope of project (One Manchester), been able to discuss current provision of services with 
review team. Review complete. Surgeons working on surgical strategy None identified Out of scope of project. None identified

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. None identified 12 Reports to research governance committee and 
commissioner meetings None identified 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. None identified 8 PBT steering group and Strategic Plan Implementation 

Board None identified 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 None identified 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. Participation in OECI . Baseline measures 
identified and presented to Board of Directors time out October 2015. Looking at how we can be part 
of the Global comparisons project and International Benchmarking.

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

6
OECI accreditation achieved. Designated as the most 
technologically advanced cancer centre in the world 
outside North America

None identified 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.

None identified 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 None identified 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.

None identified 12 Reports to BoD from The Christie Pathology 
Partnership board meetings. None identified 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. None identified 10

5.5 2017-18 tariff structure resulting in a recurrent 
loss of income   EDoF&BD 3 5 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. None identified 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 None identified 8 Continued achievement of all key performance targets None identified 8

Exec led monthly divisional performance review meetings. Finance report to Management Board and 
Board of Directors monthly None identified Continued achievement of a Continuity of Services 

Rating of 4 None identified

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. None identified

6.3 Non delivery of transformation schemes (CIP) EDoF&BD 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

None identified 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.

None identified

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 None identified 9

Corporate objective 6 - To maintain excellent operational and financial performance 

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

Corporate objective 5 - To provide national and local leadership to deliver excellent cancer care 
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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). None identified 6
External governance review. National staff FFT. 
National staff survey results. Exec safety walk rounds. 
Named in top 100 NHS places to work 2015.

None identified 6

7.2 Sickness targets not achieved DoW / COO 3 3 Adherence with sickness management policy monitored through performance review meetings. None identified 9 Monthly sickness levels as reported in Integrated 
performance and quality report None identified 9

7.3 Organisational development plan objectives not 
fit for purpose DoW 2 3 PwC review of plan. Reports to board of directors. None identified 6 All benchmarked indicators in top quartile. Track record 

of achievement None identified 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.

None identified 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

None identified 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 None identified 6

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

Corporate objective 8 - To play our part in the local healthcare economy and community
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Agenda item 21/16bi & bii 
 
 

Meeting of the Board of Directors 
Wednesday 25th May 2016 

 
 

Reports of Chairs of audit & quality assurance committees 

Papers Prepared By 

Audit - Joanne Fitzpatrick, executive director of 
finance & business development 

Quality assurance - Jackie Bird, executive director of 
nursing & quality 

Subject/Title 

Annual reports: 

i. Audit committee 

ii. Quality assurance committee 

Background Papers  

Purpose of Paper To provide an annual summary of the work of the 
audit and quality assurance committees 

Action/Decision Required The board is asked to note and approve the annual 
reports of the audit & quality assurance committees 

Link to: 

 NHS Strategies and Policy 
 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 

Impact on resources and risk and 
assurance profile 

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

 

 

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

April 2015 – March 2016 
 
1. Introduction 
 The purpose of this report is to formally report to the Board of Directors on the work of the 

Audit Committee during the period 1st April 2015 to 31st March 2016 and to set out how it has 
met its terms of reference and priorities. 

 
2. Committee membership and meetings 
 The committee was chaired throughout the year by Neil Large, non-executive director, who 

has the required financial expertise to enable him to express informed views about financial 
management.  There were 4 meetings held during 2015/16: 24th April, 28th May (joint 
meeting with the quality assurance committee), 30th October 2015 and 26th February 2016.   

 
3. Audit committee members: table of attendance 
 

Name Audit committee  
(out of 3 possible 

meetings) 

Joint audit & quality committee  
(out of 1 meeting) 

Neil Large (Chair) 3 1 
Kathryn Riddle 3 1 
Dr Ron Stout 3 0 

 
4. Assurance arrangements 
 The committee has shared responsibility with the quality assurance committee to provide 

assurance to the board of directors that The Christie NHS Foundation Trust and The 
Christie Charitable Fund are properly governed and well managed across the full range of 
their activities. 

 
 In broad terms the audit committee is responsible for all matters relating to corporate, 

financial & investment governance and risk management whilst the quality assurance 
committee is responsible for clinical & research governance and risk management. 

 
 The main responsibilities of the audit committee are set out in the committee’s terms of 

reference. 
 
5. Terms of Reference 
 The audit committee terms of reference (ToR) were reviewed and updated to reflect the 

findings of an external board governance review undertaken by PwC.  The revised ToR 
were approved at the committee’s April 2015 meeting. 

 
6. Governance, risk management and internal control process 
 The audit committee followed the annual reporting cycle 2015/2016, approved at its 27th 

October 2014 meeting, to schedule its work throughout the year and it uses a rolling 
programme and action log to track committee actions.    

 
 The priorities for 2015/16, and the detailed work programme, were based on the corporate 

objectives, assurance framework and corporate risk register and discussion with executive 
directors. 

 
The Committee uses an audit recommendation tracking report to receive updates and 
monitors progress on actions/recommendations for all internal audit reports including those 
allocated to the quality assurance committee. Outstanding actions are reviewed at each 
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meeting and senior managers are asked to attend to explain to the committee the reasons for 
any significant delay.  At the committee’s request high risk recommendations are reported to 
the Risk & Quality Governance Committee to ensure a link to the relevant divisional risk 
register. 
 
The committee received a report from the internal auditor at each of its committee meetings 
which summarised the audit reports issued since the previous meeting. The committee 
received a full report on any internal audits assigned a ‘limited’ audit opinion with the 
responsible manager required to attend the next meeting to present their plans to address 
the audit recommendations.  In addition all limited assurance audits are followed up by an 
un-notified audit.  
 
The committee also received an executive director of finance & business development 
report at each of its meetings which provided an update on regular and scheduled business 
in accordance with the annual reporting cycle and other matters of financial governance 
interest. 
 
Board Assurance Framework 
The Board Assurance Framework (BAF) was significantly updated in 2015/16 and focuses 
on the key risks against achievement of the corporate objectives.  The BAF is a ‘live’ 
document which is continuously reviewed and updated.  
 
The Audit Committee has reviewed the BAF to ensure that there is an appropriate spread 
of strategic objectives and that the main inherent/residual risks have been identified, as 
well as any that are newly arising. This is to ensure that there is no major omission.     
 
The audit committee reviewed the BAF at each of its meetings and has assured itself that 
the process undertaken to populate the BAF is appropriate in that the necessary directors 
and managers have been involved and take responsibility for their entries and that there 
are no major omissions from the list of controls.  
 
The work of the Audit Committee is not to manage the process of populating the 
Assurance Framework or getting involved in the operational development of risk 
management processes, either at an overall level or individual risks. These are 
operational issues that the Committee has satisfied itself are being carried out by line 
management. 
 
The committee is satisfied that the system of risk management in the organisation is 
adequate in identifying risks and allows the board of directors’ to understand the 
appropriate management of those risks.   The committee believes there are no areas of 
significant duplication or omission in the systems of governance (that have come to the 
committee’s attention) that have not been adequately resolved. 

 
7. Monitor 
 Monitor uses a financial sustainability risk rating (FSRR) to ensure Foundation Trusts are 

financially viable. There are four rating categories ranging from 1 (which represents the 
most serious risk) to 4 (representing the least risk).  This system monitors the level of risk 
to the on-going availability of key services.  The Trust achieved a FSRR of 4 for the year 
ending 31st March 2016. 

 
8.  Reference Cost Process 
 As part of the Provider License Monitor requires Foundation Trusts to collect accurate and 

comparable cost information, which is prepared and assured to certain standards. The Audit 
Committee in February received a report that provided assurance that the reference costs for 
2015/16 will be prepared with due regard to the principles and standards set out in Monitor’s 
Approved Costing Guidance. The report identified that the Trust had: 
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•  Appropriate costing and information capture systems are in operation 
•  Costing teams are appropriately resourced to complete the reference costs return 

accurately within the timescales set out in the reference costs guidance 
•  Procedures are in place such that the self-assessment quality checklist will be 

completed at the time of the reference costs return 
 
9. Achievement of the identified priorities 
 The priorities for 2015/16 were reviewed and allocated between the audit and quality 

assurance committees. The priorities are set out below: 
 

  Standing Financial Instruction Compliance 
  Contract signing arrangements 
  EPR benefits realisation. 
  Review of major capital project –  Linear Accelerator replacement 
  The Christie Pathology JVV – reporting arrangements 
  Review volunteer  arrangement ( workforce audit) 
  Board Assurance and Fit and Proper Persons 
  Activity targets – 62 day / 18 weeks (Quality) 
  SUI – lessons learnt (Quality) 
  Medicine Management  KPI (Quality) 

 
10. Regulatory issues 

The Trust’s Standing Financial Instructions were reviewed as part of the Trust’s ongoing 
commitment to ensuring the Trust is well governed.  The key changes were: 

 
i.  Update the SFIs to reflect the introduction of the new e-pay system for approval of 

staff expenses 
ii. Update the hierarchy for the inclusion of new executive level members.   
iii. Cross check of all financial limits to other key policies.   
iv. Increase the delegated limit to the Management Board in relation to tender 

approvals, to accommodate the revised board meeting timetable. 
 

These changes were approved at the October 2015 meeting of the audit committee. 
 
11. Assurance activity 
 Detailed reports were received during the year across the full range of trust systems. 
 
 The internal audit plan 2015/16 was based on a risk assessment approach centred on 

discussions with senior staff and non-executive directors and was linked to the 
organisation’s assurance framework.  The internal audit plan was structured to meet the 
NHS internal audit requirements and provide the Director of Audit’s Opinion which 
subsequently contributes to the board’s completion of the annual governance statement. 

 
 The following internal audit reports were issued and reviewed by the Audit 

Committee during the year: 
 

Audit Assurance Date received Recommendations 

Reports issued:    
Mobile Computing (14/15 plan) Limited April 2015 2 high / 3 medium 
Combined Financial Systems (14/15 plan) Significant April 2015 3 medium / 2 low 
HR/Payroll (14/15 plan) Significant April 2015 5 medium 
Quality Spot Check – Ward 4 (14/15 plan) Significant April 2015 7 medium / 2 low 
Information Governance (14/15 plan) Significant April 2015 n/a 
Haematology Transplant Unit P21+ Significant October 2015 2 medium 
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Audit Assurance Date received Recommendations 

Bed Management & Discharge Planning Significant October 2015 1 high / 3 medium / 1 
low 

Monitor provider licence  Significant October 2015 1 medium / 1 low 
Monitor annual plan self-assessment tool n/a Follow up 

October 2015 
n/a 

Sub-committee governance arrangements n/a October 2015 n/a 
Serious and moderate incidents Significant October 2015 2 medium / 4 low 
Quality spot check – Palatine ward Significant October 2015 5 medium / 1 low 

Volunteers review Limited October 2015 2 High / 5 medium / 1 
low 

Pathology Partnership LLP Review Limited February 2016 7 High / 4 medium 
Fit & proper person requirement Advisory February 2016 8 medium 
Payroll / ESR Significant April 2016 4 medium  
Combined Financial services  High April 2016 0  
Capital Replacement ( Linacc 8&10) Significant April 2016 1 low 
Quality spot check ( OAU) Significant April 2016 2 medium/ 3 low 
Information Governance Significant April 2016 n/a 

 
The committee received 3 ‘limited’ assurance reports during 2015/16; mobile computing, 
volunteers review and the Pathology Partnership LLP review.   The following actions have 
been taken: 
 
Mobile computing - in response to this, actions have been agreed and are in place with 
staged implementation dates; a follow-up audit will be undertaken and progress is monitored 
through the audit tracking report. 
 
Volunteers review – this audit was commissioned following the publication of the 
Independent Report from the Secretary of State into themes and lessons learned from the 
NHS investigations into matters relating to Jimmy Savile.  In line with the report’s 
recommendations, and in light of the Trust’s responsibilities, the committee discussed 
whether volunteers without a valid DBS check should be allowed on site.  This matter was 
referred to the board of directors. 
 
Pathology Partnership LLP Review – although there have been initial concerns surrounding 
the pathology partnership, the pathology function has continued to operate as expected (this is 
evidenced in the quality and safety report and the performance scorecard reported to the CPP 
Board).  The key areas for action have all been agreed and are expected to be completed by 
the end of June 2016. 
 
The Director of internal audit opinion was received at the 29th April 2016 meeting and the 
overall assurance opinion provided for the year ended 31st March 2016 was significant. 

 
The following pieces of work are ‘work in progress’ and will be reported to the audit 
committee on completion. 
• Medicines Management  
• Nursery Financial Processes  
• Review of preparedness for Nursing Revalidation 
• Alcura Payments. 
• Activity Targets  
• Contract Signing Arrangements  
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12. Local Anti-Fraud Specialist 
 The Local Anti-Fraud Specialist service has continued to enhance the Trust’s overall anti- 

fraud arrangements through the conduct of a range of agreed activities. 
 

The key tasks undertaken during the year were: 
  Strategic Governance – to ensure the continuation of the Trust’s Anti-Fraud 

arrangements through strong governance arrangements  
  Inform and Involve – to raise awareness of the Trust’s Zero tolerance to fraud and 

continue to embed the culture.  
  Prevent and Deter – development, enhancement and communication of anti-fraud 

policies and procedures to ensure that the Trust is protected from emerging fraud risks. 
  Hold to Account – a focussed approach to detection, investigating and ensuring 

appropriate sanction and redress has been implemented.  
 

The anti-fraud annual plan approved for 2015/16 allocated 70 days to preventing, detecting 
and investigating fraud.  A significant amount of time has been given to deterring fraud and 
creating an anti-fraud culture within the organisation. 

 
 Consistent with our long term approach of zero tolerance, all suspected frauds identified 

during the year have been fully investigated and appropriate action taken. 
 
13. Annual governance statement 
 The draft annual governance statement was considered on 29th April 2016 and was judged 

consistent with the audit committee’s view on the organisation’s system of internal control. 
 
 The final version will be approved by the joint audit and quality assurance committees 

before being submitted to the Board of Directors for approval on 25th May 2016. 
 
14. External audit 
 The Council of Governors approved the appointment of PwC as the Trust external auditors 

in July 2012. The approved contract period was for five years until 2017 with an option to 
break the contract at the end of years 3 and 4. The Audit committee considered the 
performance of PwC and agreed to continue with the existing contract for a further year 
until 31st August 2016.  This was reported and approved by the council of governors at its 
February 2015 meeting. 

 
15. Review of annual financial statements 2014/15 and 2015/16 
 The annual financial statements for 2014/15 and 2015/16 were prepared in accordance with 

IFRS. 
 
 The external auditors provided their annual governance opinion (ISA 260) in relation to the 

2014/15 year at 27th May 2015 meeting.  Assurances have been received from the executive 
director of finance and business development that matters identified in the report were 
addressed during 2015/16. 

 
 The external auditors undertook a full and thorough audit of the charitable fund accounts for 

2014/15. The unaudited charitable fund accounts will be reviewed by the Charitable Funds 
Committee and the audited accounts approved on 12th June 2015. 

 
 The external auditors completed full and thorough audits of the exchequer accounts for 

2015/16 resulting in an unqualified opinion. The audited exchequer accounts were discussed 
in full at the joint meeting of the audit and quality assurance committees on 25th May 2016. 

 
 In line with Monitor’s timetable for the submission of audited annual accounts a joint 

audit/quality assurance committee meeting was held on 25th May 2016 to approve the 
accounts. The external auditors completed full and thorough audits of the exchequer 
accounts for 2015/16 resulting in an unqualified opinion. 
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16. Priorities for 2016/17 

The following priorities are identified for 2016/17 
 
 Cost Improvement – Carter review 
 Finance ledger upgrade 
 Cyber security 
 SLA monitoring 
 Theatre utilisation 
 Safe and Sustainable premises 
 Quality metric – CODE dashboard 
 E- rostering benefit realisation 
 Consultant job planning 
 E-pay expenses  

 
 
Neil Large 
Chair of the Audit Committee 
April 2016 
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DRAFT Quality Assurance Committee Annual Report 
April 2015 – March 2016 

 
1. Introduction 

The purpose of the quality assurance committee annual report is to review the work of the 
committee undertaken in the period 1st April 2015 to 31st March 2016 and to set out how it 
has performed against its responsibilities as defined in its terms of reference.   

 
2. Terms of reference & committee membership 
 The quality assurance committee terms of reference (ToR) were reviewed and updated to 

reflect the findings of an external board governance review undertaken by PwC.  The 
revised terms of reference were approved at the September 2015 meeting of the 
committee.   

 
 From 1st April to 30th June 2015 the quality assurance committee was chaired by Dame 

Christine Beasley, non-executive director. Kieran Walshe, non-executive director, took over 
as Chair from 1st July 2015.  

 
3. Meetings 

During 2015/16 the number of quality assurance committee meetings increased following a 
recommendation from an external board governance review.  Five meetings were held over 
the course of the year on 19th June, 25th September and 27th November 2015 and 29th 
January and 24th March 2016.   In addition a joint meeting of the audit and quality 
assurance committees was held on 28th May 2015 (the decisions from this meeting were 
ratified at the board of directors’ meeting on the same day).  

 
4. Relationship to other Committees 

 The Committee has shared responsibility with the audit committee to provide assurances to 
the board of directors that The Christie is properly governed and well managed across the 
full range of their activities.   
 
In broad terms the quality assurance committee is responsible for ensuring that assurance 
is provided for clinical & research governance and risk management.  The quality 
assurance committee informs the board of directors of the outcomes of its reviews.  
 

5. Achievement of the identified priorities  
No change was proposed to the priorities established in 2013/14 so the list below continued 
to form the basis of the committee’s programme during 2015/16.  The Board is invited to 
identify any additional subjects on which assurance may be required in response to 
changes in the Monitor Quality Framework and the healthcare environment. 
 
The priorities for 2015/16 are set out below.   
a) Maintain registration with the CQC and full compliance with CQC essential standards 

of quality and safety, along with all other regulatory requirements.  Achieved 
b) Ensure that the Trust meets all quality related requirements of the Monitor 

Compliance Framework and Monitor Risk Assessment Framework for 2014/15.  
Achieved 

c) Monitored the changes in the NHSLA requirements from Risk Management 
Standards to learning from claims. Achieved 

d) Ensure continuing high standards of patient care and patient experience, monitor 
patient safety information and patient harm rates.  Achieved 

131



e) Monitor and support the ongoing development and presentation of clinical 
effectiveness data to ensure The Christie is delivering the best possible cancer care 
to its patients.  Achieved 

f) Ensure that the clinical audit programme is appropriate, adequately resourced and 
aligned with the strategic objectives of the Trust.  Achieved 

g) Continue to provide high standards of cleanliness and effective HCAI management 
and compliance with the Hygiene Code.  Achieved 

h) Oversee the publication of the annual Quality Accounts.  Awaited 
i) Provide assurance to the board of directors that governance arrangements for the 

Christie Clinic are appropriate and effective, with particular regard to regulatory 
compliance, quality, safety and effectiveness.  Achieved 

 
6. Governance and risk management  

The committee maintains an annual reporting cycle.  Actions arising from meetings are 
recorded on an action-plan rolling programme.  These two documents are used to plan, 
record and monitor the work of the committee.  Following each of its meetings a key issues 
report and full minutes are submitted to the board of directors. 
 
Throughout the year the committee has received a range of information in accordance with 
the annual reporting cycle. 
 
6.1 Care Quality Commission (CQC) 
The committee receives regular updates describing the governance arrangements for 
monitoring compliance with the essential standards of quality and safety.  It has gained 
assurance by reviewing patient safety, effectiveness and experience reports and from the 
data within the performance report provided to the board of directors.  This will be reviewed 
in light of the Health and Social Care Act amended regulation.  
 
6.2  Monitor 
The Trust met all of its national targets and other mandatory requirements during 2015/16.  

 
6.3  Internal audit reports 
Internal audit reports conducted on behalf of the quality assurance committee were 
received during the year as shown below.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
Any recommendations are captured in an action plan and implemented as required.  There 
were no limited assurance reports during 2015/16.  We are still waiting for reports relating 
to quality and these will be received before year end. 

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 

Friends and Family Test (draft) April 2016 Significant 
Preparedness for Nurse 
revalidation (draft) April 2016 High 

Medicines management (draft) April 2016 Significant 
Nursery financial processes 
review  (draft) April 2016 Significant 
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6.5  Governance reports 
At its meeting on 19th June 2015 the committee received the following annual reports: 
• Health, Safety and Security annual report 2014/15 (there is a legal requirement to 

present this report annually) 
• Infection Prevention and Control annual report 2014/15  
• Equality and Diversity annual report 2014/15 
• Clinical Audit annual report 2014/15 - received at the September 2015 meeting. 
• Safeguarding Vulnerable People annual report 2014/2015 - presented to the November 

2015 meeting.   
 
There were no issues of concern raised in any of the reports. 
 
6.6  Risk management 
In line with the risk management strategy the committee seeks to ensure assurance that 
risk management processes are embedded and well managed. This is achieved via 
scrutiny of the key risks reports within the performance report provided to the board of 
directors and through an overview of the work of the risk and quality governance 
committee. 
 
The information provided in these reports has enabled the committee to provide assurance 
to the board of directors that there are effective systems of internal control in place with 
regard to clinical and research governance and risk management. 
 
6.7 Board assurance framework 
The Board Assurance Framework (BAF) was significantly updated in 2015/16 and 
focuses on the key risks for the organisation.  The BAF is a ‘live’ document which is 
continuously reviewed and updated.  
 
The quality assurance committee reviewed the BAF at each of its meetings and received 
updates from the company secretary (document owner).  The committee has assured 
itself that the process undertaken to populate the BAF is appropriate in that the 
necessary directors and managers have been involved and take responsibility for their 
entries and that there are no major omissions from the list of controls.  
 
The quality assurance committee is satisfied that the system of risk management in the 
organisation is adequate in identifying risks. The committee believes there are no areas 
of significant duplication or omission in the systems of governance (that have come to 
the committee’s attention) that have not been adequately resolved. 
 
Internal audit have provided their opinion on the board assurance framework and have 
determined that the Trust is green in all aspects of their review and that the Assurance 
Framework is an integral part of the Trust’s governance framework and clearly linked to 
the board agenda. 
 
6.8 Review of committee effectiveness 
In line with its terms of reference the committee, at its meeting on 19th June 2015, 
discussed the recommendations made by PwC in regard to the new chair and the increase 
from four to five meetings per year.  It was noted that a full committee effectiveness 
assessment will be undertaken by MIAA in January 2016 and a self- assessment will be 
completed by the end of April 2016.   

 
7. Annual Governance Statement 

The Annual Governance Statement for 2014/15 was considered and approval at a joint 
meeting of the audit and quality assurance committees on 28th May 2015.  
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8. Quality Accounts 
The Trust received an unqualified audit opinion for its quality report, which was published 
as part of the annual report and accounts for 2014/15. This included data covering patient 
satisfaction surveys, complaints, waiting times, clinical audits, 1 and 5 year survival rates, 
SUIs and infection rates, as well as performance against national targets and goals agreed 
locally with commissioners.           

 
9. Reviewing legality of actions 
 The committee has not received any reports of any enforcement activity by any relevant 

regulators in relation to the Trust’s activities.  
 

10. Priorities for 2016/17 
1. Maintain registration with the CQC and full compliance with CQC essential standards 

of quality and safety, along with all other regulatory requirements.   
2. Ensure that the Trust meets all quality related requirements of the Monitor Risk 

Assessment Framework for 2016/17 and to bi-annually review the risk against the 
Monitor Quality Framework.  

3. Ensure continuing audit and evidence of high standards of patient care and patient 
experience, monitor patient safety information and patient harm rates.   

4. Monitor and support the ongoing development and presentation of clinical 
effectiveness data to ensure The Christie is delivering the best possible cancer care 
to its patients.   

5. Ensure that the clinical audit programme is appropriate, adequately resourced and 
aligned with the strategic objectives of the Trust.  Clinical Audit to attend every 
meeting of this committee to ensure clinical effectiveness.   

6. Continue to provide high standards of cleanliness and effective HCAI management 
and compliance with the Hygiene Code.   

7. Oversee the publication of the annual Quality Accounts.   
8. To agree quality priorities for internal audit with a focus on complaints management 

which have been agreed with the Quality Assurance Committee.  
9. To monitor the changes in the NHSLA requirements from Risk Management 

Standards to learning from claims.  
10. To receive the annual monitoring report of the raising concerns policy. 
11. To address issues raised through the committee effectiveness review. 

  
 

 
 

Professor Kieran Walshe 
Chair of the Quality Assurance Committee  
31st March 2016 
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