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DRAFT Public minutes of the meeting of the Board of Directors of The Christie NHS Foundation Trust
held on Thursday 27th April 2017 at 12.45pm in the trust administration meeting room centre, The
Christie NHS Foundation Trust
Present:

Christine Outram (CO)
Kathryn Riddle (KR)
Neil Large (NL)
Prof Kieran Walshe (KW)
Robert Ainsworth (RA)
Tarun Kapur (TK)
Roger Spencer (RGS)
Jackie Bird (JB)
Joanne Fitzpatrick (JF)
Fiona Noden (FN)
Prof Chris Harrison (CH)
Eve Lightfoot (EL)

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

In Attendance:

Louise Westcott (minutes)

Company secretary

Professor John Radford
Wes Dale
Dr Claire Higham

Director of Research
General Manager
Consultant Endocrinologist (presentation)

Presentation: Dr Claire Higham (CHi), Consultant Endocrinologist – Living with and beyond cancer
CHi introduced herself and said that it is 5 years since her appointment to the endocrine department as a
consultant. In brief the service is a clinic setting and outpatient unit, seeing complex endocrine referrals.
Living with and beyond cancer are key elements of the work of the team. The endocrine unit was originally set
up in the 1970’s to address hormonal issues as a result of the use of Tamoxifen and the partnership working
between endocrinology and oncology continues.
CHi outlined 3 main areas of work all of which include a patient story
1) Diabetes – in 2012 – there were no dedicated facilities for patients with diabetes or at risk of developing
diabetes as a consequence of their oncology treatments. The team were asked to address the issue.
Oncology clinicians needed some encouragement at times to make the link between high dose steroid
treatment and diabetes. About 12% of our patients have a diagnosis of diabetes at any time plus 13%
are at risk of developing diabetes. This service is supported by a diabetes specialist nurse. A patient
story was highlighted about a patient who had both cancer & diabetes and the GP’s response of
suggesting that the patient chose which illness to fight. The patient was assessed here and given insulin
along with his required cancer treatment and reported feeling much better and able to go on holiday etc
and maintain a normal life.
Incidence of diabetes is increasing; we want to achieve national diabetes standards and we are still not
where we want to be. Our percentage of patients with missed prescribing was significantly higher than
comparative data. We have strategy quality improvement (QI) strategy to address these issues. There
are real opportunities through the QI programme to embed quality care.
2) Metabolic bone health – CHi told a patient story of a lady with myelofibrosis who was treated and is now
in complete remission. She has premature ovarian failure, osteoporosis and vertebral fractures that we
are treating her for. This is not an isolated case. We have a dexa scanner and report dexa scans. We
had 21,000 prescriptions of steroids in 2015-16 and long term steroid use can led to fractures.
3) Living beyond cancer - survival has improved greatly. Over 2 million people living with ongoing
consequences of their cancer treatment. In children there are a lot of endocrine issues. The GM Cancer
Strategy for living with & beyond cancer is in place. CHi described the story of a patient who at age 11
had a brain tumour and was treated successfully and is cured of his cancer but has a lot of problems. At
25 he’s had severe growth issues, infertility, deafness, osteoporosis, depression and a stroke. There is
an incredible amount that the patient needs ongoing care with.
The quality ambitions of the service for 2017/18 were outlined;
3

To improve inpatient care for patients with diabetes and those at risk of developing diabetes in an oncology
setting to ensure that we:
• Ensure glucose lowering medications are prescribed correctly and administered on time
• Reduction in frequency of hypoglycaemia and hyperglycaemia to reduce patient harm and
improve care
Good infrastructure is needed and, there will need to be consideration of the impact of proton beam therapy
and its late effects. A BRC bid is being developed on cancer survivorship.
CO extended her thanks to CHi for the presentation & added that it is really important for the board to hear
about late effects. CO asked about the young patient and whether Proton beam therapy would have helped.
CHi responded that data so far seems to show that pituitary function is still impacted by proton therapy. It is
definitely still an issue but some might not be so bad.
JR noted that the development of this as a late effects BRC 2 theme is a great opportunity.
RA asked if the team act as a point of contact for multi-location treatment. CHi responded that the team see
patients on an annual basis in late effects clinic and have a coordinating role. We are also involved in a virtual
MDT run by Macmillan which we help coordinate.
KW asked about the team approach to research in late effects. CHi responded that it’s very tricky, treatments
are always changing. The key is to have a good infrastructure for treatments and to set this up as a service.
Biomarkers are now being used to identify how patients will respond to treatment. JR added that the research
division are amenable to projects. Investigators here are looking at how we give less treatment.
JF asked how the discussion with parents about what treatment children should have is managed when you
know about late effects. CHi responded that the team are not involved in these discussions and we can’t
identify which patients will have late effects at the moment which is where research comes in.
CH commented on the Montgomery ruling on consent and the requirement for a more detailed
discussion on risks and benefits.

No

Item

12/17 Standard business
a Apologies
Apologies were received from Prof Jane Maher, non-executive director & Wendy
Makin, Executive Medical Director.
The thoughts of the board are with WM at this difficult time.
b Minutes of the previous meeting held on 26th January 2017
The minutes of the meeting held on 30th March 2017 were accepted
c Action plan rolling programme, action log & matters arising
The items on the rolling programme were captured on the agenda. All items on the
action log have been progressed.
d Declarations of interest
No declarations of interest were made.
13/17 Key reports
a Chief executive’s report
RGS drew particular attention to the following items in his report;
i. The CQC Quality Summit took place in March and this concludes the formal CQC
Comprehensive Inspection. The session was attended by external stakeholders
who all had the opportunity to comment on the published report.
ii. The Modern Slavery Act statement was highlighted and the board endorsed it for
publication.
iii. A briefing was given about the fire of 26th April. A fire developed at about 10.30 in
the Paterson building. Alarms were raised and the internal incident procedure was
put into place. Colleagues from MCRC and the UoM were part of the response.
There has been extensive damage restricted to the Paterson building. The impact
of smoke affected some activities and some procedures were suspended. Some
surgical operations were interrupted and curtailed whilst the situation was
4
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Item
assessed. All other activities carried on as normal. Normal procedures were
followed and part of our ongoing work will be an assessment of lessons learnt.
There was no significant impact on any staff or patients. The incident continues at
the time of the board meeting and there is not the same level of concern, we are at
a business as usual arrangement now. There is still a control room dealing with the
services on site in operation led by the executive director on call. There has been
considerable messages of support from our supporters and stakeholders. Staff
have responded in an exemplary manner. Thanks have gone out to staff for their
support. The operational teams have been very professional.
FN commented that the multiagency response was fantastic and the communication
was very good. All press statements released were multiagency. Local roads are still
closed at present.

Action

b Executive medical directors report
CH drew the boards’ attention to the report which is self-explanatory. He noted that we
will be hearing from the research division later in the meeting.
No comments on the report were shared.
c Integrated performance report – month 12
FN reported on a successful month:
Quality: 98.6% patient satisfaction survey, 98.5% outpatient satisfaction survey,
chemotherapy treatment turnaround- 88.7% , pharmacy turnaround at 80% which is on
target, the exception reports describe cancelled operations on the day, complaints, CDiff, pressure ulcers and PDR’s. Outpatient exception reports describe % clinic letters
sent in 5 days of attendance, clinic times and hospital cancellations.
There have been 0 MRSA cases in March and 2 CDiff cases with 29 cases year to date
against a threshold of no more than 19.
Safe staffing levels have been achieved; there have been no SI panels, 5 executive
reviews, 6 complaints, 5 inquests, 3 risks at 16 and 2 risks at 15.
Access: all targets have been achieved. 62 days is at 86.3%. Length of stay is 6.88
days slightly above plan, patients treated YTD is above plan (4.41%), sickness has
improved at 2.86% and agency spend is at 70% against the agency cost ceiling.
CH noted that the figures for 62 days are post reallocation. There may be some
discussion about the unadjusted figures being reported. FN added that the MEN
published information on how safe hospitals are; they are using the pre-reallocation
data which looks worse. We monitor the whole pathway. CO added that NHSE are
persisting on looking at the unadjusted position but NHSI understand the position and
know we have a good level of performance across patient pathways in GM. CH noted
that the reason this continues to be reported incorrectly by NHSE is because they can’t
count it through the system. FN noted that we will continue to look at this and we will
address issues in particular pathways and with other trusts in order to improve things
for our patients.
FN to circulate breach reallocation policy to NEDs
NL asked about gynaecology performance. FN responded that we have put on
additional lists to provide theatre capacity and worked with colleagues across trusts.
We have also worked hard on upper GI. There are peaks & troughs in activity that
impact the target and some are small numbers so the problem areas can change.
Finance: The EBITDA surplus has increased to £29,230k, there has been a slight
increase in the trading surplus, I&E has shown an improvement in month (£21,603k).
We are achieving the control total and 100.3% of CIP has been achieved in year (100%
recurrently) and the cash balance stands at £29.1m. Debtor days are 33.
Ratings: Governance SOF (single oversight framework) 1, Financial sustainability risk
rating SOF 1
NL asked about the national review of bed occupancy. FN responded that this figure is
currently measured at midnight and that no one is achieving the recommended
occupancy figure of 85%.
RA noted that there are very few negative responses but OP waiting times is a theme.
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FN agreed and added that this is about the activity we put through the outpatient
department, part of the redesign of the department will focus on this. We’ve worked
very hard on this but there are times when there are more doctors than rooms and it
causes delays. RA commented that the governor work where they talk to patients
shows that patients understand the issues and there is communication about the
delays.
CO asked about the new risk relating to locum use. FN responded that we are trying to
balance between NHSI and NHSE – a reduction in agency spend versus achieving
waiting times. We are focusing on achieving the correct workforce.

d Research report
JR and WD presented their update. This is about delivering better outcomes and best
care for patients.
Key objectives were highlighted and their achievement – BRC status, ‘major centre’
status, commercial trials, early phase trials unit, patient-centred research and a high
performing Academic Health Science Centre.
JR illustrated some of the benefits to patients on delivering ground-breaking research to
improve patients’ lives.
JR highlighted some specific studies of translational research including Krebs &
Professor Jayson’s work and Andrew Renehan’s OnCoRe trial for rectal cancer that
stratifies patients into those that don’t require treatment. The UK-EPHOS-B trail that is
a breast cancer trial and the use of a novel antibody drug in lymphoma patients that will
be licensed for use from April 2017.
WD went through some of the metrics around progress in research. Patient recruitment
numbers have increased by 31% this year. We have had a 15% increase in
publications. There has been an increase in investigator led studies and an increase in
trials income.
The 70 day NIHR target hasn’t performed as well as we transition to the new national
process and work is ongoing to improve this. The percentage of trials meeting
recruitment to time & target is currently at 49%.
WD highlighted where research has increased capacity & capability including the NIHR
BRC status / MCRC Major centre, ‘One Manchester’ clinical research facilities (CRF),
NIHR Patient Safety Translational Research centre and the academic investment plan
progress.
Key developments were highlighted including strategic reviews (including development
of the medical oncology ‘systemic therapy research strategy’), experimental cancer
medicine, 100,000 genomes project and the MAHSC-CTU.
Education successes such as the MRes in Experimental Cancer Medicine and patient
& public involvement were discussed – monthly meetings are taking place and The
Christie has strong representation on national groups.
Recent international conferences were discussed such as the ‘Prevention and Early
Detection’ and the ‘Sharing The Vision for World Class Radiotherapy’ conferences.
Key objectives for the year ahead were outlined – delivering against BRC, the
Greater Manchester Primary Care Patient Safety Translational Research Centre,
Experimental Cancer Medicine Centres and CRUK major centre priorities, development of
strategies, real world data strategy, patient centred research strategy development and
expansion of late effects research portfolio.
CO commented that we need to be better against the 70 day target. WD agreed and
added that by end of the year we want to be at 80%.
JR commented that we must work with service departments to ensure we can achieve
the 70 day target. We need to work alongside service and not as a separate entity.
RA asked what impact the fire might have. JR responded that we don’t as yet know.
Biobank samples were moved out of the area and whether they have been
contaminated is not known at this time.
RGS added that we want to be at the top of the league for the 70 day target and will
80% put us at the top? JR responded that we want to be at least 80%, we don’t know
what others will be at and that will be our minimum standard. This performance is being
6
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reviewed by disease group and there is variation and we need to understand this
better, this will then inform how we perform in future.
RGS added that this is a headline measure that NIHR use; we need to be achieving
high standards. JR agreed and noted some key changes that have been identified for
the research office to make improvements.
KW asked how the division are developing the strategy for research that manages
investigator led priorities against trust priorities and how this connects to other trust
strategies. JR responded that we rely on the disease groups to identify this and the
important areas that need development and link to finance and corporate objectives
etc.
KW asked about the NIHR consultation for healthy futures – CH advised he is
responding.
CO – thanked WD and JR for attending and presenting their update.
e Staff friends & family test results 2016/17
EL presented a paper that provides an overview to the board of the Staff friends and
Family test responses for the last twelve months 2016/17. The survey is issued to all
staff on a quarterly basis and allows staff to give their feedback on services at the
Christie and as a place to work.
The paper shows that the results and response rates from the survey were high
throughout the year.
EL responded to the question raised at the last board meeting relating to whether the
national staff survey measure in Quarter 3 correlates to the previous and current
quarter’s, and confirmed that it does.
The most recently published national results for the friends and family test were in
quarter 2. Our results were high in comparison to the NHS as a whole, to other
specialist trusts and also across the region.
The results and feedback are reviewed and themed in conjunction with the national
staff survey responses and included as part of the corporate action plan. Divisional
reports are also produced to enable the divisions to focus on the development of local
initiatives in response to the feedback.
Updates are regularly communicated to staff and progress against the plan is
monitored through the workforce committee and the Trust performance review process.
The board were asked to note the results and receive a future report of progress
against the plan and survey activity.
EL invited questions.
RA commented that it is good to see that for the ‘recommended as place for treatment
by staff’ was nearly 100% - this is excellent.

14/17
a

Approvals
Annual compliance on CQC
JB presented the paper on annual compliance with the CQC standards. This is normally a
self-assessment and as we have had the comprehensive inspection this has given us the
opportunity for a full assessment. We have relooked at our performance against the
standards since the inspection and we are still meeting all areas of compliance. We are
currently awaiting one report on the Christie CODE from the internal auditors, all other
audits were either significant or high.
The report also captured board development and that the board had considered its appetite
for risk.
JB concluded that the trust has met and continues to meet the outcomes required by the
CQC. The comprehensive inspection outcome was published as Outstanding, the highest
possible rating. JB asked the board to approve the assurance position.
Approved.
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15/17
a

Action

Other reports
NHSI Q4 report
JF presented the report, signed off by JF and RGS and noted that this has been submitted
in line with NHS Improvement’s deadline.
The financial position has changed due to a bonus payment given for exceeding our control
total (£1.2m). The up to date amended version has been submitted and this information
was not available at the time of publishing the board papers.
The report reflects the performance & governance reported in previous reports.
Noted.

b

Register of matters approved by board
RGS presented the summary of matters approved. This is part of the normal governance
process.
The approvals were noted by board.

c

Review of corporate objectives 2016/17
RGS presented the review of the objectives for 2016/17.
There has been considerable success in achieving our annual objectives. RGS drew
attention to the exception report that shows those objectives not fully achieved. There is no
material significance to this.
CO commented that it is great to see so many objectives met. The board extended their
congratulations for the achievement of the objectives.
RA noted that 2015/16 needs to be changed to 2016/17 on page 135.
RGS commented that it has been very useful using the BAF to assess our progress against
the objectives through board.
Noted.

16/17
a

Board assurance
Board assurance framework (BAF) 2017/18 & 2016/17

RGS presented the BAF.
The completed 2016/17 BAF was presented. This shows the year end BAF reflecting
changes discussed in the March board.
The minor change made since the last meeting was outlined and RGS noted that in
month 1 there are no suggested updates to the BAF.
NL added that audit committee noted that we may need to consider reflecting a risk
relating to the impact of the fire – reputation etc. It was agreed that a risk assessment
needs to be undertaken so that any risk can be outlined fully.
CO added that by the next meeting we will know more and can consider what the risk
may be.
RA noted that risk 5.6 relating to TCC CQC outcome should have a lower target risk. JF
/ LW to discuss.
All of the suggested updates were agreed by board.
17/17

Any other business
There were no matters of any other business in the public board meeting.
Date of the next meeting:
Wednesday 24th May 2017
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LW/JF

Agenda item 18/17c
Public Meeting of the Board of Directors - 2017
Action plan rolling programme after April 2017 meeting
Month

24th May 2017

From Agenda No

Issue

Responsible
Director

Annual reporting cycle Integrated performance report
Annual reporting cycle Annual reports from audit & quality assurance
committees
Annual reporting cycle Annual report, financial statements and quality
accounts (incl Annual governance statement /
Statement on code of governance)
Monitor provider licence Self certification declarations
Annual reporting cycle Education report

29th June 2017

Annual reporting cycle Integrated performance report
Regulatory

Approve

20/17a

EDoF&BD
EMD

To approve the declarations
Review

20/17b
19/17d

EDoF&BD
IEMD
CIO
Chair

Monthly report
Assurance

To Agenda no

COO
Committee
chairs
EDoF&BD

COO

NHSI Q1 narrative
Responsible Officer report
Digital maturity
Effectiveness review

Action

19/17c
21/17b & c

Monthly report
Quarterly report
Annual report
Update on progress
Receive annual review

July 2017 - no meeting

Integrated performance report

COO

Monthly report

By email

August 2017 - no meeting

Integrated performance report

COO

Monthly report

By email

Annual reporting cycle Integrated performance report

COO

Monthly report

28 Sepember 2017

14/16f

Compliance with NICE Safe Staffing
Guidelines
Organisational development plan
WRES progress
9

EDoN&Q

Six month review

Acting DoW
DoW

Six month review
Annual update

Month

From Agenda No

Issue

Responsible
Director

Corporate objectives & board assurance
framework
Regulatory
NHSI Q2 narrative
Annual reporting cycle Risk Management strategy
Annual reporting cycle Research report on key issues, progress
against objectives and future plans

26th October 2017 Annual reporting cycle

30 November 2017

January 2018

Annual reporting cycle Integrated performance report
Annual reporting cycle Education report on key issues, progress
against objectives and future plans
Regulatory
NHSI Q3 narrative
Annual reporting cycle Integrated performance report
Organisational development plan

February 2018 - no meeting

Integrated performance report
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CEO

Action

To Agenda no

Interim review

EDoF&BD
EDoN&Q
EMD

Quarterly report
Annual review
Six month review

COO
EMD

Monthly report
Six month review

EDoF&BD
COO
Acting DoW

To approve
Monthly report
Update

COO

Monthly report

By email

Agenda item 18/17c
Action log following the board of directors meeting held on
Thursday 27th April 2017

Public
No.

Agenda

Action

By who

Progress

Board review

1

13/17c

Share 62 day breach reallocation policy

FN

Policy shared with board 27/4/17

Complete

2

17/17

Additional information to be presented to board
around The Christie Clinic

JF

Additional information will be added
to the Partnership report for May

May 2017 Public Board
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Agenda item 19/17a
Meeting of the Board of Directors
Wednesday 24th May, 2017

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.

HSE - Health and Safety Executive
CODE - Care, Observation, Documentation,
Experience
NIHR - National Institute for Health Research
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Agenda item 19/17a
Meeting of the Board of Directors
Wednesday 24th May, 2017
Chief executive’s report
1.

Paterson Building Fire
On Wednesday, 26th April at approximately 10.30 am a fire was reported on the roof of
the Paterson Building which is on The Christie Hospital site. The Paterson Building is
leased to our University of Manchester partners who carry out basic and translational
cancer research activities in the building and it is the headquarters of their Cancer
Research UK Manchester Institute. The building is connected to the main hospital
complex, but there is no access for patients or direct patient research in the facility. No
NHS regulated patient activities take place in the building. As a result of the fire report
the hospital instituted its internal incident plans and co-ordinated the management of
the fire impact with the multi-agency response using the agreed and rehearsed incident
plans, in close liaison with University of Manchester colleagues. As a result of the
impact of smoke from the fire on adjacent hospital operating theatres, operating was
suspended for four procedures that were due to take place on the day. Three of these
procedures were subsequently completed within 7 days and the fourth (non-urgent)
case was scheduled following the patient’s return from holiday. No other NHS patient
activities were cancelled as a result and all other scheduled treatment and
consultations at our Withington hospital site have continued as normal.
The fire in the Paterson building was classified as a major incident by the Greater
Manchester Fire and Rescue Service as it took considerable time to manage to a
conclusion on Friday, 28th April. There were no injuries to any University or hospital
staff or the public following successful evacuation of the building. Significant damage
to the building resulted from the fire, which has suspended the research activities that
were taking place in the facility and a detailed plan for continuing of the activities
carried out is being developed by our University partners. Our other joint research
facilities on the site including our Manchester Cancer Research Centre Building, have
been unaffected. Our University partners are currently assessing impact on the
research programmes. A large amount of research materials housed in the building
have been salvaged.
Clinical trials research involving our patients and our NIHR research activities are
unaffected and we do not believe at this stage there will be any adverse impact on
these programmes. An investigation is currently being carried out by GM fire and
rescue services together with the participation of other agencies including HSE and the
police service to identify the cause. The building is insured and an assessment of loss
is underway.

2.

Cyber Security
On Friday, 12th May we were alerted to an NHS cyber security concern. We activated
our internal incident plans to respond to this. We deactivated external email activity as
a precautionary measure. No evidence has been found that The Christie was affected
by this cyber threat and all patient services have been maintained. Additional safety
measures have been put in place and tested and our external mail systems have been
reinstated.
Further information can be found at https://www.england.nhs.uk/2017/05/statementon-reported-nhs-cyber-attack/
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3.

Appointment Director of Workforce
I am pleased to advise that following a competitive recruitment process Eve Lightfoot
our Acting Director of Workforce has been appointed to the substantive post of Director
of Workforce. Eve has worked at the trust for 8 years as Head of Human Resources
and took a pivotal role in the development of The Christie Commitments as part of our
cultural change programme.

4.

RCNi Nurse Awards 2017
The secondary breast cancer nurse specialists have been honored at the prestigious
RCNi awards in the category of Cancer Nursing Practice for the care and support given
to patients from their diagnosis with secondary breast cancer. The award is a great
accolade to the secondary breast cancer team who have worked in partnership with
breast care teams across Greater Manchester to change the pathway and service
provision for patients.
Further information can be found at https://rcni.com/nurse-awards

5.

International Nurses Day 2017
The Nurses in the Trust held a daylong celebration for International Nurses day. A
celebration of innovation and learning was held in the auditorium. The afternoon
session focussed on the five year strategy where the nurses attending the event were
able to contribute to the strategy development.
Further information can be found at https://www.rcn.org.uk/nurses-day

6.

Successful Reaccreditation of Gold CODE (Care, Observation, Documentation,
Experience) Standards
Ward 10 and the Oncology Assessment Unit were successful in being re-accredited
against the CODE criteria. The CODE accreditation scheme raises standards and
celebrates excellence in care based on 14 evidence based standards of fundamental
care and the management and leadership of the wards. Clinical teams from the two
wards presented their evidence to a panel chaired by the Chief Executive.
Further information can be found at http://www.christie.nhs.uk/about-us/about-thechristie/christie-quality/the-christie-code-quality-scheme/

7.

Health & Safety Executive Visit
The HSE visited the Trust on April 27th to review our progress following their
announced visit last year. The HSE met with staff, Union representatives and with
Estates and Facilities managers, who updated the inspector on the work they had been
undertaking. The HSE was very satisfied with the progress made and have written to
the Trusts to this effect.
Further information can be found at http://www.christie.nhs.uk/about-us/the-foundationtrust/about-the-trust/trust-publications-and-reports/

8.

Cancer Vanguard
The cancer vanguard programme continues to meet its milestones. A summary of
progress is appended to this report.
Further information on the Manchester projects can be found at
http://gmcancervanguard.org/

9.

Devolution
The latest e-bulletin is attached and can be viewed on line at
http://www.gmhsc.org.uk/news/e-bulletin-issue-24/
Further information can be found at http://www.gmhsc.org.uk/
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10.

Site Developments
Proton Beam Therapy Centre
Progress on site is good and the project remains on programme to deliver the first
patient treatment on 31st August 2018. Steel erection has begun on the final area of
the clinical building. Cladding to block A is progressing well. The remainder of the nontreatment areas have floor slabs cast up to the first floor level. Building works are due
to be completed in April 2018.
The Proton equipment will be arriving at The Christie from 12th June 2017 with the
Cyclotron due for arrival on the 22nd June 2017.
Integrated Procedures Unit
The period of commissioning is now complete and the unit was opened to patients on
the 10th April 2017. The equipment for the first Interventional Suite arrived on the 5th
March and the first patient was treated on 19th April 2017. The second unit arrived on
the 29th March 2017 and is currently being installed ready for operation in May.
Expansion of the Clinical Trials facility
Works to expand the clinical trials facility commenced on the 28th February 2017. The
main area to be refurbished has now been stripped out and the fit out works are in
progress.
The works include the provision of a new reception area, an increase in chairs for
chemotherapy, additional laboratory facilities and improved access. These works are
due for completion on the 7th August 2017.
Oak Road Entrance Redevelopment
Construction works have now commenced and demolition and enabling works to the
existing structure are taking place. The redevelopment provides a significant
improvement to the patient experience, providing additional seating, enhanced retail
facilities and improved support services.
The project is due to complete on the 29th September 2017 with a series of phased
openings prior to this date. A preferred retail partner WH Smith has been identified and
will include a WH Smiths convenience store and M&S “food to go” coffee shop.
Outpatients Redevelopment
Following the development of a feasibility study for outpatients, a Full Business Case
(FBC) is being prepared for submission to Management Board in June 2018. This will
then be presented to Charitable Funds Committee in September 2017.
The full outpatient redevelopment is being proposed to be undertaken in 2 phases.
Phase 1, if approved, involves the development of an outpatient facility on the ground
floor of the new Proton Beam Therapy Centre. This is intended to start on site in
October 2017 and be complete by June 2018. Phase 2, if approved, involves the
remodelling and redevelopment of the existing OPD on Wilmslow Road.
Tiered Parking
Proposals are being developed for the provision of additional tiered parking for staff
adjacent to Cotton Lane (car park A) and at the Golden Lion site (car park D).
Interserve Construction Ltd have been selected as the delivery partner.
A comprehensive engagement strategy has been developed which includes the
development of a neighbourhood working group. A Neighbourhood Working Group
was held on the 10th May and agreement was reached to develop a preferred option on
the Cotton Lane Site.
It is anticipated that a planning application will be developed for submission over the
summer months.
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Linear Accelerators 1 & 2
As part of the planned replacement programme works will commence to replace Linear
accelerators 1 and 2 in June and will be completed by mid-August.
Further information can be found at http://www.christie.nhs.uk/about-us/our-future/ourdevelopments/our-developments-latest-news/
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Greater Manchester Cancer
Vanguard Innovation
GREATER MANCHESTER CANCER VANGUARD INNOVATION PROGRAMME
PROGRESS UPDATE MAY 2017
Work stream
Involvement of
People Affected by
Cancer (PAbC)

Summary Progress
Year two of Vanguard is providing new opportunities for people affected by
cancer to work in partnership with Vanguard projects to co-produce better
cancer services. The re-formed Rapid Investigation Units project has
ensured the patient experience is integral to how the units work by
involving someone affected by cancer at the project steering group.
Similarly, for both new projects, Self-Patient Referral and Digital Pathology,
service users are also being involved in
the early project design stage.
Two people affected by cancer attended
the Gateway C preview event to talk about
what it means to them for GPs to be able
to confidently spot the early signs of
cancer.
In addition, the Early Diagnosis industry
challenge Evaluation Panel also included a person affected by cancer from
GM.

Prevention

Social marketing and Behavioural Change: The secondary desk
research exercise has been completed to identify and analyse the profile of
the smoking population of GM. This also included an audit identifying best
practice examples of historic, current and planned local, regional and
national quit smoking campaigns. This work has been used to inform the
commissioning of primary research which is due to be procured to identify
qualitative insights into the GM audience. This will test:
•

In-depth national routine and manual findings to see if they are still
relevant to GM smokers

•

Further analysis of local reactions to e-cigarettes and vaping, and local
targets relationships with these products, especially in terms of quitting

•

Attitudes towards existing stop smoking support services and potential
new self-led digital quit support

•

Creative mass media and co-ordinated social marketing approaches

•

Understanding of how the local target market consumes media, and
how important/used/respected each channel is in conveying information

•

Understanding of secondary audiences in greater detail, specifically
young adults and LGBT, people with mental health issues and lone
parents.

Discussions with the Public Health England Campaigns Team have begun
to potentially link the GM smoking quits campaign with the national
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Stoptober and/or New Year campaigns.
Citizen Led Social Movement: The recruitment of Cancer Champions
continues to increase and the project is on target to meet its aim to secure
5,000 Cancer Champions by August 2017.
Enhanced Screening: The six month breast screening invitation letter
RCT is on track and set to finish May 2017. The bowel risk prediction tool
work is due to commence imminently. The cervical invitation letter trial is
continuing to be developed with CAPITA and PHE.Showcase and learning
workshop planned for June with key stakeholders to share best practice on
improving cancer screening uptake.
Lifestyle Based Secondary Prevention: Workshop scheduled in June for
exercise referral providers and commissioners to establish GM-wide cancer
rehabilitation pathways across GM. Work is progressing on the co-design
of the GM digital platform focusing on lifestyle-based secondary prevention
of cancer, engaging with health care professionals, Cancer Champions,
patients and members of the public.
Early diagnostics

‘Query Cancer’ – Since the approval to continue the project on 3 April the
project has now decided to focus on one site (UHSM) for the development
of an Multi-disciplinary Diagnostic Centre (MDC). The PAHT element of the
project – which was looking at the development of an MDC in the lung
cancer pathway will be progressed outside of the scope of this project.
During April the operational group at UHSM met a number of times in order
to work up the pilot which will take place at Withington Community Hospital,
and a start date of 6 June has been agreed with the Executive team and
clinicians at UHSM. At that point patients that have been referred in on a
HSC205/2WW disease specific pathway will be triaged in secondary care
and if the patients meet the criteria of the clinic then they will be seen within
7 days.
Faster Diagnosis – The direct to test colonoscopy service for suspected
colorectal cancer went live on 3 April. Patient feedback has been very
positive, in particular, highlighting the quick turnaround time from referral –
procedure – cancer diagnosis and feeling informed about the procedure.
Referrals into the service are lower than anticipated and there have been
some issues with regards to incorrect referrals and bowel prep not being
prescribed correctly. RBH FT and the CCG are continuing to undertake GP
engagement to resolve these issues and the situation is being closely
monitored. The revised pathway for lung x-ray and CT for suspected lung
cancer has been drafted and new patient information developed with
service user representatives and is in the process of being finalised for go
live at the end of May. A more detailed update on Faster Diagnosis will be
outlined at the next Vanguard Showcase event on 16 May.
Patient self-referral (React) –The project team met In April for the first
time and formed a steering group that will meet on a monthly basis to make
sure that the project meets its three objectives. The ethics approval has
been submitted ahead of schedule so that the focus groups can be
recruited to early. There is also concurrent activity looking at the
engagement with community pharmacies and the development of the
online tool which will become the REACT model. A showcase event will be
held in July to promote the tool and engage ideas from a wider audience.
The team also met with Ben Gilchrist who is leading one of the other
Vanguard projects in the citizen led social movement (Cancer Champions)
to look at ways in which the two projects can synergise.
Digital Pathology. This project focuses on introducing digital pathology
technology into a number of trust sites (between 3 and 7) to test out its
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acceptability within the pathology clinical community / network. The Project
Group is working with Simon Worthington who is leading the GM review of
digital pathology and with the Royal College of Pathologists to ensure the
Vanguard Innovation pilot augments and informs other work in this area.
The 7 Pathology provider trusts have been asked whether they want to
participate in the pilot and a number of positive responses have been
received. Additionally, two industry partners are currently being evaluated
with a view to selecting a partner to provide the IT digital pathology
software and capability.
The Cellular Digital Pathology pilot will run at the participating Trust sites
between June and the end of December 2017. The benefits of the pilot are
categorised into two high level areas - Patient Outcome benefits and the
benefits to the wider GM Cancer system / network. The benefits will be
captured with involvement from the SRO and Clinical lead for this project,
the participating pathologists, the Cellular Digital Pathology Supplier and
the Cancer Vanguard PMO.
The intention is to take the findings from the pilot and recommendations for
potential wider roll out through the GM Cancer Vanguard Innovation
Oversight Group, GM Pathology Partnership and GM Cancer Board in
early 2018.
Industry Challenge. The Evaluation Panel, with representation from the 3
Vanguard partners and other subject matter exerts (including the AHSNs)
met on 26 April in London to consider the 5 shortlisted proposals. The
panel decided to sign-post two proposals elsewhere, to seek further clinical
advice regarding another, and to work with another company to develop
their idea further with the aim of confirming the proposal by the end of May.
Cancer Education
(Gateway-C)

Within the restrictions of purdah, Gateway-C is being prompted in earnest
to primary care staff in GM and Eastern Cheshire, with three RCGP
accredited courses live and available in the Learning Zone for people to
enrol. On 3 May we held a preview event and a flier from this event is
attached at Appendix 1.
We used the evening to enlist the support of CRUK Facilitators/ Cancer
Commissioning Managers and GP Cancer Leads and have furnished them
with a variety of marketing materials, promotional films and incentives gifts.
The team is also looking to make Gateway-C the go to place for links to
other cancer online courses, resources, face to face training and
community support groups and asking people to submitting links to be
published on the website using the forms available on the site.
Filming for two further modules for living with long term complications of
colorectal cancer and end of life care for lung cancer are also in progress
and will conclude on 22 May with learning activities to supplement the
interactive consultations produced thereafter.
The second period for data collection has now concluded and GM pilot
GPs are due to submit audited referral data by the end of this month.
The project group plan to share an evaluation report of the GM pilot with
the Cancer Board on 14 July 2017 and will target the next meeting after 30
October 2017 to present an update on roll-out progress.

Timed Pathways

Work is progressing on the 4 agreed priority pathways to develop single
national best practice timed pathways:
•

Joint Lung Pathway. Relevant pathway work from all three sites has
been shared and presented in joint a poster at the National Cancer
Vanguard day. The three sites are each drawing up plans for delivering
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the national optimal pathway that reflect the variances in their local
health economies.

Living with and
beyond cancer

•

Joint Colorectal Pathway. A working group has been established
including commissioning and patient representation. A face-face
meeting between the leads is to be held June/July to agree optimal
times pathway and best practice STT pathway.

•

Joint Prostate Pathway. The project group membership have held
an initial meeting on 28 April and have agreed the scope of the work
and begun to review the pathway. A subsequent meeting is scheduled
for 25 May to continue this review.

•

Joint OG Pathway. The three Pathway group chairs have shared
current pathways.

Aftercare Pathways:
•

Colorectal aftercare: UHSM and Vanguard Innovation are continuing
work to stratify pathways of aftercare and supported self-management,
maximising use of the Macmillan Recovery Package. We are piloting
a supporting IT digital safety net solution (called Infoflex) which has
now been designed by the clinical workstream at UHSM for local use,
and will be tested and ready for use by the UHSM colorectal aftercare
pathway teams by end of May 2017. In addition, we are now utilising
our learning at UHSM by commencing implementation of Infoflex at
PAT for colorectal aftercare. Discussions are underway with clinical
and technical teams in order to begin implementation by early June,
with the system ready for use by September 2017 – ahead of our
original milestone.

•

Early breast cancer aftercare: Vanguard Innovation has agreed to
extend the existing Macmillan Cancer Improvement Partnership
(MCIP) breast aftercare pilots, to UHSM and Pennine, also supported
by the IT digital safety net solution Infoflex. Implementation will begin
by the end of May 2017, with the pilot beginning in August 2017
across the two sites.

•

Prostate aftercare: The GM Cancer Urology Pathway Board
approved the new high level design of prostate aftercare for postprostatectomy patients and post-radiotherapy patients in early May
2017. This was developed by the Vanguard Innovation prostate
aftercare task group, building on best practice in early breast and
colorectal aftercare, and with input from primary care. Further scoping
work will now be undertaken to develop the clinical protocols required
for the new aftercare pathway, Recovery Package elements,
implications on resources and plans for future pilot sites. This links to
the Timed Pathways work on a best practice prostate pathway.

An Aftercare Event for GPs was held on 8 April. This was attended by a
range of service users, commissioners, providers and GPs and provided an
opportunity to share the work of this project group and receive feedback
from GPs on what is most important to them in providing ongoing support
to people affected by cancer.
Enhanced Patient Decision Making. This project is led by Prof Janelle
Yorke working with The Christie Patient Centred Research Centre, has
achieved the following to date:
•

Literature reviews: i) Goals of Care (GOC); ii) Treatment-decisions

•

Establishment of baseline – review of SACT data looking at patients
being treated above 3rd lines of anti-cancer treatment within the last 6
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months of their life.
•

•

Development of the Goals of Care Initiative (GOCI) tool which consists
of two sections: i) Aims of treatment ii) Patients goals and values
o

Early versions tested in Supportive Care Clinic

o

Stakeholder interviews to finalise the tool and inform
implementation (14 Patients/Carers, 6 GPs, 12 Nurses and 13
Oncologists)

Pilot testing of the GOC tool
o

3 oncology teams (Colorectal, HPB, and Lung) piloted the tool with
30 patients

o

Usability and implementation issues assessed

o

Patient questionnaires/interviews were conducted to explore
experience
and
decision-making
preferences.
Clinician
questionnaires were completed to explore acceptability and
clinical utility/implementation

The pilot of the Goals of Care tool completed in February 2017 and work is
now continuing on the Enhanced Decision Making Package, for which the
Goals of Care tool will form a key part. This will be launched by June 2017
at a planned stakeholder event.
Specialist Palliative Care. A number of face to face site visits are taking
place across the whole of Greater Manchester. These visits are
supplementing the information that
has been collected by the national
survey in order to take into
account the nuances that occur in
the
different localities which might
affect the data. The visits to each
of
the localities in GM will be
completed by the end of May and,
once the data has been combined
with the survey data, the GM team will meet with our LondonVanguard
partners to discuss the findings and to agree the common themes and
trends in the data.
Cancer
Intelligence
Service

The work of the cancer intelligence project is progressing well despite
unexpected setbacks around access to data. The project PID has been
updated to reflect the subsequent change of focus which is to be presented
to the GM Cancer Vanguard Innovation Steering Group on the 22 May.
PHE has confirmed that it is unable to renew the honorary contracts for GM
Analysts for year 2 and, consequently, the team has been pursuing other
local data sources and has recently received extracts of cancer waiting
times data from colleagues at NHS England. Applications for other data
extracts from NHS Digital and PHE are in preparation. We have also
started to put in place the appropriate legal framework for establishing a
GM&EC cancer intelligence dataset comprising data extracts from all of the
GM&EC providers.
Work is underway on the next Cancer Board report (due July) that will
expand upon the Clinical and Performance metrics presented in April and
will include in-depth analysis around referrals and waiting times. A
comprehensive report on outcomes for cervical cancer patients referred to
the south sector specialist Gynae MDTs has been completed and shared
with the MDT team and pathway lead. An interim interactive dashboard
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incorporating all available data available is now in development.
Accessing data on patient reported outcomes and patient experience is
progressing. The iWGC implementation phase has started with East
Cheshire Hospice, St Ann's Hospice and East Cheshire Trust fully signed
up and on track for launch on 1st June.
The team have been supporting the GM Health and Social Care
Partnership Team on the production of their GMS Outcomes dashboard.
Pan Vanguard Cancer Intelligence is continuing to be managed via
quarterly meetings of the respective Vanguard cancer intelligence and
outcomes teams. Pan Vanguard analysts are continuing to work together to
influence PHE around improving local data access and locally relevant
cancer intelligence reporting.
Medicines
Optimisation (MO)

Biosimilars adoption policy and education materials prepared through the
collaboration of the Cancer Vanguard and Sandoz have now been made
available on the National Cancer Vanguard website. The team are now
working on a joint position statement from the Chief Pharmacists and
Medical Director and a patient information leaflets.
http://cancervanguard.nhs.uk/biosimilars-adoption/
This aligns with the first cancer biosimilar product coming to market and will
support the transition by Trusts to use these medicines. GM Cancer
Vanguard Innovation has supported the development of these materials.
Twenty-five colorectal patients have now been recruited at The Christie to
use a new app (uMotif), which allows them to record their treatment
experience over the next few months. Anonymised data from the app will
be analysed as part of a broader project looking at unwarranted variation in
colorectal cancer drugs usage across the 3 Cancer Vanguard sites. The
final analysis is expected to be available in June 2017.
A sixth project initiation document was ratified by the Joint MO group and a
joint working agreement has now been signed between UCLH Cancer
Collaborative and Bristol Myers Squibb around adverse events.

Commissioning
reform and testing
an Accountable
Cancer Network
(ACN)

Following detailed stakeholder interviews earlier in the year regarding the
form and function of an Accountable Cancer Network (ACN), an event will
be held on 10 May, facilitated by KPMG, to consider next steps in this
process. Initial identification of CCG spend on Cancer services is complete
and now subject to review\clarification.

Communications
and engagement

A short film to highlight the successes of our first year of operation is now
online and will be promoted after purdah restrictions are lifted:
https://www.youtube.com/watch?v=Qe0isSPhoQo&t=2s
The next Showcase event will focus on Faster Diagnosis and takes place
at the education centre at The Christie on 16 May at 5pm
The June Showcase event will be held on 27 June at 5pm at Citylabs 1.0,
Nelson Street, Manchester M13 9NQ, and will focus on medicines
optimisation.

National
Programme
Evaluation

The national Cancer Vanguard has appointed Optimity/Technopolis as its
evaluation partner. The evaluator is currently undertaking a number of 1:1
interviews in order to help inform and shape the production of the
Evaluation Framework which should be produced in draft by early June.
The framework will be presented to and signed off by the national Cancer
Vanguard Oversight Group in July 2017.
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Appendix 1: Gateway-C flier
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E-Bulletin: Issue 24
8th May 2017
Funding boost to make Greater Manchester the best place in the UK for dementia care

Dementia United is our 5 year regionwide strategy aimed at making the
region ‘the best place to live in the UK’
for dementia care. We have committed
to investing £2.29m over three years
from our £450m Transformation Fund to
help improve dementia care across
Greater Manchester.

Our new approach will move from focusing on diagnosis to looking at improving the broader
experience of care and the support given to people – and their families and carers – after
they are diagnosed, including better use of technology to monitor individuals and create
better social connections, and supporting healthy independent living for people with
dementia in social housing.
We have also approved £27.2m of continued investment over the next four years to support
the creation of a Single Hospital Service for Manchester, Trafford and beyond. The Single
Hospital Service (SHS) is an important part of the Manchester Locality Plan, along with the
development of a Local Care Organisation that will provide community-based, joined up
services closer to people’s homes.
Find out more here.
Crisis Care – good progress being made to tackle mental health

Greater Manchester’s pioneering
approach to tackling mental ill
health is on track to reduce reoffending, improve the well-being
of local people and keep
vulnerable people out of the
criminal justice system.

The Rt. Hon. Lord Keith Bradley’s Independent Review of the Greater Manchester Crisis
Care Concordat, ‘Someone’s There’, looks at what progress has been made since
organisations across the region signed up to the crisis care concordat in 2014. His report
particularly praises the new liaison and diversion and healthcare service currently being
embedded in custody suits, courts and in the community. There is still more to be done,
however and the report sets out a number of recommendations. Find out more here.
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Better care for Greater Manchester mums and their babies
We want our maternity services to be
safer, more personalised, more
professional and more family friendly.
We want every woman to have access
to information to enable her to make
informed decisions about her care,
and we want every mother and her
baby to be able to access maternity
support that is centred on their
individual needs and circumstances.

This is why we have approved proposals to set up a single Local Maternity System for
Greater Manchester and Eastern Cheshire, which will help us improve maternity care and
outcomes for all mums and their babies.
Read more here.
The Art of Dying – An Exhibition at Whitworth Art Gallery

The Art of Dying, an exhibition of art
work by people who have recently died
or their friends and family, will be shown
at Whitworth Art Gallery on 11 May as
part of the Dying Matters National Week
between 8-14 May.
Find out more here.

Pit stops that don’t stop – a blog by Dr Richard Preece
As part of #HomeForEaster week,
Richard Preece, Executive Lead for
Quality and Medical Director for the
Partnership, blogs about his afternoon
spent with a local Acute Medical Unit
(AMU) team.
Read all about his experience here.
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Mental health – are you surviving or thriving?
8 – 14 May is mental health awareness
week.
Join the conversation on Twitter using
the hashtag #MHAW17 and help ignite
a national conversation about whether
we are surviving or thriving and what
we can do to bring about change.
Find out more about Mental Health
Awareness Week here.

Keep up to date with our #GMHSCPChats
We’ll be hosting another Twitter chat with
Dr Richard Preece, our Executive Lead for
Quality and Medical Director, on Thursday
15 June from 7pm-8pm. Follow
#GMHSCPChats to join the conversation.
You can also follow Richard @drrichardp
If you missed last month’s chat with
Warren Heppolette, our Executive Lead of
Strategy and System Development, you
can catch up via our Storify now.
2017 #GMWalking Festival launch a success!
The 2017 Greater Manchester Walking Festival was launched on 24 April at HOME,
Manchester, with around 70 people learning about the 300+ free guided walks which are on
offer throughout the festival (which runs from 1 – 31 of May) and the mental and physical
health benefits of walking. The above film, commissioned by Transport for Greater
Manchester, gives a taster of what the festival is all about.
Follow @OfficialTfGM and #GMWalking to find out more about the festival and discover
local walks near you.
Event on 16 May: Supporting every child and young person to develop safe and healthy
relationships
‘Black Eyes and Cottage Pie’ is a play that
blends together a film and live theatre
performance to explore themes of adult and
teenage domestic abuse, power and control,
sexual consent, sexting, porn, sexuality and
the power of positive peer relationships.
Showing on 16 May, the play has been
produced in partnership with Greater
Manchester Police and supports their
campaign ‘Sitting Right With You’ to raise
awareness of the impact of domestic abuse.
Book your place here.
You can also follow the conversation on Twitter using the hashtag #SittingRightWithYou or
by following @SitRightWithYou
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Event on 5 June: Mancxit? Health and Social Care Devolution in Manchester
Dr Richard Preece, Executive Lead for Quality and Medical Director for the Partnership, will
be speaking at this event on Monday 5 June which aims to generate discussion around
improving cardiovascular care in the context of Greater Manchester’s health and social care
devolution.
Taking place from 1:45pm – 3:15pm at the Manchester Central Conference Centre, the
event will highlight the opportunity that devolution creates to transform how we treat
cardiovascular disease.
Register your place here.
Sign up to become a Greater Manchester Cancer Champion today!
Have you signed up to be one of our Cancer Champions yet? If not, you can sign up here.
Organisations can sign up too right here.
Find out more about our cancer champions social movement here.
It’s Clean Air Day on 15 June
You can find out more about the national campaign here. You can also follow the
conversation on Twitter @globalactplan or by using #NationalCleanAirDay
Keep an eye on future editions of this bulletin for more information on what’s happening in
Greater Manchester.
Greater Manchester Children’s Health and Wellbeing Board
Our Greater Manchester Children’s Health and Wellbeing Board meets for the first time at
the end of this month.
You can find out more about the board here.

29

30

Agenda item 19/17b

Meeting of the Board of Directors
Wednesday 24th May 2017
Report of

Executive Medical Director

Paper Prepared By

Yvonne Clooney

Subject/Title

Executive Medical Director’s report

Background Papers

n/a

Purpose of Paper

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

Action/Decision Required

To note

Link to:



NHS Strategies and Policy

Cancer Outcomes Framework

Link to:



Trust’s Strategic Direction



Corporate Objectives

All objectives of the Trust

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

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.

Nil

NHS – National Health Service
NIHR – National Institute for Health Research
HSE – Health & Safety Executive
AHSC – Academic Health Science Centre
AHSN – Academic Health Science Network
CCG – Clinical Commissioning Group
CEO – Chief Executive Officer
HInM – Health Innovation Manchester
GM - Greater Manchester
CRN – Clinical Research Network
LCRN – Local Clinical Research Networks
BRC – Biomedical Research Centre
AGG – Association Governing Group
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Agenda item 19/17b
Meeting of the Board of Directors
Wednesday 24th May 2017
Executive Medical Director’s Report

1.

Health Innovation Manchester
The Health Innovation Manchester (HInM) Board met on the 3rd May. Since approval of
its Business Plan in February 2017, work has proceeded in line with the timelines
included in the Plan. Broadly, activity has fallen into three categories:
-

Setting-up the shadow management team and beginning the integration process of
the AHSC and AHSN;
Progressing work on the strategic priorities, and;
Development of communication and marketing materials.

A “roadshow” of engagement meetings with key internal stakeholders has begun. Slots
on board agendas are booked or being booked with the Association Governing Group
(AGG) of Greater Manchester, individual CCGs and GM Trusts.
Externally, industry interest is strong. The business plan commits to form an Industry
Advisory Group with the intention to streamline the lines of communication and working
with industry. To that end, HInM is exploring the opportunity to establish a group that
can traverse clinical research, covering both the BRC and HInM.
It is expected that these initiatives will position GM well in responding to Sir John Bell’s
life sciences review. Bell is due to report in May, and HInM are beginning to work up the
proposition that GM should be a strategic digitally enabled innovation hub. The HInM
Board has already agreed that it should respond as a One Manchester bid, and Ian
Greer and Rowena Burns will lead the multi-partner team which pulls this together.
The roll out of Datawell across GM will be a key priority for HInM. In March 2017, the
Health and Social Care Partnership Board Executive approved a paper for funding
DataWell and the programme governance is now being aligned with the newlyestablished Digital Collaborative and Health Innovation Manchester. The Health and
Social Care Partnership will be providing development funding as a bridge to a full
application to the Digital Transformation Fund, once this fund has been established in
June 2017.
2.

NIHR Clinical Research Network performance
The NIHR Greater Manchester Clinical Research Network performance for 2016/17 has
been the strongest to date. The end of year position from the NIHR CRN reports that
The Christie has overachieved patient recruitment targets by 29%.
Cancer recruitment (per 100,000 LCRN population) places GMCRN in 7th place
nationally, with recruitment to Early Phase and Late Phase placing GMCRN 3rd and 1st
respectively.
GMCRN is the 10th largest network in the country, and The Christie are currently the 2nd
highest recruiter to cancer trials (per 100,000 LCRN population) – 6,536 patients overall
(observational and interventional studies).
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3.

School of Oncology Quarterly report
This is included within Board papers and will be presented by Professor Richard Cowan,
Director of the School of Oncology.
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Integrated Performance & Quality
Report
April 2017

Caring

Safe

Responsive

Effective
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Well Led
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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 our overall good performance trend continues. Our 62 day standard is once again above
the trajectory of 85%, however, our length of stay remains slightly above plan. There are 3 risks
rated at 16 and 2 risks rated at 15 in month, full descriptions of the risks can be found in section 2.
Quality
In month the patient satisfaction survey results remain high with a 98.3% positive response score.
Patient safety
There have been no cases of MRSA bacteraemia and 2 cases of CDifficile in month; one has been
deemed as unavoidable the other case is awaiting to go to panel.
Finance
In month the Trust is achieving (£160k above plan) the NHSI Control Total and our position
assumes meeting all criteria for Sustainability and Transformation Fund (STF) core funding.
Under the Single Oversight Framework, the Trust’s Use of Resources score is 1
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Performance Dashboard - 2017/18
Performance
Indicator

Target / Thresholds 17/18

Overall NHSI Risk Rating (*monitoring system change Oct-16)

1

2

Diagnostic Waiting Times - PET/CT/MR

3

Apr-17

1

6 Weeks

100.0%

18 Weeks Compliance - Admitted Patients

90.0%

95.6%

18 Weeks Compliance - Non-Admitted Patients

95.0%

98.7%

18 Weeks Compliance - Incomplete Pathways

92.0%

99.0%

Patients Waiting >52 Weeks

0

0

Cancelled Operations On The Day Of Surgery

0

3

100.0%

100%

Cancelled Operations On The Day Of Surgery - Rebooked Within 28 Days
Delayed Transfers Of Care (% of occupied bed days)

0.1%

< 3.5%

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

< 6.4

>7

6.98

<=82%

>95%

87.8%

Chemotherapy Waiting Times (% seen within target)

80.0%

90.1%

Pharmacy Waiting Times (% seen within target)

80.0%

73.5%

Radiotherapy Waiting Times - Palliative (Days)

< 14

10

Radiotherapy Waiting Times - Radical (Days)

< 28
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Cancer Targets
Target / Thresholds 17/18

Apr-17

85.0%

85.7%

62 Day Compliance - Screening

90.0%

100.0%

31 Day Compliance

96.0%

97.4%

31 Day Compliance - Subsequent Drug Therapy

98.0%

98.9%

31 Day Compliance - Subsequent Radiotherapy

94.0%

100.0%

31 Day Compliance - Subsequent Surgery

94.0%

97.0%

Indicator
62 Day Compliance - Post Reallocations
62 Day Compliance - Upgrades

85.7%

Quality
Target / Thresholds 17/18

Apr-17

40%

47.10%

Friends & Family Score (Inpatients & Daycases) % Recommended

94%

98.25%

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

< 4%

0.22%

Friends & Family Score (Outpatients) % Recommended

94%

96.71%

Friends & Family Score (Outpatients) % Not Recommended

< 4%

1.02%

Patient Satisfaction Score - % Recommended

94%

98.30%

< 4%

1.70%

(Year) <62

5

Indicator
Friends & Family Response Rate (Inpatients & Daycases)

Patient Satisfaction Score - % Not Recommended
Number Of Complaints
Mixed Sex Accomodation Breaches

0

0

95%

96.93%

Target / Thresholds 17/18

Apr-17

0

0

<= 19

2

Safety Thermometer

Patient Safety
Indicator
MRSA
C-Difficile - All Attributable Cases

(Year)

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

0

0

95%

98.06%

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

(Year)

<= 25

Inpatient Falls Resulting in Harm ( Grade 2 or above)

(Year)

<= 26

4

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

(Year)

< 192

16

1

Serious Incident Reported

0

Serious Incident Panels

1

Never Events

0

0

Target / Thresholds 17/18

Mar-17

Clinical Effectiveness
Indicator
Palliative Radiotherapy 30 Day Suvival Rate

89.1%

Final Chemotherapy 30 Day Survival Rate

99.0%

Surgery 30 Day Survival Rate

99.6%

HR & Workforce
Indicator

Target / Thresholds 17/18

Apr-17

< 3.4%

2.54%

Staff Sickness
Staff Training

>94.5%

Staff PDRs
Agency Usage

<84.5%

80.8%
36.0%

< 100%

(NHS Improvement Expenditure Ceiling - in month)

91.5%

Activity
Indicator

Target / Thresholds 17/18

Overall Trust Activity Vs Plan

> 0%

< -1%

Apr-17

3.18%

Finance
Indicator

Target / Thresholds 17/18

Apr-17

Liquidity - Ratio (days)

> -2

< -12

Capital Servicing Capacity

> 2.5

< 1.25

3.3

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

< 0%

> 3%

-18.7%

31.7

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

>10%

0%

27.1%

Cash Balance - % of Planned Value

> 90%

< 80%

57.0%

Key Risks
Indicator

Target / Thresholds 17/18

Number of Corporate Risks Grade 15 or Above

Apr-17

5
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1. Responsive
1.1

National Standards
Standard / Threshold

Apr-17

Q4

Cancer Standards - 62 Days

85%

85.7%

87.1%

Cancer Standards - 31 Days

96%

97.4%

97.7%

18 Weeks - Incomplete Pathw ays

92%

99.0%

99.1%

National Standard

Diagnostic Waiting Times - CT

6 Weeks

Diagnostic Waiting Times - MRI

100%

100%

100%

100%

Radiotherapy Average Waiting Times - Palliative

14 Days

10

10

Radiotherapy Average Waiting Times - Radical

28 Days

26

26

70 Day Target

6.9% Q3 period (01/04/16 - 31/12/16)

Delivering Same Sex Accommodation - Breaches

1.1.1

0

0

0

Cancer Standards – 62 Days

95.0%

95.0%

90.0%

90.0%

85.0%

85.0%

80.0%

80.0%

75.0%

75.0%
70.0%

70.0%

65.0%

65.0%

60.0%

60.0%
Q1 16/17

62 day CWT

1.1.2

62 day (Adjusted)

62 Day Standard

62 day CWT

Q2 16/17

Q3 16/17

62 day (Adjusted)

Q4 16/17

62 Day Standard

Cancer Standards – 31 Days

100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%

100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%

31 Day Performance

31 Day Standard

100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%

31 Subsequent (drug)

31 Subsequent Standard (drug)

31 Subsequent (surgery)

31 Subsequent Standard (surgery)

100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%

31 Subsequent (XRT)

31 Subsequent Standard (XRT)
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1.1.3

18 Weeks – Incomplete Pathways

100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%

18 Weeks Incomplete

1.1.4

Incomplete Standard

Diagnostic Waiting Times – CT

1.1.5

100.0%

100.0%

95.0%

95.0%

90.0%

90.0%

85.0%

85.0%

80.0%

80.0%

75.0%

75.0%

70.0%

70.0%

65.0%

65.0%

60.0%

60.0%

CT - 4 Wk Compliance

CT - 6 Wk Compliance

MRI - 4 Wk Compliance

6 Week Standard

1.1.6

Diagnostic Waiting Times – MRI

MRI - 6 Wk Compliance

6 Week Standard

Radiotherapy Waiting Times
30

14
12

25

10

20

8

15

6
10
4
2

5

0

0

Palliative Avg Waiting Time

1.1.7

Palliative Threshold

Radical Avg Waiting Time

Delivering Same Sex Accommodation

1

0

DSSA Breaches

DSSA Standard
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Radical Threshold

1.1.8

70 Day Target
Q3 (01/04/16 - 31/12/16)

Number of studies to submit

37

Number of studies meeting target

2

Number of studies yet to meet target

8

Number of studies not meeting target

27

% Absolute compliance*

6.9%

*Not including valid reasons

1.2

Trust Internal Standards
Standard / Threshold

Apr-17

31 Day Internal Standard

85%

88.3%

Pharmacy Waiting Times

80%

73.5%

Chemotherapy Waiting Times - All patients

80%

90.1%

Chemotherapy Waiting Times - 2 Day patients

90%

93.9%

Trust Internal Standard

Cancelled Operations On The Day For Non-Clinical Reasons

0

3

Number of Surgical Operations

—

194

—

519

7 Days

6.98

Patients Recruited to Trials

—

135

Number of Trials Currently Open

—

683

Number of PET Scans
Inpatient Length Of Stay

1.2.1

31 Day Internal Standard

1.2.2
100.0%

100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%

95.0%
90.0%
85.0%
80.0%
75.0%
70.0%

31 Internal Day

1.2.3

Pharmacy Waiting Times

Waiting Time Compliance

31 day Internal Standard

Threshold

Chemotherapy Waiting Times

100.0%

100.0%

95.0%

95.0%

90.0%

90.0%

85.0%

85.0%

80.0%

80.0%

75.0%

75.0%

70.0%

70.0%

Waiting Time Compliance - ALL Patients

Waiting Time Compliance - 2 Day Patients

Threshold
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Threshold

1.2.4

Cancelled Operations On The Day For
Non-Clinical Reasons

1.2.5

4

Number of Surgical Operations

350
300

3

250
200

2

150
1

100
50

0

0
Cancelled Operations On The Day - Non Clinical Reasons

Number of Surgical Operations Undertaken

Threshold

1.2.6

Inpatient Length Of Stay – (Rolling 12 Months)

7.05

5.90
5.80
5.70
5.60
5.50
5.40
5.30
5.20
5.10
5.00
4.90

7.00
6.95
6.90
6.85
6.80
6.75
6.70
6.65
6.60

Inpatient Length Of Stay - (Days) - ALL Patients

Threshold

Inpatient Length Of Stay - (Days) - Elective

8.40

22.00
21.50

8.20

21.00
8.00

20.50

7.80

20.00
19.50

7.60

19.00
7.40

18.50

7.20

18.00

Inpatient Length Of Stay - (Days) - Emergency

1.2.7

Inpatient Length Of Stay - (Days) - Transfers

Number of PET Scans

1.2.8

800

350

700

300

600

Patients Recruited to Trials

250

500

200

400
150

300

100

200
100

50

0

0

Patients Recruited To Trials

Number of PET Scans Completed
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1.2.9

Number of Trials Currently Open

800
700
600
500
400
300
200
100
0

Number of Trials Currently Open

1.3

Activity
Plan

Point of Delivery

Actual

Variance

Day Cases

786

827

5.27%

Elective

374

389

4.07%

Non Elective Emergency

428

443

3.53%

17

9

-46.32%

OP First Attendances

Non Elective Non Emergency

1097

1091

-0.54%

OP Follow up Attendances

6218

6596

6.08%

Telephone Consultation

2134

2228

4.40%

Homecare Treatments

146

186

27.52%

OP Follow up Attendances Chemotherapy Review

3555

4355

22.49%

OP Follow up Attendances Radiotherapy Review

1248

1316

5.47%

Supportive Care Hormonal Drug Review

294

49

-83.34%

OP Procedures

783

853

8.97%
-32.70%

AHP Attendances

603

406

Chemotherapy Delivery

4800

4889

1.85%

Radiotherapy Treatment

7858

7668

-2.42%

Month 1 Activity

30340

31305

3.18%

Month 1 Cumulative Activity

30340

31305

3.18%

1.3.1

Summary Activity – In Month & YTD
April

Core /
Unbundled

Core

Unbundled

Point of Delivery High Level

Total Plan

Total Activity

Variance

% Variance

Total Plan £

Total Actual £

Variance £

Day Cases
Elective
Non Elective Emergency
Non Elective Non Emergency
OP First Attendances
OP Followup Attendances
Telephone Consultations
Homecare Treatments
OP Followup Attendances Chemotherapy Review
OP Followup Attendances Radiotherapy Review
Supportive Care Hormonal Drug Review
OP Procedures
AHP Attendances
Chemotherapy Delivery
Radiotherapy Treatment
Grand Total

786
374
428
17
1097
6218
2134
146
3555
1248
294
783
603
4800
7858
30,340

827
389
443
9
1091
6596
2228
186
4355
1316
49
853
406
4889
7668
31,305

41
15
15
-8
-6
378
94
40
800
68
-245
70
-197
89
-190
965

5.27%
4.07%
3.53%
-46.32%
-0.54%
6.08%
4.40%
27.52%
22.49%
5.47%
-83.34%
8.97%
-32.70%
1.85%
-2.42%
3.18%

£494,036
£1,978,123
£1,060,794
£85,360
£227,363
£636,178
£64,964
£160,605
£398,429
£139,771
£33,179
£160,248
£58,381
£1,405,414
£1,123,147
£8,025,992

£562,934
£2,481,758
£1,101,965
£54,388
£228,601
£675,250
£73,383
£200,111
£487,910
£147,416
£5,519
£178,594
£32,349
£1,459,434
£1,116,821
£8,806,433

£68,898
£503,634
£41,171
-£30,971
£1,238
£39,073
£8,419
£39,507
£89,482
£7,645
-£27,661
£18,345
-£26,032
£54,019
-£6,326
£780,441

Figures are an extract from the Trust’s total activity position.

1.3.2

st

1 Cut Data
1st Cut of Data Total Activity

Apr-17

1st Cut Variance

Refreshed Total Activity

31305

3.18%
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Refreshed Variance

1.3.3

External Referrals

1650
1600
1550
1500
1450
1400
1350
1300
1250
1200
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Ext ernal Referrals (16-17)

1.3.4

Dec

Jan

Feb

Mar

Ext ernal Referrals (17-18)

Activity Against Plan

940

1200

920

1000

900
880

800

860

600

840
820

400

800

200

780
760

0

Inpatients

Plan

Daycases

1600

9000

1400

8000

1200

7000

Plan

6000

1000

5000

800

4000

600

3000

400

2000

200

1000

0

0

OP First Attendances

OP Follow Up Attendances

Plan

Plan

7000

1200

6000

1000

5000

800

4000
600

3000

400

2000

200

1000

0

0

OP Procedures

Chemotherapy Delivery (Treatments)

Plan

9500
9000
8500
8000
7500
7000
6500

XRT Delivery (Fractions)

Plan

44

Plan

1.4

Infection Control
Cumulative Cases

National Standard

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

MRSA Bacteraemia

0

National Threshold

0

C-Difficile Avoidable

0

C-Difficile Unavoidable

2

C-Difficile Avoidable + Unavoidable

2

C-Difficile Avoidable + Unavoidable Threshold

2

1.4.1

0

0

0

0

0

0

0

0

0

0

0

3

5

6

8

10

11

13

14

16

17

19

MRSA Bacteraemia

1.4.2

C-Difficile

25

1
20
15
10
5
0

0

MRSA bacteraemia

1.4.3

Avoidable + Unavoidable

Threshold

MSSA Bacteraemia

1.4.4

5

Avoidable

GRE Bacteraemia

1

4
3
2
1
0

0

MSSA bacteraemia

1.4.5

GRE bacteraemia

E-Coli

8
7
6
5
4
3
2
1
0

E-Coli
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Threshold (National)

Financial Summary In Month

Weight

Tolerances

Green =

Amber =

Red =

Trust Objective Themes & Performance Indicators

UOR - Financial Sustainability

Balance sheet sustainability - Capital service cover (times)

20%

2.5

1.75

1.25

3.3

1

UOR - Financial Sustainability

Liquidity - Liquidity (days)

20%

0

-7

-14

31.7

1

UOR - Financial Efficiency

Underlying performance - I&E margin (%)

20%

1%

0%

-1%

3.2%

1

UOR - Financial Controls

Variance from plan - I&E margin variance (%)

20%

0%

-1%

-2%

0.6%

1

UOR - Financial Controls

Agency Spend (%)

20%

0%

25%

50%

-63.8%

1

Overall NHSI Risk Rating

Use of Resources (UoR) Metrics

1

2

3

Income & Expenditure: YTD

Overall financial position variance (%) - (underspend)/overspend against plan - bottom line

<0%

<0 to 3%

>3%

10.7%

<0 to 3%

>3%

-18.7%

Income & Expenditure: YTD

Overall financial position variance (%) - (underspend)/overspend against plan - control total

CIP Performance

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

CIP Performance

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

CIP Performance

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

Capital Expenditure

Exchequer Capital Spend to date (£'000)

Cash Balance

Current balance to date (£'000)

Cash Balance

Percentage of planned value

>90%

Principal purpose cap

Income derived from principal purpose exceeds income derived from other purposes

<50%

Debtor Days

Average length of time debt is outstanding

Public Sector Payment Policy
Public Sector Payment Policy

<90%

<90 to 100% >100%

33.7%

<90%

<90 to 100% >100%

51.5%

<90%

<90 to 100% >100%

72.9%
£3,530
£21,611

80-90%

<80%

57.0%

<50% to 99% >100%

36.4%

<12

<15

>16

26

Trade creditors paid cumulatively w ithin 30 days (%)

>95%

90-94%

<90%

97.5%

Trade creditors paid cumulatively w ithin 10 days (%)

>80%

65-80%

<65%

75.1%

• The month 1 EBITDA position is reporting a
surplus of £1,950k (£186k below plan).
• The month 1 I&E surplus is £885k (£106k
below plan).
• The Trust is achieving (£160k above plan) the
NHSI Control Total and our position assumes
meeting all criteria for Sustainability and
Transformation Fund (STF) core funding.
• Under the Single Oversight Framework, the
Trust’s Use of Resources score is 1.
• CIP delivery stands at 48.5% in year and
27.1% recurrently.
• Agency spend in month and therefore
cumulatively is below the NHSI ceiling.

1.6

<0%
M1
Target

1

1.5.2

Trust Performance Against Budgets

14000
12000
10000
8000
6000
4000
2000
0

Act ual (£000's)

Trust Plan

Balance Sheet & Liquidity
40.0

• Cash balances stand at £21,611k (57.0% of
plan), linked to the timing of capital project
cash flows between the two financial years.
• Debtor days have reduced to 26 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 85.4% of the
internal plan.

35.0
30.0
25.0
20.0
15.0
10.0
5.0
0.0

Liquidity Days - Actual
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Plan

April 2017

Income & Expenditure
NHSI risk rating

1.5.1

Current Month
Data

1.5

1.6.1

Exchequer Cash Balances

1.6.2

£40,000

100.0%

£35,000

90.0%
80.0%

£30,000

70.0%

£25,000

£000's

% Staff Clinical-Non-Clinical

60.0%

£20,000

50.0%

£15,000

40.0%

£10,000

30.0%

£5,000

20.0%

£0

10.0%
0.0%

Cash Balances

1.6.3

Cash Flow Plan

Medical staff

Aged Debt

20000
18000
16000
14000
12000
10000
8000
6000
4000
2000
0

0-30 Days

31-60 Days

61-90 Days

90-180 Days

>180 Days
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Nurse staff

Clinical staff

Non clinical staff

Total agency/other

1.7

CIP

The annual target for CIP in 2017-18 is £9.5m in year and £7.5m recurrently. As at month 1,
£4,606,459 has been achieved and removed from budget in year and £2,034,893 has been achieved
recurrently.
• Against the targets, 48.5% has been delivered in year and 27.1% recurrently.
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• Within month 1, 16 PIDs were submitted. 16 PIDs were completed in month to release £22,843
in year savings and £22,843 recurrently.
• The Trust has achieved at month 1 27% against the Q1 target of 30% of CIP identified.

1.8

Quarter

Target

Actual

Actual + Risk Assessed Value of Schemes

Q1

30%

27%

27%

Q2

50%

Q3

88%

Q4

100%

Agency

Division / Area of Spend
Cancer Centre Services
Cancer Netw orked Services
Finance & Business Development
Estates & Facilities
Human Resources
Medical Physics
Junior Doctor Cover
Research & Development
PMO
TOTAL Actual - in month

Apr
£6,963
£8,564
£5,248

-£2,296
£13,517
£31,996

NHS Improvement Expenditure Ceiling - in month

£88,500

% of Ceiling Used - in month
TOTAL Actual - cumulative

36%
£31,996

NHS Improvement Expenditure Ceiling - cumulative

£88,500

% of Ceiling Used - cumulative
% of Total Pay Bill (Target)
% of Total Pay Bill (Actual)

1.9

36%
1%
0.39%

Exception Reports

Indicator

Threshold

Mar-17

Apr-17

YTD

0

1

3

3

Hospital Cancelled Operations On The Day of Surgery

Issue
1) 1/4/17 – Gynae patient cancelled on the day due to cardiology issue. The patient w as fully pre-opped in advance of the surgery date. Echo w as done
at pre-op and Wolff-Parkinson-White syndrome identified, how ever the pre-op practitioner did not communicate this to the Surgeon or Anaesthetist. The
team then noticed the Echo results on the day of surgery and decided not to proceed. Referral to Cardiology at UHSM expedited. New TCI 8th May.
2) 4/4/17 – Plastic Surgery patient cancelled on the day due to another critically ill patient requiring surgery. The second patient w as an inpatient on Critical
Care Unit and needed life-saving surgery, w hereas the elective patient could be safely deferred. The cancelled patient had her operation on 11th April.
3) 26/4/17 – Colorectal patient cancelled as a major incident w as declared by GMFR.

Proposed Action
Pre-op department aw are of issue and have admitted human error – discussed findings and importance of informing team if a clinical complication is
identified. Cardiology referral sent to UHSM on the same day that surgery w as cancelled.
This could not have been foreseen as the patient on CCU deteriorated rapidly.
The major incident could not have been foreseen.

Assessing Improvement
There has been a significant increase in month of cancellations on the day, although the majority of these w ere due to a major incident. The department is
looking at improving communication betw een pre-op and the consultant teams, and standardising the method of communication, so that the right people
have the right information at the right time, in order to make informed decisions about patient care.

Impact
Poor patient experience – being cancelled on the day. Loss of operating time due to cancellation and rescheduling of procedure

Expected Date of Performance Delivery

Executive Lead

31/05/2017

Chief Operating Officer
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Indicator
Pharmacy Waiting Times

Threshold

Mar-17

Apr-17

80%

80.0%

73.5%

Issue
Increased average times to dispense outpatient medicines, leading to reduced patient experience and long w aits for patients at the end of their journey.
Main reason for this is poor levels of performance by the provider the Boots pharmacy due to reduced staffing levels – and a number of new staff,
aligned w ith increasing w orkload at peak times.
Re-procurement of the pharmacy contract in December 2017 has unsettled some of the staff – and w hile assurances have been given w ith regards to
TUPE.

Proposed Action
To continue to w ork closely w ith provider and to support team.
Longer term solutions are being considered. In particular diverting more patients to home delivery. Moving the counselling functions to “new outpatients”
and changing w here patients w ait for medicines.

Assessing Improvement
Weekly at w eekly meetings w ith the provider.

Impact
Longer w aits for patients; reduced patient experience.

Expected Date of Performance Delivery

Executive Lead

31/07/2017

Chief Operating Officer

Indicator
Cash Balance % of Planned Value

Threshold

Apr-17

>90%

73.5%

Issue
Cash is below the plan submitted in December to NHSI assumed a closing 2016-17 cash position of £36,619k, w hereas the actual position w as £29,067k
linked to the Proton development cash flow s and reduced w orking balances. In addition, cash is below plan in month predominantly due to the nondraw dow n of PDC in relation to the Proton development and the timing of payment of capital creditors.
This trend of being below the annual plan w ill continue for the quarter.
There is no impact operationally of the cash balance, and liquidity is maintained.

Proposed Action
Cash w ill continue to be monitored in line w ith current processes.

Assessing Improvement
Cash w ill continue to be monitored in line w ith current processes.

Impact
There is no impact operationally of the cash balance, and liquidity is maintained.

Expected Date of Performance Delivery

Executive Lead

Quarter 2 2017-18

Executive Director of Finance
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2. Safe
2.1

Safe Staffing

Registered Nurses

Total monthly PLANNED
Total monthly ACTUAL
Average Fill Rate %

DAY
Hours
15623.5
15323
98.1%

Care Staff

Total monthly PLANNED
Total monthly ACTUAL
Average Fill Rate %

6748.5
6498.5
96.3%

2449.5
2437.75
99.5%

ALL Staff

Total monthly PLANNED
Total monthly ACTUAL
Average Fill Rate %

22372
21821.5
97.5%

13247
12829.5
96.8%

2.1.1

Breakdown By Ward

Registered Nurses
Critical Care Unit
Palatine Trt Centre
10 Ward-Surg Onc Unit
11 Ward
12 Ward
04 Ward
Oncology Assessment Unit
01 Ward
TOTAL
Care Staff
Critical Care Unit
Palatine Trt Centre
10 Ward-Surg Onc Unit
11 Ward
12 Ward
04 Ward
Oncology Assessment Unit
01 Ward
TOTAL

Hours Planned
1677.5
3016
1605
1973.5
2243
2049.5
2229
830
15623.5

DAY
Hours Actual
1622.5
2996.5
1556.5
1933
2219
2033.5
2132
830
15323

% Fill Rate
96.7%
99.4%
97.0%
97.9%
98.9%
99.2%
95.6%
100.0%
98.1%

Hours Planned
1550
2200
1062.5
1410
1327.75
1139.75
1387.5
720
10797.5

NIGHT
Hours Actual
1537.5
2000
1075
1374.75
1292.5
1104.5
1287.5
720
10391.75

% Fill Rate
99.2%
90.9%
101.2%
97.5%
97.3%
96.9%
92.8%
100.0%
96.2%

Hours Planned
485
942.5
881.5
1066
1230
958
798.5
387
6748.5

DAY
Hours Actual
447.5
838.5
886
1044.5
1216.5
950
750
365.5
6498.5

% Fill Rate
92.3%
89.0%
100.5%
98.0%
98.9%
99.2%
93.9%
94.4%
96.3%

Hours Planned
50
625
300
352.5
305.5
329
487.5
0
2449.5

NIGHT
Hours Actual
50
625
300
364.25
293.75
317.25
487.5
0
2437.75

% Fill Rate
100.0%
100.0%
100.0%
103.3%
96.2%
96.4%
100.0%
0.0%
99.5%

WARD 4

WARD 11

WARD 12

Palatine Ward

Acute Oncology
Unit

Ward 3 / Ward 1

Ward 1

Ward 10

Critical Care

Bed Occupancy

BMRU

2.2

NIGHT
Hours
10797.5
10391.75
96.2%

Apr-16

35%

90%

92%

86%

92%

75%

93%

73%

67%

57%

May-16

46%

92%

93%

96%

90%

78%

98%

74%

76%

70%

Jun-16

59%

94%

95%

95%

88%

88%

93%

75%

76%

56%

Jul-16

51%

95%

96%

97%

92%

82%

73%

83%

82%

57%

Aug-16

56%

96%

94%

88%

97%

85%

73%

73%

59%

Sep-16

60%

93%

93%

97%

95%

81%

73%

82%

61%

Oct-16

61%

95%

94%

95%

95%

78%

87%

81%

52%

Nov-16

68%

95%

94%

95%

94%

86%

85%

85%

66%

Dec-16

57%

92%

94%

93%

90%

76%

73%

81%

54%

Jan-17

82%

95%

95%

96%

94%

79%

82%

82%

57%

Feb-17

77%

96%

96%

95%

94%

82%

86%

89%

56%

Mar-17

74%

94%

96%

98%

96%

79%

87%

89%

72%

Apr-17

68%

92%

94%

95%

94%

76%

88%

83%

65%

Ward

Efficiency Benchmark = 82%
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2.3

Clinical Incidents
Grade

Additional Details

Incident Type

Grade 3
(Moderate)

Patient did not have the intended w eek’s break betw een chemotherapy treatments.

Patient fall

Inpatient fall on w ard resulting in head injury

Medical equipment
Extravasation
Medical equipment

Tip of epidural catheter w as missing after procedure.

THEAT

Extravasation during administration of contrast

PSEED
WARD10

Extravasation during administration of contrast

Patient fall

CT

Patient fell in bathroom and w as found initially unresponsive and w ith injured right shoulder.

Patient accident

PALAT

Patient banged left leg against w heelchair and a haematoma blister formed.

Extravasation

Extravasation during administration of contrast

Pressure ulcer

Grade 2 pressure sore to right nostril w here NG tube had been lying

Extravasation

2.4

PHARM
WARD11

Blister caused by dressing.

Extravasation

Grade 2 (Minor)

Location

Prescribing

OPD
CT
CCU

Extravasation during administration of chemotherapy

Patient fall

Inpatient fall on w ard.

Patient fall

Patient fell on w ard and suffered a small cut.

ORTC
WARD11
PALAT

Outpatient fall

Outpatient fell on w ard and suffered a small w ound to head.

PATS

Extravasation

Extravasation during administration of contrast

PSEED

Extravasation

Extravasation during administration of contrast

PSEED

Pressure Ulcers

2.5

30

Inpatient Falls

25

25

20

20

15
15

10

10
5

5

0

0

2016/17 Total

2.6

17/18 Reduction Trajectory

2016/17 Total

2017/18 Total

17/18 Reduction Trajectory

Clinical Governance

2.6.1

Inquests

Coroner

Staff called

Stockport

No

2.6.2

2017/18 Total

Verdict
Died as a result of natural causes arising from radiotherapy treatment for a cervical carcinoma

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

Clinical Negligence

10

11

12

11

12

12

13

14

14

18

17

16

16

Employer Liability

9

9

8

7

7

7

6

5

5

5

6

5

5

Public Liability

2

2

1

1

1

1

1

1

1

1

1

2

2

£12,685

£0

£0

£2,864

£0

£0

£0

£22,250

£7,207

£0

£0

£0

£0

Payments

2.6.3

Serious Incident Panels

Outcome Details
An outpatient died unexpectedly at home follow ing a bone marrow test procedure during quarter 4. This serious incident w as subject to a multi-disciplinary
root cause analysis investigation. The investigation has been used as an opportunity to assess practice and policies relating to bone marrow tests. An
additional patient information leaflet for aftercare of the bone marrow site has been developed to complement the existing information given regarding
preparing for the procedure.
The serious incident panel chaired by a non-executive director review ed this incident on 7th April 2017 and the panel w ere assured that the patient had
received appropriate professional care and that there w as no key care or service delivery problems. The biggest contributory factor w as that the patient
sadly did not seek medical assistance sooner. The panel concurred w ith the action plan developed and no additional recommendations or actions w ere
deemed necessary.
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2.6.4

Executive Reviews

Date of Incident
Incident
executive Report
Date
review
Number
06/04/17

C81-16

Outcome

Description

Nursing care

The draft letter and investigation w as
review ed at the ERG and a meeting has
been arranged w ith the complainant
Reiterate to nursing team the importance of
escalating temperature spikes to medical
Oversight from daytime on-call doctor
team
to review patient
Consider updating medical staff out of
hours handover documentation to avoid
reliance on verbal handovers

•

•
13/04/17

W32932 04/03/17 Delay in medical review of patient
•

13/04/17

C82-16

20/04/17

W3334

Appropriate action had been taken
Share learning from incident w ith regards
not having historical reports readily
available to clinicians

A local general hospital did not make
•
patient’s HER2 result available to clinicians

HER2 results not available at time of
consultations
No record of results in notes

Top Operational Risks

Risk

Risk to objectives delivered through
CWP

Target date
for reduction
of risk score

1


09/03/17

•

Current risk
score

Risk Number

2.6.5

Communication and care issues

Root Cause

16

30th Sep
2017

Control measures

•

Weekly Executive meeting in place to oversee actions
associated with this risk that have been identified and
agreed.

30 Jun
2017

•
•
•
•
•

Staff working bank shifts but not sustainable long term
Staff engagement programme
Recruitment and retention strategy.
Improvement programme in development
Recruitment day in May 2017

2


Insufficient theatre staffing
establishment and vacancies
leading to:
Impact on staff, health and
wellbeing
Lack of resource to deliver
current surgical activity within
target dates

3


No identified area to deliver day of
surgery (DOSA) with subsequent
impact on:
Patient experience
Increased length of stay
Reduction in number of
patients admitted via Acute
Oncology medicine service
due to reduced inpatient bed
capacity

16

31st Aug
2017

• Weekly meetings between cancer centre services and
estates working to find a solution and secure allocated
space
• Option appraisal and feasibility study being undertaken for
both short-term and long-term solutions.
• Temporary use of ward 3
• Business case under development for presentation to
CWPG in June 2017

New risk reported : commercial in
confidence

15

31st May
2017

•

Commercial in confidence

Impact on patient care due to gaps
in junior doctor establishment within
surgery/urology leading to:
Possible breaches of 31 day,
62 day and 18 week targets
Reduced staffing on wards,
clinics and support to
consultant theatre lists

15

31st May
2017

•
•
•
•

1 post recruited to
Advert out for 1 substantive post and 2 locum posts
Training of additional Advance Nurse Practitioners
Use of the BIDA scheme

4


5


th

16
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3. Effective
3.1
3.1.1

Clinical Effectiveness
Treatment Survival

100.00%
99.00%
98.00%
97.00%
96.00%
95.00%
94.00%
93.00%
92.00%
91.00%
90.00%

92.00%
90.00%
88.00%
86.00%
84.00%
82.00%
80.00%
78.00%
76.00%

Radical XRT 90 day survival rate

Palliative XRT 30 day survival rate

100.00%
99.00%
98.00%
97.00%
96.00%
95.00%
94.00%
93.00%
92.00%
91.00%
90.00%

100.00%
99.50%
99.00%
98.50%
98.00%
97.50%
97.00%
96.50%
96.00%
95.50%
95.00%

Final chemotherapy 30 day survival rate

3.1.2

30 day post surgery survival rate

Wrong Route Chemotherapy

3.1.3
10.00%
9.00%
8.00%
7.00%
6.00%
5.00%
4.00%
3.00%
2.00%
1.00%
0.00%

70
60
50
40
30
20
10
0

Intrathecal administrations

3.1.4

Critical Care Unit Mortality Rates

Unit mortality

Wrong route chemotherapy

Total mortality

Inpatient Deaths
Apr-17

Number of NHS Christie onsite deaths
Number of deaths that have triggered
Structured Casenote Review (SCR)

Elective/planned admission

3

Non Elective/emergency admission

21

TOTAL

24

(Each death can have more than one trigger)

5

Admission and death w ithin 24 hours

1

Cause of death unknow n

1

Sepsis

1

Chemotherapy w ithin 30 days of death

1

Death reported to coroner

Other triggers for SCR

54

Death occurred on CCU

2

Other reasons

9

4. Caring
4.1

Patient Satisfaction Surveys & Outpatient Satisfaction Surveys
Strongly Agree

Agree

Disagree

% Rec

% Not Rec

Acceptable IP admission w aiting time

38

24

7

89.9%

10.1%

Acceptable OP treatment w aiting time

38

38

12

86.4%

13.6%

Acceptable OP test w aiting time

9

1

0

100.0%

0.0%

Informed of pharmacy w aiting time

10

8

1

94.7%

5.3%

Informed of medical physics scan w aiting time

9

1

0

100.0%

0.0%

Acceptable w aiting time to be seen by doctor

52

121

16

91.5%

8.5%

Treated w ith respect by staff

303

100

1

99.8%

0.2%

Involved in decisions

218

128

3

99.1%

0.9%

Given enough privacy

233

116

0

100.0%

0.0%

Access to call bell

65

4

0

100.0%

0.0%

Member of staff to talk to

217

137

2

99.4%

0.6%

Treated w ith compassion

229

100

0

100.0%

0.0%

Received required care

228

120

1

99.7%

0.3%

Received necessary information

238

131

12

96.9%

3.1%

Received sufficient pain control

213

117

6

98.2%

1.8%

High standard of cleanliness

265

126

3

99.2%

0.8%

Recommend Christie services

307

79

3

99.2%

0.8%

2365

1272

64

98.3%

1.7%

Questions

TRUST Score
100.00%

1.80%
1.60%

99.50%

1.40%
1.20%

99.00%

1.00%
0.80%

98.50%

0.60%
0.40%

98.00%

0.20%
97.50%

0.00%

Not Recommended %

Recommended %

4.2

Complaints

Complaint

Grade

1

3

Concerns about nursing and medical care on Ward 4 and communication

2

2

Attitude of Cashier w hen requesting travel expenses

3

2

Communication from administration team and medical teams to patient about appointments and clinical trial suitability

4

2

Communication w ith patient and other agencies about chemotherapy appointment

5

4

Concerns about care and communication

4.2.1

Primary Concern

Complaints Comparison

4.2.2

PALS Contacts

180

12

160

10

140
120

8

100

6

80
60

4

40

2

20
0

0

Baseline

2017/18 Total

2016/17 Total

2017/18 Total

55

2016/17 Total

4.3

Friends & Family Test

4.3.1

Inpatients

4.3.2
98.00%
97.00%
96.00%
95.00%
94.00%
93.00%
92.00%
91.00%
90.00%
89.00%
88.00%

100.00%
99.00%
98.00%
97.00%
96.00%
95.00%
94.00%
93.00%
92.00%
91.00%

Threshold

4.3.3

Outpatients

Threshold

% Recommended

Inpatients by Ward
Total responses in each category for each ward

4 - Unlikely

5Extremely
unlikely

6 - Don't
Know

100.0%

3 - Neither
likely nor
unlikely

Response
rate for each
ward

2 - Likely

Total
responses
for each
ward

1Extremely
Likely

Total
Number of
people
eligible to
respond

01 Ward (Dept 33)

43

3

1

0

0

0

47

47

04 Ward (Dept 52)

59

4

1

0

1

1

72

66

91.7%

10 Ward-Surg Onc Unit (Dept 4)

93

7

0

0

0

0

131

100

76.3%

11 Ward (Dept 4)

9

0

0

0

0

0

55

9

16.4%

12 Ward (Dept 4)

25

7

0

0

0

0

79

32

40.5%

CTU Inpatient Ward (Dept 1)

6

0

0

0

0

0

9

6

66.7%
38.9%

Ward name

4.4

% Recommended

Endocrine Ward (Dept 63)

5

2

0

0

0

0

18

7

Haematology Day Unit (Dept 26)

34

0

0

0

0

0

99

34

34.3%

Integrated Procedure Unit (Dept 2)

44

1

0

0

0

3

100

48

48.0%

Oncology Assessment Unit (Dept 14)

25

1

0

0

0

0

152

26

17.1%

Palatine Ward (Dept 27)

15

0

0

0

0

0

62

15

24.2%

Planned Admission & Transfer Suite (Dept 25)

16

3

0

0

0

0

58

19

32.8%

Surgical Day Case Unit (Dept 48)

13

2

0

0

0

0

28

15

53.6%

The BMR Unit (Dept 16)

33

0

0

0

0

1

62

34

54.8%

Total

420

30

2

0

1

5

972

458

47.1%

Staff Friends & Family Test
50.0%
45.0%
40.0%
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%

% recommend as a place to work

% response

% recommend as a place for treatment
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4.5

Executive Walk rounds

4th April 2017 – Nursery – Chief Operating Officer
Things to be proud of:
•
Have happy children and parents
•
Staff are well supported in training & development, PDR’s work well – line manager is open to ideas and to give things a go
•
Staff stay for a long time and the staff are like a family – very supportive to each other
•
Staff benefit from flexible working
•
Supportive line manager – good at identifying training needs and addressing them e.g. leadership training
Challenges:
•
Staff structure change is causing some anxiety for some staff
•
Staff shortages are the main challenge, can be very hard for the staff who are in work
•
Can feel quite separate from the rest of the organisation
•
Limited outside space (particularly compared to the old nursery site)
Things to take forward:
•
Perks being removed without any explanation or proper communication (e.g. car park, Christmas Eve, £5 Christmas lunch)
– if staff were written to or given a notice to share it may help. Access to computers is difficult so need to be communicated
with in a different way.
•
No disabled car parking space
•
Fencing around the car park to make better use of grass area for the children to play on
•
Organisation needs to invest more in staff as well as patients – culture has changed to be more business-like and feels
less caring of staff

11th April 2017 – Clinical Nurse Specialists – Executive Medical Director
Things to be proud of
•
Since moving into the same office, there has been a lot of opportunity for networking and peer support which has improved
the sense of isolation
•
There has been lots of positive developments in immunotherapy
•
The team have implemented and are developing more nurse-led clinics
•
Some teams are developing apps for patient use
•
The lung team have had funding agreed by Macmillan for 2 more nurses
•
The team are supporting more nursing initiatives
•
The team are training doctors on rotation
•
One member of the team is on a national committee and is involved in nationwide training
•
The team are thinking about how they can support a move to 7 day services
Challenges
•
The office feels loud and overcrowded, this can cause difficulties when prescribing and speaking with patients
•
Some staff in post don’t have desks
Things to take forward
•
EMD to highlight office issues which might impede the development of the CNS service
•
EMD to speak with DCOO (NWS) about flexible working – it seems to be applied differently across the CNS team

25th April 2017 – Surgical Theatres – Acting Director of Workforce
Things to be proud of:
•
Supportive team, they all look after each other
•
Staff do not differentiate between the bands and recognise the contribution of all staff
•
Opportunities for staff to progress
•
Despite being 25% below optimum staff levels, they have never cancelled a case, due to commitment of team members
Challenges:
•
Difficulty in recruiting staff to surgical theatres
•
On-call staff used for theatre overruns
•
Operations overbooked or listed incorrectly resulting in scheduling problems
•
Difficult to find time for training, for example audit training
•
HCAs not paid weekend enhancements but other staff are
•
Changing rooms too small and storage areas not in most convenient location
•
Issues with ventilation system and doors
Things to take forward:
•
Include exploring reasons why staff, when offered a job in surgical theatres, choose to work elsewhere in existing workstream – ADoW to discuss with HR team
•
Consider what could be offered that would encourage people to accept jobs at The Christie – ADoW to discuss with HR
team
•
Consider options for funding training if NHS England funding reduced – ADoW to discuss with Education colleagues
•
Consider job shares with other organisations to provide opportunities for wider experience
•
Review ban on mobile phones and drinks
•
Review weekend enhancements
•
Look for alternative changing and storage facilities
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5. Well Led
5.1

Trust Headcount & FTE

Trust

Apr-16 May-16 Jun-16

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

Total Headcount

2646

2654

2649

2639

2656

2681

2693

2688

2694

2715

2711

2712

2715

Total FTE

2422

2430

2432

2424

2442

2457

2470

2466

2474

2486

2485

2480

2480

Plan

2419

2419

2419

2419

2419

2419

2419

2419

2419

2419

2419

2419

2419

2750
2700
2650
2600
2550
2500
2450
2400
2350
2300
2250

Total Headcount

5.2

Total FTE

Plan

Trust Sickness

Division

Apr-17

YTD

Cancer Centre Services

2.86%

2.86%

Christie Medical Physics and Engineering

1.05%

1.05%

Clinical Netw orked Services

2.29%

2.29%

Corporate Services **

1.68%

1.68%

Estates & Facilities

3.62%

3.62%

Finance & Business Devlp

2.23%

2.23%

Research and Development (Medical Internal)

3.50%

3.50%

Grand Total

2.54%

2.54%

RAG Rating (>=Apr-16): <=3.4 GREEN; >3.4 RED
** This includes Corporate Development, Education, Performance, Quality and Standards, Trust Admin and Workforce

4.50%
4.00%
3.50%
3.00%
2.50%
2.00%
1.50%
1.00%
0.50%
0.00%

Threshold

5.3

Trust total

PDRs

Division

Apr-17

Cancer Centre Services

82.33%

Christie Medical Physics and Engineering

71.36%

Clinical Netw orked Services

84.90%

Corporate Services

80.32%

Estates & Facilities

79.46%

Finance & Business Devlp

80.42%

Research and Development (Medical Internal)

76.98%

Grand Total

80.83%

RAG Rating (>=June-15): >=94.5% GREEN; 85<>94.5 AMBER; <=84.5 RED
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5.4

Essential Training

Division

Apr-17

Cancer Centre Services

91.11%

Christie Medical Physics and Engineering

95.37%

Clinical Netw orked Services

87.35%

Corporate Services

97.68%

Estates & Facilities

94.95%

Finance & Business Devlp

95.13%

Research and Development (Medical Internal)

94.99%

Grand Total

91.46%

RAG Rating (>=June-15): >=94.5% GREEN; 85<>94.5 AMBER; <=84.5 RED

5.5

Staff Turnover

Leavers Headcount

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

Dismissal

0

0

1

2

2

2

1

1

0

1

1

0

End of Fixed Term Contract

1

3

3

1

3

6

2

0

0

5

4

4

2

Mutually Agreed Resignation

0

0

0

0

0

0

0

0

0

0

0

0

0

Redundancy

0

0

0

0

0

0

0

0

0

0

1

1

0

Retirement

3

2

0

3

0

5

2

1

3

2

2

2

4

TUPE

1

1

0

2

1

0

0

0

1

0

0

1

2

Voluntary Resignation

19

44

22

24

30

30

25

22

20

28

26

14

25

0

0

0

1

0

0

0

0

0

0

0

0

0

Others

Grand Total
12 Month Turnover % Headcount
Adjusted 12 month Turnover %*

0

24
50
26
33
36
43
30
24
24
36
34
22
33
16.02% 16.58% 16.35% 16.60% 16.91% 17.57% 17.82% 17.37% 16.96% 15.36% 14.46% 14.09% 14.40%
13.91% 14.43% 14.42% 14.55% 15.02% 15.33% 15.63% 15.48% 15.11% 13.74% 12.77% 12.43% 12.67%

* Turnover based on substantive leaving reasons only (Dismissal, M.A.R.S, Redundancy, Retirement, Voluntary Resignation, Other)

5.6

Exception Reports

Indicator
PDRs

Threshold

Mar-17

Apr-17

YTD

>85%

83.7%

80.8%

80.8%

Issue
The Trust PDR completion target of 85% w as breached in April 2017. The low er PDR rate impacts the organisation as there is not the assurance that all
staff have clear objectives and have identified training and development needs. In light of this the provision of service may not be in line w ith the
expectations of the Trust.

Proposed Action
In terms of actions, a simpler and more robust PDR process continues to be utilised, and continued promotion of this w ill be in place to ensure access is
increased.
The communication plan includes increased training activity and additional dates / sessions have been scheduled to ensure that managers are aw are of
their responsibilities and can ensure that PDRs are being carried out.
Team meetings have been attended by the engagement manager to roll out PDR training, w hich w ill continue, follow ing staffing shortages.
The annual national staff survey indicated that the rates of PDR completion are 87%, w hich indicates that potentially PDRs are taking place but not being
recorded in the ESR system by managers. A further communication about the importance of logging completed PDRs w ill take place. The ESR system has
also been updated to make inputting much quicker and easier.
Investigation continues to establish the benefits of linking incremental progression to PDR completion and w hilst numbers are low er than anticipated this is
something that is being considered for roll out in year.

Assessing Improvement
Improvement w ill be assessed on a monthly basis and divisions w ill be required to provide information about their targets at regular performance review .

Impact
Medium

Expected Date of Performance Delivery

Executive Lead

31/05/2017

Acting Director of Workforce
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Agenda item 19/17d
Meeting of the Board of Directors
Wednesday 24th May 2017

Report of
Paper Prepared By

Director and Associate Director of Education, and the GM to
the Medical Directors Office
School of Oncology Senior team

Subject/Title

Education report

Background Papers (if relevant)

School of Oncology 2020 Strategy

Purpose of Paper

To keep the Christie Management 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:

• Greater Manchester Health and Social Care Plan

NHS Strategies and Policy

• The GM Cancer Plan
• Achieving world-class cancer outcomes: a strategy for
England 2015-2020
• Health Education England Mandate 2016-17 and
Strategic Framework 15 (2013-2018)

Link to:

• To demonstrate excellent and equitable clinical outcomes

Trust’s Strategic Direction
Corporate Objectives

•
•

•
•
•

Resource Impact
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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
To be an excellent place to work and attract the best staff
To play our part in the local community

N/A
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You are reminded not to use
acronyms or abbreviations
wherever possible. However, if they
appear in the attached paper,
please list them in the adjacent box.
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DH – Department of Health
HEE (N): Health Education England (North)
ANP: Advanced Nurse Practitioner
F2: Foundation Trainee (year 2)
CMT : Core medical Trainee (Year 3)
PGME: Post graduate Medical education
GMC: general Medical Council
HR: Department of Human Resources
PMO: Project Management Office
AQUA: Advancing Quality Alliance
CEO: Chief Executive Offices
CPD: Continuing Professional Development
NMC: Nursing and Midwifery Council
CPCR: Christie Patient Centered Research Group
ESMO: European Society of Medical Oncology
GM : Greater Manchester
PDSA – Plan, Do, Study, Act
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Agenda item 19/17d
Meeting of the Board of Directors
Wednesday 24th May 2017
School of Oncology – Directors update

Purpose
1. To provide the Board with an update on the activity of the School of Oncology, including key
achievements, and progress on delivery of strategic and operational objectives
2. To provide a specific briefing on the three areas of
a) The impact of the DH educational comprehensive spending review, and introduction of the
apprenticeship levy.
b) The Cancer Education Vanguard Project: Gateway-C
c) Development of Christie Fellowship scheme
Context
3. The Christie Strategic Vision
The Trust’s 20:20 Vision is to be a world leading comprehensive cancer centre. Through
development of cancer services, leadership in cancer research and innovation in cancer
education The Christie aims to influence delivery of cancer outcomes and patient experience
worldwide. 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.
4. The School of Oncology Strategic Vision

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 and other national and international health care providers, embraces
multi-professional approaches, fosters innovation, and maintains a patient focus.

5. The School of Oncology Education Strategic objectives:
 To develop all staff and students at The Christie to achieve their full potential
 To lead the development of cancer education for Greater Manchester
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 To deliver a high quality to cancer professionals nationally
 To develop the Christie International School of Oncology
ACTIVITY and ACHIEVEMENTS against VISION and OBJECTIVES

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

WORKFORCE EDUCATION and DEVELOPMENT
6. The School has worked closely with HR to create a workforce development plan, which mirrors
the HEE Talent for Care Strategic Framework “Get In, Get On, Go Further”. The School
supports HR with programmes which provide opportunities for local young people to gain work
experience and traineeships initiatives to ensure Christie staff feel invested in, so they can
develop in their roles, and support individuals to move further in their career at The Christie
and beyond.
Widening participation to a health care career
7. The School of Oncology has successfully bid to HEE (North) for investment to support entry
level vocational learning developments targets set by HEE. The funding will be shared
between School of Oncology and HR. Targets during 2017-18 and 18-19 are:
•
Design and deliver an entry-level vocation learning programme (pre-apprenticeship type
programme) for at least 10 young people aged 16-19 who are interested in employment
or taking up education opportunities within the health sector. Delivered in partnership
with local education providers
•

Design and deliver a 4-12 week pre-employment programme for at least 10 people on
working-age benefits aimed at enhancing their potential employment confidence and
skills. In partnership with local education providers, appropriate Agencies/Employment
Support Charities support the

•

Support at least 5 people, aged 16-24 (inclusive) to undertake a structured Traineeship
opportunity.

•

Increase the number of formal work experience opportunities by at least 15% (n=115)

•

Work with local partners support interventions which contribute to developing a future
workforce able to support integrated care and out of hospital developments across the
health economy.

•

Incorporate in all plans targeted engagement to attract and support those from
disadvantaged groups

•

For successful participants displaying the required NHS values and behaviours, provide
a progression opportunity such as volunteering, entry to an apprenticeship development
such as the Nursing Associate role, or guaranteed job interview for suitable employment
bank services/internal vacancies.
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8. New Nursing Associate Role
Greater Manchester is one of the national pilot sites for this new two year foundation degree
programme. The new programme commenced at the end January 2017 with 9 Christie
Healthcare Assistants appointed as Trainee Nursing Associates on a Band 3 salary.
Trainee Nurse Associates attend University one day per week and spend 4 days in the
workplace, moving placements to ensure that they can meet the needs of the curriculum. A
Clinical Educator funded through HEE has been appointed to enhance the support provided to
the trainees and their assessors in the clinical area.
9. Trainee Physician Associates
Over the past few years there have been informal discussions about the Physician Associate
role and whether this is a role that would work at The Christie to help address some of the
recruitment and retention issues around junior doctors and Ward based Advanced Nurse
Practitioners (ANPs). The Christie decided not to be part of the initial project to develop
Physicians Associates
The Christie has now been asked to take 3 Trainee Physician Associates on placement during
2018.The associates will be based in teams working with junior doctors and ANPs.
This is an opportunity to gain a better understanding of the role and whether or not the role
would support a multi-professional approach to team based inpatient care at The Christie in
the future.
10. Undergraduate Medical and Non-Medical Education
The quality of placement learning evaluations from all students continues to be high. The
annual report to HEE North was submitted in January to evidence the quality of placement
learning against key performance indicators within the Learning and Development Agreement.
This report is available on request.
•

We have been engaging with the GM Directors of Nursing Post Bursary group, to work
through the implications of the removal of bursaries for nursing students. From
September 2017 The Christie will take an additional 16 nursing student placements to
support the increase in student numbers. This will mean a total capacity of 72 nursing
student placements at any one time.

•

We are working with the Manchester Medical School to develop the new
undergraduate medical student curriculum to commence in September 2017. Our
previous year 5 programme will move to year 4 whereby all 400 students will spend a
one week placement at the Christie. This will increase the placement tariff income
received.

11. Post Graduate Medical Education (PGME)
The team is working collaboratively with medical staffing to ensure that all elements, including
educational elements of the new junior doctor contract are successfully implemented. A
progress report will be submitted to each Workforce Committee.
•

Internal end of attachment evaluations from foundation trainees (F2) and Core Medical
Trainees (CMT doctors) remain positive. The new Dean at HEE (North) for the North
West region, Professor Jane Mamelok, met with the medical education team and the
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Executive Medical Director in March to discuss the future of PGME and the move to
multi-professional quality assurance monitoring for all learners, rather than profession
specific.
•

The results of the GMC annual survey of Trainees and Trainers closes on 3rd May. The
Christie response rate for trainees was 100% and for trainers was 50%. Results will be
available by September.

Developing our Staff … “Get On”
12. A key indicator across all health providers of whether staff feel supported in their role is the
staff survey. The recent staff survey results showed an improvement in scores relating to ‘the
quality of non-mandatory training, learning and development”
• Trust score 2016 = 4.12 (national average 4.07 for acute specialist Trusts)
• Trust score 2015 = 4.05
13. Service and quality improvement training
The School has been working with the Quality team, HR and the Project Management Office
team to review service improvement training across the trust, and also how it can better use
AQuA services. The team is scoping the requirements for training at different levels.
The Project Management Office team delivered a very successful session on the internal
leadership and management programme introducing mid level managers to the basic
approaches to improvement science, understanding smart aims, driver diagrams and PDSA
learning cycles. The Project Management Office and School teams are now hoping to take
forward a trust wide programme at different levels
14. Grand Rounds
Grand Rounds are organized Friday lunch times as professional development for clinical staff.
It is an essential part of the medical trainees education.
 27 Grand Rounds have been organised – with a total of 1434 attendees
15. Developing a coaching culture in the organisation
The work to develop an empowering coaching culture within the organisation continues
The school has delivered team coaching sessions for the HR team and for the Project
Management Office team, to support their development to empower divisional teams.
16. Work-Based Learning Celebration Event on 21st December 2016.
Each year the School holds a celebration event for those who have undertaken work-based
learning qualification. 82 staff members were presented with certificates of completion by
Christie CEO Roger Spencer. Representatives from our external course providers Damar
Training and Total People attended the event, alongside managers who came to support their
staff’s achievements.
Awards includes, the Christie Care Certificate, Adult apprenticeship qualifications, Medical
Terminology, Chartered Management Institute programmes and Access courses.
At each event the School present an Adult learner of the Year award
 This year it was awarded to George Stewart, Apprentice Radiotherapy Engineer in CMPE.
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George, currently in the second year of his engineering apprenticeship, was nominated by
his Training Advisor, Simon Artley, at provider SETA who said ‘George stands out
amongst the apprentices here by the quality of his work and work ethic, and how well he
has grasped the concept of working professionally and representing his employer.’
George has offered to support SETA’s work in schools and sixth forms to inform other
young people, and parents, about Engineering and Apprenticeships, and promote this
career route.

17. Schwartz Rounds
Schwartz Rounds provide a structured forum where all staff, clinical and non-clinical, come
together regularly to discuss the emotional and social aspects of working in healthcare. The
purpose of Rounds is to understand the challenges and rewards that are intrinsic to providing
care, not to solve problems or to focus on the clinical aspects of patient care. Rounds can help
staff feel more supported in their jobs, to give them the time and space to reflect on their roles
which they might not otherwise have


We have delivered the first full year of monthly Schwartz Rounds. These continue to be
well attended and evaluated. There has been 9 Rounds with a total of 562 delegates.
We were the winners of the National Point of Care Foundation Awards for ‘The Most
Powerful Round’ in November 2016 and shortlisted in the poster competition.

Schwartz Rounds- Total
All Dates
63.5% of delegates responded
Content
Overall
The stories presented by the panel were relevant to my daily work.
I gained knowledge that will help me to care for patients
Today's Round will help me work better with my colleagues.
The group discussion was helpful to me
The group discussion was well facilitated.
I have gained insight into how others care for patients.
I plan to attend Schwartz Centre Rounds again.
I would recommend Schwartz Centre Rounds to colleagues.
Please rate today's round.
Average Score

Theme
A Day I’ll Never Forget
A Person Who Inspires Me
Why Do I Do the Work That I Do?
The Power of Small Gestures
Accepting That Sometimes We Don't Fix Everything
Breaking Down Professional Stereotypes
Unusual Patient Requests
When Someone You Know is a Patient
Communication Challenges
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%

91.3
90.8
82.6
87.8
91.0
96.2
93.8
96.2
97.2
85.8

Tolerances

4.5
4.1
4.4
4.6
4.8
4.7
4.8
4.9
4.3

Excellent

90-100%

Very Good

81-89%

Good

70-80%

Out of tolerance

0-69%

91.3

Date
Delegates
21-Apr-16
18-May-16
23-Jun-16
28-Jul-16
27-Oct-16
28-Nov-16
14-Dec-16
3-Feb-17
8-Mar-17

Panel Members
76
51
61
77
69
60
75
54
39

3
2
3
3
4
4
4
3
4

18. Developing Academic Research through CPCR
Over the last 6 months, under the leadership of Professor Janelle Yorke, the CPCR team has
increased further size and activity.
Key achievements
• Moving to new accommodation - Library Seminar Room (x10 desk spaces)
• Grants awarded:
RfPB awarded in April (£248,347); Supporting timely engagement with palliative
care, in collaboration with Leeds University (lead applicants) - Sally Taylor (CPCR
Research Fellow) co-applicant with 3%FTE
Cancer Vanguard in April (£103,000) (Goals of care and decision making), J Yorke,
W Makin, C Mula et al.
• Grants submitted:
Roy Castle submitted March - this has been shortlisted (£25,000), Brief smoking
cessation intervention for people attending lung cancer screening: randomised
feasibility trial, J Yorke, L McWilliams, C Armitage, F Blackhall, P Crosbie et al.
HTA submitted April (£1.3 million), RCT to evaluate the effectiveness of Taurolock
for the prevention of central line infections in adult oncology patients, J Yorke, S Hill,
J Radford, D Keene et al.
Macmillan Research submitted May (£83,000), Optimising patient information for
early detection and management of metastatic spinal cord compression, S Taylor, L
Richards, J Yorke, F Blackhall, V Misra et al.
• Other:
NCRI research project development workshop - Lorna McWilliams (CPCR Research
fellow), successful application to present project development work - Brief smoking
cessation intervention for patients with advanced lung cancer and their families. L
McWilliams, J Yorke, C Armitage, F Blackhall, P Crosbie et al.
Christie staff supported by CPCR:
•
3 clinicians (1 physio, 1 pharmacist, 1 nurse) shortlisted for NIHR MClinRes
studentship interviews - outcome expected mid-May.
•
2 medical APEP students on CPCR project placements
•

Publications: In Press:
Johnson J, Yorke J, Hansen J, Lansing R, Ekstrom M, Similowski T, Currow D. An
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•

international Delphi process to delineate the clinical syndrome of chronic
breathlessness. Europ Respir Journal 2016. In press (IF: 7.125)
Tan JY, Llyod-Williams M, Molassiotis A, Yorke J. Burden, Emotional Distress and
Quality of Life among Informal Caregivers of Lung Cancer Patients: An Exploratory
Study. Europ J Cancer Care 2016: In Press (IF: 1.564)
Tan JY Yorke J, Harle A, Blackhall F, Smith J, Molassiotis A. Assessment of
Breathlessness in Lung Cancer: Psychometric Properties of the Dyspnoea-12
Questionnaire. J Pain Symp Manag 2016: In Press (IF: 2.640)
McWilliams L, Bellhouse S, Farrel C, Grande G, Keady J, Yorke J. A systematic
review of the prevalence of comorbid cancer and dementia and its implications for
cancer-related care. Aging and Mental Health (IF: 1.44)
Publications : Published
Parshall M, Yorke J. Measurement of Breathlessness in Palliative Care. In: Palliative
Care in Respiratory Disease. Eds: Bausewein C, Currow D, Johnson M. ERS
Monograph. 2016;73: v-vi. DOI: 10.1183/2312508X.10014216.
Farrell C, McCulloch E, Bellhouse S, Delahoyde MK, Hill S, Rickard CM, Yorke J
(2017). Peripheral cannulas in oncology practice: nursing assessment and patients’
experiences. Cancer Nursing Practice. 16(3):32-38
Farrell C, Walshe C, Molassiotis A (2017). Are nurse-led chemotherapy clinics really
nurse-led? An ethnographic study. International Journal of Nursing Studies. 69: 1-8.
(IF: 3.561)

Apprenticeship update
19. Facts and Figures
• The apprenticeship levy came into effect from 1st April 2017. Annual levy is estimated as
£423,420. In month 1 The Trust paid £35,285
•

Apprenticeship Trust target is 2.3% of 2715 staff = 63 new starts per annum. We have 32
waiting to start programmes. 19 are newly recruited apprentices and 14 are existing staff

•

We currently have 17 individuals undertaking apprenticeships, funded by Skills for Health
prior to the levy

•

HEE funding received for 3 trainee Advanced Nurse Practitioners (2017-8)

20. Key achievements against Trust plans:In the last board paper we presented a plan for responding to the changes.
•

All Band 1-4 vacancies must be considered as an apprenticeship unless there is not a
relevant apprenticeship standard in place.
o
This is now included as part of the Change of Establishment process
o
52 vacancies since April 2017 … 6 are being advertised as apprenticeships

•

Optimising current pathways by switching to use apprenticeship routes wherever possible
o
Finance training scheme now switched to apprenticeship
o

Discussions with Total People to start the Clinical healthcare support standard
imminently. NB: This is not straight forward because standards now have to have
an End Point Assessment Organisation (EPAO) separate to the Training
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Provider….so it’s reliant on the EPAO having the appropriate assessors.
o

•

The Christie Care Certificate as such isn’t an apprenticeship scheme…as
apprenticeships need to be a minimum of 12 months…but the new standards has
the care certificate standards mapped to the clinical healthcare support
apprenticeship

Optomising apprenticeship opportunities
o
Consideration of apprentices in any department re-structure/design
o

Development of an organisational Learning Needs Analysis to establish
requirements and potential apprenticeship opportunities for existing staff

o

Engagement with the Greater Manchester HR network to develop an apprenticeship
strategy framework and provider procurement process.

o

Engagement with Greater Manchester Directors of Nursing Higher Apprenticeship
group
•

Christie are attending National Clinical Nurse Specialist apprenticeship special
interest group in May to pursue a possible apprenticeship standard

•

There is a national trailblazer for Advanced Practice (not just nursing) which
will include none medical prescribing. This is due to be available by the end of
the year, but that is optimistic

21. Continuing Workforce Development Funding
The funding from HEE for the CPD of non-medical clinical registered staff has reduced year on
year for the past 3 years (see table below). Last year it was cut by 25%.
•
•

We have received confirmation that HEE CPD funding for 2017-18 will cease with the
exception of some funding to support Non-medical Prescribing and mentorship training.
The expectation is that, as Higher level clinical apprenticeship standards are developed
this will create a funding route for some elements of CPD for non-medical clinical
professional staff.

The following table shows the funding sources for CPD funding indicating which come from
HEE (orange) and which from The Christie (blue). The last column indicates losses (red),
maintained grants (green) and uncertain grants (orange)
•

In total the Christie has £73,000 to spend on non-apprenticeship training in 2017-8
compared with £289K in 2014-5 and £174K in 2016-17.
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Funding
Source
HEE NW :
SLA allocation

Criteria for Use by Staff
Group
Nurse, AHP’s, HCS and
Assistant Practitioners

HEE NW :
Cash allocation

NB only for academic courses
at NW universities
Nurses, AHP’s, HCS and
Assistant Practitioners

Skills for Health

The Christie :
Professional
Education
budget
The Christie :
Bands1-4
budget

Budget
2015-16

Budget
2016-17

Budget
2017-18

£141,521

£103,307

£64, 439

NIL

£36,145

£43,772

£32,564

NIL

£44,245

subject to
numbers
£13,800 of starters
and
completers

£29,000

£29,000

£29,000

£29,000

NIL

£30,000

£30,000

£30,000

£14,000

£14,000

£14,000

£14,000

£4,000
£10,000

£4,000
£10,000

£4,000
NIL

Uncertain
Uncertain

£10,000

£10,000

NIL

NIL

NIL

NIL

NIL

Circa
£467K

£288,911

£257,879

£174,003

£73,000 +
Levy

NB training activity from any
Provider
Amount based on a subsidy for
each new apprenticeship start
NB staff must meet
Apprenticeship criteria
Any non-medical staff
NB Usually staff in non- clinical
roles
Any staff in Bands 1-4

NB Usually non-apprenticeship
training
The Christie : Nurses only
Nurse Training
and Conference
Christie Charity: Tomkins Bursary
Bursaries
Olglesby Bursary

The Christie:
Apprenticeship
Levy

Budget
2014-15

Bernstein Research Bursary
Frances Bernstein Education
Bursary
To fund any apprenticeships
for any staff group

Total budget

NIL

Radiotherapy Clinical Tutor Post : HEE have given notification that they will not continue
funding for the 1.0 WTE Clinical Tutor role in radiotherapy after March 2018. This decision
follows the national policy changes in funding for healthcare education programmes which
take effect as of September 2017 and which has implications for HEE future responsibilities
and funding resources.
• Students at The Christie are based across the 3 Christie sites, meaning the clinical tutor is
required to allocate time across all sites. Additional time will also be needed with the
further increase when the Proton Therapy Centre opens in 2018.
• We are working with the University of Liverpool to look at curriculum requirements
particularly around the amount of formative and summative student assessments required
to be undertaken.
22. Learning Needs Analysis
The aim of the learning needs analysis is to identify priority learning needs across the
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organisation at departmental level so that this can be linked to trust objectives and create
priorities for funding
The following recommendations for funding priorities were approved at Workforce Committee
in March, however these will need to be revised in line with the overall funding available this
year.
• Fund at 100%
 All appropriate Apprenticeship applications for any staff to be funded by the
Apprenticeship Levy
 Academic training costs for new Advanced Nurse Practitioners
 Non-Medical Prescribing Course
 Mentorship Programmes – to maintain NMC required ratio of mentors to
support pre-registration student nurses
 Maguire Communication Skills Courses
 First degree (level 6) pathway modules for nurses
 Masters in Research in line with Trust strategy to strengthen research through
CPCR
•

Fund at 50%
 One Masters Module (Level 7) academic course (with the exception of MSc in
Advanced Clinical Practice where more than 1 will be funded).
 Restricted number of PhD’s per year
 Any other programmes which if not undertaken would cause significant service
impact or development of services and risk to the Trust

•

Funding only from department budgets
 A Course or qualification is not recognised as an essential or desirable
requirement of job role (i.e. not identified within person specification) and/or
significant numbers of staff from same department undertaking same course
(consider a funding a smaller number per year)
 Adhoc study days, events and conferences

•

Leadership courses will be considered separately in relation to requirement and need

Objective 2: Leading development of Cancer Education for Greater Mancehster

Cancer Education board of Greater Manchester Cancer (Cancer Education Manchester (CEM))
23. The School of Oncology provides leadership within the locality on cancer education across
primary, secondary and social care services. Following the adoption of Cancer Education
Manchester within the GM Cancer Board, terms of reference have been reviewed, including
membership of CEM. This now includes representatives from the Macmillan user group,
primary care and the Strategic Clinical Network (SCN), secondary care pathway boards, CCG
commissioning managers, Macmillan, CRUK, Public Health England, Health Education
England (NW), and MAHSC. Additionally the social care sector and the university sector have
been asked to nominate representatives
24. The School events team is working with the Greater Manchester Cancer leadership team
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scoping the potential for a Greater Manchester Cancer led international cancer conference in
Manchester.
25. The Board has been developing a Strategy for Cancer Education in Greater Manchester and
Eastern Cheshire. The strategy is now out for consultation. Key themes
To deliver this, Greater Manchester needs a cancer workforce who are:
- equipped to engage with the public in cancer prevention and early detection
- equipped to deliver leading cancer care in the Northwest and UK
- equipped to respond to the needs of those affected by cancer through treatment, when
living with a beyond cancer and into palliative and end of life care
The plan sets out an agreed single vision for cancer education across the Greater Manchester
and Eastern Cheshire Health and Social Care Partnership. It is fully aligned with the objectives
of the national and Greater Manchester (GM) cancer strategies, has been developed in
partnership with stakeholders, and is integral to our ambitions for better health and social care.
Key Priorities being consulted upon, were identified in the GM cancer plan and reflect the
groups of the workforce involved in delivering cancer care. These are:

Priorities
1

Enhance early detection of cancer in primary care by raising awareness of cancer
symptoms

2

Ensure rapid translation of research into practice by ensuring GM has a
comprehensive programme of CPD events for the cancer workforce

3

Support improvement of standards across all cancer pathways through delivering a
co-ordinated programme of education for all secondary care staff involved in
delivering each cancer pathway

4

Empower the workforce to become ‘health ambassadors’ equipped to engage with
the public to support health through prevention, immunisation, screening and
symptom recognition initiatives

5

Drive up standards in social care through providing accessible cancer care education
for all

6

Raise standards of patient experience, psychological and emotional care through a
communication and patient experience training programme for all health care
professionals involved in the cancer pathways

7

Empower cancer patients to be partners in their care through providing access to
cancer knowledge and education

The Proposed Strategy for Delivery is a blended approach using a balance of online systems to provide
core training and targeted face to face interventions aimed at addressing specific issues

face to
face
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Effective
education

Key deliverables and Proposals
Deliverable 1
Gateway-C

Proposal 1

Commission and develop Gateway-C to
provide the educational materials,
modules and supporting information
required by the plan
Create a project board to oversee the
development and ongoing quality
assurance of Gateway-C and its content
Provide targeted face to face training
where there are specific needs and
benefits, and ensure ongoing
improvement in its quality, consistency
and cost effectiveness

Proposal 2

Deliverable 2
Proposal 3
Face to Face Training

Deliverable 3:
Delivery Team

Proposal 4

Establish a what works team to identify
best practice, address key areas of
variation and inequality, co-ordinate the
commissioning of face to face training,
and support roll out and embedding of
key initiatives

The Cancer Vanguard Education Theme
26. The School is leading on the Education work stream of the Cancer Vanguard (Project 5). The
project aims to support the Vanguard aim of improving cancer outcomes through supporting
GPs to feel more confident in referring patients with possible cancer symptoms on the 2 week
diagnostic pathways.
27. Currently in some areas of Manchester 28% of patients are not diagnosed following referral
from their GP and in some cancer groups almost 50% of patients are diagnosed at a late
stage.
28. Delivery is via an online education portal. Its unique approach is to provide education (not
information) which targets knowledge, attitudes and emotions, supporting primary care staff to
change with behaviour.
29. Two interactive online learning programmes were developed for GPs in lung and colorectal
cancer. These were pilot tested with 8 practices across Wigan and South Manchester. Pilot
testing is currently taking place with 6 practices in London.
30. Evaluation of the pilot programmes (undertaken by CPCR) will be published in October 2017
which will include the GP experience of the learning, subjective and objectives assessments of
behaviour change, and patient experience interviews. Initial evaluation has been very positive
with clear evidence of impact both in terms of GPs reporting learning and change in practice
and also confidence in decision making assessed using validated measures. We are waiting
objective measures of behaviour change
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“I have spoken to a number of my GP partners who have also completed the learning
modules, and they all agree that this has been one of the most useful educational
experiences they have had, and there is evidence that the learning has ALREADY begun to
change practice.”
Dr Liam Hosie, Dicconson Group Practice, Wigan

31. The programme across Greater Manchester and Eastern Cheshire was launched on 4 May
2017
• Gateway-C launched with three modules focusing on effective referral, with modules on
lung cancer, colorectal cancer and pancreatic cancer.
• Work is actively taking place on marketing the modules to ensure the team meets its
ambitious target of 60% engagement from practices by October 2017.
32. Filming and editing is currently taking place for two additional modules which will be available
in June 2017. A further three modules will be developed to be available in October 2017 –
consultation is taking place with GPs about the topics of these modules. The project has been
approached by University College London Hospital in order to potentially do some joint work
on a haematology module.
33. Initial conversations with Royal Marsden Partners about Gateway-C. Conversations taking
place on the strategic role out of the programme both inside Greater Manchester and Eastern
Cheshire but also on a national basis.
34. Key achievements
• Gateway-C pilot programme in Manchester completed
• Gateway-C rolled out across Greater Manchester and Eastern Cheashire from 4 May
2017 with 3 education modules
• Filming and editing is almost complete for an additional 2 modules
• Pilot programme launched on 13th December 2016 in Auditorium

Objective 3: To support the education of cancer professionals nationally

35. The Christie School of Oncology has a highly regarded events and conferences programme,
providing professional updates on a range of topics to health care professionals on a local,
national and international basis.
36. The team also offers a secretariat service which supports a range of clients, including smaller
charities and pharmaceutical companies, in organizing their own events
37. Key achievements
• A total of 2112 delegates have attended these events.
•

Recommendation of events by delegates has increased to 98%

Report of the Director of Education

75

•

41 external events were held over the year, with an average attendance of 52 – this is in
line with the team’s target of reducing the number of events but increasing attendance

•

On 1-3 March, The Christie hosted the 3rd Christie-ESMO lung cancer preceptorship
coordinated by The Christie School of Oncology and the European Society of Medical
Oncology (ESMO). 120 medical oncologists attended from 28 different nations to discuss
the latest innovations and treatments for lung cancer.

38. New developments
The Events Team continue to initiate the use of new technology to support the experience of
attendees and sponsors. This includes:
• Event smartphone apps with learning materials and related links (including the
development of Medical Education app with the Medical Education team)
• The development and integration of the Customer Management System to improve
marketing of events but also other activities across the Trust
• Improved marketing processes in relation to social media tools including Facebook,
Twitter and LinkedIn
• Structured secretariat service offering developed
39. The Technology Enhanced Learning team
The Technology Enhanced Learning team continue to grow. They support a wide range of
projects across the Trust. The team are highly regarded in all areas with their services being in
continuous demand. Projects during this period include:
• Systemic Anit-cancer therapy education programme - ongoing
• PET-CT education - ongoing
• GP Education Programme - ongoing
• Gateway-C - ongoing
• National Cancer Vanguard –videos for vanguard communication team
• MSc Cancer pathway online learning programme support - ongoing
• MSD Immunology online courses
• Moving forward with Pelvic Cancer – eLearning content and website
• School of Oncology Talent for Care – website and videos
• PlanBe videos
• Team Brief videos – ongoing monthly
• Awards showreels (SoO and Research)
40. Development of an MSc in Specialist Practice (Cancer Pathway)
The School has working closely with the University of Manchester on the development of a
Masters in Specialist Practice (Cancer Pathway).
•

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 University has actively supported the Trust in developing the necessary
skills for module leaders.

•

Discussions ongoing with the University of Manchester in relation to the development of a
trailblazer Apprenticeship Standard for a generic Clinical Nurse Specialist role.
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•

Targeted work on marketing the programme continues.There has been significant interest
in the programme, but the challenges in terms of finances are creating some concerns
during the first year of the course.

Key Achievements:
• Key clinical staff from the Trust leading the development of specialist modules
• Financial arrangements agreed for the income split
• A number of academic development training sessions run by the University of Manchester
• School of Oncology Technology Enhanced Learning Team leading on the development of
on-line learning resources using University of Manchester virtual learning environment
• CPCR actively involved in development of two modules
• Communication module ran from March 2017, with nine participants
• Other new modules will run from September
• Liaising with the University of Manchester around links with genomics programme
41. National PET-CT Education Programme
The 2015 National Contract 1 partnership with Alliance Medical Ltd (AML) delivers 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.
Key Achievements
• 77 staff undertaken training
• A new Education programme manager was appointed in April 2017
• Development of a new quality and governance system for mpdule development
• The new online IV programme, endorsed by the Royal Society of Radiographers will be
launched in June along with level 1 safeguard and dementia programmes
• New radiology modules for training radiologist in PET-CT are well into development
• Commissioned new Isotope training for radiologists
• New clinical assistant, and technologist online modules in development for technologists
and new online modules in development for radiologists

Objective 4: Todevelop the Christie International School of Oncology

42. The School of Oncology has continued to develop it’s international offering, with the
development of its International Strategic Plan. This allows the School of Oncology to have a
more ambitious and focused approach to its international activity, which will include a
presence at major international exhibitions. This plan is aligned with the Trust’s International
Strategy.
43. Key achievements:
•

The international team have hosted 19 international visitors across the year, from 13
different countries – with income received from this source at £12,675 which is a
significant increase in the average sum of £5,000

•

The School have launched an Alumni Association for former and current Christie staff.
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•

The fourth FRCR revision course in Kolkata being developed for January 2018. The team
are currently looking at ways to make the programme more stand-alone with the use of
on-line resources.

•

Discussions have taken place with colleagues in Egypt for the development and delivery
of an FRCR course in North Africa.

•

The New Zealand Auckland District Health Board Advance Care Planning programme is
now undertaking new developments with the School’s support. This national programme is
now delivered by every health board in New Zealand. This current £12K contract for June
2018 is the 3rd piece of work in a development now spanning 5 years.

Future work
44. Clinical Fellowship Scheme
The School of Oncology has ambitious plans to develop a Trust wide coordinated Clinical
Fellowship Scheme to enhance the level of support, education and research opportunities to
promote recruitment and retention of this group of doctors. Clinical Fellows, as well as
undertaking academic research, also provide an essential clinical service to The Christie.
•

The model will involve a centralised coordination and administration function to include the
recruitment, programme development and evaluation of the Christie Fellowship Scheme.

•

A framework is currently in the development stages which will determine the resources
and infrastructure to support plans.

45. Development of Apprenticeship Standards
An expression of interest outline proposal has been developed in relation to a generic Clinical
Nurse Specialist apprenticeship standard at levels 6 and 7. This has been discussed with
several groups and continues to go forward
Other Apprenticeship Standards being discussed include: genomics programme with the UoM
and Genomics England, plus a communications standard lead by the Maguire
Communications Team.
46. Greater Manchester Cancer Education Strategy
The Strategy first consultation period is now complete. A second draft of the strategy is now in
preparation and will be going out to key stakeholders in June, so that it can be presented for
formal adoption at the July Greater Manchester Cancer Board.
The second draft will include proposals for a year 1 and year 2 delivery plan, which will build
on the Vanguard and involve the leadership and infrastructure of the School of Oncology
47. Acknowledgment
The School is very proud of the achievement of all members of the team and are very grateful
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CoS – continuity of service
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Agenda item 20/17b
Draft
Meeting of the Board of Directors
Wednesday 24th May 2017
NHS Improvement self-certification declarations

1.

Introduction
NHS foundation trusts are required to self-certify whether or not they have complied
with the conditions of the NHS provider licence (which itself includes requirements to
comply with the National Health Service Act 2006, the Health and Social Care Act
2008, the Health Act 2009, and the Health and Social Care Act 2012, and have regard
to the NHS Constitution), have the required resources available if providing
commissioner requested services and have complied with governance requirements.
Providers therefore need to self-certify the following after the financial year end:
NHS provider licence condition
 The provider has taken all precautions necessary to comply with the licence, NHS
Acts and NHS Constitution (Condition G6)
 If providing commissioner requested services, the provider has a reasonable
expectation that required resources will be available to deliver the designated
service (Condition CoS7)
 The provider has complied with required governance arrangements (Condition FT4)
The aim of self-certification is for providers to carry out assurance that they are in
compliance with the conditions.
This year NHS Improvement has changed the process so we are not required to
submit provider licence self-certification declarations. Instead, from July 2017 NHS
Improvement will audit select providers. Therefore we will still need to self-certify and
get sign off from the Board, as well as publish our G6 self-certification declaration.

2.

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




G6 Systems for compliance with licence conditions
CoS7 (continuity of service) – availability of resources
FT4 compliance with required governance arrangements
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Appendix 1

Declarations required by General condition 6 and Continuity of Service condition 7 of the
NHS provider licence

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.

1 & 2 General condition 6 - Systems for compliance with license conditions (FTs and NHS trusts)
1

3

Confirmed
Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the
Licensee are satisfied 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.

OK

Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)
EITHER:

3a

After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee
will have the Required Resources available to it after taking account distributions which might
reasonably be expected to be declared or paid for the period of 12 months referred to in this
certificate.

Confirmed

Please fill
details in
cell E22

OR

3b

After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what
is explained below, that the Licensee will have the Required Resources available to it after taking into
account in particular (but without limitation) any distribution which might reasonably be expected to be
declared or paid for the period of 12 months referred to in this certificate. However, they would like to
draw attention to the following factors (as described in the text box below) which may cast doubt on
the ability of the Licensee to provide Commissioner Requested Services.
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Please
Respond

OR

3c

In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources
available to it for the period of 12 months referred to in this certificate.
Statement of main factors taken into account in making the above declaration
In making the above declaration, the main factors which have been taken into account by the Board
of Directors are as follows:
Met the NHSI control total. Achieved an Outstanding CQC comprehensive inspection rating.

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the
governors
Signature

Name Christine Outram
Capacity Chairman
Date 24th May 2017

Signature

Name Roger Spencer
Capacity Chief Executive
Date 24th May 2017
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Please
Respond

Further explanatory information should be provided below where the Board has been unable to confirm declarations under
G6.
A
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Appendix 2

Corporate Governance Statement (FTs and NHS trusts)
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

1 Corporate Governance Statement (FT4)
Response

Risks and Mitigating
actions

1 The Board is satisfied that the Licensee 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.

Confirmed

Outstanding CQC rating

Please
complete Risks
and Mitigating
actions

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

Confirmed

All requirements met

Please
complete Risks
and Mitigating
actions

3 The Board is satisfied that the Licensee has established and 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.

Confirmed

Outstanding in CQC well-led
domain
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Please
complete Risks
and Mitigating
actions

Response
4 The Board is satisfied that the Licensee has established and effectively
implements systems and/or processes:

Confirmed

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

Please
complete
Risks and
Mitigating
actions

Response
5 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:

Confirmed

Risks and Mitigating
actions
The board has fulfilled its duties
as demonstrated by the
achievement of an Outstanding
well-led rating by the CQC.

(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 Licensee, 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 Licensee
including but not restricted to systems and/or processes for escalating and
resolving quality issues including escalating them to the Board where appropriate.
6 The Board is satisfied that there are systems to ensure that the Licensee 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.

Please
complete
Risks and
Mitigating
actions

Confirmed

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having
regard to the views of the governors
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We have no vacancies on our
board and an appropriate skill
mix as demonstrated by the
Outstanding ratng from the CQC
for well-led.

Please
complete
Risks and
Mitigating
actions

Signature

Signature

Christine Outram

Name

Roger Spencer

Name

Further explanatory information should be provided below where the Board has been unable
to confirm declarations under FT4.
A

Please
Respond
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Appendix 3

Certification on training of governors (FTs only)

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

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

Confirmed

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the
governors

Signature

Name Christine Outram
Capacity Chairman
Date 24th May 2017

Signature

Name Roger Spencer
Capacity Chief Executive
Date 24th May 2017
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OK

Further explanatory information should be provided below where the Board has been unable to confirm declarations under s151(5) of the
Health and Social Care Act
A
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To note the refreshed Board Assurance Framework
(BAF) 2017/18
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•
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•
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Corporate Objectives

Resource Impact
Risk Rating
BAF
You are reminded not to use acronyms EDoN&Q
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box.
COO
DoW
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Board assurance framework
Executive director of nursing & quality
Executive director of finance & business
development
Executive medical director
Chief operating officer
Director of workforce
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Agenda Item 21/17a
Meeting of the Board of Directors
Wednesday 24th May 2017

Board Assurance Framework 2017/18

1

Introduction
The board assurance framework (BAF) 2017/18 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 identified since the draft BAF was presented to board in April is;
• 2.1 NIHR funding – updates to assurance
• 5.1 GM devolution – updates to key controls & assurance
• 5.2 Delivery of our refreshed chemotherapy strategy has been re-described
as Non-delivery of our refreshed chemotherapy strategy – updates to key
controls and removal of gaps in controls
• 5.6 Reputational damage caused by an adverse CQC inspection at The
Christie Clinic – target score reduced to 4, key controls & gaps in control
updated

2

Suggested updates in May
No updates have been suggested to the risks presented in May.

3

Risk assessment relating to the fire in the Paterson building
An initial risk assessment has not identified any high risks. A detailed risk
assessment is being carried out and this will come to board in June.

4

Cyber security
The current assessment of risk around cyber security remains unchanged.

5

Recommendation
Board are asked to note the board assurance framework (BAF) 2017/18 that reflects
the risks to achievement of the corporate objectives. Board are also asked to
consider any further updates following discussion.
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BOARD ASSURANCE FRAMEWORK 2017-2018

1.1

Risk to patients and reputational risk to trust of
exceeding the HCAI thresholds

EDoN&Q

4

3

1.2

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

1.3

Non achievement of the quality outcomes for the
2017-18 CQUINS indicators.

EDoN&Q

2

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

1.4

Not achieving projected reduction in the number of
falls

EDoN&Q

2

3

Collaborative projects in place. All falls come through executive review process. Call
don't fall initiative. Falls group. Introduction of the TAB system. Executive review
group looks at attribution of avoidable / unavoidable

None identified

3

Tissue viability nurse in post. System for assessment of ulcers / grading used.
Training across the trust (focus on theatres/critical care). Each Pressure Ulcer
reviewed through Executive panel chaired by Executive Director of Nursing & Quality.
New system of mattresses has been implemented (allows to change from a static to
None identified
dynamic mattress). Nursing e-proforma changed so staff cannot put ‘selfmanagement’ as code thereby ensuring that pressure area management question is
asked of each patient on each shift.

EDoN&Q

4

Target risk score

Position at end of Q4

Position at end of Q3

Position at end of Q2

12

12

None identified

4

4

8

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

8

8

6

Numbers reported through integrated performance report to
None identified
Management Board and Board of Directors.

6

6

Regular reports to Quality Assurance committee and board
12 (through the integrated performance report). No grade 3 or 4 None identified
hospital aquired pressure ulcers.

12

9

Opening Position

Risk of exceeding the thresholds for the number of
pressure ulcers

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

Current Risk Score

1.5

None identified

Position at end of Q1

Assurance

Opening Position

Key Gaps in Controls

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.

Gaps in assurance

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

Number

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

70 day performance
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8

Weekly review of 70 day data by disease group.

None identified

8

Target risk score

Position at end of Q4

Position at end of Q3

4

Assurance

Position at end of Q2

2

Key Gaps in Controls

Position at end of Q1

EMD

Key Control established
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.

Gaps in assurance

Exec Lead

Impact

2.1

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

Likelihood

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

8

3.1

6

School of oncology board reports to Management Board.

None identified

6

Target risk score

Position at end of Q4

Position at end of Q3

Position at end of Q2

Position at end of Q1

Opening Position

2

Assurance

Gaps in assurance

EMD

Key Control established
Key Gaps in Controls
Development of School of Oncology strategy in consultation with the divisions. Impact
of key stakeholders including operational leads. Transparency of educational PA's
Difficulty in back filling senior
3
within job descriptions. Involvement in ERG tariff development. Developing models to staff
fund educational capacity.

Current Risk Score

Exec Lead

Non delivery of the School of Oncology strategy due
to increased pressure within operational service
delivery

Impact

Principal Risks

Likelihood

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

6

4

2

4.3

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

COO

3

4.4

Loss of trials due to no processes for accessing
funding for excess treatment costs for trials

EDoF&BD

3

4.5

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

EDoF&BD

2

4.6

OECI reaccreditation not achieved

EDoN&Q

2

4.7

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

COO /
EMD(S)

2

5

4

Working with NHSE on a pro-active communication plan. Ramp up plan bewing
developed and linked with UCLH
Gynaecology - Commissioning agreement for gynae-oncology surgical services to be
provided across 2 sites, namely The Christie and CMFT. GM transformation team
completed review of service delivery..

None identified

8

2 different service delivery
models in GM.

Urology - urology service specification complete. Awaiting commissioner decision
regarding delivery model

None identified

Out of scope of project (One Manchester), been able to discuss current provision of
services with review team. Review complete. Surgical strategy complete

None identified

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

None identified

Revenue funding secured through NHSE. Reviewing options for hotel accommodation
4 in the city centre. Ronald McDonald approached to explore options for increasing
None identified
capacity.
Work centrally coordinated based on OECI measures. Timeframes for re accreditation
identified. Funding identified. Project group formed. Reaccreditation submission made
None identified
3
and acknowledged by OECI. Considered at November OECI board, accreditation
process progressing.
Regular (bi-annual) board reports. Participation in OECI . Baseline measures
3 identified and presented to Board of Directors. Discussion at time out in March 2017.
Looking at how we can be part of International Benchmarking.
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Availability of comprehensive
data with which to compare
ourselves

Continue to provide commissioned services

Target risk score

EDoF&BD

8

Position at end of Q4

Impact of private providers for Proton Beam therapy
on our PBT service

None identified

Position at end of Q3

4.2

Project board established. Process for risk escalation defined. Build and equipment
contract signed and agreed. Operational plan being progressed.

Assurance
PBT project reports to Management Board on a monthly
basis as part of Capital report. Capital spend monitored
through the finance report to Board. Operational plan will
report to Transformation board
PBT project reports to Management Board on a monthly
basis as part of Capital report.

Position at end of Q2

4

Key Gaps in Controls

Position at end of Q1

2

Key Control established

Opening Position

EDoF&BD

Principal Risks

Gaps in assurance

Impact

4.1

Failure to meet DH/Treasury timescales of the
construction of the Proton Beam Therapy (PBT)
build.

Current Risk Score

Exec Lead

Likelihood

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

None identified

8

8

None identified

8

6

15

10

None identified

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

None identified

12

Reports to research governance committee and
commissioner meetings

None identified

12

12

8

PBT steering group and Strategic Plan Implementation
Board

None identified

8

8

6

Previous accreditation achieved. Evidence being collated
for submission in June. Date of accreditation 4th & 5th
October 2017.

None identified

6

6

6

Designated as the most technologically advanced cancer
centre in the world outside North America. In segment 1
(Single oversight framework). Board discussion

None identified

6

6

5.1

GM devolution changes have an adverse impact on
The Christie objectives

5.2

Input into the business case. MOU produced and shared with board between ''AGMA
5 and all Greater Manchester CCGs and NHS England'. Key directors attending
GMH&SC boards and committees.

Target risk score

Position at end of Q4

Position at end of Q3

10

8

None identified

12 Reports to Management Board

None identified

12

8

None identified

8

Reports to BoD from The Christie Pathology Partnership
board meetings.

None identified

8

8

None identified

10

Regular reports to Management board and Cancer System
Board

None identified

10

10

To continue to report through Manaagment Board and Board
None identified
of Directors via the Finance report.

10

10

12

4

2

Non-delivery of our refreshed chemotherapy
strategy

COO /
EDoF&BD

3

5.3

The Christie Pathology Partnership objectives not
achieved impacting on clinical service

COO/
EDoF&BD

2

5.4

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

EDoF&BD
EMD

2

5.5

Tariff structure resulting in a recurrent loss of
income

EDoF&BD

2

Participating at national level to influence development of specialist tariffs. Contract
5 negotiation in place for 17-18 contract. Tariff agreed. Activity growth yet to be
confirmed

Changes in specialist
commissioning as a
consequence of GM Devolution

10

5.6

Reputational damage caused by an adverse CQC
inspection at The Christie Clinic

COO /
EDoF&BD /
EMD

3

4

Concerns regarding operational management and turnover of senior operational
leaders at TCC raised throug JV Board. COO appointed

No permanent clinical director in
post

12 Governance reports to TCC Board

Option appriasal of mobile unit versus static/hospital based provision. Refreshed
chemotherapy strategy approved.
The Christie Pathology Partnership board established. Review of financial
4 arrangements and turnaround plan produced. Operational leadership reviewed.
Business continuity plan in place.
Part of the National Cancer Vanguard with The Royal Marsden and UCLH. Project
5 team established.Detailed project plans in place. 2017-18 funding secured. Classed
as innovation arm of cancer system board.

Position at end of Q2

Uncertainty around impact.

Regular Management Board and Board of Director reports
from CEO. Presentation to CoG. Greater Manchester
10
None identified
Health & Social Care Strategic Plan and Terms of reference
for GM Provider Federation Board approved at BoD Jan 16.

EMD(S)

4

Position at end of Q1

Assurance

Opening Position

Key Gaps in Controls

Gaps in assurance

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

None identified

6.1

6.2

Key performance targets not achieved

Financial performance target not achieved

EDoF&BD

4

Executive led monthly divisional performance review meetings. Integrated
performance & quality report to Management Board and Board of Directors monthly

None identified

Exec led monthly divisional performance review meetings. Finance report to
Management Board and Board of Directors monthly

None identified

4 Commissioner contract signed for 2017/18. Agreement of control total for 2017/18 with Changes in specialist
NHSI. Growth monies allocated to divisions to ensure delivery of activity target. CIP
commissioning as a
target set.
consequence of GM Devolution

6.3

Non delivery of transformation schemes (CIP)

EDoF&BD

4

Transformation team to continue to work across clinical and corporate divisions to
identify and achieve efficiency and improve environment. Monitor progress through
Portfolio Board. Schemes developed on a transformational basis across inpatient,
4
None identified
outpatient and trust wide pathways. Targets for identification and delivery of savings
have been agreed at Transformation Board. Escalation meetings established. Director
of Transormation appointed.

6.4

Current EPR unable to support delivery of
operational objectives

EDoF&BD

3

External analysis undertaken to identify options to address issues with CWP (clinical
4 web portal). Option appraisal to come to Board of Directors in June 2017. Additional
staff appointed
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Internal capability & expertise to
support system going forward

8

16

Continued achievement of all key performance targets

None identified

Continued achievement of a Single Oversight Framwork
segment 1. Use of resources - 1

None identified

Monthly board report. Portfolio board reviewing progress on
None identified
CIP delivery

Target risk score

Position at end of Q4

Position at end of Q3

Position at end of Q2

Position at end of Q1

4

Assurance

Opening Position

2

Key Gaps in Controls

Gaps in assurance

COO

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

Corporate objective 6 - To maintain excellent operational, quality and financial performance

8

4

16

4

16

Progress monitored through integrated performance report
to Management Board and Board of Directors

None identified

16

4

12

Reports to Management Board & Board of Directors. Review
None identified
of CIO and CCIO roles

12

8

DoW

3

7.3

Underutilisation of the apprenticeship levy

DoW

3

7.4

Risk of non compliance against PDR action plan to
achieve Trust standard

DoW

3

Assurance
Monthly sickness levels as reported in Integrated
performance and quality report

Target risk score

Reduction in quality of service due to the impact of
new shared service models affecting our ability to
recruit and retain staff

Key Gaps in Controls

Position at end of Q4

7.2

Key Control established
Adherence with sickness management policy monitored through performance review
meetings.
Working with GM health & social care devolution and attending relevant meetings.
Communication with existing staff in teams impacted by proposed shared service
2
models (HR, Finance, Pathology, Radiology, Pharmacy, IT). Engagement with trade
unions.
Workforce committee monitoring progress. Divisional engagement. School of
3 Oncology leading across the trust and externally with the development of higher
apprenticeships.
Performance review meetings. Regular reporting to Management Board and Board of
2 Directors through the performnace report. Information shared with managers on
compliance. Redesigned systems and paperwork.

Position at end of Q3

3

Position at end of Q2

3

Position at end of Q1

DoW / COO

Principal Risks

Opening Position

Target reductions in sickness levels not achieved

Gaps in assurance

Impact

7.1

Current Risk Score

Exec Lead

Likelihood

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

None identified

9

9

6

No current impact on recruitment & retention. Involvement in
None identified
key GM devo committees

6

6

None identified

9

Regular report to board

None identified

9

9

Trustwide performance at 83%

6

Reports to Risk & Quality Governance Committee and
Board of Directors.

None identified

6

6

None identified

9

None identified

8.1

Impact on our ability to obtain planning approval for
future capital developments.

EDoF&BD

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
3
None identified
being considered. Communication with residents through the Neighbourhood Forum
and newsletters. Green travel plan and sustainability plan in place. Developing plans
for tiered car parking to address concerns raised by neighbours

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.
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Not achieving target for energy
& carbon reduction

Target risk score

Position at end of Q4

Position at end of Q3

Position at end of Q2

Position at end of Q1

Assurance

Opening Position

Key Gaps in Controls

Gaps in assurance

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

Corporate objective 8 - To play our part in the local healthcare economy and community

9

Met the 15/16 & 16/17 green travel milestones. Agreement
by MCC of strategic development plan. 5 year Capital Plan
delivery. Monitored through Management Board & Board of
Directors. Continue to meet green travel targets. Monthly
meetings with Manchester City Council (MCC). Capital
programme shared with MCC and Board of Directors.

None identified

9

6

6

Sustainable development and carbon reduction quarterly key
None identified
issue reports to board of directors

6

6
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Draft Audit Committee Annual Report
April 2016 – March 2017
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 2016 to 31st March 2017 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 5 meetings held during 2016/17: 29th April,
25th May, 28th July, 27th October 2016 and 23rd February 2017. There was also a
joint meeting with the quality assurance committee to discuss the external audit
review of the financial statements, the external audit review of the quality accounts
and to approve the annual governance statement and annual report and financial
statements 2016/17.

3.

Audit committee members: table of attendance
Name
Audit committee
(out of 5 possible
meetings)
Neil Large
5
(Chair)
Kathryn Riddle
5
Robert Ainsworth
3

4.

Joint audit & quality
committee
(out of 1 meeting)
1
1
1

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 reviewed its terms of reference (ToR) at its meeting on 29th
April 2016. With some minor wording changes the ToR were approved.

6.

Annual committee effectiveness review
Each year the committee undertakes a self-assessment of its effectiveness; the
results of the review for 2016/17 were extremely positive. One area which the review
identified as only being effective some of the time was for audit committee members
to undertake on-going personal development activities to update their skills and
knowledge. A programme of suitable events is being developed and will be offered to
members.
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7.

Governance, risk management and internal control process
The audit committee followed the annual reporting cycle 2016/2017, approved at its
30th October 2015 meeting, to schedule its work throughout the year and it uses a
rolling programme and action log to track committee actions.
The priorities for 2016/17, and the detailed work programme, were based on the
corporate objectives, assurance framework, corporate risk register and discussion
with executive directors.
The Committee uses an audit recommendation tracking report to receive updates and
monitors progress on actions/recommendations for all internal audit reports including
those allocated to the quality assurance committee. Outstanding actions are
reviewed at each meeting and senior managers are asked to attend to explain to the
committee the reasons for any significant delay. At the committee’s request high risk
recommendations are reported to the Risk & Quality Governance Committee to
ensure a link to the relevant divisional risk register.
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 are no
major omissions.
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
appropriately 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. On a
positive note a recent benchmarking comparison against 49 other trust assurance
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frameworks found that The Christie is one of only three organisations which had all
of the top 10 themes featured in its BAF.
8.

NHS Improvement
From 1 April 2016, NHS Improvement is the operational name for the organisation
which brings together Monitor and the NHS Trust Development Authority.
NHS Improvement is responsible for overseeing foundation trusts and NHS trusts, as
well as independent providers of NHS-funded care. Their role is to offer support to
providers to ensure they give patients consistently safe, high quality and
compassionate care within local health systems that are financially sustainable.
On 1st October 2016 a Single Oversight Framework, designed to help NHS providers
attain and maintain Care Quality Commission (CQC) ratings of ‘good’ or ‘outstanding’,
was launched and replaces the Monitor ‘Risk Assessment Framework’ and the NHS
Trust Development Authority’s ‘Accountability Framework’.
The single oversight framework will help identify NHS providers' potential support
needs across five themes:
• quality of care
• finance and use of resources
• operational performance
• strategic change
• leadership and improvement capability
Individual trusts will be segmented according to the level of support they need. There
are 4 segments:
Segment

Description
Providers with maximum autonomy − no potential support needs identified
across our five themes – lowest level of oversight and expectation that
provider will support providers in other segments
Providers offered targeted support − potential support needed in one or
more of the five themes, but not in breach of licence (or equivalent for NHS
trusts) and/or formal action is not needed
Providers receiving mandated support for significant concerns – the
provider is in actual/suspected breach of the licence (or equivalent for NHS
trusts)
Special measures − the provider is in actual/suspected breach of its licence
(or equivalent for NHS trusts) with very serious/complex issues that mean that
they are in special measures

1

2

3

4

Our current performance is rated as 1.
9.

Achievement of the identified priorities
The priorities for 2016/17 were reviewed and allocated between the audit and
quality assurance committees. The priorities are set out below:









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
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10.

Consultant job planning
E-pay expenses

Assurance activity
Detailed reports were received during the year across the full range of trust systems.
The internal audit plan 2016/17 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

Reports issued:
Payroll/ESR
Combined financial systems
Capital replacement (linear
accelerators 8&10)
Quality spot check (Oncology
Assessment Unit (OAU)
Information governance toolkit
Essential training and appraisal
Nursery financial processes
Activity targets (friends & family
test)
Medicines management (satellite
units)
Preparedness for nursing
revalidation
Alcura payments
Cost improvement programme

Assurance

Date received

Recommendations

Significant

29th April 2016

4 medium

th

High
Significant

29 April 2016
29th April 2016

n/a
1 low

Significant

29th April 2016

2 medium & 3 low

Significant
Limited
Significant
Significant

29th April 2016
25th May 2016
25th May 2016
25th May 2016

n/a
1 high & 2 medium
1 medium & 1 low
1 medium & 1 low

Significant

25th May 2016

8 medium & 2 low

High

25th May 2016

2 low

High
Significant

25th May 2016
27th October 2016

n/a
2 medium & 5 low

e-pay expenses system

Significant

23rd February 2017 2 high, 8 medium & 4
low
rd
23 February 2017
3 medium & 1 low

SLA monitoring

Significant

23rd February 2017

e-rostering

Medical devices

Limited

Significant

2 medium

rd

23 February 2017 1 high, 4 medium & 4
low

The committee received 2 ‘limited’ assurance reports during 2016/17:
•
Essential training & appraisal process - the auditors advised that key controls in
relation to essential training for new starters, refresher training and performance
appraisals could be strengthened to improve the control environment. The
acting director of workforce attended the May 2016 meeting to advise the
committee that she is working with the internal auditors to ensure appropriate
actions are implemented. The trust is also looking at introducing an automated
system to record attendance to improve consistency of data.
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•

e-rostering – the review identified that there are arrangements in place to ensure
that the e-Rostering system continues to be used as intended and the benefits of
the system are realised. However, weaknesses in the application of the
procedures were identified. The Deputy Chief Operating Officer for Networked
Services attended the February 2017 meeting to advise the committee that
appropriate actions are being taken to address the issues. An action plan has
been developed to ensure the recommendations are implemented.

The Director of internal audit opinion was received at the 27th April 2017 meeting
and the overall assurance opinion provided for the year ended 31st March 2017
was significant.
The following pieces of work are ‘work in progress’ and will be reported to the audit
committee on completion.
• Duty of Candour – draft report issued;
• Cyber Security – draft report issued;
• Information Governance – Phase 2 scheduled 15th February 2017;
• Combined Financial Systems – fieldwork in progress;
• Financial Ledger Support – fieldwork in progress;
• Quality Metrics (CODE) – fieldwork in progress;
• Payroll/ Human Resources – fieldwork in progress; and
• Follow Ups - fieldwork in progress.
11.

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 antifraud work plan was received and approved at 29th April 2016 audit committee
meeting). A reporting dashboard has been introduced which shows progress against
plan. 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.
The Trust ensures that all work related to fraud, bribery and corruption during
the year is completed in accordance with requirements set out within the NHS
Standards Contract and as required by NHS Protect’s Standards for Providers.

12.

Annual governance statement
The draft annual governance statement was considered on 27th April 2017 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 24th
May 2017.

13.

External audit
The Council of Governors approved the appointment of PwC as the Trust external
auditors in July 2012. The approved contract period was for five years until 2017
with an option to break the contract at the end of years 3 and 4. The
Audit committee considered the performance of PwC and agreed to continue with
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the existing contract for its final year. This was reported and approved by the
council of governors at its July 2016 meeting. The external audit tender process
was discussed and approved at the October 2016 meeting and the interviews took
place in March 2017.
14.

Review of annual financial statements 2015/16 and 2016/17
The annual financial statements for 2015/16 and 2016/17 were prepared in
accordance with IFRS.
The external auditors provided their annual governance opinion (ISA 260) in relation to
the 2016/17 year at 24th May 2017 meeting. Assurances have been received from the
executive director of finance and business development that matters identified in the
report were addressed during 2016/17.
The external auditors undertook a full and thorough audit of the charitable fund
accounts for 2016/17. The unaudited charitable fund accounts will be reviewed by the
Charitable Funds Committee and the audited accounts approved on 22nd September
2017.
In line with NHS Improvement’s timetable for the submission of audited annual
accounts a joint audit/quality assurance committee meeting was held on 24th May 2017
to approve the accounts. The external auditors completed full and thorough audits of
the exchequer accounts for 2016/17 resulting in an unqualified opinion.

15.

Priorities for 2017/18
The following priorities are identified for 2017/18
•
•
•
•
•
•
•
•
•
•

Combined financial systems
Information Governance (IG) Toolkit
Sustainability reporting
Quality spot checks (key review)
Nurse staffing levels
Clinical audit arrangements
Mortality framework
Payroll/human resources (ESR)
Assurance framework opinion
Emergency preparedness

Neil Large
Chair of the Audit Committee
April 2017
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DRAFT Quality Assurance Committee Annual Report
April 2016 – March 2017
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 2016 to 31st March 2017 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 approved at
its 24th June 2016 meeting.
The quality assurance committee was chaired throughout the year by Professor Kieran
Walshe, non-executive director.

3.

Meetings
During 2016/17 five meetings were held: 24th June, 29th September, 30th November 2016,
26th January and 30th March 2017. In addition a joint meeting of the audit and quality
assurance committees was held on 25th May 2016.

4.

Quality assurance committee members: table of attendance
Name

Kieran Walshe
(Chair)
Christine Outram
Jane Maher
Tarun Kapur

5.

Quality assurance committee
(out of 5 possible meetings)
5

Joint audit & quality assurance
committee
(out of 1 meeting)
1

5
3
5

1
0
n/a

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 its 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.

6.

Achievement of the identified priorities
The list below forms the basis of the committee’s programme during 2016/17:
1. Maintain registration with the CQC and full compliance with CQC key lines of enquiry,
along with all other regulatory requirements.
2. Ensure that the Trust meets all quality related requirements of the Risk Assessment
Framework for 2016/17 (superseded by the Single Oversight Framework from October
2016) and to bi-annually review the risk against the NHSI 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.
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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.
All were achieved. The Board is invited to identify any additional subjects on which
assurance may be required in response to changes in the healthcare environment.
7.

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.
7.1
Care Quality Commission (CQC)
On 18th November 2016 the CQC published their assessment of our services following a
comprehensive inspection which took place between 10th and 13th May 2016. The CQC
issued an Outstanding rating which is the best possible outcome. The CQC described us
as 'exceptional' and 'a leader in its field'. The report also praised the 'friendly and open
culture' and the 'commitment to excellence that filters through every area of the trust'.
The Trust was judged to be fully compliant in all regulated activity and did not receive any
‘must do’ improvement actions. The CQC did note some actions that the Trust could take to
further improve services so an action plan was developed in partnership with clinical and
management teams.
We are delighted with this outcome which demonstrates the excellent care and treatment we
deliver to our patients.
The CQC full inspection report can be found at http://www.cqc.org.uk/provider/RBV
7.2
NHS Improvement
From 1 April 2016 NHS Improvement is the operational name for the organisation which
brings together Monitor and the NHS Trust Development Authority.
NHS Improvement is responsible for overseeing foundation trusts and NHS trusts, as well as
independent providers of NHS-funded care. Their role is to offer support to providers to
ensure they give patients consistently safe, high quality and compassionate care within local
health systems that are financially sustainable.
On 1st October 2016 a Single Oversight Framework, designed to help NHS providers attain
and maintain Care Quality Commission (CQC) ratings of ‘good’ or ‘outstanding’, was
launched and replaces the Monitor ‘Risk Assessment Framework’ and the NHS Trust
Development Authority’s ‘Accountability Framework’.
The Framework will help identify NHS providers' potential support needs across five themes:
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•
•
•
•
•

quality of care
finance and use of resources
operational performance
strategic change
leadership and improvement capability

Individual trusts will be segmented according to the level of support they need. There are 4
segments:
Segment Description
1
Providers with maximum autonomy − no potential support needs identified
across our five themes – lowest level of oversight and expectation that provider
will support providers in other segments
2
Providers offered targeted support − potential support needed in one or
more of the five themes, but not in breach of licence (or equivalent for NHS
trusts) and/or formal action is not needed
3
Providers receiving mandated support for significant concerns – the
provider is in actual/suspected breach of the licence (or equivalent for NHS
trusts)
4
Special measures − the provider is in actual/suspected breach of its licence
(or equivalent for NHS trusts) with very serious/complex issues that mean that
they are in special measures
Our current performance is rated as 1.
7.3
Internal audit reports
Internal audit reports conducted on behalf of the quality assurance committee were received
during the year as follows:
Internal audit report
Review of preparedness for nurse
revalidation
Friends & family test
Medicines management (outreach)
peripheral sites
Medical devices
Quality spot check - Radiology
Quality spot check – Ward 11
Duty of Candour
Quality Metrics (CODE)

Meeting issued

Audit assurance

24th June 2016

High

24th June 2016

Significant

24th June 2016

Significant

th

26 January 2017
30th March 2017
30th March 2017
30th March 2017
24th May 2017

Significant
Significant
Significant
Significant
Significant

Any recommendations are captured in an action plan and implemented as required. There
were no limited assurance reports assigned to the Quality Assurance Committee during
2016/17.
7.4
Governance reports
During 2016 the committee received the following annual reports:
• Health, Safety and Security annual report 2015/16 (there is a legal requirement to
present this report annually)
• Equality and Diversity annual report 2015/16
• Clinical audit annual report 2015/16
• Learning from complaints 2015/16
• Safeguarding vulnerable people annual report 2015/16
There were no issues of concern raised in any of the reports.

113

7.5
Risk management
In line with the risk management strategy the committee seeks to provide 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.
7.6
Improvement
During the year the committee received presentations on the following:
• The Christie CODE accreditation process
• Clinical audit presentation: To allow a natural death / DNAR
• Review of inpatient deaths
• Review of management of pressure ulcers & patient falls
• Infection control
• Clinical Research effectiveness
• Educational Effectiveness (coming in March)
• Sepsis
7.7
Board assurance framework
The Board Assurance Framework (BAF) 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 has 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.
7.8
Review of committee effectiveness
In line with its terms of reference the committee undertook a self-assessment exercise during
2016.
The overall results were extremely positive and showed good progress for the committee
although there were areas identified which were felt could be improved. It was therefore
proposed that the agenda for the committee be redesigned to clarify the structure and
purpose of the discussion which would help to give sufficient time to agenda items. A 6th nonexecutive director was appointed and he became a member of this committee. This will
ensure better and consistent non-executive director presence at the meetings.
8.

Annual Governance Statement
The Annual Governance Statement for 2016/17 was considered and approval at a joint
meeting of the audit and quality assurance committees on 24th May 2017.
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9.

Quality Accounts
The Trust received an unqualified audit opinion (the best outcome) for its quality report,
which was published as part of the annual report and accounts for 2016/17. 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.

10.

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.

11.

Priorities for 2017/18
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 Single Oversight
Framework for 2017/18 and to bi-annually review the risk against the 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 be the lead committee for overseeing and reviewing the Trust’s outcomes of the
new national mortality process.
10. To monitor the changes in the NHSLA requirements from Risk Management Standards
to learning from claims.
11. To receive the annual monitoring report of the raising concerns policy.
12. To address issues raised through the committee effectiveness review.

Professor Kieran Walshe
Chair of the Quality Assurance Committee
31st March 2017
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