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DRAFT Public minutes of the meeting of the Board of Directors of The Christie NHS Foundation Trust 
held on Wednesday 24th May 2017 at 12.45pm in the trust administration meeting room centre, The 

Christie NHS Foundation Trust 

Present: Christine Outram (CO) 
Neil Large (NL) 
Prof Kieran Walshe (KW) 
Jane Maher (JM) 
Robert Ainsworth (RA) 
Tarun Kapur (TK) 
Roger Spencer (RGS) 
Jackie Bird (JB) 
Joanne Fitzpatrick (JF) 
Prof Chris Harrison (CH)  
Wendy Makin (WM) 
Eve Lightfoot (EL) 
Bernie Delahoyde 

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 
Executive Medical Director  
Executive Medical Director 
Director of Workforce 
Deputy Chief Operating Officer 
 

In Attendance: Louise Westcott  (minutes) Company secretary 
   
 Professor Richard Cowan (RC) Director of Education 
 Cathy Heaven (CHv) General Manager 
   
 Nadia Suleman Ipsen 
 Steve Leggett Cerner Ltd 
 Roger Bowman Public Governor 
 Alex Davidson Lead Governor 
 David Makin Partner Governor 
 
Presentation:  Paediatric radiotherapy - Dr Rovel Colaco, consultant clinical oncologist 

Dr Rovel Colaco introduced himself. He treats paediatrics and also delivers stereotactic radiotherapy and 
treats adults with brain tumours. 
He outlined some of the main difficulties there are in treating children, under the presentation title 
challenges & conundrums. 
He told a patient story about a 4 year old with cancer in the lining of her lungs. The child had so much 
fluid on her lungs that she ended up in ITU at the Royal Manchester Children’s Hospital. She has an 
aggressive type of cancer which required her to be given chemotherapy whilst ventilated. The patient is 
discussed at MDT and it was agreed her best chance of cure is to have chemotherapy, surgery and 
radiotherapy. Unfortunately the surgery would have been too extensive so radiotherapy was the 
treatment of choice (what dose to give is very difficult as this is such a rare presentation for paediatric 
patients). There is a risk of future cancers.  The patient is now at home and in remission.  
Dr Colaco talked about some of the pros & cons of radiotherapy – the need for a radiation planning scan 
where the child needs to hold their hands up for 30 minutes, this is very difficult for a young child and 
they may need to be anaesthetised.   
There can be difficulties with speaking to the parents and explaining the extent of side effects including 
death.   It is also very technical – how to achieve the correct dose when there is no guidance for 
treatment doses for rarer cancers.    
Dr Colaco also gave another patient story of a 15 year old non-English speaker who was diagnosed with 
a base of brain cancer. He was transferred to the children’s hospital for surgery, then urgent 
chemotherapy and then radiotherapy. The decision was made that the patient should be referred to the 
US for proton therapy. Protons was given and the child has now returned to the UK. 
There are many difficulties in decision making for paediatric radiotherapy such as; 
• Medical: Children have different physiology, the team are radiation oncologists not  paediatricians (acute 

paediatric service at Christie limited /RMCH off site) 
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• Social: Parents, children, siblings, financial, educational, protons abroad, psychological effects on 
children  themselves and their family 

• Team work: General anaesthetic, paediatric oncologist, proton therapy in USA 
• Radiotherapy: Imaging, anaesthetic, treatment volumes, lack of evidence and in some cases guidelines 

on treatment and organ at risk doses 
• Side effects: Short and long term side effects, need to consider growth and function, some patients may 

live for decades with effects of radiation sequelae 
• Emotional: Palliative treatment, dying children, children in pain 
When we get Protons there will be difficulties as we won’t always know the treating clinicians of patients 
that are referred from further afield. There will be technical, social and logistical issues to deal with. 
JM asked if there are any approved European sites for Proton Beam Therapy (PBT). Dr Colaco 
responded that from a technical perspective we don’t know if they comply with UK standards, there are 
fewer issues with sending patients to the US in terms of language and culture. 
TK asked if we know if there will be an international demand for our PBT service. Dr Colaco responded 
that it depends on which study you look at, possibly Ireland but we will only be commissioned for UK 
patients. There won’t be displacement of UK patients. 
KW asked what proportion of children with cancer come here. Dr Colaco responded that they all go 
through the paediatric oncology MDT, the paediatric radiotherapy is given here. Paediatric chemotherapy 
goes to the Children’s hospital. A paediatric anaesthetist comes here to support patients under 3 
undergoing radiotherapy. 
RC asked about the impact if private proton happened. Dr Colaco responded that there is no impact 
anticipated on paediatrics. 
KW asked that as both patients described had aggressive cancers what is the general prognosis for 
children requiring radiotherapy. Dr Colaco responded that the majority of children come for curative 
intent, we always push for a cure. About 30/40% have palliative radiotherapy. 
CO thanked Dr Colaco for his presentation. 
CO asked for a minute’s silence as a mark of respect following the Manchester bomb on Tuesday. 

No Item Action 
18/17 Standard business  

a Apologies  
 Apologies were received from Kathryn Riddle, non-executive director & Fiona Noden 

(FN) Chief Operating Officer 
 

b Minutes of the previous meeting held on 27th April 2017  
 The minutes of the meeting held on 27th April 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.  
19/17 Key reports  

a Chief executive’s report  
 RGS drew particular attention to the following items in his report; 

i. Fire update was highlighted in the paper 
ii. Activities relating to cyber security – the organisation was unaffected although we 

participated in the management of the issues using normal processes and following 
NHS advice for responding. This meant that external emails were shut off for a 
short time. No issues have been reported since these were put back into place. 

iii. Following events of Monday evening our plastic surgery services have supported 
the children’s hospital. 

CO congratulated EL on her substantive appointment as Director of Workforce. 
CO noted that the update on the Vanguard is a very interesting summary. 
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No Item Action 
b Executive medical directors report  

 WM drew the boards’ attention to the report. 
This month's report is brief as there is a full report from the school of oncology on the 
agenda. Items in the report are for information and to keep us updated on some of the 
external work of the research division. 

 

c Integrated performance report – month 1  
 BD introduced the new format of the report and noted that it will hopefully make it 

easier to read and pull out information. 
BD reported on a successful month: 
Quality: 98.3% patient satisfaction survey, chemotherapy treatment turnaround 90.1%, 
pharmacy turnaround at 73.5% - this under performance is due to new staff being 
trained up. The exception reports describe the 70 day target (we anticipate an 
improvement in this going forward), cancelled operations on the day and PDR’s which 
is picked up with divisions at performance review meetings.  
There have been 0 MRSA cases in April and 2 CDiff cases (1 not attributable, 1 
awaiting to go to panel).  
Safe staffing levels have been achieved; there have been 1 SI panel, 4 executive 
reviews, 5 complaints, 1 inquest, and there are 3 risks at 16 and 2 risks at 15. 
 

Access: all targets have been achieved. 62 days is at 85.7%. Length of stay is 6.98 
days (slightly above plan), patients treated YTD is above plan (3.18%), sickness has 
improved at 2.54% and agency spend is at 36% against the agency cost ceiling. 
Finance: The EBITDA surplus is £1,950k, I&E surplus is £885k. Cash balance is 
£21,611k. 48.5% of CIP has been achieved in year (27.1% recurrently).   Debtor days 
are at 26. 
Ratings: Governance SOF (single oversight framework) 1, Financial sustainability risk 
rating SOF 1  
CO thanked BD for the report and the new format. 
RA asked for clarification on the decrease in the number of patients recruited to trials. 
BD responded that this is about new trials and as the existing trials close the numbers 
decrease. 
RA asked about pharmacy waiting times and why performance is declining. BD 
responded that we have had a number of vacancies that impact due to the need for 
training. There is also an impact from us going out to re-procurement for a new 
contract. We have an SLA and this is being used to manage the issues. 
RA asked about the difficulty recruiting into surgical theatres. BD responded that this is 
an issue across GM, we have recently held a specific theatre staff recruitment day that 
has been very successful. We use less agency theatre nurses and have less on call 
than other trusts so we are an attractive recruiter. 
NL commented that the report is easy to follow. He asked about the PDR’s target that is 
still not achieved. EL referred to the paper she brought to board a few months ago and 
that the work continues. The HR team are looking at focus groups to support across the 
organisation to achieve full compliance. We are also looking at sharing good practice 
across the trust. BD added that recording is a difficulty and that there are some areas 
that have very high achievement, there is a strong focus on this. It was also noted that 
the staff survey feedback on the quality of PDRs was very good, this also referred to 
the new paperwork. 
NL commented that it is early in the year but that performance is looking good. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

EL 
 
 
 

d Education report  
 CHv and RC presented their update.  

RC thanked board for the opportunity to present. Thanks were also conveyed to the 
School of Oncology for producing the report. 
CHv highlighted the updates against the objectives. In particular she focussed on the 
introduction of the apprenticeship levy and informed board that we are now in the new 
system.  Our levy is based on headcount so it changes in year. It is estimated to be 
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No Item Action 
about £423k this year. So far we have received £35k. We need to optimise the use of 
the budget we have, this is approached through a target of establishing 63 new 
apprenticeships. We already have 32 ready to start. 19 are new recruits to the 
organisation. If all of these undertake their apprenticeship in year, we will only use 
about £80k. As things move on and we develop higher level apprenticeships we will 
draw down more money as they will cost more. 
CHv informed board that we look at all vacancies to see if jobs can be an 
apprenticeship role. All of our current training that can be switched over to 
apprenticeships has been. We are also developing new apprenticeships. Health 
Education England (HEE) has provided budgets for CPD previously; this will no longer 
be there. External funding is reduced – money has been prioritised based on what’s 
right for the trust. The money has been allocated but it still leaves gaps. We are looking 
to mitigate this and we need to manage the message of who invests in development as 
the costs will now be for individual staff to pay. 
TK asked if we are in danger of replacing high quality permanent staff with people who 
we have to wait to get to the required standard. CHv responded that we are conscious 
of this risk and are making a call on what can be an apprenticeship. Divisions are well 
engaged in this and we want to maintain the quality of our staff. 
CO commented that our total budget could end up being higher than previously if we 
use the apprenticeship levy well. CHv agreed and said that as new higher 
apprenticeship’s develop we will have more control over how many of these we can 
use. If others have underspent we can also apply for more once we’ve hit our levy 
amount. 
JM asked about advanced roles. CHv noted that we looking at a different role mix, 
apprenticeships will give us opportunities to develop these ideas. 
TK asked if we will develop targets for internal markets and if we are looking to train 
existing staff or others. CHv responded that we want to maximise the benefits for 
current staff to undertake apprenticeships, new staff will have roles advertised as 
apprenticeships that turn into a role and some will move over into a role and the 
apprenticeship will be available again. 
RGS commented that this is a significant change in the NHS in terms of funding. We 
are more advanced in this area than some other trusts and are leading the way in 
Greater Manchester on this. RGS thanked CHv for her and teams’ work in putting us in 
a great position. There is more opportunity in this than there was in previous system. 
There will also be difficulties in the transition period. 
CHv acknowledged the work that Karen Hellewell has done. 
TK asked if external organisations haven’t become registered providers how will this 
impact. CHv responded that we are working to get ahead and are pushing to develop 
more apprenticeships for others to send people onto. 
CHv went on to highlight our involvement in leading the GM Cancer education strategy 
– the 1st consultation has closed and we are going to second consultation.  
She also highlighted the success of Gateway C in the Vanguard project, this has been 
recognised as being likely to leave a strong legacy in GM. 
RC commented that we need to look to the future around what we are trying to achieve. 
We can improve the quality of education, bring money in and enhance the reputation of 
the trust. We need to decide whether we expand. RC talked about the fellowship 
scheme.  The trust has done fellowships for a long time and it is proposed to develop a 
new scheme that’s of higher quality, the outputs will be more of a contribution, and our 
reputation will be enhanced. Resources / issues of space will need to be considered to 
allow for teaching and investment will need to be considered through business case 
development. 
RGS responded that we are in a process of review of the 5 year strategy – education is 
a key element of this. We need to make sure we invest in the right way. This is driven 
by our strategic objectives and we have a very good track record of investing in order to 
achieve our ambitions.   
CO agreed that we are ambitious and want to improve beyond the NW. Education is 
one of the ways we will continue to lead the way. This enhances our reputation and 
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No Item Action 
brings investment. 
CH added that he agreed with this and the board has expressed support for the School 
of Oncology and continues to do so, the strategy will develop & business cases will 
follow. 
KW asked about the bigger policy & financial context at HEE, he noted that we don’t 
understand what resource HEE control and where they’re going. He asked if more 
information about this could go to a future away day. CHv responded that she can see 
their role minimising in future, but that it is difficult to read what’s happening. 
JB reminded the board of her previously declared interest as she sits on the board of 
HEE North.   
RGS added that there is more to come in this area, we need to look at this in the 
strategic refresh & the consequences to our strategy. No-one is in a position to say in a 
definitive way what will happen. 
CHv added that the buying power now sits with the provider not HEE or University. 
CH commented that it is also dependent on the extent to which we see ourselves 
beholden to arm’s length bodies, and to what extent to commercial bodies. There are a 
number of examples where we need to look differently at this. 
CO thanked CHv and RC for attending and presenting their update. 

 
 
 
 
 
 

RGS 

20/17 Approvals  

a Annual report & accounts 2016/17  

 RGS noted that board members have seen a draft of the report and have heard the details 
of the content over the year as well as the view of the auditors at the assurance committees 
this morning.  
The report comes to board for formal approval. This is done with regard to the assurances 
from this mornings’ joint quality and audit committee and the opinion of the external & 
internal auditors. 
Congratulations were extended from the non-executives for the production of the report. 
This will follow proper process and will be laid before parliament, published and presented 
to the annual members meeting.  
RGS reported that there are no concerns about anything that has been raised and that all 
requirements have been met. 
Approved 

 

b NHS Improvement self-assessment declarations  

 RGS presented the self-assessment declarations relating to; 

• G6 systems for compliance with licence conditions and CoS7 (continuity of service) 
– availability of resources 

• FT4 corporate governance statement 
• Governor training  
There is a licence requirement (as issued by the regulator) to say that we’ve complied with 
these requirements. We now don’t have to do a self-declaration; they will instead expect us 
to have an audit trail of our compliance that they can choose to audit. 
RGS informed board that there are no exceptions to point to and that we are compliant with 
all of the regulators requirements. 
The board was asked to note and approve the self-certifications. 
All approved 

 

21/17 Board assurance  

a Board assurance framework (BAF) 2017/18   

 
RGS presented the BAF.  
Updates since the last meeting were highlighted as specified in the paper. No particular 
updates were suggested to the risks this month. 
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No Item Action 
RGS noted that the risk assessment around the fire and the cyber-attack were 
highlighted in the paper and board were asked to note these events. No updates were 
suggested to the BAF at this point on either issue. 
Board noted the update. No changes to approve. 

b Audit committee annual report  

 

NL presented the report. 
We have received an unqualified opinion which is the best possible outcome. There 
has been great consistency throughout the year and NL conveyed his congratulations 
to the team. 
CO thanked NL for his chairing of the Audit Committee. 
Approved. 

 

c Quality assurance annual report  

 

KW presented the report. 
He noted that this represents an accurate account of the business considered and 
describes the work to move the committee forward by restructuring the agenda etc. 
Going forward the committee are looking to bring quality improvement work in. 
Discussions at the committee are excellent and honest & transparent. Issues are 
discussed candidly and openly. 
CO agreed. 
Approved. 

 

22/17 Any other business  

 Roger Bowman asked about the election of the new mayor (Andy Burnham) and whether 
we think this will help or hinder us.  
RGS responded that there is an expectation that the leadership for the devolved area 
comes under the mayor. However, there is no statutory responsibility for health, this sits in 
the devolved administration as it has previously. There is no statutory change, but he may 
seek to have influence from a leadership perspective. It may be useful as Andy Burnham 
has a good understanding of health and we had a positive relationship previously. 

 

 Date of the next meeting:  

 Thursday 29th June 2017  
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Agenda item 23/17c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

29th June 2017 Annual reporting cycle Integrated performance report COO Monthly report 24/17c
Responsible Officer report IEMD Annual report 25/17a
Digital maturity CIO Update on progress 25/17b
CQC inspection outcome improvement plan EDoN&Q Update on progress 26/17b

Integrated performance report COO Monthly report By email
NHSI Q 1 narrative EDoF&BD Quarterly report

Integrated performance report COO Monthly report By email

28 Sepember 2017 Annual reporting cycle Integrated performance report COO Monthly report
Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Six month review

Organisational development plan Acting DoW Six month review
14/16f WRES progress DoW Annual update
19/17c Personal Development Reviews (PDR) DoW Update

26th October 2017 Annual reporting cycle Corporate objectives & board assurance 
framework

CEO Interim review

Regulatory NHSI Q2 narrative EDoF&BD Quarterly report
Annual reporting cycle Risk Management strategy EDoN&Q Annual review
Annual reporting cycle Research report on key issues, progress 

against objectives and future plans
EMD Six month review

30 November 2017 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Education report on key issues, progress 

against objectives and future plans
EMD Six month review

August 2017 - no meeting

Public Meeting of the Board of Directors - 2017

Action plan rolling programme after May 2017 meeting 

July 2017 - no meeting
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

January 2018 Regulatory NHSI Q3 narrative EDoF&BD To approve
Annual reporting cycle Integrated performance report COO Monthly report

Organisational development plan Acting DoW Update

Integrated performance report COO Monthly report By email

March 2018 Annual reporting cycle Corporate planning (corporate objectives / 
BAF 2018/19)

Executive 
directors

Approve next year's annual plan

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

directors only)
Chair For completion by NEDs

Annual reporting cycle Chair Approve
Six monthly compliance with NICE safe 
staffing guidelines

EDoN&Q Review

Organisational development plan Acting DoW Update

April 2018 Regulatory NHSI Q4 narrative EDoF&BD Quarterly report
Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Annual compliance with the CQC 

requirements
EDoN&Q Declaration / approval

Register of matters approved by the board CEO April 2017 to March 2018
Annual reporting cycle Research report on key issues, progress 

against objectives and future plans
EMD Review

Annual reporting cycle Annual Corporate Objectives CEO Review 2017/18 progress
Staff friends & family test Acting DoW Results

May 2018 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Annual reports from audit & quality assurance 

committees
Committee 

chairs
Assurance

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

EDoF&BD Approve

Monitor provider licence Self certification declarations EDoF&BD To approve the declarations
Annual reporting cycle Education report EMD Review

February 2018 - no meeting
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Action log following the board of directors meeting held on  

Wednesday 24th May 2017 

 

Public 

No. Agenda Action By who Progress Board review 

1 19/17c Personal Development Reviews (PDRs) EL Exception report in performance 
report Update to September board 

2 19/17d Update on Health Education England policy  ED’s Inclusion in Finance report Update to September board 
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Agenda item 24/17a 
 

Meeting of the Board of Directors 
Thursday 29th June, 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. 

CQC - Care Quality Commission 
NHSE - NHS England 
NHSI - NHS Improvement 
SOF - Single Oversight Framework 
PBT - Proton Beam Therapy 
QRM - Quarterly Review Meeting 
CODE - Care, Observation, Documentation, 
Experience 
GM - Greater Manchester 
MCRC - Manchester Cancer Research Centre 
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Agenda item 24/17a 

 
Meeting of the Board of Directors 

29th June, 2017 
 

Chief executive’s report 
 
1. CQC Response to Next Phase Consultation and Further Consultation 

The Care Quality Commission (CQC) has published its response to its consultation for 
how it will regulate NHS foundation trusts and trusts.  Alongside this, the updated 
provider guidance and assessment frameworks for health care services have been 
published, along with further details about the timetable for the roll-out and 
implementation of the new approach.   
 
In addition, the CQC has launched a further consultation on how it will regulate the 
other sectors within its remit along with additional proposals that apply to all regulated 
sectors and encompass how the CQC will register, monitor, inspect and rate new 
models of care and large or complex providers; how the CQC aims to encourage 
improved quality of care in local areas and how the fit and proper person requirement 
will be applied.  
 
The updated guidance on how the CQC monitors, inspects and regulates NHS trusts is 
being reviewed.  The changes will be incorporated into our mock CQC inspection 
process; and we will respond to the second stage consultation.  We are awaiting the 
Insight report which will replace the Intelligent Monitoring report; this will form part of 
the Integrated Quality and Performance report.  
 
Further information can be found at https://www.cqc.org.uk/news/releases/cqc-seeks-
views-next-phase-regulation  
 

2. Annual Report and Accounts 2016/17 
All NHS foundation trusts are required to publish an annual report and accounts to 
allow scrutiny of the year’s operations and outcomes.  Our annual report was approved 
by the board of directors at its meeting on 24th May 2017.  It was submitted on 13th 
June, 2017 to be laid before Parliament on or before Monday 26th June 2017.  When 
we receive confirmation that it has been completed the annual report and accounts will 
be published and made available more widely. 
 

3. Strategy Refresh/Development Activity 
The strategy development program has undertaken a series of open consultation 
events and specific stakeholder groups to inform the strategic refresh. This has 
reviewed the progress to date against the 20:20 strategy and the proposed key drives 
to be included in future strategic direction.  A draft proposal of the specific strategic 
programs of work will be presented at each divisional board in July with the completed 
strategy refresh to August Management board and September Board of Directors. 
 

4. Proton Therapy 
On Thursday 22nd June we welcomed over 70 guests including Professor Sir Bruce 
Keogh, Medical Director of NHSE, together with many other supporters and patients to 
the proton beam therapy centre (PBT) at The Christie.  This event celebrated a major 
milestone in our building schedule, with the arrival and installation of a major piece of 
equipment called a cyclotron.  The event was attended by former patients Lucy 
Thomas, Emma Payton and Lucas Thorpe who joined forces to start the manoeuvre of 
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the crane which lowered the cyclotron into position.  The event had considerable media 
interest and Radio 5live broadcast live for the entire day across the site. 
 
Our national high energy proton beam centre is on schedule to open in August 2018. 
 
Further information can be found at http://www.christie.nhs.uk/services/i-to-q/proton-
beam-therapy/  

 
5. CODE presentation (Care, Observation, Documentation, Experience) - Ward 4 

Ward 4 is the latest ward to be awarded the Christie CODE Gold Standard for 
demonstrating excellence in care. This achievement is particularly noteworthy because 
of the enormous efforts of the ward team in making significant improvements in a 
number of areas in a short space of time. This exemplifies a great team approach, 
strong leadership and a high level of engagement in quality improvement.  
 
Further information can be found at http://www.christie.nhs.uk/about-us/about-the-
christie/christie-quality/the-christie-code-quality-scheme/  
 

6. Cancer Vanguard 
The Cancer Vanguard continues to make good progress. In order to mark our first 
year, The Cancer Vanguard in Greater Manchester produced a film, highlighting the 
successes of our first year of operation. This can be viewed online: vanguard 
Innovation: our first year - YouTube 
 
Engagement highlights include a national event in March 2017 to share learning with 
the Cancer Alliances.  A number of Greater Manchester projects, including Cancer 
Champion recruitment and Gateway-C, featured prominently at the event that was 
addressed by NHS England’s National Cancer Director Cally Palmer and Chair of the 
National Cancer Vanguard Oversight Group Roger Spencer. Details of the event are 
here.  
 
A national cancer alliances launch event took place on 16th June 2017.  Our vanguard 
team set out the development of a community of practice in cancer services. This 
involves the Vanguard partners providing leadership nationally with the 16 Cancer 
Alliances in developing a shared approach to implementation of the national Cancer 
Strategy, ensuring a legacy for the Cancer Vanguard once its formal programme 
ceases in March 2018.  
 
Regular showcases to highlight progress in specific projects can be found here. 
Further information can be found at http://www.gmcancervanguardinnovation.org/  
 

7. Devolution 
The Christie is a key component of the solution of the developing acute and specialist 
hospital provision for Greater Manchester (GM).  The endorsement of prostate cancer 
surgery to be based at the Christie for the GM population will ensure that all patients 
will be able to access the latest minimally invasive surgical techniques.  In addition this 
will centralise the coordination of the prostate cancer treatment pathway through the 
Christie which will build on the excellent research and education already delivered in 
this service.    
 
A review of theme 3 governance which relates to the GM acute and specialist care 
delivery is underway.  This will seek to align the co-dependent transformation work in 
GM. It will also seek to ensure there are clear plans for the proposed transition of 
services between providers as well maximising the assets of GM acute and specialist 
care.  The Christie is contributing to the development of this proposal. 
 
Further information can be found at http://www.gmhsc.org.uk/  
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https://www.youtube.com/watch?v=Qe0isSPhoQo&t=2s%20%20
http://cancervanguard.nhs.uk/sharing-our-learning-with-cancer-alliances
http://www.gmcancervanguardinnovation.org/showcases
http://www.gmcancervanguardinnovation.org/
http://www.gmhsc.org.uk/


 
8. Quarterly Review Meeting 

On the 12th June members of the executive team met with NHS Improvement (NHSI) 
as part of NHS Improvement’s Single Oversight Framework (SOF) monitoring.  The 
meeting confirmed our position in segment 1 and reviewed our CQC outstanding rating 
and actions. 
 
NHS Improvement outlined the ways of working that differ from our previous 
arrangements with Monitor.  We agreed that we will use the quarterly review meetings 
(QRM) to manage any challenges by exception, spending the rest of the formal QRMs 
discussing business developments and the wider issues within Greater Manchester 
devolution.  The QRM is also an opportunity, on a quarterly basis, to share information 
from a Provider/NHSI perspective. 

 
9. Site Developments 

Expansion of the Clinical Trials facility 
Work on site commenced on the 28th February 2017, works include the provision of a 
new reception, an increase in chairs for chemotherapy, additional laboratory facilities 
and improved access.  The project is due for completion at the start of August 2017.  
 
The main area to be refurbished has now been stripped out and the fit out works are 
underway with partitions and building services.  A new three person chemotherapy 
chair facility has been completed within the live facility and work is due to start on new 
toilet and laboratory facilities.  
 
Oak Road Entrance Redevelopment 
Construction works have now commenced and demolition and enabling works to the 
existing structure are taking place.  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 confirmed which will see the opening of a WH Smiths 
retail store and M&S Food to Go coffee shop. 
 
Outpatients Redevelopment 
The full outpatient redevelopment will be undertaken in 2 phases. Phase 1 involves the 
development of an outpatient facility on the ground floor of the new Proton Therapy 
Centre.  This is intended to start on site in October 2017 and be complete by June 
2018. Phase 2 would be 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 Forum meeting 
was held on the 10th May and agreement was reached to develop a preferred option on 
the Cotton Lane Site.  
 
Formal public consultation commenced on 26th June and a full planning application will 
be made over the summer 2017.   
 
Linear Accelerators 1 & 2 
Linear accelerators 1 & 2 are now approaching the end of their lifespan and are part of 
the upgrade programme included within the five year capital plan.  
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Linac 1 will be replaced during the 2017 / 2018 financial year from June 2017 and 
Linac 2 during the 2018 / 2019 financial year from February 2018.   
 
Paterson roof  
Greater Manchester Fire and Rescue service are continuing their investigation into the 
cause of the fire within the Paterson Building.  The final report is not expected until late 
July.  Work is on-going to strip damaged plant and equipment from the roof to enable a 
temporary roof covering to be installed. 
 
A number of strategic meetings are planned with the University of Manchester and 
CRUK to consider the options for redevelopment of the Paterson building.  
 
Cladding Risk Assessment 
Following the Grenfell Tower Fire all NHS trusts have been requested to submit 
essential information to the Director of NHS Estates which includes an assessment of 
risk at the Christie.  This return identified the locations and types of cladding materials 
used across the estate, which are low risk.  
 
Further information can be found at http://www.christie.nhs.uk/about-us/our-future/our-
developments/our-developments-latest-news/ 
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Agenda item 24/17b 
 
 

Meeting of the Board of Directors 
Thursday 29th June 2017 

 

Report of Medical Director 

Paper Prepared By Yvonne Clooney 

Subject/Title Executive Medical Director’s report 

Background Papers n/a 

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

Action/Decision Required To note  

Link to: 

 NHS Strategies and Policy 
Cancer Outcomes Framework 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

All Trust 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. 

Nil 

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

AOA – Annual Organisation Audit 
NIHR – National Institute for Health Research 
BRC – Bio Medical Research Centre 
CRF – Clinical Research Facility 
RCPE – Royal College of Physicians Edinburgh 
MAHSC – Manchester Academic Health Science 
Centre 
MCRC – Manchester Cancer Research Centre 
ASCO – American Society of Clinical Oncology 
NEJM – The New England Journal of Medicine 
CRN – Clinical Research Network 
GM – Greater Manchester 
GMC – General Medical Council 
HEE – Health Education England 
NW – North West 
KPI’s – Key Performance Indicators 
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Agenda item 24/17b 

 
Meeting of the Board of Directors 

Thursday 29th June 2017 
 

Executive Medical Director’s Report 
 
 

1. Consultant Appointments 
2 consultant appointment panels were held in May and the following 3 candidates were 
successful: 
• Dr Sean Tenant – Consultant Radiologist, will commence in post in September 2017 
• Dr Anshuman Chaturvedi – Consultant Histopathologist, start date to be confirmed. 
• Dr Angelia Ong – Consultant Histopathology, start date to be confirmed. 
 
 

2. Morbidity and Mortality Meeting 
The hospital wide morbidity and mortality meeting received presentations from Dr 
Arkuszynski, critical care consultant and chair of the Resuscitation Committee. He 
discussed the results of audits of ‘Allow and Natural death ‘decisions. In the past year 
there had been documentation of discussions with patients and /or family in making 
these difficult decisions in all cases.  Involvement of the patient is good practice unless 
there are valid reasons not to do so; the audit found that patients were involved in 85% 
of the decisions reached. However the reasons where they had not done so were noted 
in only 77%; staff were reminded to record these.  

 
In the past year there were only 6 cardiac arrests on site with temporary or sustained 
recovery achieved in half of these. Importantly, the attempt at resuscitation was deemed 
to be the appropriate action in all of these events.  Communication workshops that focus 
on such discussions continue to be run through the School of Oncology. 

 
Rob Duncombe presented with Dr Paul Chadwick, microbiologist on antimicrobial 
prescribing; there is still improvement needed to document the review date and/or 
duration of treatment on the prescriptions but our compliance with antimicrobial 
guidelines remains good.  This is important given the trend to increasing resistance of 
organisms and our significant antibiotic use. 

 
The opportunity was also taken to show the monthly monitoring of oxygen use on the 
wards; administration is now documented in 57% of patients who were on oxygen last 
month and prescribing in 97%; the pharmacy team remain vigilant in ward monitoring 
and staff were reminded to improve this further. 
 
 

3. Appraisal and Revalidation of medical staff 
The Annual Organisational Audit (AOA) return was made to NHS England at the end of 
May and as a trust we continue to demonstrate very satisfactory performance for both 
medical appraisal and revalidation.  The Responsible Officer’s detailed annual report is 
included in the Board papers. 
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4. Research & Innovation 
NIHR Manchester Biomedical Research Centre and Clinical Research Facility 
Launch Event Launch Event 
The official launch of the NIHR Manchester Biomedical Research Centre (BRC) and 
NIHR Manchester Clinical Research Facility (CRF) took place on 6th June.  The Christie 
is leading three of the seven BRC themes: prevention and early detection, advanced 
radiotherapy and precision medicine, and houses one of the three Manchester NHR 
Clinical Research Facilities. 
 
The event was an opportunity to learn more about the experimental medicine research 
programme and opportunities for industry, charities and other partners to work with 
NIHR.  There were presentations from the Department of Health, Manchester City 
Council and Health Innovation Manchester, the event also provided an update on the 
national and Greater Manchester research landscape. 
 
Further information can be found at https://www.manchesterbrc.nihr.ac.uk/  
 
Royal College of Physicians of Edinburgh Manchester launch 
A new partnership, RCPE Manchester, which will drive innovation and understanding in 
medicine, was launched on Tuesday 6 June by the Royal College of Physicians of 
Edinburgh (RCPE) and MAHSC. Professor Peter Trainer has led the development of the 
partnership on behalf of MAHSC. The inaugural lecture was given by Professor Nic 
Jones who spoke on ‘Cancer research in Manchester: the power of partnership’. 

 
RCPE Manchester will deliver a programme of clinical and academic learning, training 
and research in the north of England.  The first RCPE Manchester activities will include 
a series of RCPE Evening Medical Updates commencing in summer 2017.  The RCPE 
Trainee and Members’ Conference is planned for February 2018.  
 
Professor Rob Bristow familiarisation visit 
In advance of Professor Bristow beginning his employment with the University of 
Manchester and as Director of MCRC in August, he is undertaking a familiarisation visit 
to meet key groups and individuals in the university, MCRC and The Christie on 20th and 
21st June. 
   
Young Investigator Award 
Dr Angela Lamarca applied and has recently been selected to receive a 2017 Young 
Investigator Award from Conquer Cancer Foundation.  This is fantastic news and we 
would like to congratulate her on this successful application. 
 
Christie doctor enters post as new CRN GM cancer lead 
Dr Kalena Marti, a Consultant in Medical Oncology at The Christie, is the new oncology 
specialty lead for the Clinical Research Network, Greater Manchester.  Kalena started 
the post in April and her areas of specialty are colorectal and lung cancer. 

 
 
5. School of Oncology 

GMC National Training Survey 2017 
Trainees responding to the GMC National Training Survey were asked to assign their 
free text comments to either of two dedicated categories: Patient Safety or Bullying and 
Undermining, the results of the survey have now been dealt with and I am pleased to 
report that the Christie received no comments in either of these categories. 
 
The full results regarding the quality of teaching and supervision will be available later in 
June. 
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Practice Learning Environment Score 
Another outstanding annual learning environment assessment score has been received 
from HEE NW.  The KPIs this time were more stretching and wider ranging than 
previous years in line with the new HEE Quality Framework. 
 

 Assessment 
Score 

Christie Placement Provider Assessment 2016/17 95.24% 
NW Average Score 85.07% 
Greater Manchester Locality Average Score 89.33% 

 
This assessment level is based on a self-assessment report and evidence submitted 
by the Placement Provider, including the required Organisational Action Plan and 
Board Report.  
 
The following provides a summary of the good practice areas identified: 
 
• Systematic reporting processes from self-evaluation through to action planning and 

annual report and inclusion of academic partners in the process 
• Evidence of successes/recognition for education initiatives e.g. Practice Education 

Facilitator of the year award; Schwartz ‘Most powerful Round’ initiative 
• Bidding for education investment to enhance education and training delivery/ 

developments 
• High profile at national/regional conferences in sharing good practice 

developments relating to education and training 
• Mentor/educator developments and educator satisfaction process and analysis of 

the outcome of the process to inform action planning 
• Good data processes to track student progression into employment/first point of 

destination 
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Agenda item 24/17c 

Meeting of the Board of Directors 
Thursday 29th June 2017 

 
Report of Executive Directors 

Paper Prepared By 

Fiona Noden, Chief Operating Officer 
Wendy Makin, Executive Medical Director 
Joanne Fitzpatrick, Executive Director of  Finance 
Jackie Bird, Executive Director of Nursing & Quality 
Eve Lightfoot, Director of Workforce 
Marie Hosey, Assistant Chief Operating Officer – 
Performance & Operational Standards 

Subject/Title Integrated Performance & Quality Report - month 2 

Background Papers (if relevant) Balance scorecards 

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

Action/Decision Required To note the content of the report 

Link to: 
 NHS Strategies and Policy 

NHS Plan 
Cancer plan 
Cancer waiting times 
NHS planning guidance 
Payment by results 
NHS financial regime 
NHSI Single Oversight Framework 

Link to: 
 Trust’s Strategic Direction 
 Corporate Objectives 
 Board Assurance 

Framework 6.1 

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

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

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

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

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

6.  To maintain excellent operational and financial 
performance  

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

8.  To play our part in the community 
Resource Impact None 
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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. 

CIP – Cost Improvement Programme 
IPU – Integrated Procedures Unit 
MRI – Magnetic Resonance Imaging 
CT – Computer Tomography 
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Integrated Performance & Quality 
Report 
May 2017 
 
 
 
 

 
 

 
 
 
 
 

Responsive Effective 

Safe Caring 

Well Led 
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Month 2 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 4 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 98.0% positive response score.   
 
Patient safety 
There have been no cases of MRSA bacteraemia and 3 cases of C.difficile in month; all cases 
have been deemed as unavoidable. 
 
Finance 
In month the Trust is achieving (£67k 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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Apr-17 May-17 YTD
1 1 1

100.0% 100.0% 100.0%

95.6% 97.8% 96.8%

98.7% 98.4% 98.6%

98.9% 99.2% 99.1%

0 0 0

3 2 5

100% 100% 100%

0.1% 0.5% 0.3%

6.98 7.00 7.00

88.6% 91.4% 90.0%

90.1% 91.2% 86.8%

73.5% 74.3%  - 

10 9 9

26 25 25

Apr-17 May-17 YTD
87.1% 87.7% 87.4%

86.0% 89.0% 87.9%

100.0% 100.0% 100.0%

98.2% 98.2% 98.2%

99.0% 100.0% 99.5%

100.0% 100.0% 100.0%

97.0% 98.9% 98.1%

Apr-17 May-17 YTD
47.10% 49.50% 48.32%

98.25% 96.95% 97.58%

0.22% 1.22% 0.74%

96.71% 95.37% 96.06%

1.02% 2.56% 1.76%

98.30% 98.00% 98.10%

1.70% 2.00% 1.90%

0.02% 0.02% 0.02%
0 0 0

96.93% 97.09%  - 

Apr-17 May-17 YTD
0 0 0

2 3 5

0 0 0

2 1 3

3 3 6

16 17 33

0 2 2

1 0 1

0 0 0

Mar-17 Apr-17 YTD
88.9% 89.2%  - 
99.0% 99.2%  - 

99.6% 100.0%  - 

Apr-17 May-17 YTD
2.72% 2.89% 2.81%

91.5% 90.9% 90.9%

80.8% 84.2% 84.2%

38.7% 91.6% 65.2%

Apr-17 May-17 YTD
3.03% 1.67% 2.30%

Apr-17 May-17 YTD
31.7 40.7 40.7

3.3 2.7 2.7

-18.7% -3.9% -3.9%

27.1% 27.1% 27.1%

57.0% 71.2% 71.2%

Apr-17 May-17 YTD
5 6  - 

CIP Performance - Full Year Impact - Recurrent % (Month 2) >20% 0%

Number of Corporate Risks Grade 15 or Above

Key Risks

Indicator Target / Thresholds 17/18

Cash Balance - % of Planned Value > 90% < 80%

Capital Servicing Capacity > 2.5 < 1.25

Liquidity - Ratio  (days) > -2 < -12

Income & Expenditure -  underspend/overspend against plan - Control Total (Rolling YTD) < 0% > 3%

Activity

Indicator Target / Thresholds 17/18

Agency Usage  (NHS Improvement Expenditure Ceiling - in month) < 100%

Finance

Indicator Target / Thresholds 17/18

Overall Trust Activity Vs Plan > 0% < -1%

Indicator Target / Thresholds 17/18
Staff Sickness < 3.4%
Staff Training

>94.5% <84.5%
Staff PDRs

Surgery 30 Day Survival Rate

Clinical Effectiveness

Indicator Target / Thresholds 17/18
Palliative Radiotherapy 30 Day Suvival Rate

HR & Workforce

Serious Incident Reported

Incidents Reported  (Internal - grade 2 or above - snapshot per month) (Year) < 192

Never Events 0

Serious Incident Panels

Final Chemotherapy 30 Day Survival Rate

C-Difficile - All Attributable Cases (Year) <= 19

MRSA 0

C-Difficile - Attributable Cases Due To Lapse In Care 0

Inpatient Falls Resulting in Harm  ( Grade 2 or above) (Year) <= 26

Number of Pressure Ulcers  (Post admission - Grade 2 or above) (Year) <= 25

Mixed Sex Accomodation Breaches 0

Complaints as a % of total activity  <0.05%

Patient Safety

Indicator Target / Thresholds 17/18

Safety Thermometer 95%

Friends & Family Score (Inpatients & Daycases) % Not Recommended < 4%

Friends & Family Score (Inpatients & Daycases) % Recommended 94%

Friends & Family Score (Outpatients) % Not Recommended < 4%

Friends & Family Score (Outpatients) % Recommended 94%

Patient Satisfaction Score - % Not Recommended < 4%

Patient Satisfaction Score - % Recommended 94%

31 Day Compliance - Subsequent Drug Therapy 98.0%

31 Day Compliance 96.0%

31 Day Compliance - Subsequent Surgery 94.0%

31 Day Compliance - Subsequent Radiotherapy 94.0%

Friends & Family Response Rate (Inpatients & Daycases) 40%

Quality

Indicator Target / Thresholds 17/18

62 Day Compliance - Post Reallocations 85.0%

Cancer Targets

Indicator Target / Thresholds 17/18

62 Day Compliance - Screening 90.0%

62 Day Compliance - Upgrades

Pharmacy Waiting Times  (% seen within target) 80.0%

Chemotherapy Waiting Times  (% seen within target) 80.0%

Radiotherapy Waiting Times - Radical (Days) < 28

Radiotherapy Waiting Times - Palliative (Days) < 14

Delayed Transfers Of Care  (% of occupied bed days) < 3.5%

Cancelled Operations On The Day Of Surgery - Rebooked Within 28 Days 100.0%

Bed Occupancy  (Midnight) <=82% >95%

Length Of Stay  (Elective & Non-Elective Inpatients - Rolling 12 Months) < 6.4 > 7.0

18 Weeks Compliance - Admitted Patients 90.0%

Diagnostic Waiting Times - PET/CT/MR 6 Weeks

18 Weeks Compliance - Incomplete Pathways 92.0%

18 Weeks Compliance - Non-Admitted Patients 95.0%

Cancelled Operations On The Day Of Surgery 0

Patients Waiting >52 Weeks 0

Performance Dashboard - 2017/18
Performance

Indicator Target / Thresholds 17/18
Overall NHSI Risk Rating (*monitoring system change Oct-16) 1 2 3
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1. Responsive 
 
1.1 National Standards 
 

 
1.1.1 Cancer Standards – 62 Days 

 
1.1.2 Cancer Standards – 31 Days 

 

 
 
 
 
  

National Standard Standard / Threshold Apr-17 May-17
Cancer Standards - 62 Days 85% 87.1% 87.7%

Cancer Standards - 31 Days 96% 97.0% 98.9%

18 Weeks - Incomplete Pathw ays 92% 98.9% 99.2%

Diagnostic Waiting Times - CT 100% 100%

Diagnostic Waiting Times - MRI 100% 100%

Radiotherapy Average Waiting Times - Palliative 14 Days 10 9

Radiotherapy Average Waiting Times - Radical 28 Days 26 25

Delivering Same Sex Accommodation - Breaches 0 0 0

6 Weeks

60.0%

65.0%

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

62 day CWT 62 day (Adjusted) 62 Day Standard

60.0%

65.0%

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

Q1 16/17 Q2 16/17 Q3 16/17 Q4 16/17

62 day CWT 62 day (Adjusted) 62 Day Standard

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

100.0%

31 Day Performance 31 Day Standard

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

100.0%

31 Subsequent (drug) 31 Subsequent Standard (drug)

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

100.0%

31 Subsequent (XRT) 31 Subsequent Standard (XRT)

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

100.0%

31 Subsequent (surgery) 31 Subsequent Standard (surgery)
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1.1.3 18 Weeks – Incomplete Pathways 

 
1.1.4 Diagnostic Waiting Times – CT 1.1.5 Diagnostic Waiting Times – MRI 

 
1.1.6 Radiotherapy Waiting Times 

 
1.1.7 Delivering Same Sex Accommodation 1.1.8 70 Day Target 

 
 
 
 
 
 

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

100.0%

18 Weeks Incomplete Incomplete Standard

60.0%
65.0%
70.0%
75.0%
80.0%
85.0%
90.0%
95.0%

100.0%

CT - 4 Wk Compliance CT - 6 Wk Compliance

6 Week Standard

60.0%
65.0%
70.0%
75.0%
80.0%
85.0%
90.0%
95.0%

100.0%

MRI - 4 Wk Compliance MRI - 6 Wk Compliance

6 Week Standard

0

2

4

6

8

10

12

14

Palliative Avg Waiting Time Palliative Threshold

0

5

10

15

20

25

30

Radical Avg Waiting Time Radical Threshold

0

1

DSSA Breaches DSSA Standard

0

10

20

30

40

50

60

70

16-17 Q3 16-17 Q4

Actual Predicted

 
32



  

1.2 Trust Internal Standards 
 

 
 
1.2.1 31 Day Internal Standard 
 

1.2.2 Pharmacy Waiting Times   

 
 
1.2.3 Chemotherapy Waiting Times  

 
 
 
1.2.4 Cancelled Operations On The Day For 

Non-Clinical Reasons 
1.2.5 Number of Surgical Operations 

 
 
 
 
 

Trust Internal Standard Standard / Threshold May-17
31 Day Internal Standard 85% 88.7%

Pharmacy Waiting Times 80% 74.3%

Chemotherapy Waiting Times - All patients 80% 91.2%

Chemotherapy Waiting Times - 2 Day patients 90% 94.9%

Cancelled Operations On The Day For Non-Clinical Reasons 0 2

Number of Surgical Operations — 231

Number of PET Scans — 585

Inpatient Length Of Stay 7 Days 7.00

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

100.0%

31 Internal Day 31 day Internal Standard

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

Waiting Time Compliance Threshold

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

Waiting Time Compliance - ALL Pat ients Threshold

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

Waiting Time Compliance - 2 Day Patients Threshold

0

1
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3

4

Cancelled Operations On The Day - Non Clinical Reasons

Threshold

0

50

100
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200
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300
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Number of Surgical Operations Undertaken
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1.2.6 Inpatient Length Of Stay – ALL (Rolling 
12 Months)  

1.2.7 Elective & Non Elective (Rolling 12 
Months LOS)

 
1.2.8 Transfers (Rolling 12 Months LOS) 1.2.9 Number of PET Scans

 

 
 
1.2.10 Recruitment To Time & Target 1.2.11 Patients Recruited To Trials 

 
1.2.12 New Studies Opening To Recruitment 

 

1.2.13 Studies Open To Recruitment Or In 
Follow Up 
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1.3 Activity 
 

 
 

1.3.1 Summary Activity – In Month & YTD 

 
 

 
 
1.3.2 1st Cut Data 

 
 
 
 

Point of Delivery Plan Actual Variance
Day Cases 918 943 2.75%

Elective 445 385 -13.56%

Non Elective Emergency 442 478 8.11%

Non Elective Non Emergency 17 13 -24.99%

OP First Attendances 1345 1311 -2.54%

OP Follow up Attendances 7609 7579 -0.40%

Telephone Consultation 2253 2496 10.81%

Homecare Treatments 170 159 -6.57%

OP Follow up Attendances Chemotherapy Review 3922 4604 17.39%

OP Follow up Attendances Radiotherapy Review 1436 1545 7.56%

Supportive Care Hormonal Drug Review 461 394 -14.59%

OP Procedures 963 951 -1.28%

AHP Attendances 704 328 -53.40%

Chemotherapy Delivery 5285 5599 5.94%

Radiotherapy Treatment 9046 8817 -2.53%

Month 2 Activity 35017 35602 1.67%
Month 2 Cumulative Activity 65611 67122 2.30%

Core / 
Unbundled

Point of Delivery High Level Total Plan Total Activity Variance % Variance Total Plan £ Total Actual £ Variance £

Day Cases 918 943 25 2.75% £576,375 £636,867 £60,492
Elective 445 385 -60 -13.56% £2,308,031 £2,612,608 £304,576
Non Elective Emergency 442 478 36 8.11% £1,096,154 £1,161,821 £65,667
Non Elective Non Emergency 17 13 -4 -24.99% £88,205 £91,672 £3,467
OP First Attendances 1345 1311 -34 -2.54% £280,168 £279,095 -£1,073
OP Followup Attendances 7609 7579 -30 -0.40% £781,974 £781,655 -£319
Telephone Consultations 2253 2496 243 10.81% £69,708 £86,978 £17,270
Homecare Treatments 170 159 -11 -6.57% £187,372 £208,608 £21,236
OP Followup Attendances Chemotherapy Review 3922 4604 682 17.39% £439,508 £515,833 £76,325
OP Followup Attendances Radiotherapy Review 1436 1545 109 7.56% £160,899 £173,068 £12,169
Supportive Care Hormonal Drug Review 461 394 -67 -14.59% £51,940 £44,374 -£7,566
OP Procedures 963 951 -12 -1.28% £198,175 £194,409 -£3,766
AHP Attendances 704 328 -376 -53.40% £68,111 £36,060 -£32,052
Chemotherapy Delivery 5285 5599 314 5.94% £1,547,441 £1,653,023 £105,582
Radiotherapy Treatment 9046 8817 -229 -2.53% £1,292,925 £1,265,372 -£27,553

35,017 35,602 585 1.67% £9,146,985 £9,741,441 £594,456
Figures are an extract from the Trust’s total activity position.

May

Core

Unbundled

Grand Total

Core / 
Unbundled

Point of Delivery High Level Total Plan Total Activity Variance % Variance Total Plan £ Total Actual £ Variance £

Day Cases 1704 1766 62 3.62% £1,070,410 £1,201,319 £130,909
Elective 827 775 -52 -6.31% £4,286,344 £4,963,067 £676,723
Non Elective Emergency 870 918 48 5.51% £2,156,947 £2,253,544 £96,597
Non Elective Non Emergency 34 22 -12 -35.48% £173,564 £138,589 -£34,976
OP First Attendances 2442 2415 -27 -1.11% £507,531 £510,513 £2,981
OP Followup Attendances 13827 14034 207 1.50% £1,418,151 £1,440,588 £22,436
Telephone Consultations 4387 4837 450 10.27% £134,672 £168,531 £33,859
Homecare Treatments 316 299 -17 -5.39% £347,977 £334,268 -£13,708
OP Followup Attendances Chemotherapy Review 7538 8886 1348 17.88% £844,787 £995,579 £150,791
OP Followup Attendances Radiotherapy Review 2684 2864 180 6.70% £300,670 £320,819 £20,149
Supportive Care Hormonal Drug Review 908 741 -167 -18.35% £102,155 £83,470 -£18,685
OP Procedures 1746 1825 79 4.52% £358,423 £379,207 £20,784
AHP Attendances 1307 742 -565 -43.23% £126,492 £69,897 -£56,595
Chemotherapy Delivery 10117 10537 420 4.16% £2,958,142 £3,122,727 £164,586
Radiotherapy Treatment 16904 16461 -443 -2.62% £2,416,072 £2,381,450 -£34,622

65,611 67,122 1,511 2.30% £17,202,339 £18,363,568 £1,161,230
Figures are an extract from the Trust’s total activity position.

YTD

Core

Unbundled

Grand Total

1st Cut of Data Total Activity Refreshed Total Activity 1st Cut Variance Refreshed Variance
Apr-17 31305 31520 3.18% 3.03%

May-17 35602 1.67%
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1.3.3 External Referrals 

 
1.3.4 Activity Against Plan 
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1.4 Infection Control 
 

 
1.4.1 MRSA Bacteraemia 1.4.2 C-Difficile 

      
 
1.4.3 MSSA Bacteraemia 1.4.4 GRE Bacteraemia

  
1.4.5 E-Coli 1.4.6 Klebsiella Species 

  
1.4.7 Pseudomonas Aeuriginosa 

 

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 0

National Threshold 0 0 0 0 0 0 0 0 0 0 0 0

C-Diff icile Avoidable 0 0

C-Diff icile Unavoidable 2 3

C-Diff icile Avoidable + Unavoidable 2 5

C-Diff icile Avoidable + Unavoidable Threshold 2 3 5 6 8 10 11 13 14 16 17 19
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1.5 Financial Summary In Month 
 

1.5.1 Income & Expenditure 

 
 
• The month 2 EBITDA position is reporting a 

surplus of £3,787k (£486k below plan). 
• The month 2 I&E surplus is £1,570k (£414k 

below plan). 
• The Trust is achieving (£67k 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. 
 

1.5.2 Trust Performance Against Budgets 

 
 
1.6 Balance Sheet & Liquidity 

 
• Cash balances stand at £25,313k (71.2% of 

plan), linked to the timing of capital project 
cash flows between the two financial years. 

• Debtor days have increased to 27 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 96.2% of the 
NHSI plan. 
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UOR - Financial Sustainability Balance sheet sustainability - Capital service cover (times) 20% 2.5 1.75 1.25 2.7 1 

UOR - Financial Sustainability Liquidity - Liquidity (days) 20% 0 -7 -14 40.7 1 

UOR - Financial Eff iciency Underlying performance - I&E margin (%) 20% 1% 0% -1% 3.9% 1 

UOR - Financial Controls Variance from plan - I&E margin variance (%) 20% 0% -1% -2% 1.0% 1 

UOR - Financial Controls Agency Spend (%) 20% 0% 25% 50% -34.8% 1 

Overall NHSI Risk Rating Use of Resources (UoR) Metrics 1 2 3 1
Income & Expenditure: YTD Overall f inancial position variance (%) - (underspend)/overspend against plan - bottom line <0% <0 to 3% >3% 20.9% 

Income & Expenditure: YTD Overall f inancial position variance (%) - (underspend)/overspend against plan - control total <0% <0 to 3% >3% -3.9% 

CIP Performance Underperformance against target - In year to current month (%) excluding reserves mitigation <80% <80 to 100% >100% 15.9% 

CIP Performance Underperformance against target - Full year impact - in year (%) <80% <80 to 100% >100% 51.5% 

CIP Performance Underperformance against target - Full year impact - recurrent (%) <80% <80 to 100% >100% 72.9% 

Capital Expenditure Exchequer Capital Spend to date (£'000) £7,940k
Cash Balance Current balance to date (£'000) £25,313k
Cash Balance Percentage of planned value >90% 80-90% <80% 71.2% 

Principal purpose cap Income derived from principal purpose exceeds income derived from other purposes <50% <50% to 99% >100% 35.3% 

Debtor Days Average length of time debt is outstanding <12 <15 >16 27 

Public Sector Payment Policy Trade creditors paid cumulatively w ithin 30 days (%) >95% 90-94% <90% 96.6% 

Public Sector Payment Policy Trade creditors paid cumulatively w ithin 10 days (%) >80% 65-80% <65% 76.8% 

M
ay

 2
01

7

M2 
Target

Trust Objective Themes & Performance Indicators

W
ei

gh
t

Tolerances

C
ur

re
nt

 M
on

th
 D

at
a

N
H

SI
 ri

sk
 ra

tin
g

Ap
ril

 2
01

6

0

2000

4000

6000

8000

10000

12000

14000

Actual (£000's) Trust Plan

0.0
5.0

10.0
15.0
20.0
25.0
30.0
35.0
40.0
45.0

Liquidity Days - Actual Plan

 
38



  

1.6.1 Exchequer Cash Balances 1.6.2 % Staff Clinical-Non-Clinical 

 
 

1.6.3 Aged Debt 
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1.7 CIP 
 
The annual target for CIP in 2017-18 is £9.5m in year and £7.5m recurrently.  As at month 2,  
£4,606,458 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. 

 
 
• Within month 2, 12 PIDs were submitted.  PIDs were completed in month to release £289,464K in year 

savings and £289,464K recurrently.  
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• The Trust has not achieved the Q1 target of 30% of CIP identified.  
 

 
 
1.8 Agency 
 

 
 
1.9 Exception Reports 
 

 
 
 
 

Quarter Target Actual Actual + Risk Assessed Value of Schemes
Q1 30% 27% 31%

Q2 50%

Q3 88%

Q4 100%

Division / Area of Spend Apr May
Cancer Centre Services £6,963 £10,529
Cancer Netw orked Services £8,564 £16,225
Finance & Business Development £5,248 £35,453
Estates & Facilities
Human Resources
Medical Physics
Junior Doctor Cover
Research & Development
PMO £13,517 £18,855
TOTAL Actual - in month £34,292 £81,062
NHS Improvement Expenditure Ceiling - in month £88,500 £88,500
% of Ceiling Used - in month 39% 92%
TOTAL Actual - cumulative £34,292 £115,354
NHS Improvement Expenditure Ceiling - cumulative £88,500 £177,000
% of Ceiling Used - cumulative 39% 65%
% of Total Pay Bill (Target) 1% 1%
% of Total Pay Bill (Actual) 0.36% 0.81%

Indicator Threshold Apr-17 May-17 YTD
Hospital Cancelled Operations On The Day of Surgery 0 3 2 5

Expected Date of Performance Delivery
30/06/2017

Impact
Patient experience - Wasted resource

Executive Lead
Chief Operating Officer

Issue
1) Gynae-Oncology patient cancelled on the day due to inadequate planning.  

2) Urology patient cancelled on the day due to the theatre list being overbooked.

Proposed Action

1) Consultant to plan listings appropriately to ensure any support required is planned and adhered to.  This w ould ensure that the appropriate support is 
present and communicated to all members of the team.  Weekly diary meetings to review  listings and discuss any issues.

2) Weekly diary meetings to be introduced for Urology, w here theatre lists w ill be review ed to check that all patients booked are on the electronic system, 
and that lists are booked to reasonable capacity. Assistant Chief Operating Officer for CCS is also review ing processes around w aiting list coordination.

Assessing Improvement

The number of cancellations has reduced this month how ever both of these cancellations could have been prevented by having different scheduling 
processes.
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Indicator Apr-17 May-17
Pharmacy Waiting Times 73.5% 74.3%

Expected Date of Performance Delivery
31/07/2017

Threshold
80%

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 due to reduced staff ing 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.

Executive Lead
Chief Operating Officer

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.

Indicator Threshold Apr-17 May-17 YTD
<7.0 6.98 7.0 7.0

Expected Date of Performance Delivery
01/08/2018

Impact
None

Executive Lead
Chief Operating Officer

Issue

There has been a steady increase in non elective and elective stay since January 2017. This reflects a steady increase in the  zero length of stay 
admissions - (non elective 78 - 107, elective 1036 - 1121 average patients). As the zero length of stay admissions are not included in the overal length of 
stay calculation denominator, this is has a detrimental impact on the overall length of stay.    Follow ing the introduction of the Enhanced Supportive Care 
Clinic, an average of 16 admissions per month have been avoided.                                                                                                             

Proposed Action

To review  the  impact of trust initiatives for reducing length of stay and/or introduce a new  performance monitoring threshold for length of stay. 

Assessing Improvement
Monthly performance reporting and performance review s.
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Threshold May-17
>90% 71.2%

Expected Date of Performance Delivery
Quarter 2 2017-18

Executive Lead
Executive Director of Finance

Indicator
Cash Balance % of Planned Value

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.

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 f low s and reduced w orking balances.  In addition, cash is below  plan in month predominantly due to 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

Indicator Threshold Q3 16/17 NEW 
HRA METRIC

Q3 16/17 OLD 
NHSP METRIC

YTD

70 Day Research Study Set Up 80.0% 6.9% 75.0%

Expected Date of Performance Delivery
Q3 2017/18

Impact

Potential missed opportunities for patients to participate in a clinical trial.
Impact on recruitment levels.
Reputational damage for a national performance metric. 

Executive Lead
Executive Medical Director

Issue

Absolute compliance for 70-day target following new national HRA process = 6.9% for Q3 16/17 

Currently there are tw o sets of 70-day data being submitted in parallel:
 
1. The original 70-day data has been submitted and reported since October 2012.  We peaked at 96.6% and have taken a dip to 75% in 
this most recent return for Q3 16/17.  Currently there are only 6 months data being returned as studies are no longer follow ing the old 
NHS Permission process.  These data sets are adjusted as valid reasons for delay are taken into account.  

Data for the old NHS Permission process has not been reported in the Q4 16/17 report and w ill not be reported going forw ard.

2. The new  70-day data, w hich follow s the new  national HRA process, have been submitted to the NIHR since April 2016.  Data has 
been included in the most recent Q3 16/17 return for the f irst time w hich w e received March 2017.  It must be noted that valid reasons 
w ere not taken into account, resulting in a f igure of 6.9% absolute complaince.  

Data for Q4 16/17 w ill take into account valid reasons for delay and this is w hat w ill be reported going forw ard.  Absolute compliance 
by Trust w ill not be reported going forw ard, only an overall f igure for the UK w ill be presented.

Note: 
Q3 16/17 covers the time period 01 January 2016 to 31 December 2016
Q4 16/17 covers the periosd 01 April 2016 to 31 March 2017
Q4 16/17 data w ill be published sent to all responding Trust's CEOs on 23rd June 2017.

Proposed Action
1. A comprehensive review  of the trial set up process is being undertaken to help to streamline the process. 
2. Core R&D w ill now  take leadership of this process and ow nership of the new  HRA data and w ill process this centrally.
3. We have review ed all studies previously submitted to ensure day zero has been consistently applied (signif icant changes have 
been made to date)
4. Continue meetings w ith Pharmacy, Radiology and Pathology to ensure capacity/study issues are addressed.
5. R&D Project Initiation dashboard to be used by all to ensure everyone is linked to the same data
6. Increased education and training around 70 day guidelines for trial set up at all levels.  This includes meeting w ill all Service 
Department Operational Leads.
7. Weekly performance meetings to review  delays in trial set up including an escalation process to resolve delays in real time
Assessing Improvement
HRA 70 day metrics to improve to 80% compliance taking into account valid reasons by end 2017.
Q4 16/17 target (data to End June 2017, submission End July 2017) = 60%
Q1 17/18 target (data to End Septemeber 2017, submission End October 2017) = 70% 
Q2 17/18 target (data to End December 2017, submission End January 2018) = 80%
Real time reporting on 70 day metrics available to all staff.
Comprehensive review  of trial set up process - Sept 2017
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2. Safe 
 
2.1 Safe Staffing 
 

 
2.1.1 Breakdown By Ward 

 
 
2.2 Bed Occupancy 
 

 
 
 

DAY NIGHT
Hours Hours

Registered Nurses
Total monthly PLANNED 16896 11927

Total monthly ACTUAL 16194 11463.25
Average Fill Rate % 95.8% 96.1%

Care Staff
Total monthly PLANNED 8180 3123.5

Total monthly ACTUAL 7907.5 3204.25
Average Fill Rate % 96.7% 102.6%

ALL Staff
Total monthly PLANNED 25076 15050.5

Total monthly ACTUAL 24101.5 14667.5
Average Fill Rate % 96.1% 97.5%

Hours Planned Hours Actual Hours Planned Hours Actual
Critical Care Unit 1600 1550 1612.5 1612.5
Palatine Trt Centre 3516.5 3412.5 2425 2262.5
10 Ward-Surg Onc Unit 1624 1586 1275 1287.5
11 Ward 2030.5 1960.5 1433.5 1374.75
12 Ward 2287.5 2234 1421.75 1386.5
04 Ward 2625.5 2484 1539.25 1457
Oncology Assessment Unit 2387.5 2142.5 1500 1362.5
01 Ward 824.5 824.5 720 720
TOTAL 16896 16194 11927 11463.25

Hours Planned Hours Actual Hours Planned Hours Actual
Critical Care Unit 620 600 100 100
Palatine Trt Centre 1163.5 1001 775 762.5
10 Ward-Surg Onc Unit 1084.5 1072 412.5 412.5
11 Ward 1182.5 1153 387.75 493.5
12 Ward 1277.5 1277.5 411.25 411.25
04 Ward 1520.5 1518 587.5 587.5
Oncology Assessment Unit 910.5 897 437.5 425
01 Ward 421 389 12 12
TOTAL 8180 7907.5 3123.5 3204.25

Registered Nurses DAY NIGHT

97.7% 101.0%
97.0% 93.3%

% Fill Rate % Fill Rate
96.9% 100.0%

94.6% 94.7%
97.7% 97.5%
96.6% 95.9%

95.8% 96.1%
100.0% 100.0%
89.7% 90.8%

Care Staff DAY NIGHT
% Fill Rate % Fill Rate

98.8% 100.0%
86.0% 98.4%
96.8% 100.0%

99.8% 100.0%
100.0% 100.0%
97.5% 127.3%

96.7% 102.6%
92.4% 100.0%
98.5% 97.1%
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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%
May-17 63% 97% 96% 97% 97% 79% 89% 89% 50%

Efficiency Benchmark = 82%
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2.3 Clinical Incidents 
 

 
 
2.4 Pressure Ulcers 
 

2.5 Inpatient Falls 

  
2.6 Clinical Governance 
 

2.6.1 Inquests 

 
2.6.2 Claims & payments 

 
2.6.3 Serious Incident Panels 

None 
 

Grade Incident Type Additional Details Location
Grade 3 

(Moderate)
Patient Fall Inpatient fall resulting in a subdural haematoma and frontal bone fracture WARD11

Cut from sharp object Patient broke a glass and sustained a cut Ward 4

Extravasation Extravasation during administration of chemotherapy Ward 4

Fall Inpatient tripped and fell resulting in laceration to eyebrow OAU

Fall Inpatient sustained bruising to cheek after fall Ward 12

Medical equipment Fault w ith high f low  system during patient transfer Ward 4

Extravasation Extravasation during administration of chemotherapy CTU

Communication Medication omitted as w ritten up in casenotes but not on drug kardex Ward 12

Extravasation Extravasation during administration of phosphates OAU

Pressure ulcer Grade 2 pressure ulcer to scrotum Ward 11

Cut from sharp object Patient dropped a plate w hich broke and cut leg Ward 4

Fall Outpatient fall resulting in A&E attendance ORTC

Collision w ith object During transfer patient caught foot on footplate of MR-safe w heelchair MR Unit

Prescribing Patient became unresponsive after dose of sedative prior to cannulation OAU

Extravasation Extravasation during administration of contrast CT

Patient care and monitoring Patient had not been referred to district nurses for dressing of open w ounds during trial treatment CTU

Grade 2 
(Minor)
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Coroner Staff called Verdict
Bolton YES Natural Causes

Bolton NO Industrial Disease

Bolton YES Died as a consequence of naturally occurring disease exacerbated by recognised complications of necessary chemotherapy 
treatment.

Manchester YES Died from recognised but rare complications and side effects of stem cell transplant on a background of multiple co-morbidities 
including subdural haemorrhage.

Bolton NO Natural Causes

Manchester NO Died as a result of recognised complications of necessary treatment for B-cell prolymphocytic leukaemia.

Bolton YES
Patient died as a consequence of naturally occurring disease, being Pneumonia, and recognised complications of the insertion of 
a Hickman Line, w here anti biotic treatment w as not administered for a period in excess of 4 days prior to her death. There w as 
no clinical care at The Christie.

May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17
Clinical Negligence 11 12 11 12 12 13 14 14 18 17 16 16 15

Employer Liability 9 8 7 7 7 6 5 5 5 6 5 5 4

Public Liability 2 1 1 1 1 1 1 1 1 1 2 2 2

Payments £0 £0 £2,864 £0 £0 £0 £22,250 £7,207 £0 £0 £0 £0 £0
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2.6.4 Executive Reviews 

 
2.6.5 Top Operational Risks 
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Control measures 

1 
NEW 

2017/18 Recurrent Trust Wide Cost 
Improvement Programme not 
achieved 

16 30th Jun 
2017 

• Improvement Boards continued from 16/17, accountable 
to Portfolio Board. Closing the gap events taking place 
within divisions and improvement boards. 

• Shared learning with other providers on potential 
schemes for delivery 

2 
 

Risk to objectives delivered through 
CWP 16 30th Sep 

2017 

• Weekly executive meeting in place to oversee actions 
associated with this risk that has been identified and 
agreed. 

3 
  

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 

16 30th Jun 
2017 

• Staff working bank shifts but not sustainable long-term. 
• Staff engagement programme. 
• Recruitment and retention strategy 
• Improvement programme in development 
• Bespoke recruitment day held in May 2017. Appointed 7 

x trained staff. Target to recruit 12 x staff by end of 
Summer 2017 

4 
 

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 30th June 
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 
• Remedial works to water flow on ward 11 being 

undertaken reduces immediate need to decant from 
ward 3. 

5 
NEW 

Increased number of deferrals for 
treatment, acute admissions and 
inter-hospital transfers due to 
demand outstripping current bed 
capacity 

15 30th June 
2017 

• Utilisation of non-Oncology beds to manage peaks in 
demand  

• Agreed funding and recruitment to extend the opening 
hours of the PAT Suite  

• Bed modelling to understand current and future bed 
capacity requirements to inform new build  

• Communication with local hospitals to ensure the 
treatment plan of patients under their care is 
appropriate.  

• Short term review of options to address including 
staffing additional areas, changing admission criteria. 

• Review of Bed management / patient flow policy 

Date of 
executive 

review

Incident 
Report 

Number

Incident 
Date Description Root Cause

04/05/17 W33258 23/03/17 Dispensing labelling error •
Devise and undertake audit of self 
checking and present f indings to Safe 
Medicines Practice Committee

Human error by 2 separate 
individuals relating to dispensing and 
checking of medicine

•

Amend medication database for the CWP 
discharge form for all liquid forms of 
Controlled Drugs to default to milligrams not 
millilitres. 

• Add f lag for any changes to the original 
prescription

• Revise ketamine information leaflet for GPs 
and patients

• Implementation of  a live electronic bed 
management system w ithin CWP

• Ratif ication of Divert, Defer and Escalation 
SOP

25/05/17
W30394 

& 
W32974

Various Missing high risk alerts on blood sample •

These incidents had been brought to ERG 
at the request of the R&D team for 
discussion but the panel felt that it w ould 
have been more appropriate to discuss in 
an operational meeting.  There w ere no 
concerns about universal precautions.

N/A

25/05/17 W33732 13/04/17 Incorrect frequency of chemotherapy 
regimes

• Reported as a Serious Incident
For further ERG and SI panel

Prescribing & screening error

Outcome

Human error compounded by system 
error18/05/17 W33194 06/01/17 Incorrect dose of ketamine

18/05/17

W33348, 
W33223 

& 
W33324

Various
Patient  not follow ed up after call to hotline 
and delay in declaring an available bed Communication failure / delay
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Control measures 

6 
 

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 Jul 
2017 

• Utilisation of international training fellowships and 
research fellowships 

• 4 x vacancies as follows: 
• 1 x Colorectal – appointed commencement date Oct 

2017 
• 2 x Urology vacancies – 1 x recruited commences June 

2017. ITF being explored for gaps Aug 2017 
• 1 x Plastics vacancy appointed, commencement date 

Sept 2017 
• Gynaecology forecast 1 x vacancy due to Deanery non 

allocation of trainee 
 
 

3. Effective 
 
3.1 Clinical Effectiveness 
 

3.1.1 Treatment Survival 

 

 
3.1.2 Wrong Route Chemotherapy 3.1.3 Critical Care Unit Mortality Rates 

  
 
 

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

100.00%

Radical XRT 90 day survival rate

76.00%

78.00%

80.00%

82.00%

84.00%

86.00%

88.00%

90.00%

92.00%

Palliative XRT 30 day survival rate

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

100.00%

Final chemotherapy 30 day survival rate

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

100.00%

30 day post surgery survival rate

0

10

20

30

40

50

60

Intrathecal administrat ions Wrong route chemotherapy

0.00%

2.00%

4.00%

6.00%

8.00%

10.00%

12.00%

Unit mortality Total mortality

 
 

47



  

3.1.4 Inpatient Deaths 

 
 

4. Caring 
 
4.1 Patient Satisfaction Surveys & Outpatient Satisfaction Surveys 
 

 

 
4.2 Complaints 
 

 

May-17
Elective/planned admission 2

Non Elective/emergency admission 20
TOTAL 22

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

(Each death can have more than one trigger) 8

Chemotherapy w ithin 30 days of death 1
Cause of death unknow n 1
Post mortem - recent fall 1

Medication error 1
Death occurred on CCU 4

Other reasons 8
Other triggers for SCR

Number of NHS Christie onsite deaths

Death reported to coroner

Questions Strongly Agree Agree Disagree % Rec % Not Rec
Acceptable IP admission w aiting time 39 18 3 95.0% 5.0%
Acceptable OP treatment w aiting time 39 40 16 83.2% 16.8%
Acceptable OP test w aiting time 8 4 1 92.3% 7.7%
Informed of pharmacy w aiting time 8 11 3 86.4% 13.6%
Informed of medical physics scan w aiting time 10 0 0 100.0% 0.0%
Acceptable w aiting time to be seen by doctor 57 112 25 87.1% 12.9%
Treated w ith respect by staff 301 109 1 99.8% 0.2%
Involved in decisions 234 121 5 98.6% 1.4%
Given enough privacy 247 110 3 99.2% 0.8%
Access to call bell 60 6 1 98.5% 1.5%
Member of staff to talk to 217 140 6 98.3% 1.7%
Treated w ith compassion 248 101 2 99.4% 0.6%
Received required care 252 110 2 99.5% 0.5%
Received necessary information 246 141 3 99.2% 0.8%
Received suff icient pain control 219 120 2 99.4% 0.6%
High standard of cleanliness 277 124 3 99.3% 0.7%
Recommend Christie services 327 74 2 99.5% 0.5%

TRUST Score 2462 1267 76 98.0% 2.0%

97.00%

97.50%

98.00%

98.50%

99.00%

99.50%

100.00%

Recommended %

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

Not Recommended %

Complaint Grade Primary Concern by Complainant
1 2 Operation cancelled at the last minute 

2 2 Wrong type of scan ordered

3 2 Appointment cancelled last minute, delay in arranging scan

4 2 Inpatient due to be transferred to another trust but booked ambulance did not turn up 

5 2 Chemotherapy delays

6 2 Delay in treatment f inishing, poor organisation and communication re transport

7 2 Breach of confidentiality

8 4 Clinical treatment and poor communication 
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4.2.1 Complaints Comparison 4.2.2 PALS Contacts 

  
 
4.3 Friends & Family Test 
 
4.3.1 Inpatients 4.3.2 Outpatients 

   
4.3.3 Inpatients by Ward 

 
 
4.4 Staff Friends & Family Test 
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Threshold % Recommended

88.00%
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Threshold % Recommended

1 - 
Extrem

ely 
Likely

2 - Likely

3 - Neither 
likely nor 
unlikely

4 - Unlikely

5 - 
Extrem

ely 
unlikely

6 - Don't 
Know

01 Ward (Dept 33) 48 6 1 0 0 0 55 55 100.0%

04 Ward (Dept 52) 47 7 0 1 0 0 58 55 94.8%

10 Ward-Surg Onc Unit (Dept 4) 111 4 3 0 1 1 135 120 88.9%

11 Ward (Dept 4) 5 0 0 0 0 2 66 7 10.6%

12 Ward (Dept 4) 13 1 0 1 1 0 65 16 24.6%

CTU Inpatient Ward (Dept 1) 3 0 0 0 0 0 4 3 75.0%

Endocrine Ward (Dept 63) 10 1 0 0 1 0 23 12 52.2%

Haematology Day Unit (Dept 26) 33 2 0 0 0 0 85 35 41.2%

Integrated Procedure Unit (Dept 2) 80 7 1 0 1 0 183 89 48.6%

Oncology Assessment Unit (Dept 14) 33 3 0 0 0 0 157 36 22.9%

Palatine Ward (Dept 27) 10 0 0 0 0 1 51 11 21.6%

Planned Admission & Transfer Suite (Dept 25) 13 0 0 0 0 0 39 13 33.3%

Surgical Day Case Unit (Dept 48) 1 0 0 0 0 0 3 1 33.3%

The BMR Unit (Dept 16) 36 2 0 0 0 0 68 38 55.9%

Total 443 33 5 2 4 4 992 491 49.5%

Ward name

Total responses in each category for each ward Total 
Number of 

people 
eligible to 
respond

Total 
responses 
for each 

ward

Response 
rate for each 

ward
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4.5 Executive Walk rounds 
 
2nd May 2017 – Palatine Ward – Chief Operating Officer 
 Things to be proud of: 

• Supportive team, worked together to get through a difficult time when Palatine Ward first opened 
• Team that appreciates everyone’s contribution, particularly with the patients. If some team members are very 

involved with one patient they are confident that other team members will spend time with the patients they 
are unable to see 

• Team building activities take place (e.g. rounders team) 
• Introduction of HCA co-ordinator 
• Housekeepers meeting and sharing responsibilities 
• Good relationship with medical staff, support each other 
• Achieved “You made a difference” team award 
• Achieved Gold CODE award 
• Team members attended conference in France with poster on Patient Group Directives (PGD) 
• Team considers new ways of working to improve patient care e.g. deep cleaning of rooms only when 

required resulting in quicker admissions,  nurses trained to assess and give antibiotics (PGD), recruitment of 
scheduler 

Challenges: 
• Introducing the i-chemo system to the ward with minimum disruption 
• Redesigning the treatment room so that it is easier to work in 

Things to take forward: 
• Consider how links can be improved with other parts of the organisation 
• Consider suitable team building activities 

10th May 2017 – Switchboard – Executive Director of Nursing and Quality. 
 Things to be proud of 

• Good team who love their job and carry it out professionally, answering around 3000 calls a day 
• Maintained service for 15 months to date despite the considerable noise from the adjacent development of 

the IPU 
Challenges 

• Noise levels from the IPU building work which can prevent the operator hearing the caller (and has 
sometimes resulted in calls not being answered) 

• Lack of escalation for hotline calls  
• Callers holding with switchboard sometimes for 20 minutes when the hotline staff are unable to answer them 
• Outreach team recently stopped taking calls and registrars/FY2s will not take them either without access to 

the notes 
• Environment  
• Team recently told their location is to change from within the new IPU to a smaller windowless office on the 

porters’ corridor 
• Currently no access to fresh air and air conditioning not working for three weeks   

Things to take forward/consider 
• Review content of patient information regarding the Hotline (including card and call waiting messages) to 

minimise inappropriate calls to switchboard 
• Ensure business continuity plans are in place for switchboard 
• Investigate possibility of upgrading contact information via Blick Stanley to replace current notebooks and 

files with an electronic system 
• Education to internal staff re use of the staff directory on the intranet rather than calling switchboard, 

including at night (also requires staff to update information on the directory) 
• Obtain access to call data to allow the team to contribute suggestions for improvement (including staffing 

levels in light of new onsite developments) 
26th May 2017 – Ward 10 – Executive Medical Director 
Things to be proud of: 

• Staff are proud of their team, regarding colleagues as hardworking and demonstrating good teamwork. 
• Staff express job satisfaction and are proud of achieving Christie CODE re-validation. 
• Staff very happy working on ward 10 

 
Challenges: 

• Staff turnover seems to be increasing resulting in periods with several staff vacancies. Although posts have 
been recruited to, there are inevitable delays when new recruits are still students. Increasing patient acuity 
fuelled by more complex surgery and medical outliers has exacerbated the challenge of staffing resources. 

• A limited phlebotomy service presents another challenge for ward nurses, when often many blood samples 
are requested 

• The current building work noise has been distracting 
• Frustrations were expressed with CWP and replication of effort with information having to be entered more 
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than once 
• Staff also highlighted that funding limitations have resulted in a lack of access/delayed access to educational 

courses 
Things to take forward: 

• A call for improvements to CWP nursing documentation to make it more streamlined with less repetition 
• Consideration of a return to internal rotation between Ward 10 and Ward 1 to enable a balance of work 

intensity. 
• Urgently address a ‘sparking’ computer in the doctor’s office (this was brought to the attention of the nurse in 

charge at the time) 
• Consideration of a system between theatre and ward staff, where staff can visit each other’s department so 

both parties have a better understanding of the challenges in the area. This might foster more cooperative 
working. 

30th May 2017 – Radiopharmacy – Director of Fundraising and Corporate Affairs 
Things to be proud of: 

• Open and transparent team working, staff work well as a team 
• Reputation of The Christie is very important to staff – 7 hospitals are supplied with radiopharmaceuticals 
• Committed to work to produce isotopes to go out to other trusts in as timely a way as possible and to meet 

emergency requests – even working additional hours to ensure this happens  
• Development of the Gallium service 
• Production of a comprehensive development strategy for the radiopharmaceutical service within a very short 

timeframe  
Challenges: 

• Staff retention – staff receive excellent training in a complex work activity and then move to other trusts to 
work in similar posts on a higher band 

• Unable to participate in some research trials owing to insufficient capacity 
• Unable to undertake ongoing continuing professional development as resources are stretched 
• Frustration around practicalities of management of contractors policy.  The department has followed the 

process in a timely way but are frustrated when security has not then been informed of a contractor coming 
on site – a lot of time is wasted in a busy work schedule to then address this 

• Frustration when estates work is undertaken with no consideration of implications for radio-pharmacy 
• 2nd HPLC machine is needed 

Things to take forward: 
• HR to be invited to speak to team about grading of posts and staff retention 
• Gaining executive support for development strategy – include options for income generation to be reinvested 

in the department 
• Meet with Head of Estates and Facilities, to discuss concerns and how they impact on the ability of the team 

to deliver their services 
• Contact Head of Communications to arrange for an item to showcase the team in Chinwag 
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5. Well Led 
 
5.1 Trust Headcount & FTE 
 

 

 
5.2 Trust Sickness 
 

 

 
5.3 PDRs 
 

 
 
 
 
 
 
 
 

Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17
2649 2639 2656 2681 2693 2688 2694 2715 2711 2712 2715 2734
2432 2424 2442 2457 2470 2466 2474 2486 2485 2480 2480 2503
2543 2575 2558 2581 2598 2560 2567 2565 2565 2568 2598 2632

Trust
Total Headcount
Total FTE
Establishment

2250
2300
2350
2400
2450
2500
2550
2600
2650
2700
2750
2800

Total Headcount Total FTE Establishment

Division May-17 YTD
Cancer Centre Services 3.34% 3.14%
Christie Medical Physics and Engineering 0.85% 0.93%
Clinical Netw orked Services 2.88% 2.74%
Corporate Services ** 1.71% 1.73%
Estates & Facilities 3.34% 3.48%
Finance & Business Devlp 2.41% 2.76%
Research and Development (Medical Internal) 4.17% 3.91%
Grand Total 2.89% 2.81%
RAG Rating (>=Apr-16):   <=3.4 GREEN;   >3.4 RED
** This includes Corporate Development, Education,  Performance, Quality and Standards, Trust Admin and Workforce

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

Threshold Trust total

May-17
89.25%
74.75%
88.68%
84.81%
76.55%
79.08%
78.11%

84.19%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED

Estates & Facilities 

Division
Cancer Centre Services 
Christie Medical Physics and Engineering 
Clinical Netw orked Services 
Corporate Services 

Finance & Business Devlp 
Research and Development (Medical Internal) 
Grand Total
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5.4 Essential Training 
 

 
 
5.5 Staff Turnover 
 

 
 
5.6 Exception Reports 
 

 
 
 
 
 
 
 
 
 

May-17
90.47%
95.06%
86.82%
95.99%
95.56%
94.62%
94.42%

90.91%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED
Grand Total

Division
Cancer Centre Services 
Christie Medical Physics and Engineering 
Clinical Netw orked Services 
Corporate Services 
Estates & Facilities 
Finance & Business Devlp 
Research and Development (Medical Internal) 

Leavers Headcount May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17
Dismissal 0 1 2 2 2 1 1 0 1 1 0 0 0

End of Fixed Term Contract 3 3 1 3 6 2 0 0 5 4 4 2 4

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 1 1 0 0

Retirement 2 0 3 0 5 2 1 3 2 2 2 4 1

TUPE 1 0 2 1 0 0 0 1 0 0 1 2 0

Voluntary Resignation 44 22 24 30 30 25 22 20 28 26 14 25 17
Others 0 0 1 0 0 0 0 0 0 0 0 0 0

Grand Total 50 26 33 36 43 30 24 24 36 34 22 33 22
12 Month Turnover % Headcount 16.58% 16.35% 16.60% 16.91% 17.57% 17.82% 17.37% 16.96% 15.36% 14.46% 14.09% 14.40% 13.28%
Adjusted 12 month Turnover %* 14.43% 14.42% 14.55% 15.02% 15.33% 15.63% 15.48% 15.11% 13.74% 12.77% 12.43% 12.67% 11.70%

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

Indicator Threshold Apr-17 May-17 YTD
PDRs >85% 80.8% 84.2% 84.2%

Expected Date of Performance Delivery
01/12/2017

Issue
The Trust PDR compliance target w as not met in May 2017. As a result there is limited assurance that all staff have clear objectives and identif ied training 
and development needs. 

Executive Lead
Eve Lightfoot 

Proposed Action
A review  of PDRs is underw ay to benchmark our data against other trusts and to establish w hat additional actions could be taken in order to increase 
compliance rates. The HR Business Partner Team are focussing on PDRs w ith divisional managers to understand w here non-compliance is, in order to 
support further. The executive team w ill focus on PDRs at monthly performance review s, w ith clear expectations of improvements. The executive team 
w ill w rite to divisional heads to ensure an understanding of the importance of PDRs is communicated.An analysis of current completed PDRs is underw ay 
to establish w here further improvement could be made. Incremental pay progression to be introduced, to w ithold pay for non-compliant staff. Witheld 
training opportunities for staff w ho are non-compliant, w ill be introduced. July 2017 Workforce Committee to include a focussed w orkshop on increasing 
rates.

Assessing Improvement
Increased compliance rates, supported w ith staff survey results (2017) w ill evidence improvement.

Impact
Clear links betw een having clear objectives, and development plans w ith overall staff engagement levels. 

 
53



  

 
 
  
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Authors 
Fiona Noden, Chief Operating Officer 

Wendy Makin, Medical Director 
Joanne Fitzpatrick, Director of  Finance & Business Development 

Jackie Bird, Director of Nursing & Quality 
Eve Lightfoot, Acting Director of Workforce 

Marie Hosey, Assistant Chief Operating Officer – Performance & Operational Standards 
 

Report Produced by Andrew Gibson – Deputy Head of Performance 

 
54



 

 
Agenda item 25/17a 

 
Meeting of the Board of Directors 

Thursday 29th June 2017 
 

Report of Executive Medical Director 

Paper Prepared By Yvonne Clooney 

Subject/Title Medical Appraisal & Revalidation Annual Report 
2016-17 

Background Papers n/a 

Purpose of Paper 

 
The Board is asked to note the content of this report 
and the on-going improvement plan.  
 

Action/Decision Required To note  

Link to: 

 NHS Strategies and Policy 
Medical Appraisal Policy 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

All objectives of the Trust 

Impact on resources and risk and 
assurance profile 

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

Nil 

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

HEENW – Health Education England North West 
MAG – Medical Appraisal Guide 
RO – Responsible Office 
ARC – Appraisal & Revalidation Co-ordinator 
GMC – General Medical Council 
SAS – Staff and Associate Specialist 
EMD – Executive Medical Director 
ELA – Employee Liaison Advisor 
NHS – National Health Service 
SACT – Systemic Anti-Cancer Therapy 
ESR – Electronic Staff Record 
PDP – Personal Development Plans 
CQC – Care Quality Commission 
HR – Human Resources 
DPME – Director of Postgraduate Medical Education 
PDR – Performance Development Review 
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Agenda item 25/17a 

Meeting of the Board of Directors 
Thursday 29th June 2017 

 
Medical Appraisal & Revalidation Annual Report 2016-17 

 
1. Executive summary 2016-17 

There is a well-established process for annual appraisal of consultants and non-training 
medical staff at The Christie. This provides robust evidence for medical revalidation and is 
also closely integrated with the clinical governance of the organisation. 
• The number of doctors connected to The Christie continues to rise. As at 31st March 

2017 there are 210 doctors (143 consultants, 67 non training); HEENW oversees the 
process for our trainees. 

• We are compliant with quarterly appraisal monitoring returns and the Annual 
Organisational Audit report was submitted within the required timeframe to NHS 
England. 

• All doctors connected to The Christie for the purpose of revalidation in Years 0, 1, 2, 3 
& 4 have now been through the revalidation process successfully. All recommendations 
were made within the required timeframe. 

• 7 positive recommendations have been made by the Responsible Officer in year. 
Another 4 recommendations were for deferral of revalidation; these were for specific 
reasons and for a maximum period of up to 12 months.  2 of those deferred have 
subsequently revalidated in year, with the remaining 2 having revalidation dates later in 
2017.  There were no deferrals for non-engagement. 

• Completed appraisal rates, remain high, however there has been a small increase in 
the number of appraisals signed off outside the 28 day timeline.  3 doctors failed to 
complete appraisal in year without the reason for this being agreed in advance by the 
RO, these appraisals have since been completed. 

• We currently have 30 trained appraisers, with an appraisal lead, who meet four times 
each year. This remains below our target of at least 34 appraisers. Additional 
appraisers are being recruited in response to the increasing numbers of connected 
doctors and also to allow some flexibility within the current appraiser pool.  

• We continue to allocate appraisers in line with national guidance, feedback from 
doctors about their appraisal remains positive. 

• As the contract for the electronic platform was due to expire on 31st March 2017, we 
surveyed the users of Equiniti and the resulting date enabled a decision to be made to 
extend the current platform provider’s contract for 12 months to 31st March 2018.  We 
will continue to use this for all substantive post-holders; this provides an electronic 
portfolio for use by doctors, a framework for appraisals, 360 feedback, and system 
administration.   

• Fixed term post-holders will have the option of completing the MAG form which is 
transferable, or trialling a new electronic platform from Clarity Informatics, commencing 
in April/May 2017. 

• During 2016/17, the Executive Medical Director and Responsible Officer met each 
quarter with the GMC Employment Liaison Advisor, the RO was subsequently 
appointed to the post of Executive Medical Director and met with the ELA Advisor in 
January 2017. The Responsible Officer attends the RO Network meetings and is also a 
Responsible Officer appraiser for NHS England North. 

• In 2016-17 there was one formal investigation which led to a disciplinary hearing with 
the doctor concerned. 
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2. Purpose of the Paper 

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

3. Background 
Medical Revalidation was launched in 2012 to strengthen the way that doctors are 
regulated, with the aim of improving the quality of care provided to patients, improving 
patient safety and increasing public trust and confidence in the medical profession.  
 
The process for GMC revalidation of doctors licensed to practise in the UK commenced on 
3 December 2012; as a designated body, The Christie has a responsibility for all non-
training grade doctors employed by the Trust. This includes consultants, SAS and specialty 
doctors, non-agency locums and clinical academics. Doctors undergoing foundation year, 
core medical training or higher specialist training are connected to HEE North West. 
 
Revalidation is an on-going process; and we are now in the second cycle of revalidation, 
which will be based upon evidence of satisfactory practice over a 5 year cycle. 
 
Provider organisations have a statutory duty to support their Responsible Officer in 
discharging their duties under the Responsible Officer Regulations 1 and it is expected that 
provider boards / executive teams will oversee compliance by: 
• monitoring the frequency and quality of medical appraisals in their organisations; 
• checking there are effective systems in place for monitoring the conduct and 

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

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

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

 
4. Governance Arrangements 

The Executive Medical Director (EMD) ensures that there are arrangements with the Trust’s 
clinical governance and human resources teams to ensure that information from the past 
year specific to a doctor is included as a statement within their portfolio and discussed at 
annual appraisal. Such reports are also requested prior to revalidation recommendations. 
The EMD/Responsible Officer ensures that there are robust processes for responding to, 
and managing, a concern about a doctor. 
 
The role of Responsible Officer is held by the Executive Medical Director and supported by 
the appraisal and revalidation co-ordinator (ARC). The RO / Clinical Appraisal Lead and 
ARC meet regularly to review appraisal and revalidation progress, additionally the RO 
meets with the medical workforce manager monthly, to monitor and discuss any concerns; 
there is also a quarterly meeting where they are joined by the GMC Employment Liaison 
Advisor (ELA). 

 

1 The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The General Medical 
Council (License to Practice and Revalidation) Regulations Order of Council 2012’ 
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The HR Team are responsible for: 
• ensuring robust pre-employment checks are carried out; 
• providing information to the ARC on doctors who are joining the Trust and the nature of 

their contract; and 
• providing information to the ARC on doctors who are leaving the Trust. 

 
The RO will liaise with the RO at another Trust in relation to concerns about an individual 
doctor who may be leaving, or transferring to, The Christie.  

 
The appraisal and revalidation co-ordinator is responsible for maintaining an accurate 
database of the doctors who have a prescribed connection to The Christie.  The ARC has 
responsibility for the Equiniti system and supports both doctors and appraisers in its use.  A 
regular review of the system is undertaken to ensure that those doctors who are due for 
appraisal, have commenced their portfolio preparation; they are sent reminders, any lack of 
activity is escalated to the Clinical Director and Responsible Officer. 
 
The RO is compliant with training and attendance at NHS England regional and national 
RO meeting.  The RO had a satisfactory external appraisal and is herself an RO appraiser 
for NHS England North. 
 
Compliance with medical appraisal is reported via quarterly returns made to NHS England 
North with an annual summary submitted in May each year. This detailed annual report is 
prepared for the executive team and Board of Directors.  

 
 
5. Medical Appraisal 
5.1 Equiniti 

This is the platform on which all consultants and non-training grade doctors on substantive 
contracts will complete their annual appraisal 159 (76%). The remaining 51 (24%) of 
doctors with shorter term contracts (12 months or less) will have the option of using the 
interactive web-based MAG form, as this is easily transferrable to another organisation, or 
the Clarity Appraisal Toolkit. 
 

5.2 Appraisal performance data 2016-17 
In 2016/17, 199/210 doctors had completed their annual appraisal in year.  8 were recorded 
as approved incomplete appraisals for reasons accepted by the Responsible Officer.  3 
were unapproved incomplete appraisals. 

 
Table 1 Summary of 2016/17 Medical Appraisals:  
Designated Body 
Connections 

210 1a 
(completed 
appraisal 

between 9-
15 months / 
signed off 
within 28 

days) 

1b 
(completed 
appraisal – 

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

days) 

2 (Approved 
Incomplete 
appraisal) 

3 
(Unapproved 
Incomplete 
appraisal) 

Consultant 143 125 9 6 3 

Staff Grade 16 15 1 0 0 

Other (clinical fellows, 
specialty doctors) 51 43 6 2 0 

Total 210 183 16 8 3 
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There were 16 (8%) appraisals that, whilst complete, did not meet the specified 28 day sign 
off, this represents a minor increase on last year’s figure, however, we will continue to focus 
our efforts on improving this, as both appraiser and appraisee receive reminders that the 
process must be signed of within the 28 day sign off period. 
 

5.3 Appraisers 
The number of trained appraisers fluctuates as individuals step down and new appraisers 
are recruited.  Currently we have 30 trained appraisers which is below our target number of 
34 but within an acceptable ratio of doctors: appraisers.   However four additional 
individuals have now completed training are scheduled to undertake this in the next few 
months. 
 
The appraiser group meets four times a year, chaired by the appraisal lead, Dr Ben Taylor.  
Appraisers are aware of the expectation for them to attend at least 50% of these.  
Attendance is monitored by the ARC and any issues are highlighted to the RO at the 
meeting or following this if not in attendance.  Minutes and actions are circulated after each 
meeting.   

 
In line with national guidance we now allocate doctors to appraisers in the coming 12 month 
period.  Individuals are notified who their appraiser will be and may request a change in 
their allocated appraiser.  Any change must be requested within 3 months of the appraisal 
and any request to change appraiser outside this timeline, must be approved by the RO. 
 
 

6. Quality Assurance 
6.1 Appraisal portfolio content:  

There is a prompt to access guidance about the range of supporting information that should 
be gathered in preparation for appraisal with the reminders when annual appraisal is due.  
This relates to the domains of good medical practice and provides some consistency in 
terms of what is expected.   

 
Doctors are provided with trust level activity data with additional information through the 
Clinical Outcomes Unit where available. We are aware that activity information relating to 
individual clinicians may not be completely accurate, particularly where consultants work in 
a team; additionally corporate systems do not record the detail for some surgical 
procedures and these are maintained in individual log books. Any such discrepancies 
should be discussed with the appraiser and noted if appropriate, in the summary.  

 
As clinical teams continue to enter more accurate and clinician-specific data through the 
clinical outcomes unit; this enables clinician-specific outcome reports to be generated. We 
anticipate the richness of these reports will increase year on year. Other outcomes are 
demonstrated through audit and research activity. Doctors are expected to reflect on their 
practice and outcomes within their portfolio. 

 
Annual statements for each doctor are generated from HR and the Quality and Safety 
team; The latter documents the audit activity and status of any projects that have been 
undertaken in the past year. This would include participation in 30 day SACT audits (deaths 
within 30 days of last chemotherapy) and inpatient death mortality reviews. 

 
Doctors should also include their mandatory training record which is accessible via ESR 
Live.  

 
The Equiniti system, MAG tool and Clarity System allow the appraiser to view the portfolio 
contents and approve when ready for appraisal.  All provide a view of evidence brought to 
the appraisal discussion each year. 
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6.2 360 feedback reports 
The ARC co-ordinates both colleague and, for doctors with a clinical role, patient feedback 
exercises.  Both should be undertaken within the first 3 years of the revalidation cycle but 
the RO may request further feedback in subsequent years if concerns have arisen. 

 
The RO reads all patient feedback reports before they are released to individual doctors. 
The colleague feedback is discussed with the doctor’s appraiser but this may be outside of 
the appraisal meeting.  A reflection of this feedback and the feedback from patients is 
expected to be within each portfolio. 

 
No serious concerns about an individual doctor were identified via patient feedback in the 
past year. 
 

6.3 Appraisal outputs 
The outputs of the appraisal are the summary and the personal development plan, both of 
which are signed off by the doctor and appraiser. These are checked for completion by the 
ARC, who highlights any gaps or concerns to the RO. 
 
The RO and the appraisal lead share in reading through the summaries and PDPs from the 
appraisal process.  A process for on-going QA of outputs, undertaken by the RO and lead 
appraiser is now in place on samples of outputs each year. The model ‘Excellence tool’ for 
audit of outputs has been modified slightly to fit with the Christie/Equiniti system and agreed 
with the appraiser group. 

 
The RO and lead appraiser will discuss appraisal outputs with an appraiser where there are 
aspects to improve; general feedback and reminders are provided to the quarterly appraiser 
group meetings. Where a concern is discussed and included in the appraiser output, the 
RO is able to follow this up with the appraiser and individual doctor or will liaise with the 
clinical director. 

 
6.4 Feedback from doctors following appraisal  

Feedback was received from 151/210 (72%) appraisals.  Of these 150 (99%) were 
completed using Equiniti with the remaining 1 (1%) being completed by an individual using 
the MAG form.  The feedback was extremely positive and demonstrated that doctors do 
value their appraisals and the role of their appraisers.  

 
Appraisers have each received their summary feedback reports as a result of having 
completed appraisals using the Equiniti system.  This demonstrates that the appraisal 
process and the appraisers themselves are viewed very positively, see appendix A 

 
Information on Christie benchmarking with sector and England performance on appraisal 
and revalidation is not yet available for year ending March 2017. 

 
 
7. Access, security and confidentiality 

The appraisal portfolios and appraisal output documents are held within the password-
protected electronic Equiniti system for the large majority of doctors now. A small number 
(short term contracts or imminent retirement) use paper based or electronic MAG forms.  
Copies of these are held in a locked cupboard by the Medical Directors Office. 

 
All doctors and appraisers are aware that there should be no patient identifiable information 
within appraisal portfolios and this is monitored by the appraiser. 

 
The Responsible Officer, Medical Director, and ARC are able to view information within 
Equiniti as a whole.  Appraisal outputs (summary and PDP) can be seen by the respective 
Clinical Director and also the appraisal lead. Information on individual doctors within 
Equiniti is otherwise accessed only by the doctor and their appraiser for that year. 
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Appraisal and revalidation history is provided about a doctor to the following:   
• any private organisations where they undertake work if requested 
• University of Manchester (doctors on academic contracts) 
• In response to requests by new employers after a doctor has left The Christie 
• If there is an issue about which another RO should be made aware; in such 

circumstance the doctor would also be informed of this. 
 

No breaches of confidentiality or concerns have been identified in the past year. 
 
 

8. Clinical Governance 
The Christie has a well-established structure for clinical governance and received an overall 
rating of ‘outstanding’ following the CQC inspection May 2016. While outcomes information 
is brought to appraisal for discussion there are separate processes for peer review and 
monitoring through Divisional and directorate governance processes and disease 
group/departmental quality meetings. Moderate incidents, complaints and trends are seen 
weekly by the Executive Review Group which includes the Responsible Officer.  Actions 
are monitored through the Risk and Quality Governance Committee chaired by the 
Executive Medical Director. 

 
Both HR and the Safety & Risk teams provide a summary letter which highlights any 
complaints/incidents involving the doctor, or any additional concerns.  HR and clinical 
governance reports are generated before each annual appraisal, and also before 
recommendations for revalidation are made. 

 
The Christie RO and Executive Medical Director would liaise directly with the HEE North-
West RO in the event of a serious concern involving a trainee, and also with the RO of 
another organisation if a concern involved a doctor who works at another site or 
organisation.   

 
 
9. Revalidation Recommendations made 1st April 2016-31st March 2017 

In year there were 7 (64%) positive recommendations to revalidate all were completed on 
time.  There were 4 (36%) deferral requests.  Of those deferred, 2 requiring further 
information were subsequently recommended for revalidation in the appropriate timeline, 
and in year.  The remaining 2 have revalidation dates later in 2017. 

 
Recommendation of deferral is not a negative action. The most common reason is to 
ensure that recommendations are made only when the RO is satisfied there is sufficient 
information provided. The deferral may be for between 3-12 months at the discretion of the 
RO. 

 
Recommendations made: 
 

Within 0-13 days of date due 1  
Within 14-27 days of date due 3 (includes 2 Deferral) 
>28 days <55 days before date due  4 (includes 2 Deferrals) 
> 56 days <83 days before date due  2 
More than 84 days before date due  1 

 
There were no missed or late recommendations and no notifications for non-engagement. 

 
All revalidation recommendations made in year have been accepted by the GMC. 
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10. Recruitment and engagement background checks  
The HR recruitment team ensure that all pre-employment checks are undertaken in 
accordance with NHS employment check standards and in line with all legal, statutory and 
good practice guidance requirements.  

 
These meet six standards for:  
• Verification of the doctor’s identity 
• Their right to live and work in the UK 
• Professional registration and qualification checks 
• Employment history and reference checks 
• Criminal records checks 
• Occupational health checks. 

 
In relation to revalidation, all newly appointed medical staff are required to complete the 
Revalidation Checklist.  This is then cross referenced with GMC Connect in order that we 
can check the doctor is connected to this designated body.  This also enables the ARC to 
identify the doctor’s previous RO and request information pertaining to their last appraisal 
for our records. 

 
 
11. Monitoring Performance 

The performance of all doctors at The Christie is monitored by the Executive Medical 
Director and Responsible Officer through robust governance systems including reviews of 
deaths and referrals to the coroner; untoward incidents and complaints; and concerns 
raised through any other route, externally or internally. 
 
Incidents and complaints involving a doctor, and the doctor’s reflection on these, are 
brought to annual appraisal. 
 
If these involve a training grade doctor, the Christie RO ensures that the Director of Post-
graduate Medical Education is made aware. The DPME provides an annual report to HEE 
North West on any significant issue involving a trainee. 
 
The Medical Director and Responsible Officer meet regularly with the GMC Employment 
Liaison Advisor and a member of the HR team is present. 

 
 
12. Responding to Concerns and Remediation 

The University and trust have produced guidance for Maintaining High Professional 
Standards in respect of clinical academics. 
 
With regard to individual doctors in the past 12 months,  
 
• One formal investigation was conducted in response to concerns involving an individual 

consultant which led to a disciplinary hearing and a final written warning.  
• Two doctors employed by the Trust were subject to a GMC investigation into a 

complaint made by a relative; this has been fully investigated by the Trust as part of the 
complaint response and an external medical review of management was provided. The 
GMC reviewed the information and concluded there was no concern about clinical 
management. 

• One consultant with an honorary contract, employed by another Trust, was subject to a 
GMC whistleblowing investigation, these allegations were not upheld. 

• No doctors have engaged in remediation. 
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13. Risk and Issues 
 

Update on 2016-17 improvement plan 
 
 
 

 
 
14. Action Plan  2017-18 

 
Action Responsible 
Refresher training for appraiser group to be arranged  ARC 
One to one reviews with new appraisers Lead appraiser 
Review options for appraisal and revalidation 
management system before contract renewal 2017-18 

RO  

Review of private practice information presented and 
discussed at appraisals following Paterson case 

RO 

Explore wider opportunities for patient feedback provision RO 
Implement refreshed appraisal and job planning process 
for clinical academics 

RO/University of 
Manchester 

 
 
15. Recommendations 

The Board is asked to note the content of this report and the on-going improvement plan.  
 

A statement of compliance is to be made by the Chief Executive to NHS England by end of 
September 2017. 

  

Area for improvement Action Responsibility Status 
Audit of evidence ‘Fit and 
proper person’ 
documentation for appraisal 

 ARC Complete 

Revised portfolio audit with 
focus on outcomes, quality 
improvement and reflection: 
random sample of 15-20% 
in year 
 

 Appraisal lead 
with RO 

Currently in 
progress 

Scheduled appraiser 
reviews with individual 
appraisers 
 

Clinical Appraisal 
lead to meet with 
appraisers as 
appropriate 

Lead appraiser Complete 

Review options for 
appraisal and revalidation 
management system before 
contract renewal 2017-18 

 RO and ARC Contract 
extended 12 
months 

Further recruitment of 
appraiser to reach minimum 
target of 34 

Further 6 recruited, 
2 trained, 2 
receiving training 
in June, 2 yet to be 
trained 

Appraisal lead 
with clinical 
directors 

Complete 

Incorporate PDRs of 
medical leader roles into 
annual portfolio  for clinical 
directors and others with 
senior non clinical 
responsibilities 

New PDR format 
and process 
implemented 

RO Complete 
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Appendix A 
 
Appraisee feedback summary 2016-17 
A total of 151 (72%) feedback questionnaires were received.  Of these 150 (99%) were completed 
using Equiniti with the remaining 1 (1%) completed manually.  Two important aspects were 
covered: the management of the system and support in the process, and the quality and value of 
appraisal to the individual doctor. 
 
1) Responses received from Equiniti users 150/162 (93%), indicate that satisfaction with 

the whole appraisal process is viewed positively.   
 

 Very 
Good 

Good Satisfactory Borderline Poor Unable to 
comment  

Appraiser 
establishing rapport 

118 27 4 0 0 0 

Appraiser preparation 112 
 

33 5 0 0 0 

Listening 
 

123 
 

24 2 1 0 0 

Providing constructive 
and helpful feedback 

112 31 6 1 0 0 

Supporting You 
 

115 28 5 1 0 0 

Challenging You 
 

90 47 11 1 0 0 

Helping to review your 
practice 

98 41 9 2 0 0 

Helping you to identify 
gaps 

90 46 11 0 0 2 

Reviewing progress 
against last year’s PDP 

94 48 7 1 0 0 

Helping to produce a 
new PDP that reflect 
development needs 

108 34 8 0 0 0 

 
Examples of feedback comments (provided by 47 doctors in total): 
 
I have found both appraisals with my appraiser collegiate and appropriately challenging. 
It has renewed my faith in appraisal as a constructive process. 
I found this appraisal an enjoyable experience. I felt that my appraiser understood my development 
needs and has helped me reflect constructively for the future. 
Excellent appraiser. 
I found the appraisals with my appraiser highly constructive and helpful over the last 3 years. 
I will definitely welcome to be my appraiser again. 
Thank you for taking the time and effort to make the appraisal process a worthwhile and rewarding 
experience. 
My appraiser has been very supportive and encouraging through the process. She helped me with 
suggestions to keep on improving my portfolio and clinical skills. 
She is very patient and a good listener. She is the best Appraiser I have had so far. 
Well prepared and supportive appraisal. Helpful advice given. 
Positive experience. Appraiser provided me with good direction for areas to develop by listening 
and having a thorough knowledge of my portfolio. 
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My appraiser is an excellent appraiser who makes sensible, supportive, yet challenging 
suggestions. I highly recommend him as a clinical appraiser and also appreciate the considerable 
time and effort that he invests in preparing for our appraisal meeting. 
Greg allowed for open discussion and was fair in his appraisal. He has given helpful advice on how 
to improve my documentation on the online CPD diary. 
I felt supported throughout the appraisal process by my appraiser. My appraiser fully appreciated 
my achievements and hard work. 
I was given plenty of time to discuss my concerns and offered sound advice. 
Thank you Jeremy. 
Very supportive meeting. Listened well 
An excellent appraiser - I felt he listened to me and provided both thoughtful and challenging 
advice. 
Excellent appraisal with clear evidence of thorough preparation - thankyou. 
He is an excellent appraiser. I was made to feel relaxed throughout the appraisal process.  
He has been thorough in preparation and knew every aspect of my huge list of 70 documents. 
My appraiser has been very accommodating to consider short notice changes in appraisal process. 
My appraiser has been a fair and gave an un-biased opinion on all the issues. He has been very 
supportive and encouraging to build a smart PDP. 
My appraiser has been very helpful and supportive regarding my job plan, which has had to 
change dramatically just days after my appraisal, in order to manage clinical service delivery.  
She listened, challenged and made very good suggestions about my work and future plans. 
My appraiser was very supportive and gave very helpful advises. 
My appraiser was an excellent appraiser and I would be very happy to arrange future appraisals 
with him. 
I'm grateful to my appraiser for providing a very useful, constructive appraisal - for helping me to 
identify areas of my practice requiring further focus and discussing realistic methods/time frames 
for achieving this. Thank-you. 
Thank you appraiser. 
Good listener, very supportive and useful discussion. 
I am very grateful to my appraiser for such an in depth and supportive appraisal.  
Thank you. 
A very positive and useful experience to set goals for next year as well as performance to date 
My appraiser was very professional and supportive throughout the whole process. He made a 
potential stressful time much easier and rewarding for I hope both sides. 
Appraiser very thorough and supportive. Empathetic. I felt this is very useful experience. 
Great experience. My appraiser was always very well prepared for any of my appraisals so she 
was able to give me good tips and advises related to my career and practice. 
I was very happy with my appraisal process which was facilitated by having a thorough and 
supportive appraiser with excellent insight, understanding, empathy and care for challenges I was 
facing in the past year. Her advice was very important for my practice and my personal 
development as a Consultant. I am grateful for her kind help and support. 
Thanks. 
Very helpful and satisfactory - thank you 
Very useful experience, 
Good experience with reflection 
Insightful, honest appraiser. Has been encouraging and challenging (ideas, practices) in equal 
measures throughout the process. Found it extremely helpful. 
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No additional comments. 
I appreciate the time, thought and effort that the appraiser put in to the preparation prior to, and 
following this appraisal. 
I would like to thank Dr Davidson for her time and involvement in my appraisal. I particularly value 
her comments and feedback on my PDP. This is very much appreciated.  Thank you appraiser. 
The speed with which my appraiser reviewed all my information and completed the appraisal was 
impressive and appreciated. Her conduct of my appraisal was excellent in all regards. 
My appraisal is by far the best beneficial meeting I had the year. Thanks Dr Mullamitha for the 
support and challenge. 
Provided helpful and constructive feedback and suggested ways in which I may be able to improve 
future practice and enhance learning, including CPD requirements. 
 
2) Responses received from MAG users 1 (1%), indicated that the whole appraisal 

process was viewed positively. 
 

 Excellent Very 
Good 

Good Fair Poor Not 
Given 

Management of system 1 0 0 0 0  0 
Access to necessary supporting 
information 

1 0 0 0 0 0 

Appraiser preparation 1 0 0 0 0 0 
Appraiser establishing rapport 1 0 0 0 0 0 
Conducting the appraisal 1 0 0 0 0 0 
Review progress against last PDP 1 0 0 0 0 0 
Providing challenge to support 
practice 

1 0 0 0 0 0 

Providing support and giving 
feedback 

1 0 0 0 0 0 

PDP reflects priorities for 
development 

1 0 0 0 0 0 

Appraisal was useful for my 
professional development 

1 0 0 0 0 0 

Appraiser help with my PDP to 
meet my needs 

1 0  0 0  0 0 

 
This was the best appraisal I have ever had and I am grateful to my appraiser for taking time out of 
a very busy schedule to complete my appraisal at such short notice. 
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Agenda item 25/17b 
Meeting of the board of directors 

Thursday 29th June 2017 

 

 

Report of 
Fiona Noden - Chief Operating Officer 

Jane Hadfield - Health & Safety and Emergency 
Planning Manager 

Paper Prepared By Jane Hadfield - Health & Safety and Emergency 
Planning Manager 

Subject/Title Major Incident update 

Background Papers  

Purpose of Paper To provide an overview of the incidents and how they 
were managed 

Action/Decision Required To note and accept the report  

Link to: 

 NHS Strategies and Policy 

NHS Standard Contracts 

NHS Commissioning Board Emergency Preparedness 
Framework 2013 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Corporate Objectives  1.7, 6.2, 6.5, 8.1 

Resource Impact None 

Risk Rating  

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

CRUK Cancer Research UK 

EPRR Emergency Preparedness, Resilience and 
Response 

GMFRS Greater Manchester Fire and Rescue Service 
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Agenda item 25/17b 
Meeting of the board of directors 

Thursday 29th June 2017 
 

Major Incident update 
 

1.  Overview of incidents  
The Christie has been directly involved in two recent major incidents, and was asked to 
take action in relation to a third incident which happened in Manchester. 

• On Wednesday 26th April 2017 a fire broke out on the roof of the Paterson Building, 
which is part of the CRUK Manchester Institute. 

• On Friday 12th May 2017 the NHS suffered along with many organisations globally, 
from an unprecedented cyber security attack. 

• On Monday 22nd May 2017 a suicide bombing occurred at the Manchester Arena, 
killing 22 people and injuring over a hundred others. 

 
2.  Fire at the Paterson Building 

A trust debrief was held on 2nd May and was well attended by colleagues from the various 
services within the trust, with the initial findings reported in May 2017.  An investigation led 
by Greater Manchester Fire & Rescue Service (GMFRS) into the cause of the fire is 
ongoing.  The investigation team has found it necessary to undertake further fire tests and 
to re-interview a number of personnel.  GMFRS do not believe it will be in a position to 
complete their investigation before the end of June 2017. Once the fire investigation report 
is complete it will need to be reviewed and authorised by senior GMFRS officers it is 
therefore unlikely that the report will be published before 24th July 2017. 

 
An internal root cause analysis will be completed once the findings of the investigation are 
shared with the trust.   

 
3.  Cyberattack 

Whilst The Christie did not directly experience the effects of the ransomware that caused 
computers and data to be locked beyond use, the trust has undertaken an intense program 
of defensive measures. The trust’s informatics teams worked around the clock to install and 
update software on over 400 servers and continued to work through the entire estate of 
computing equipment. Email communications and connections were restricted and 
vigilance remains high. The trust’s perimeter firewalls and antivirus systems are connected 
for updates globally and will continue to scan for threats. These measures and those of 
other trusts did cause a level of disruption with communications. All staff responded to this 
challenge extremely well. Additionally, the vigilance of every individual to recognise 
suspicious emails and delete them will now become normal practice in our everyday 
working lives.  

 
The hospital control team opened the control room to respond to this incident.  Regular 
update meetings were held to ensure that appropriate actions were being taken within 
reasonable timeframes.  Lessons learned from the response to the fire were applied, which 
included improved communications to keep staff and others updated, even when there was 
no new information.  Feedback from staff is that this was welcomed. 

 
The trust will take further actions to increase cyber security measures, and in doing so will 
need the support of all staff to help maintain the high standard of services provided for our 
patients.  
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4.  Manchester bombing 
Casualties from the suicide bombing at the Manchester Arena were taken to 8 hospitals 
across Greater Manchester.  The trust offered its help and support in response to this 
incident.  Two plastic surgeons provided support at two different local hospitals and the 
trust was prepared to discharge patients and make beds available for oncology patients 
from other hospitals if this became necessary to accommodate victims of the bombing.   
 
In response to this terrorist attack, the government raised its security threat level from 
severe to critical, which meant that a terrorist attack was likely to be imminent.  NHS 
England wrote to all trusts to take the following actions: 

 
• Immediately cascade the change in alert level to your staff  
• Review relevant staffing levels and security arrangements across your health facilities, 

taking account of any additional advice from your local security experts in conjunction 
with the local police  

• Ensure all staff are aware of your organisation’s Incident Response Plans, business 
continuity arrangements and on call notification processes  

• Ensure appropriate senior representation is available to join any NHS England 
Regional or Directorate of Commissioning Operations team teleconferences that may 
be called to brief on the situation  

• Notify your local NHS England EPRR Liaison of any current or scheduled works or 
operational changes currently affecting service delivery within your organisation 

• Review the Home Office advice issued in relation to this threat, and risk assess this 
against your own organisation, taking steps where possible to mitigate identified risks 

• Review mutual aid agreement with other health services including specialist and private 
providers 

 
A message was prepared and displayed on the home page of the trust intranet. 
 
In addition, the police visited the trust’s premises to assess our security arrangements, 
which had been reviewed and additional controls such as enhanced security patrols were 
put in place to protect patients, staff and the public.  
 
The threat level has since been reduced back to severe, meaning a terrorist attack is highly 
likely. 

 
5.  Further action 

A further report into the findings from the fire investigation will be prepared for the Risk & 
Quality Governance Committee, Management Board and Board of Directors in August 
2017, once the root cause analysis meeting has taken place when the findings are known. 
 
A task-to-finish group continues to work on the revised trust major incident plan, which will 
be presented to Risk & Quality Governance Committee for approval in July 2017. 
 
The Board of Directors is asked to note the ongoing work within the organisation to ensure 
that our EPRR arrangements continue to be compliant. 
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Agenda item 25/17c 

Meeting of the Board of Directors 
Thursday 29th June 2017 

 

Report of Executive Director of Nursing & Quality  

Paper prepared by Jackie Bird, Executive Director of Nursing & Quality 

Subject/Title National inpatient survey 2016 

Background Papers Integrated performance reports 

Purpose of Paper To provide a high level review of the outcome of the 
national inpatient survey 2016 

Action/Decision Required 
As part of the board assurance process, the board is 
asked to note the outcome of the 2016 national 
inpatient survey 

Link to: 

 NHS Strategies and Policy 
 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

• 5 year strategy 

• Corporate objective 1 - to demonstrate excellent 
and equitable clinical outcomes and patient safety, 
patient experience and clinical effectiveness for 
those patients living with and beyond cancer 

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

Resource impact None 

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

CQC – Care Quality Commission 
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National inpatient survey 2016  
 

1. Introduction 
 

The Care Quality Commission (CQC) commissions the national inpatient survey on an annual 
basis and information drawn from this year’s survey will be included as part of the soon to be 
launched CQC insight report.  The CQC publishes trust level reports which show how each trust 
has scored for each question in the survey, compared with the range of results from all other trusts 
that took part.  

 
The CQC in providing the results (Appendix 1) uses an analysis technique called the ‘expected 
range’ to determine if trusts are performing ‘about the same’, ‘better’ or ‘worse’ compared with 
other trusts. The questions are grouped under 11 sections, the Christie has a score for 10 of these 
(as we don’t provide A&E services) and the section scores are as follows: 
 

Table 1. National Inpatient Survey 2016 Section Scores* 
 

 
*The black diamond is the Trust’s position; the green segment denotes the top performing 20% of 
hospitals nationally. 
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2. Outcomes from the 2016 Survey 
 

The Christie invited 1250 of our patients to take part in the survey who had a stay of at least one 
night from 2nd May to 31st July 2016 and 621 patients completed and returned the questionnaire.  
 
The response rate was 55% when those who were ineligible are discounted. In 2015 the number 
of responses was 676 and the response rate was 58%. Nationally the response rate was 44%. 
Both The Christie response rate and the national response rate fell by 3%.  
 
The respondents to the survey equated to 39% of our inpatient activity during the time period and 
3.1% of our total activity. 

 
A review of the results shows the following outcomes: 

 
• The results remain excellent and there were no statistically significant changes from last year. 
• All 10 section scores are better than other trusts. 
• Two questions were top scoring questions and these were: 

 Did hospital staff tell you who to contact if you were worried about your condition or 
treatment after you left hospital? 

 Overall, did you feel you were treated with respect and dignity while you were in the 
hospital? 

• For one of the section scores this has decreased since last year and relates to overall views of 
care and services and is due to a fall in the score for patients saying they were asked about 
giving views on the quality of care and being given information on how to complain.  

• The section relating to operation and procedures has moved from being a top section score 
last year with 3 questions scoring a top score to 4 out of 6 questions showing a fall none of 
which are statistically significant. 

• Within the questions 50 scored better than other Trusts, 13 questions scored the same as 
other Trusts, 10 of these questions have scored the same as other trusts for the last 3 years. 

• Compared with last year, 19 questions have improved and 26 have reduced. The changes 
range from -0.6 to +0.3 and none were statistically significant.  

• When patients were asked to rate their overall experience, The Christie scored 8.8. The lowest 
score by any trust was 7.4 and the highest achieved was 9.2. 

 
3. Comparison with Greater Manchester Hospitals 

 
Name of Organisation Section Scores out of 11 Overall Score 
Central Manchester 
University Hospitals NHS 
Foundation Trust 

About the Same 8.0 

The Christie NHS 
Foundation Trust 

Better  
in all section scores 8.8 

University Hospital of 
South Manchester NHS 
Foundation Trust 

About the Same 8.0 

Salford Royal NHS 
Foundation Trust 

Better in 1 section score 
About the Same in 10 8.4 

Tameside & Glossop 
Integrated Care NHS 
Foundation Trust 

About the Same 7.8 

Wrightington, Wigan & 
Leigh NHS Foundation 
Trust 

About the Same 8.2 

 
76



Stockport NHS 
Foundation Trust About the Same 7.9 

Bolton NHS Foundation 
Trust About the Same 8.1 

Pennine Acute Hospitals 
NHS Trust About the Same 7.8 

 
4. Comparison with Specialist Cancer Centres 

 
 

Name of Organisation 10 Section 
Scores 

Overall Score 
(out of 10) 

Response 
Rate 

The Royal Marsden NHS 
Foundation Trust 

Better 
in all section 
Scores 

9.0 58% 

The Christie NHS Foundation 
Trust 

Better 
in all section 
scores 

8.8 55% 

The Clatterbridge Cancer 
Centre NHS Foundation Trust   

Better 
in all section 
scores 

9.1 43% 

 
 

5. Next Steps 
 

The results will be reviewed by each of the clinical divisions and an action plan will be developed. 
Attention will be paid to those areas where the scores are not better than most other trusts and 
particularly those which have been the same as other trusts for 3 years or more. There will also be 
a focus on the questions in the ‘overall section’ with an ambition to increase the section score 
along with a plan of how we can encourage more patients to complete the 2017 survey. 
 
The action plan, once agreed by the divisions, will be presented to and monitored by the Patient 
Experience Committee. 

 
 

6. Recommendation  
 

The Board of Directors as part of its assurance processes are asked to note the outcome of the 
2016 national inpatient survey. 
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143 trusts sampled additional months because of small patient throughputs or data quality issues.

NHS patient survey programme
Survey of adult inpatients 2016
The Care Quality Commission
The Care Quality Commission is the independent regulator of health care and adult social care
services in England. Our purpose is to make sure health and social care services provide people
with safe, effective, compassionate, high-quality care, and we encourage care services to improve.
Our role is to register care providers, and to monitor, inspect and rate services. If a service needs to
improve, we take action to make sure this happens. We speak with an independent voice,
publishing regional and national views of the major quality issues in health and social care.

Survey of adult inpatients 2016
To improve the quality of services that the NHS delivers, it is important to understand what people
think about their care and treatment. One way of doing this is by asking people who have recently
used health services to tell us about their experiences.

The fourteenth survey of adult inpatients involved 149 acute and specialist NHS trusts. Responses
were received from 77,850 people, a response rate of 44%. Patients were eligible for the survey if
they were aged 16 years or older, had spent at least one night in hospital and were not admitted to
maternity or psychiatric units. Trusts sampled patients discharged during July 20161. Trusts counted
back from the last day of July 2016, including every consecutive discharge, until they had selected
1250 patients (or, for a small number of specialist trusts who could not reach the required sample
size, until they had reached 1st January 2016). Fieldwork took place between September 2016 and
January 2017.

Similar surveys of adult inpatients were also carried out in 2002 and annually from 2004 to 2015.
They are part of a wider programme of NHS patient surveys, which cover a range of topics including
A&E services, children's inpatient and day-case services, maternity services and community mental
health services. To find out more about our programme and for the results from previous surveys,
please see the links contained in the further information section.

The Care Quality Commission will use the results from this survey in our regulation, monitoring and
inspection of NHS acute trusts in England. We will use data from the survey in our system of CQC
Insight, which provides inspectors with an assessment of risk in areas of care within an NHS trust
that need to be followed up. The survey data will also be included in the data packs that we produce
for inspections. NHS England will use the results to check progress and improvement against the
objectives set out in the NHS mandate, and the Department of Health will hold them to account for
the outcomes they achieve. The NHS Trust Development Authority will use the results to inform
quality and governance activities as part of their Oversight Model for NHS Trusts.

Interpreting the report
This report shows how a trust scored for each question in the survey, compared with the range of
results from all other trusts that took part. It uses an analysis technique called the 'expected range'
to determine if your trust is performing 'about the same', 'better' or 'worse' compared with other
trusts. For more information, please see the 'methodology' section below. This approach is designed
to help understand the performance of individual trusts, and to identify areas for improvement.

A 'section' score is also provided, labelled S1-S11 in the 'section scores'. The scores for each
question are grouped according to the sections of the questionnaire, for example, 'the hospital and
ward', 'doctors', 'nurses' and so forth.

This report shows the same data as published on the CQC website
(http://www.cqc.org.uk/surveys/inpatient). The CQC website displays the data in a simplified way,
identifying whether a trust performed 'better', 'worse' or 'about the same' as the majority of other
trusts for each question and section.
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Standardisation
Trusts have differing profiles of people who use their services. For example, one trust may have
more male inpatients than another trust. This can potentially affect the results because people tend
to answer questions in different ways, depending on certain characteristics. For example, older
respondents tend to report more positive experiences than younger respondents, and women tend
to report less positive experiences than men. This could potentially lead to a trust's results
appearing better or worse than if they had a slightly different profile of people.

To account for this, we standardise the data. Results have been standardised by the age, sex and
method of admission (emergency or elective) of respondents to ensure that no trust will appear
better or worse than another because of its respondent profile. This helps to ensure that each trust's
age-sex-admission type profile reflects the national age-sex-admission type distribution (based on
all of the respondents to the survey). Standardisation therefore enables a more accurate
comparison of results from trusts with different population profiles. In most cases this will not have a
large impact on trust results; it does, however, make comparisons between trusts as fair as
possible.

Scoring
For each question in the survey, the individual (standardised) responses are converted into scores
on a scale from 0 to 10. A score of 10 represents the best possible response and a score of zero the
worst. The higher the score for each question, the better the trust is performing.

It is not appropriate to score all questions in the questionnaire as not all of the questions assess the
trusts. For example, they may be descriptive questions such as Q1 asking respondents if their
inpatient stay was planned in advance or an emergency; or they may be 'routing questions'
designed to filter out respondents to whom following questions do not apply. An example of a
routing question would be Q45 "During your stay in hospital, did you have an operation or
procedure?" For full details of the scoring please see the technical document (see further
information section).

Graphs
The graphs in this report show how the score for the trust compares to the range of scores achieved
by all trusts taking part in the survey. The black diamond shows the score for your trust. The graph
is divided into three sections:

• If your trust's score lies in the orange section of the graph, its result is 'about the same' as most
other trusts in the survey.

• If your trust's score lies in the red section of the graph, its result is 'worse' compared with most
other trusts in the survey.

• If your trust's score lies in the green section of the graph, its result is 'better' compared with
most other trusts in the survey.

The text to the right of the graph states whether the score for your trust is 'better' or 'worse'
compared with most other trusts in the survey. If there is no text the score is 'about the same'.
These groupings are based on a rigorous statistical analysis of the data, as described in the
following 'methodology' section.

Methodology
The 'about the same,' 'better' and 'worse' categories are based on an analysis technique called the
'expected range' which determines the range within which the trust's score could fall without
differing significantly from the average, taking into account the number of respondents for each trust
and the scores for all other trusts. If the trust's performance is outside of this range, it means that it
performs significantly above/below what would be expected. If it is within this range, we say that its
performance is 'about the same'. This means that where a trust is performing 'better' or 'worse' than
the majority of other trusts, it is very unlikely to have occurred by chance.

In some cases there will be no red and/or no green area in the graph. This happens when the
expected range for your trust is so broad it encompasses either the highest possible score for all
trusts (no green section) or the lowest possible for all trusts score (no red section). This could be
because there were few respondents and / or a lot of variation in their answers.
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Please note that if fewer than 30 respondents have answered a question, no score will be displayed
for this question (or the corresponding section). This is because the uncertainty around the result is
too great. A technical document providing more detail about the methodology and the scoring
applied to each question is available on the CQC website (see further information section).

Tables
At the end of the report you will find tables containing the data used to create the graphs. These
tables also show the response rate for your trust and background information about the people that
responded.

Scores from last year's survey are also displayed. The column called 'change from 2015' uses
arrows to indicate whether the score for this year shows a statistically significant increase (up
arrow), a statistically significant decrease (down arrow) or has shown no statistically significant
change (no arrow) compared with 2015. A statistically significant difference means that the change
in the results is very unlikely to have occurred by chance. Significance is tested using a two-sample
t-test.

Where a result for 2015 is not shown, this is because the question was either new this year, or the
question wording and/or the response categories have been changed. It is therefore not possible to
compare the results as we do not know if any change is caused by alterations in the survey
instrument, or variation in a trust's performance. Comparisons are also not able to be shown if a
trust has merged with other trusts since the 2015 survey, or if a trust committed a sampling error in
2015. Please note that comparative data are not shown for sections as the questions contained in
each section can change year on year.

Notes on specific questions
Please note that a variety of acute trusts take part in this survey and not all questions are applicable
to every trust. The section below details modifications to certain questions, in some cases this will
apply to all trusts, in other cases only to some trusts.

All trusts
Q11 and Q13: The information collected by Q11 "When you were first admitted to a bed on a ward,
did you share a sleeping area, for example a room or bay, with patients of the opposite sex?" and
Q13 "After you moved to another ward (or wards), did you ever share a sleeping area, for example a
room or bay, with patients of the opposite sex?" are presented together to show whether the patient
has ever shared a sleeping area with patients of the opposite sex. The combined question is
numbered in this report as Q11 and has been reworded as "Did you ever share a sleeping area with
patients of the opposite sex?" Please note that the information based on Q11 cannot be compared
to similar information collected from surveys prior to 2006. This is due to a change in the question's
wording and because the results for 2006 onwards have excluded patients who have stayed in a
critical care area, which almost always accommodates patients of both sexes.

Q20: This question (Q20 in 2015 inpatient questionnaire), "Were hand-wash gels available for
patients and visitors to use?" was removed from the 2016 survey because it was found there was
very little differentiation between trusts, as well as the fact that there had been little movement over
time.

Q20, Q21 and Q32: "Did you get enough help from staff to wash or keep yourself clean?", "If you
brought your own medication with you to hospital, were you able to take it when you needed to?"
and "Did you know which nurse was in charge of looking after you? (this would have been a
different person after each shift change)" are new questions in 2016 and it is therefore not possible
to compare with 2015.

Q55 and Q56: The information collected by Q55 "On the day you left hospital, was your discharge
delayed for any reason?" and Q56 "What was the main reason for the delay?" are presented
together to show whether a patient's discharge was delayed by reasons attributable to the hospital.
The combined question in this report is labelled as Q56 and is worded as: "Discharge delayed due
to wait for medicines/to see doctor/for ambulance."
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Q57: Information from Q55 and Q56 has been used to score Q57 "How long was the delay?" This
assesses the length of a delay to discharge for reasons attributable to the hospital.

Q60: "When you left hospital, did you know what would happen next with your care?" was part of
the 2015 survey and was redeveloped for 2016 (Q58 in the 2015 inpatient questionnaire).

Trusts with female patients only
Q11, Q13 and Q14: If your trust offers services to women only, a trust score for Q11 "Did you ever
share a sleeping area with patients of the opposite sex?", Q13 “After you moved to another ward (or
wards), did you ever share a sleeping area, for example a room or bay, with patients of the opposite
sex?” and Q14 "While staying in hospital, did you ever use the same bathroom or shower area as
patients of the opposite sex?" is not shown.

Trusts with no A&E Department
Q3 and Q4: The results to these questions are not shown for trusts that do not have an A&E
Department.

Further information
The full national results are on the CQC website, together with an A to Z list to view the results for
each trust (alongside the technical document outlining the methodology and the scoring applied to
each question):
http://www.cqc.org.uk/inpatientsurvey

The results for the adult inpatient surveys from 2002 to 2015 can be found at:
http://www.nhssurveys.org/surveys/425

Full details of the methodology of the survey can be found at:
http://www.nhssurveys.org/surveys/935

More information on the programme of NHS patient surveys is available at:
http://www.cqc.org.uk/content/surveys

More information about how CQC monitors hospitals is available on the CQC website at:
http://www.cqc.org.uk/content/monitoring-nhs-acute-hospitals
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Section scores
S1. The Emergency/A&E Department (answered
by emergency patients only)

S2. Waiting list and planned admissions
(answered by those referred to hospital) Better

S3. Waiting to get to a bed on a ward
Better

S4. The hospital and ward
Better

S5. Doctors
Better

S6. Nurses
Better

S7. Care and treatment
Better

S8. Operations and procedures (answered by
patients who had an operation or procedure) Better

S9. Leaving hospital
Better

S10. Overall views of care and services
Better

S11. Overall experience
Better

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The Emergency/A&E Department (answered by emergency patients only)
Q3. While you were in the A&E Department, how
much information about your condition or
treatment was given to you?

Q4. Were you given enough privacy when being
examined or treated in the A&E Department?

Waiting list and planned admissions (answered by those referred to hospital)

Q6. How do you feel about the length of time
you were on the waiting list? Better

Q7. Was your admission date changed by the
hospital? Better

Q8. Had the hospital specialist been given all
necessary information about your condition/illness
from the person who referred you?

Better

Waiting to get to a bed on a ward
Q9. From the time you arrived at the hospital, did
you feel that you had to wait a long time to get to a
bed on a ward?

Better

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The hospital and ward

Q11. Did you ever share a sleeping area with
patients of the opposite sex?

Q14. Did you ever use the same bathroom or
shower area as patients of the opposite sex? Better

Q15. Were you ever bothered by noise at night
from other patients? Better

Q16. Were you ever bothered by noise at night
from hospital staff?

Q17. In your opinion, how clean was the
hospital room or ward that you were in? Better

Q18. How clean were the toilets and bathrooms
that you used in hospital? Better

Q19. Did you feel threatened during your stay in
hospital by other patients or visitors? Better

Q20. Did you get enough help from staff to wash
or keep yourself clean? Better

Q21. If you brought your own medication with you
to hospital, were you able to take it when you
needed to?

Better

Q22. How would you rate the hospital food? Better

Q23. Were you offered a choice of food?

Q24. Did you get enough help from staff to eat
your meals? Better

Doctors
Q25. When you had important questions to ask a
doctor, did you get answers that you could
understand?

Better

Q26. Did you have confidence and trust in the
doctors treating you? Better

Q27. Did doctors talk in front of you as if you
weren't there? Better

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Nurses
Q28. When you had important questions to ask a
nurse, did you get answers that you could
understand?

Better

Q29. Did you have confidence and trust in the
nurses treating you? Better

Q30. Did nurses talk in front of you as if you
weren't there? Better

Q31. In your opinion, were there enough nurses
on duty to care for you in hospital? Better

Q32. Did you know which nurse was in charge of
looking after you? (this would have been a different
person after each shift change)

Better

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Care and treatment

Q33. In your opinion, did the members of staff
caring for you work well together? Better

Q34. Did a member of staff say one thing and
another say something different? Better

Q35. Were you involved as much as you wanted
to be in decisions about your care and
treatment?

Better

Q36. Did you have confidence in the decisions
made about your condition or treatment? Better

Q37. How much information about your
condition or treatment was given to you? Better

Q38. Did you find someone on the hospital staff
to talk to about your worries and fears? Better

Q39. Do you feel you got enough emotional
support from hospital staff during your stay? Better

Q40. Were you given enough privacy when
discussing your condition or treatment?

Q41. Were you given enough privacy when
being examined or treated? Better

Q43. Do you think the hospital staff did
everything they could to help control your pain? Better

Q44. After you used the call button, how long
did it usually take before you got help?

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Operations and procedures (answered by patients who had an operation or procedure)
Q46. Did a member of staff explain the risks and
benefits of the operation or procedure in a way you
could understand?

Q47. Did a member of staff explain what would
be done during the operation or procedure? Better

Q48. Did a member of staff answer your
questions about the operation or procedure?

Q49. Were you told how you could expect to
feel after you had the operation or procedure? Better

Q51. Did the anaesthetist or another member of
staff explain how he or she would put you to sleep
or control your pain?

Q52. Afterwards, did a member of staff explain
how the operation or procedure had gone? Better

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Leaving hospital

Q53. Did you feel you were involved in
decisions about your discharge from hospital? Better

Q54. Were you given enough notice about when
you were going to be discharged? Better

Q56. Discharge delayed due to wait for
medicines/to see doctor/for ambulance.

Q57. How long was the delay?

Q59. Did you get enough support from health or
social care professionals to help you recover and
manage your condition?

Better

Q60. When you left hospital, did you know what
would happen next with your care? Better

Q61. Were you given any written or printed
information about what you should or should not
do after leaving hospital?

Q62. Did a member of staff explain the purpose of
the medicines you were to take at home in a way
you could understand?

Better

Q63. Did a member of staff tell you about
medication side effects to watch for when you
went home?

Better

Q64. Were you told how to take your medication
in a way you could understand? Better

Q65. Were you given clear written or printed
information about your medicines? Better

Q66. Did a member of staff tell you about any
danger signals you should watch for after you went
home?

Better

Q67. Did hospital staff take your family or home
situation into account when planning your
discharge?

Better

Q68. Did the doctors or nurses give your family or
someone close to you all the information they
needed to care for you?

Better

Q69. Did hospital staff tell you who to contact if you
were worried about your condition or treatment
after you left hospital?

Better

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Q70. Did hospital staff discuss with you whether
additional equipment or adaptations were needed
in your home?

Q71. Did hospital staff discuss with you whether
you may need any further health or social care
services after leaving hospital?

Better

Overall views of care and services

Q72. Overall, did you feel you were treated with
respect and dignity while you were in the hospital? Better

Q73. During your time in hospital did you feel
well looked after by hospital staff? Better

Q75. During your hospital stay, were you ever
asked to give your views on the quality of your
care?

Q76. Did you see, or were you given, any
information explaining how to complain to the
hospital about the care you received?

Better

Overall experience

Q74. Overall...

I had a very poor
experience

I had a very good
experience

Better

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

Best performing trusts

About the same

Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The Emergency/A&E Department (answered by emergency patients only)
S1 Section score - 7.7 9.0

Q3 While you were in the A&E Department, how much information
about your condition or treatment was given to you?

- 7.3 8.9

Q4 Were you given enough privacy when being examined or treated
in the A&E Department?

- 7.8 9.4

Waiting list and planned admissions (answered by those referred to hospital)
S2 Section score 9.4 8.2 9.6

Q6 How do you feel about the length of time you were on the waiting
list?

9.2 6.9 9.7 484 9.3

Q7 Was your admission date changed by the hospital? 9.6 8.2 9.7 482 9.6

Q8 Had the hospital specialist been given all necessary information
about your condition/illness from the person who referred you?

9.4 8.4 9.6 477 9.4

Waiting to get to a bed on a ward
S3 Section score 8.7 5.8 9.6

Q9 From the time you arrived at the hospital, did you feel that you had
to wait a long time to get to a bed on a ward?

8.7 5.8 9.6 611 8.7

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

or Indicates where 2016 score is significantly higher or lower than 2015 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2015 data is available.
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The hospital and ward
S4 Section score 8.8 7.3 9.0

Q11 Did you ever share a sleeping area with patients of the opposite
sex?

9.5 8.6 9.8 496 9.4

Q14 Did you ever use the same bathroom or shower area as patients of
the opposite sex?

9.7 6.2 9.8 583 9.7

Q15 Were you ever bothered by noise at night from other patients? 7.5 4.8 8.5 611 7.2

Q16 Were you ever bothered by noise at night from hospital staff? 8.4 7.1 9.2 609 8.2

Q17 In your opinion, how clean was the hospital room or ward that you
were in?

9.6 8.2 9.7 613 9.6

Q18 How clean were the toilets and bathrooms that you used in
hospital?

9.3 7.4 9.5 607 9.3

Q19 Did you feel threatened during your stay in hospital by other
patients or visitors?

9.9 9.1 10.0 605 9.9

Q20 Did you get enough help from staff to wash or keep yourself
clean?

8.9 7.0 9.2 318

Q21 If you brought your own medication with you to hospital, were you
able to take it when you needed to?

8.6 6.0 8.8 376

Q22 How would you rate the hospital food? 6.9 4.5 7.7 581 6.8

Q23 Were you offered a choice of food? 9.0 7.7 9.5 600 9.2

Q24 Did you get enough help from staff to eat your meals? 8.8 5.5 9.3 151 8.7

Doctors
S5 Section score 9.4 8.0 9.5

Q25 When you had important questions to ask a doctor, did you get
answers that you could understand?

9.1 7.4 9.3 566 9.0

Q26 Did you have confidence and trust in the doctors treating you? 9.7 8.5 9.8 612 9.6

Q27 Did doctors talk in front of you as if you weren't there? 9.4 7.9 9.6 612 9.3

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

or Indicates where 2016 score is significantly higher or lower than 2015 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2015 data is available.
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Nurses
S6 Section score 9.0 7.3 9.1

Q28 When you had important questions to ask a nurse, did you get
answers that you could understand?

9.2 7.4 9.3 573 9.1

Q29 Did you have confidence and trust in the nurses treating you? 9.3 8.2 9.5 611 9.4

Q30 Did nurses talk in front of you as if you weren't there? 9.5 8.1 9.7 614 9.4

Q31 In your opinion, were there enough nurses on duty to care for you
in hospital?

8.8 6.4 9.0 607 8.8

Q32 Did you know which nurse was in charge of looking after you? (this
would have been a different person after each shift change)

7.9 5.3 8.5 612

Care and treatment
S7 Section score 8.6 7.1 8.9

Q33 In your opinion, did the members of staff caring for you work well
together?

9.4 7.9 9.5 600 9.5

Q34 Did a member of staff say one thing and another say something
different?

8.9 7.4 9.1 612 8.6

Q35 Were you involved as much as you wanted to be in decisions
about your care and treatment?

8.4 6.3 8.8 608 8.6

Q36 Did you have confidence in the decisions made about your
condition or treatment?

9.2 7.4 9.5 613 9.2

Q37 How much information about your condition or treatment was
given to you?

9.1 7.3 9.3 613 9.3

Q38 Did you find someone on the hospital staff to talk to about your
worries and fears?

7.4 4.5 8.0 397 7.3

Q39 Do you feel you got enough emotional support from hospital staff
during your stay?

8.5 6.1 8.8 412 8.4

Q40 Were you given enough privacy when discussing your condition or
treatment?

9.0 7.9 9.4 611 9.2

Q41 Were you given enough privacy when being examined or treated? 9.7 9.2 9.9 610 9.7

Q43 Do you think the hospital staff did everything they could to help
control your pain?

9.0 7.4 9.5 312 8.9

Q44 After you used the call button, how long did it usually take before
you got help?

6.6 5.2 7.6 381 6.7

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

or Indicates where 2016 score is significantly higher or lower than 2015 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2015 data is available.
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Operations and procedures (answered by patients who had an operation or procedure)
S8 Section score 9.0 7.9 9.1

Q46 Did a member of staff explain the risks and benefits of the
operation or procedure in a way you could understand?

9.2 8.2 9.7 420 9.5

Q47 Did a member of staff explain what would be done during the
operation or procedure?

9.1 7.9 9.2 418 9.4

Q48 Did a member of staff answer your questions about the operation
or procedure?

9.2 8.1 9.5 381 9.5

Q49 Were you told how you could expect to feel after you had the
operation or procedure?

8.4 6.4 8.5 420 8.4

Q51 Did the anaesthetist or another member of staff explain how he or
she would put you to sleep or control your pain?

9.3 8.7 9.5 339 9.3

Q52 Afterwards, did a member of staff explain how the operation or
procedure had gone?

8.8 7.2 9.0 413 8.9

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

or Indicates where 2016 score is significantly higher or lower than 2015 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2015 data is available.
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Leaving hospital
S9 Section score 8.0 6.3 8.5

Q53 Did you feel you were involved in decisions about your discharge
from hospital?

8.0 6.1 8.9 592 8.1

Q54 Were you given enough notice about when you were going to be
discharged?

7.9 6.3 9.0 606 8.2

Q56 Discharge delayed due to wait for medicines/to see doctor/for
ambulance.

5.6 4.8 8.2 589 6.1

Q57 How long was the delay? 7.4 6.2 9.1 581 7.6

Q59 Did you get enough support from health or social care
professionals to help you recover and manage your condition?

7.8 5.7 8.3 386 8.1

Q60 When you left hospital, did you know what would happen next with
your care?

8.2 6.1 8.7 574

Q61 Were you given any written or printed information about what you
should or should not do after leaving hospital?

7.1 5.0 9.2 593 7.1

Q62 Did a member of staff explain the purpose of the medicines you
were to take at home in a way you could understand?

9.4 7.6 9.6 500 9.2

Q63 Did a member of staff tell you about medication side effects to
watch for when you went home?

6.7 3.5 7.7 427 7.0

Q64 Were you told how to take your medication in a way you could
understand?

9.3 7.4 9.5 455 9.1

Q65 Were you given clear written or printed information about your
medicines?

9.1 6.8 9.2 457 8.9

Q66 Did a member of staff tell you about any danger signals you should
watch for after you went home?

7.3 4.0 7.6 481 7.4

Q67 Did hospital staff take your family or home situation into account
when planning your discharge?

8.1 6.1 9.2 393 8.5

Q68 Did the doctors or nurses give your family or someone close to you
all the information they needed to care for you?

7.3 4.8 8.2 420 7.6

Q69 Did hospital staff tell you who to contact if you were worried about
your condition or treatment after you left hospital?

9.7 6.4 9.7 597 9.7

Q70 Did hospital staff discuss with you whether additional equipment or
adaptations were needed in your home?

8.9 4.5 9.5 128 8.6

Q71 Did hospital staff discuss with you whether you may need any
further health or social care services after leaving hospital?

9.1 6.8 9.3 308 8.9

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

or Indicates where 2016 score is significantly higher or lower than 2015 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2015 data is available.
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Overall views of care and services
S10 Section score 6.3 4.8 6.9

Q72 Overall, did you feel you were treated with respect and dignity
while you were in the hospital?

9.8 8.5 9.8 609 9.7

Q73 During your time in hospital did you feel well looked after by
hospital staff?

9.5 8.3 9.7 606 9.6

Q75 During your hospital stay, were you ever asked to give your views
on the quality of your care?

2.4 0.9 4.4 504 3.0

Q76 Did you see, or were you given, any information explaining how to
complain to the hospital about the care you received?

3.5 1.4 5.0 445 4.0

Overall experience
S11 Section score 8.8 7.4 9.2

Q74 Overall... 8.8 7.4 9.2 592 8.9

Survey of adult inpatients 2016
The Christie NHS Foundation Trust

or Indicates where 2016 score is significantly higher or lower than 2015 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2015 data is available.
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Survey of adult inpatients 2016
The Christie NHS Foundation Trust

Background information
The sample This trust All trusts
Number of respondents 621 77850

Response Rate (percentage) 55 44

Demographic characteristics This trust All trusts
Gender (percentage) (%) (%)

Male 48 47

Female 52 53

Age group (percentage) (%) (%)

Aged 16-35 3 5

Aged 36-50 11 9

Aged 51-65 36 23

Aged 66 and older 50 63

Ethnic group (percentage) (%) (%)

White 94 90

Multiple ethnic group 0 1

Asian or Asian British 2 3

Black or Black British 0 1

Arab or other ethnic group 0 0

Not known 3 5

Religion (percentage) (%) (%)

No religion 19 16

Buddhist 0 0

Christian 77 77

Hindu 0 1

Jewish 1 0

Muslim 1 2

Sikh 0 0

Other religion 1 1

Prefer not to say 1 2

Sexual orientation (percentage) (%) (%)

Heterosexual/straight 97 94

Gay/lesbian 1 1

Bisexual 1 0

Other 0 1

Prefer not to say 1 4
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Agenda Item 26/17a 
Meeting of the Board of Directors 

Thursday 29th June 2017 
 

Board Assurance Framework 2017/18 
 
 
 

 
 

Report of Chief Executive Officer 

Paper Prepared By Louise Westcott, Company Secretary 

Subject/Title Board Assurance Framework 2017/18 

Background Papers 
Board assurance framework 2016/17. Corporate 
objectives 2017/18, operational plan and revenue and 
capital plan 2017/18. 

Purpose of Paper To note the refreshed Board Assurance Framework 
(BAF) 2017/18 

Action/Decision Required To consider any updates to the Board Assurance 
Framework (BAF) 2017/18  

Link to: 

 NHS Strategies and Policy 

• NHS Cancer Reform Strategy 

• NHS Financial Regime, NHS Planning Guidance, 
Payment by Results, Monitor annual planning review, 
Monitor Risk Assessment Framework 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• 2020 vision strategy 

• Key stakeholder relationships 

Resource Impact  

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

BAF  Board assurance framework 
EDoN&Q  Executive director of nursing & quality 
EDoF&BD  Executive director of finance & business 

 development 
EMD  Executive medical director 
COO  Chief operating officer 
DoW  Director of workforce 
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Agenda Item 26/17a 

 
Meeting of the Board of Directors 

Thursday 29th June 2017 
 
 

Board Assurance Framework 2017/18 
 
 
1 Introduction 

The board assurance framework (BAF) 2017/18 was presented to the board in May. 
Further review of the board assurance framework has taken place by the executive 
team since the board meeting. 
 
The changes identified since the BAF was presented to board in May are;   

• 1.4 Not achieving projected reduction in the number of falls – updates to 
assurance 

• 1.5 Risk of exceeding the thresholds for the number of pressure ulcers – 
updates to assurance 

• 4.5 Lack of solution to the patient & relative accommodation issue for the 
Proton Beam Therapy service – update to key controls 

• 4.6 OECI reaccreditation not achieved - update to key controls 
• 6.1 Key performance targets not achieved – update to key controls to 

reference cyber security 
 

 
2 Suggested updates in June 

The following updates have been suggested to the risks presented in June. 
• 1.4 Not achieving projected reduction in the number of falls – consider any 

recommendations from the Quality Assurance Committee following 
discussion 

• 1.5 Risk of exceeding the thresholds for the number of pressure ulcers – 
consider any recommendations from the Quality Assurance Committee 
following discussion 

 
 
3 Paterson Building Fire 

The risk relating to the fire in the Paterson building was reviewed by the Risk & 
Quality Governance Committee in June. No recommendations have been made to 
amend the Board assurance framework at this time. Further consideration will be 
given to the impact of the fire in the 6 month review of objectives. 

 
 
4 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
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1.1 Risk to patients and reputational risk to trust of 
exceeding the HCAI thresholds EDoN&Q 4 3

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. 

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

None identified 12 12

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

None identified 4 4

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 8
Monitoring of performance data and contract KPIs occurs 
at various monthly meetings and feeds to CQUINS 
steering group. 

None identified 8 8

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 6

Numbers reported through integrated performance report 
to Management Board and Board of Directors. 2016/17 
saw a 41% reduction in the number of falls from the 
previous year.

None identified 6 6

1.5 Risk of exceeding the thresholds for the number of 
pressure ulcers EDoN&Q 4 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 dynamic mattress). Nursing e-proforma changed so staff cannot put ‘self-
management’ as code thereby ensuring that pressure area management question 
is asked of each patient on each shift. 

None identified 12

Regular reports to Quality Assurance committee and board 
(through the integrated performance report). No grade 3 or 
4 hospital aquired pressure ulcers. Outturn position at end 
of 16/17 was the same number of pressure ulcers as in the 
previous year with a slightly higher level of activity.

None identified 12 9
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2.1
There is a risk to future NIHR funding if we fail to 
meet national patient recruitment targets and 
clinical research funding

EMD 2 4
Monthly review of resource with team lead. Use of overtime/ bank staff/ freelance 
staff; individual discussion with HR. Priority assessment for studies.  Bid for CRUK 
grant income. 

70 day performance 8 Weekly review of 70 day data by disease group. None identified 8 8
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3.1
Non delivery of the School of Oncology strategy 
due to increased pressure within operational 
service delivery

EMD 2 3

Development of School of Oncology strategy in consultation with the divisions.  
Impact of key stakeholders including operational leads. Transparency of 
educational PA's within job descriptions. Involvement in ERG tariff development. 
Developing models to fund educational capacity.

Difficulty in back filling senior 
staff 6 School of oncology board reports to Management Board. None identified 6 6

Corporate objective 1 - To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond cancer

Corporate objective 2 - To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey

Corporate objective 3 - To be an international leader in professional and public education for cancer care 
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4.1
Failure to meet DH/Treasury timescales of the 
construction of the Proton Beam Therapy (PBT) 
build.

EDoF&BD 2 4 Project board established. Process for risk escalation defined. Build and equipment 
contract signed and agreed. Operational plan being progressed. None identified 8

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

None identified 8 8

4.2 Impact of private providers for Proton Beam 
therapy on our PBT service EDoF&BD 4 2 Working with NHSE on a pro-active communication plan. Ramp up plan bewing 

developed and linked with UCLH None identified 8 PBT project reports to Management Board on a monthly 
basis as part of Capital report. None identified 8 6

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..

2 different service delivery 
models in GM. Continue to provide commissioned services None identified

Urology - urology service specification complete. Awaiting commissioner decision 
regarding delivery model None identified

Remain within 2016/17 contract. Commissioner led review 
implemented.  The Christie fully involved with review, 
within the GM transformation team.  

None identified

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

4.4 Loss of trials due to no processes for accessing 
funding for excess treatment costs for trials EDoF&BD 3 4 Communicating with specialist commissioners on how to access funding.  Informed 

lead clinicians to ensure no patients are enrolled on inappropriate trials. None identified 12 Reports to research governance committee and 
commissioner meetings None identified 12 12

4.5
Lack of a solution to the patient and relative 
accommodation issue for the Proton Beam 
Therapy service

EDoF&BD 2 4

Revenue funding secured through NHSE. Reviewing options for hotel 
accommodation in the city centre. Ronald McDonald approached to explore options 
for increasing capacity - initial agreement to prioritise PBT families. Fundraising 
approach being explored to expand current accommodation.

None identified 8 PBT steering group and Strategic Plan Implementation 
Board. None identified 8 8

4.6 OECI reaccreditation not achieved EDoN&Q 2 3

Work centrally coordinated based on OECI measures. Timeframes for re 
accreditation identified. Funding identified. Project group formed. Reaccreditation 
submission made and acknowledged by OECI. Considered at November OECI 
board, accreditation process progressing.

None identified 6
Previous accreditation achieved.  Evidence being collated 
for submission.  Date of accreditation November / 
December.

None identified 6 6

4.7
Lack of evidence to  show progress against the 
ambition to be leading comprehensive cancer 
centre

COO / 
EMD(S) 2 3

Regular (bi-annual) board reports. Participation in OECI . Baseline measures 
identified and presented to Board of Directors. Discussion at time out in March 
2017. Looking at how we can be part of International Benchmarking.

Availability of comprehensive 
data with which to compare 
ourselves

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
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5.1 GM devolution changes have an adverse impact 
on The Christie objectives EMD(S) 2 5

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

Uncertainty around impact. 10

Regular Management Board and Board of Director reports 
from CEO.  Presentation to CoG. Greater Manchester 
Health & Social Care Strategic Plan and Terms of 
reference for GM Provider Federation Board approved at 
BoD Jan 16.

None identified 10 8

5.2 Non-delivery of our refreshed chemotherapy 
strategy

COO / 
EDoF&BD 3 4 Option appriasal of mobile unit versus static/hospital based provision. Refreshed 

chemotherapy strategy approved. None identified 12 Reports to Management Board None identified 12 8

5.3 The Christie Pathology Partnership objectives not 
achieved impacting on clinical service

COO/ 
EDoF&BD 2 4

The Christie Pathology Partnership board established. Review of financial 
arrangements and turnaround plan produced. Operational leadership reviewed. 
Business continuity plan in place. 

None identified 8 Reports to BoD from The Christie Pathology Partnership 
board meetings. None identified 8 8

5.4
Not delivering the operational, clinical and financial 
objectives of the system leader role in the ACC 
Vanguard 

EDoF&BD  
EMD 2 5

Part of the National Cancer Vanguard with The Royal Marsden and UCLH. Project 
team established.Detailed project plans in place. 2017-18 funding secured. Classed 
as innovation arm of cancer system board.

None identified 10 Regular reports to Management board and Cancer System 
Board None identified 10 10

5.5 Tariff structure resulting in a recurrent loss of 
income   EDoF&BD 2 5

Participating at national level to influence development of specialist tariffs.  Contract 
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 To continue to report through Manaagment Board and 
Board of Directors via the Finance report. None identified 10 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 None identified 12 4

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

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

4.3
Risk of comprehensive cancer status due to loss of 
surgery at The Christie due to uncertainty of 
commissioning within Greater Manchester

COO 3 5 15 15 10

106



Principal Risks Exec Lead Li
ke

lih
oo

d

Im
pa

ct

Key Control established Key Gaps in Controls C
ur

re
nt

 R
is

k 
Sc

or
e

Assurance G
ap

s 
in

 a
ss

ur
an

ce

O
pe

ni
ng

 P
os

iti
on

Po
si

tio
n 

at
 e

nd
 o

f Q
1

Po
si

tio
n 

at
 e

nd
 o

f Q
2

Po
si

tio
n 

at
 e

nd
 o

f Q
3

Po
si

tio
n 

at
 e

nd
 o

f Q
4

Ta
rg

et
 ri

sk
 s

co
re

6.1 Key performance targets not achieved COO 2 4
Executive led monthly divisional performance review meetings. Integrated 
performance & quality report to Management Board and Board of Directors monthly. 
Digital Maturity board meeting monthly (includes cyber security)

None identified 8 Continued achievement of all key performance targets None identified 8 4

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

segment 1. Use of resources - 1 None identified

Commissioner contract signed for 2017/18. Agreement of control total for 2017/18 
with NHSI. Growth monies allocated to divisions to ensure delivery of activity target. 
CIP target set.

Changes in specialist 
commissioning as a 
consequence of GM Devolution

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

6.3 Non delivery of transformation schemes (CIP) EDoF&BD 4 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, 
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.

None identified 16 Progress monitored through integrated performance report 
to Management Board and Board of Directors None identified 16 4

6.4 Current EPR unable to support delivery of 
operational objectives EDoF&BD 3 4

External analysis undertaken to identify options to address issues with CWP 
(clinical web portal). Option appraisal to come to Board of Directors in June 2017. 
Additional staff appointed

Internal capability & expertise 
to support system going 
forward

12 Reports to Management Board & Board of Directors. 
Review of CIO and CCIO roles None identified 12 8
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7.1 Target reductions in sickness levels not achieved DoW / COO 3 3 Adherence with sickness management policy monitored through performance 
review meetings. None identified 9 Monthly sickness levels as reported in Integrated 

performance and quality report None identified 9 9

7.2
Reduction in quality of service due to the impact of 
new shared service models affecting our ability to 
recruit and retain staff

DoW 3 2

Working with GM health & social care devolution and attending relevant meetings. 
Communication with existing staff in teams impacted by proposed shared service 
models (HR, Finance, Pathology, Radiology, Pharmacy, IT). Engagement with trade 
unions.

None identified 6 No current impact on recruitment & retention. Involvement 
in key GM devo committees None identified 6 6

7.3 Underutilisation of the apprenticeship levy DoW 3 3
Workforce committee monitoring progress. Divisional engagement. School of 
Oncology leading across the trust and externally with the development of higher 
apprenticeships. 

None identified 9 Regular report to board None identified 9 9

7.4 Risk of non compliance against PDR action plan to 
achieve Trust standard DoW 3 2

Performance review meetings. Regular reporting to Management Board and Board 
of Directors through the performnace report. Information shared with managers on 
compliance. Redesigned systems and paperwork.

Trustwide performance at 83% 6 Reports to Risk & Quality Governance Committee and 
Board of Directors. None identified 6 6
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8.1 Impact on our ability to obtain planning approval for 
future capital developments. EDoF&BD 3 3

Close working with Manchester City Council (MCC) on implementing the green 
travel plan . The strategic planning framework approved and includes current and 
future requirements for travel to site. Options for non-clinical staff accommodation 
off site are being considered. Communication with residents through the 
Neighbourhood Forum and newsletters. Green travel plan and sustainability plan in 
place. Developing plans for tiered car parking to address concerns raised by 
neighbours

None identified 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

8.2 Targets set by the NHS sustainable development 
unit (SDU) guidance are not achieved. EDoF&BD 3 2

Sustainable development management committee meet quarterly. National returns 
submitted. Quarterly reports on each requirement produced and progress 
monitored.

Not achieving target for energy 
& carbon reduction 6 Sustainable development and carbon reduction quarterly 

key issue reports to board of directors None identified 6 6

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

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

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

6.2 Financial performance target not achieved EDoF&BD 4 4 16 16 4
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Agenda item: 26/17b 

Meeting of the Board of Directors 
Thursday 29th June 2017  

Report of Executive Director of Nursing & Quality 

Paper prepared by Julie Gray, Head of Nursing & Quality 

Subject/Title Care Quality Commission (CQC)  Inspection 
Outcome Improvement Plan   

Background papers (if relevant) http://www.cqc.org.uk/provider/RBV 

Purpose of Paper To present the updated action plan developed 
by Divisional representatives in response to the 
CQC Comprehensive Inspection Report 

Action/Decision required To approve the action plan prior to submission 
to the CQC  

Link to: 
 NHS strategies and policy

Link to: 
 Trust’s Strategic Direction
 Corporate objectives

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

Resource impact None 

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

CQC – Care Quality Commission 
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Agenda item: 26/17b 

 
Meeting of the Board of Directors 

Thursday 29th June 2017 
 

CQC Inspection Outcome Improvement Plan 
 
1. Introduction 

On 18th November 2016 The Christie NHS Foundation Trust was rated as Outstanding by the 
Care Quality Commission (CQC). This rating was based on evidence provided and care 
witnessed during the comprehensive inspection which took place from 10th – 13th May 2016.  

 

 
 

The CQC described The Christie as 'exceptional' and 'a leader in its field'. The report 
praised the 'friendly and open culture' and the 'commitment to excellence that filters through 
every area of the trust'. Patients and relatives spoke very positively about the care and 
treatment they received. The CQC noted the holistic and person-centred care approach to 
the delivery of care for patients across all age groups and highlighted that staff interaction 
was kind, compassionate and very caring.  
 
The detailed location report at service level rated our services as follows: 

 

 
 
2. Improvement plan 

The Trust was judged to be fully compliant in all regulated activity and did not receive any 
‘must do’ improvement actions. However, the CQC noted some actions that the Trust could 
make to further improve our services. An improvement plan was developed in partnership 
with clinical and management teams and was agreed by the Board of Directors in January 
2017.  
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The plan sets out timescales for completion and describes progress to date and where 
appropriate, evidence has been embedded. The evidence embedded within the plan can also 
be accessed through the Board’s SharePoint site or from the Company Secretary’s office. 

3. Audit evidence
There are two areas on the improvement plan where there is not yet sufficient audit data to
give full evidence of compliance. The first area relates to theatres and the recording of
wasted controlled drugs (surgical services objective 1). The latest audit has shown an
improvement although the compliance with the policy is still not of the required standard.

The second area is with regards to the sign out de-briefing section of the WHO surgical 
checklist audit (surgical services objective 2). There has been no improvement in the 
latest audit and the compliance with the policy is still not of the required standard.  

Further audit review will take place on 18th July 2017 to assess full compliance. The actions 
will be presented to the July & August performance meetings.  

3. Recommendation
The Board of Directors is asked to approve the updated improvement plan prior to
submission to the CQC on 30th June 2017.  It is proposed that the next iteration of the plan is
presented to board for sign off in October 2017.
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Improvement Plan:  Care Quality Commission Comprehensive Inspection Report 2016 

 Date issued:  
18th November 2016 

Action Plan Lead:  
Jackie Bird – Executive Director of Nursing & Quality 

Action Plan Review Dates:  
18th January 2017, 31st March 2017, 15th June 2017 

Medical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy 
(reference to 
detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

1. Take appropriate
actions to maintain
temperatures within
treatment rooms
where medicines
are stored.

Daily monitoring of all 
treatment rooms in 
place. 

Included in estates 
planning 

Escalation plan in 
place when 
temperatures 
exceeded 

Installation of air 
conditioning in wards 
10, 11, 12 

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Matron – 
Networked 
Services 

Director of 
Pharmacy 

Treatment room 
temperatures 
maintained 
within threshold. 

18th November 
2016 (S) 

17th January 2017 
(R) 

15th June 2017 
(TC) 

Treatment Room 
Temperature.pdf

1. Budget and plans agreed to
install air conditioning in all
treatments rooms.

2. The ward block: Estates are
awaiting a response to some
queries with the suppliers.

3. Installations due to be
complete by Q3.

Appendix 1
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Medical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy 
(reference to 
detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

2. Take appropriate
actions to improve
staff appraisal rates
and mandatory
training
compliance.

Weekly monitoring. 

Ward performance 
reviews established. 

New process for new 
starters agreed. 

Deputy Chief 
Operating Officer 

Clinical Director 

Matron – 
Networked 
Services 

PDR monitoring 
process 
commenced 
December 2016. 

Monitoring of 
compliance 
ongoing.  

Ongoing weekly 
monitoring in 
place. 

18th November 
2016 (S) 

17th January 2017 
(R) 

31st March 2017 
(TC)  

Complete 

• Compliance is monitored
weekly within the division
and monthly via performance
reviews

• There has been a sustained
increase in compliance

• This remains an area of
complinace reviewed by the
Board of Directors monthly
and at monthly performance
meetings (see PDR figures
in Integrated performance
report)

115



Surgical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

1. Ensure that
trust policy
concerning the
disposal and
‘wasting’ of
controlled
drugs, where
the full
contents of a
vial are not
prescribed are
adhered to in
theatres and
recovery.

• Weekly audit of
practice for 4 weeks

• Staff to be compliant
with essential
medicines
management training

• Zero – tolerance
approach to failure in
adherence to policy

• To be discussed at
Surgical and Acute
Directorate meetings

• Policy to be reviewed
with Chief Pharmacist
& Theatre Manager;
and SOP for theatres
in development

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services 

Adherence to 
medicines practice  
operational policy 

18th November 
20016 (S) 

31st January 2017 
(R) 

1st March 2017 
(TC) 

• All staff are aware of the
requirement as detailed in
section 10 of  the  medicines
practice  operational policy
Version 4.2

Staff Meeting 
Minutes May 2017.do

Sent on behalf of Dr 
Phil Hajimichael .msg

• On-going awareness raising
and monitoring in place and
a full audit of compliance
commenced on 30th January

• Findings will be presented at
Surgical and Acute
Directorate meetings and
form part of the theatre
report
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Surgical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

CCS Div Bd Agenda 
and Papers 19 6 17.p

• Compliance monitored via
safe Medicines Practice
Committee

Theatre Controlled 
Drug Recording Audit 

Theatre Controlled 
Drug Recording Re-Au

2. Ensure WHO
documentation
audits are
completed in
line with
recommendatio
ns.

• Review purchase of
WHO board in theatre

• Weekly audit for one
month

• Audit outcome to be

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 

• To be compliant
with WHO
recommendations

18th November 
2016 (S) 

1st March 2017 
(R) 

• An audit was undertaken in
November 2016 to ascertain
improvement opportunities.

• Team briefing to take place
at the beginning of each list,
utilising a WHO team brief
board

• Compliance and
improvments to be discussed
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Surgical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

disseminated at the 
clincial leads meeting 

• Audit to be repeated
July 2017

Services 

1st May 2017 
(TC) 

regularly at  the Surgical and 
Acute Directorate meetings 

• Weekly theatre improvement
meetings now in place

• 
CQC WHO updated 
audit report.docx

3. Ensure full
compliance
with trust CVC
insertion
infection
control
precautions.

• To review use of face
- masks

• Audit of PPE
compliance during
CVC insertion

• To be discussed at
Acute & Critical Care
Directorate meeting

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services 

• To comply with
infection control
policy regarding
the use of PPE

18th November 
20016 (S) 

1st March 2017 
(R) 

15th June 2017 

Complete 

• Central Venous Access
Device (CVAD) policy
Version 03 updated to reflect
requirements

• Audit undertaken in April
2017 

PPE CVC insertion 
theatres audit report 

4. Encourage
referring
parties to
provide more
comprehensive
information,

• HNA to become
electronic via CWP

• Digital maturity board
to look at digital
referrals

• Inclusion of patient

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

18th November 
2016 (S) 

• HNA piloted within two
disease pathways as part of
cancer pathways work
stream and this will form part
of electronic patient record
development.
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Surgical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

background 
and past 
medical history 
within referrals. 

social aspects to be 
included in MDT 
minimum data set 

Lead Nurse – 
Cancer Centre 
Services 

1st April  2017 (R) 

1st September 
2017 (TC) 

• Meeting arranged with
Deputy Chief Operating
Officer – Performance &
Operational Standards  to
discuss further

5. Seek to
improve the
legibility of
handwritten
surgery
consent forms.

• To be discussed at
Directorate &
Divisional meetings

• Mandatory
completion of consent
work shops for
consultants bi-
annually

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services 

18th November 
20016 (S) 

31st March 2017 
(R) 

30th August 2017 
(TC) 

• Annual consent audit results
published in September
2016, next audit due in July
2017 

ConsentAuditReport
2016.doc

Approved PSC 
Minutes September 20

• Clinical Director for Surgery
meeting with Clinical Lead
for Consent to develop a
consent workshop which will
include importance of
legibility of consent forms
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Surgical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

Omer Aziz re 
consenting summary o

• All junior doctors now
undertake consent training
as part of their induction and
there is an up to date
consent register on the Trust
intranet

6. Ensure a
consistent and
compliant
approach to
the
requirements
of the Mental
Capacity Act
2005 regarding
the two stage
assessment of
a patient’s
capacity to
consent to
treatment.

• To ensure
compliance with
training

• Continue to develop
involvement of pycho-
oncology team within
surgical division

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services 

18th November 
20016 (S) 

31st March 2017 
(R) 

30th August 2017 
(TC) 

• Annual consent audit results
published in September
2016, next audit due in July
2017 

ConsentAuditReport2
016.doc

Approved PSC 
Minutes September 20

• Clinical Director for Surgery
meeting with Clinical Lead
for Consent to develop a
consent workshop which will
include importance of
legibility of consent forms
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Surgical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

• All junior doctors now
undertake consent training
as part of their induction and
there is an up to date
consent register on the Trust
intranet.

7. Improve the
temporary
environment
used for the
pre-operative
clinic, until the
new facilities
become
available.

• Privacy screening on
doors Reconfiguration
of waiting area for
patients

• Obtain patient
feedback re Pre –
Operative Service
with focus on the
environment

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services 

• Relocation of pre
op to permanent
facility  in line with
estates strategy

18th November 
2016 (S) 

1st March 2017(R) 

1st September 
2017 (TC) 

• Plans have commenced to
review the environment.

8. Maintain the
security and
confidentiality
of patients’
records and
information at
all times.

• Ensure process in
place for storage of
patients notes

• Ensure process for
receiving notes when
reception unmanned

• Carry out Information
Governance audit

• Ensure staff
compliant with

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services 

• To comply with
Caldicott and Trust
policy on
Information &
Governance of
patient information
and records

18th November 
2016 (S) 

1st March 2017 
(R) 

• Staff reminded of the need to
maintain confidentiality of
patients’ records and
information at all times

• Enviornment discussed with
the Information governance
Lead to identify where
improvments can be made.

• Caldicott / IG unannounced
audit scheduled
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Surgical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

essential training 30th April 2017 

Complete 

• Regular ‘spot checks’
undertaken by the unit
manager and Matron

pre op evidence for 
action plan (1).doc

pre op evidence for 
action plan (2).doc

pre op evidence for 
action plan (3).doc

9. Consider
increasing the
numbers of
staff with
competency
based
qualifications in
gaining
consent.

• To be discussed at
Surgical directorate
meeting

• Mandatory
completion of consent
work shops for
consultants bi-
annually

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services 

18th November 
2016 (S) 

31st March 2017 
(R) 

30th September 
2017 (TC) 

• Annual consent audit results
published in September
2016, next audit due in July
2017 

ConsentAuditReport2
016.doc

Approved PSC 
Minutes September 20

• Clinical Director for Surgery
meeting with Clinical Lead
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Surgical services 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

for Consent to develop a 
consent workshop which will 
include importance of 
legibility of consent forms 

10. Continue to
work towards
meeting all of
the
recommendatio
ns of the
‘Implementatio
n of the Faculty
of Pain
Medicine’s
Core
Standards for
Pain
Management
(2015)’.

• To review pain
management policy

• Audit pain
management in
surgical areas

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services 

18th November 
20016 (S) 

31st January 
2017(R) 

30th April 2017 
(TC) 

Complete 

• Faculty of Pain Medicine’s
Core Standards for Pain
Management continue to be
reviewed and implemented
by the Supportive Care
Team and Critical and Acute
Directorate Clinical Lead

• Epidural audit completed
October 2016

Epidural Audit 
Presentation final.ppt

Epidural audit report 
2016 draft prior to pre

• Gynaecological post-
opertative pain audit (results
expected September 2017)
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Critical care 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

1. Ensure there is
a robust
process in
place to
monitor
patients own
medication
whilst in the
critical care
unit.

• Review of patients
own drug
(POD)storage

• Ensure review of
patients own
medication included
into patient admission
process

• Review of patient
transfer (to ward)
documentation to
include patients own
medication

• Audit management of
patients own
medication – storage
and documentation

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services, 

Director of 
Pharmacy 

Adherence to 
medicines practice  
operational policy 

18th November 
2016 (S) 

31st January 2017 

(R) 

31st March 2017 

Complete 

• All staff are aware of the
requirement as detailed in
section 6.20 of  the
medicines practice
operational policy Version
4.2 

• Management of PODs
continues to be included in
the annual audit of
medicinces practice and
monitored via Safe
Medicines Practice
Committee.

• Audit report

172005 Pt 
Medication on CCU au 

2. Ensure staff
are aware of
safeguarding
protocols in
relation to
female genital
mutilation.

• Staff compliant with
essential training –
Safe guarding

• Process on how to
report FGM to be
included in new
starter induction pack

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 

18th November 
2016 (S) 

30th December 
2016 (TC) 

• All staff are aware of the
requirement as detailed in
section 17.2 of the
Safeguarding policy Version
3.0 

• Posters and contact
information available in staff
shared spaces.
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Critical care 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

• Bespoke education
sessions for CCU
nurses

• To be discussed at
Acute & Critical Care
directorate meeting

Services 

30th December 
2016 (C) 

Complete 

Induction pack 
OCCU.pdf

• Safeguarding Named Nurse
has provided additional ad-
hoc updates to staff when
attending the unit

3. Ensure
information
related to
patients
physical and
psychological
needs
assessments in
critical care are
relayed to the
staff on the
ward on
discharge.

• Review of patient
transfer/discharge
(from ward)
documentation

• Reinstate
development of
patient diaries on
CCU

• Obtain patient/relative
feedback on transfer
process

• Task & Finish group
to develop process

Deputy Chief 
Operating 
Officer,  

Clinical Director, 

Lead Nurse – 
Cancer Centre 
Services 

• Adherence to
NICE 83
guidelines

18th November 
2016 (S) 

31st January 2017 
(R) 

31st March 2017 
(TC) 

Complete 

• Documentation paperwork
for discharge from CCU to
ward currently under review
by task and finish group

• Patient diaries are being re-
introduced (previous uptake
of the diaries was minimal
and therefore discontinued)

• Task and finish group collate
evidence of actions
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End of life care 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

4. The trust 
should 
consider 
implementing a 
way that 
individuals’ 
faith needs can 
be met by the 
mortuary 
service. 

The Christie Pathology 
Partnership Quality & 
Governance Manager 
is currently developing 
a business case to 
extend the 
bereavement service 

For discussion at 
Senior Nurse Meeting 

Deputy Chief 
Operating 
Officer,  

Clinical Lead & 
Macmillan 
Clinical Nurse 
Specialist in 
Palliative Care 

 18th November 
2016 (S) 

31st January 2017 
(R) 

15th June 2017 
(TC) 

 

Faith Needs.pdf End of Life 
Operational Group Min 

• Draft SOP for approval at 
Patient Experience 
committee 

SOP for the 
completion of mccd an        

On-call check list.doc
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Chemotherapy 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

1. Improve 
mandatory 
training where 
there are 
pockets of low 
compliance 

Weekly monitoring. 

Department 
performance reviews 
established. 

New process for new 
starters agreed. 

Deputy Chief 
Operating 
Officer,  

Clinical Director, 
Service 
Manager Lead 
Nurse 
Chemotherapy 

 18th November 
2016 (S) 

 

31st January 2017 
(R) 

 

31st March 2017  

Complete 

• Compliance is monitored 
weekly within the division 
and monthly via performace 
reviews 

• There has been a sustained 
increase in compliance 

Information taken from 
workforce information 
reports:- 

Oak Road Treatment Centre: 

Oct:88% 

Jan: 90% 

March: 82% (6 new starters 
within a week of reporting and 
not had trust induction at point of 
reporting) 

June:86% 

2. Ensure rooms 
storing 
medicines are 
below 25°C. 

Daily audits established Deputy Chief 
Operating 
Officer,  

Action complete. 

Further work with 
estates to plan for 

18th November 
2016 (S) 

17th January 2017 
Treatment Room 
Temperature.pdf  

127



Chemotherapy 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

Clinical Director, 
Service 
Manager Lead 
Nurse 
Chemotherapy, 
Director of 
Pharmacy 

summer months (R) 

15th June 2017 

Complete 

3. Review the 
attendance at 
divisional 
governance 
meetings to 
ensure staff 
attendance is 
adequate. 

Reviewed attendance 
and TOR 

Deputy Chief 
Operating 
Officer,  

Clinical Director, 
Service 
Manager Lead 
Nurse 
Chemotherapy 

Commence 
monitoring 
attendance per 
meeting from Jan 17 

18th November 
2016 (S) 

31st January 2017 
(R) 

31st March 2017 

Complete 

Terms of Reference reviewed 
and re-distributed  

Attendance to be captured and 
monitored 

Terms of 
Reference.pdf  

4. Ensure that 
where required 
(sluice room on 
the ground 
floor of the 
Palatine 
Centre) is 
secured and 

• All staff informed of 
need to keep sluice 
room locked. 

• Daily checks 
• Storage cupboard 

ordered. 
• Explore options to 

lock with swipe 

Deputy Chief 
Operating 
Officer,  

Clinical Director, 
Matron - PW 

Waiting confirmation 
of delivery 
/installation of 
cupboard. 

18th November 
2016 (S) 

 

31st January 2017 
(R) 

• Sluice Room door kept 
locked  

• New storage unit in place 
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Chemotherapy 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

that chlorine 
based cleaning 
products and 
hand sanitizers 
are stored 
securely at all 
times. 

access  

31st March 2017 

Complete 

 

Radiotherapy 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

1. Review the 
staffing level 
requirements 
for treatment 
Radiographers. 

• Increase in 
Radiographic staffing. 

• Skill mix review. 
• Administrative, 

clerical and 
supportive staff 
review to be 
undertaken. 

Deputy Chief 
Operating 
Officer,  

Clinical Director, 
Radiotherapy 
Manager 

• A business case 
approved, 
provided 11 extra 
substantive posts 
in radiotherapy in 
addition to two 
previously planned 
growth posts.   
This has improved 
treatment delivery 

18th November 
2016 (S) 

 

31st January 2017 
(R) 

 

• Business case and funding 
approved. Recruitment 
ongoing.  
 

• Sectional service planning 
has begun (with the 
education team) to ensure 
appropriate staffing and skill 
mix. 
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Radiotherapy 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

staffing. 
• A further review of 

staffing and skill 
mix to commence 
in line with the 
business case. 

• Development of a 
research business 
case to support 
clinical research 
and development  

• Administrative, 
clerical and 
supportive staff 
review complete. 

31st March 2017 

Complete 

• 4.5 wte research posts have 
been funded by external 
sources.   Recruitment is 
scheduled for 2017 owing to 
the start of the research 
grants.   These roles will 
support improving the 
quality of the clinical service 
in radiotherapy.   A further 
case will be produced for 4 
wte staff to support the MR 
Linac. 

• Administrative, clerical and 
supportive staff review has 
resulted in a new more 
responsive, flexible and 
clinically supportive 
workforce in Withington in 
line with arrangements in 
Salford and Oldham 

9e Radiotherapy 
Interim Staffing BC V1 

2. The trust 
should review 
the 

• Undertake a review 
of the skill mix in 
Radiotherapy 

 • A specialist 
Radiographer and 
Specialist Nurse 

18th November 
2016 (S) 

• A specialist Radiographer 
and Specialist Nurse are in 
post. 
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Radiotherapy 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

management 
structure and 
the skill mix in 
the 
radiography 
department 
and to consider 
roles for 
radiographers 
that include 
routine 
treatment 
delivery and 
review for 
patients and 
allows 
specialist 
registrars and 
consultants to 
treat more 
complex. 

regarding the 
professional 
boundaries between 
Radiographers, 
Nurses and Doctors. 

post has been 
created from 
growth money 

• An additional Band 
8a post has been 
created to lead a 
staffing and skill 
mix review. 

• Job descriptions 
for Consultant 
Radiographers 
have been 
created.  

 

31st January 2017 
(R) 

 

31st March 2017 

Complete 

• The additional Band 8a 
radiographer is in induction 
and will create capacity to 
conduct a full staffing 
review. 

• Job descriptions for 
Consultant Radiographers 
have been created.   
Costings have been 
prepared for one internal 
upgrade and backfill and 
funding discussions are 
taking place. 

• Initial proposals are being 
developed around two 
Palliative Treatments 
Consultant Radiographer 
roles and one Skin 
Consultant Radiographer 
roles.  
 

3. The trust 
should ensure 
that all 
radiographers 
who have 

Additional Training 
Slots to be created. 

Training time to be ring-

Deputy Chief 
Operating 
Officer,  

• Recruitment of 
additional staff to 
allow for ring-
fenced training 
time. 

18th November 
2016 (S) 

31st January 2017 

Training lead radiographer post 
recruited to and commences in 
post on 1/2/2017.  
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Radiotherapy 

Results Approach Deployment Assessment and Review 
Objective Action required 

(reference to detail) 
Action Lead 
responsibility 

Action 
implementation 
strategy (reference 
to detail) 

Start (S)  Target 
Completion (TC) 
Review (R)  
Completion (C) 
date 

Progress and Outcomes 
Embed evidence 

contact with 
children and 
young people 
are trained to 
level three in 
safeguarding of 
children and 
young people/ 
patients. 

fenced Clinical Director, 
Radiotherapy 
Manager 

• Re-introduction of 
the Principal 
Radiographer for 
Clinical Education. 

(R) 

 

31st March 2017 

Complete 

Information taken from 
workforce information 
reports:-Radiotherapy 
compliance against essential 
training requirements is 95% 
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