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DRAFT Public minutes of the meeting of the Board of Directors of The Christie NHS Foundation Trust 
held on Thursday 29th June 2017 at 12.45pm in the trust administration meeting room centre, The 

Christie NHS Foundation Trust 

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

Chairman 
Non-Executive Director 
Non-executive director 
Non-Executive Director 
Non-Executive Director 
Non-Executive Director 
Non-Executive Director  
Chief Executive 
Chief Operating Officer 
Executive Director of Nursing and Quality 
Executive Director of Finance & Business Development 
Executive Medical Director  
Executive Medical Director 
Director of Workforce 
 

In Attendance: Louise Westcott  (minutes) Company secretary 
   
 Steve Leggett Cerner Ltd 
 Jackie Collins Public Governor 
 Roger Bowman Public Governor 
 Rachel Daniel Staff Governor 
 Janine Rimmer Ipsen 
 James Gillespie Ipsen 
   
 
Presentation:  Improving patient experience of the lung cancer pathway – Dr Neil Bayman, Consultant 
Clinical Oncologist / Associate Medical Director Clinical Governance & Claire O’Rourke, Senior Pathway 
Lead, GM Cancer 

NB introduced himself as a Clinical oncologist and former Clinical Director for the Lung Cancer Pathway 
Board – the aim of the presentation is to explain what the GM Cancer Pathway Board have done to improve 
the lung cancer pathway. This work is ongoing with a new lead. 

Patient experience is a core objective of the GM cancer plan – for lung cancer what was known was from the 
national cancer experience survey however, only UHSM has representative responses as most organisations 
get less than 20 responses. These are not included in the trust reports 

In 2013 a survey of 500 patients was published – 2 factors are most important to patients in high quality care 
1) prompt referral to hospital & 2) quick access to tests & treatment. A complaint was received in 2013 which 
described a 9 month pathway with numerous delays and issues. This patient went from being ‘suitable for 
aggressive treatment’ to ‘palliative care as only option’. This demonstrated how the system was working at the 
time with fragmented care, repeated tests, delays etc. 

The pathway board looked at this and started to focus on the patient, issues around variation, data 
intelligence and accountability. The Manchester Cancer user involvement team here engaged from an early 
stage and have 3 user representatives who are central to the work of the pathway board. 

To reduce variation the board needed to ensure the care was the same across GM. Quality standards have 
developed for the whole pathway. Sectors were brought together (4 across GM) to improve team working & 
communication. 
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Intelligence – system has been built to provide intelligence across the pathway. Using CWP and MDTs – 
looking at sector based quality measures – clinical outcomes, timeliness, trial recruitment & patient 
experience. Patient experience data is being taken back to clinical teams to get them to engage in 
improvement. 

Accountability – previously no one was taking full responsibility for the full pathway and this caused huge 
problems. Sector MDTs gave view of the whole pathway. MDTs are command centres of how a pathway is 
functioning. They are being asked to improve the pathway across their sectors. An optimal pathway is being 
rolled out across GM driven by the sector MDT teams. 

Clinically led improvement – the lung group here have defined an improvement strategy, users and team were 
surveyed. We now have a comprehensive Christie Lung CNS service, an expert lung oncology service for 
each MDT, early engagement & integration with palliative/supportive care. 

A Christie Lung Cancer Education package for public & primary care to ensure prompt referral to hospital has 
been developed. 

In summary – the patient experience in the complaint letter defined the problems & shaped what is the gold-
standard. Patient priorities were consistent with NHSE’s required improvements, patient feedback was and is 
key to changes in clinical practice. 

Questions were invited. 

RA – patient priorities tie up with NHSE – are the choices given to patients for prioritisation coming from 
NHSE. NB – they came from a charity that work with lung cancer, they were given 20 choices. The 2 that 
came out were still the same as the 2 that NHSE would pinpoint. 

RA – MDT’s – some instances the oncologist wasn’t present – why delay the patient by waiting for an MDT to 
assemble. NB – historically the MDTs met weekly & some decisions were delayed as the correct person 
wasn’t present. To deal with this MDTs were merged to allow people to attend & to cover each other. There is 
now 100% cover from oncologists. Pathway is still delayed by waiting for MDTs – but we know that they don’t 
need to discuss every single patient. Algorithms have been developed to bypass MDTs for some patients & 
the team want to pilot this to enable avoid delays for those patients that don’t need to be there. 

KR – asked about the patient in the complaint that travelled extensively for appointments, have you looked at 
whether everything that could be done in 1 visit is done in 1 visit. NB – this is not happening yet but the teams 
are looking at doing bundles of tests on the same day – they are being handed over to sector teams to deliver 
these algorithms. KR – have you got to the point of determining the time needed per slot. NB – may need a 
full day instead of an hour but this would be much better as everything would be done in that 1 day. 

CH commented that we shouldn’t underestimate this work. This is what has been required for a long time and 
it’s been attempted and not achieved previously. NB is on the national team to look at MDT’s and how this 
approach is rolled out nationally. 

DM – asked about the user involvement programme. CO’R – commented that the team wouldn’t have 
achieved this without the patient story. All meetings have had user involvement, there have been patients 
involved in every aspect. McMillan User Involvement Programme has put patients at the heart of decision 
making. Patients are our conscience. The programme has so far recruited over 100 patients. 

RB – speed at which a patient can get referred is a problem. NB – primary care aspect is a big challenge, we 
have less influence over this but do have champions in primary care. There are other initiatives in GM for 
patients that have a suspicion of cancer e.g. chest x-rays requested by pharmacists, vague symptoms clinic 
piloting – can access tests that way, also looking at screening high risk populations. Educating GPs and self-
referrals are being piloted. 

JM added that there are a group of McMillan GPs across GM who are highly engaged with these initiatives 
who are supporting this work. 

CO thanked NB and CO’R for their presentation. 
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No Item Action 
23/17 Standard business  

a Apologies  
 No apologies noted  

b Minutes of the previous meeting held on 24th May 2017  
 The minutes of the meeting held on 24th May 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 will be reviewed at the September board. 
 

d Declarations of interest  
 No declarations of interest were made.  
24/17 Key reports  

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

i. On 22nd June we welcomed the Cyclotron into the PBT centre. This will power the 
proton beam and is a key milestone in the delivery of the service, which is on time & on 
programme. 

ii. The quarterly review meeting with NHSI was noted, we remain in segment 1. 
iii. Extensive engagement work is currently going on with our neighbours around tiered car 

parking through the Neighbourhood forum 
iv. Progress in the investigation into the fire at the Paterson building - we will keep Board 

informed. Assessments have been undertaken across the trust around use of cladding 
– no significant risks were found. 

RA – tiered car parking – when will business case come through. RGS – site development 
proposition needs to be tested with Manchester City Council first before we can go through 
a detailed business case. 

 

b Executive medical directors report  
 WM drew the boards’ attention to the report. 

1. 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. This will bring opportunities for us to look at 
developments with education & training 

2. Every year GMC undertake a survey of docs in training, opportunity to raise concerns 
anonymously. No concerns raised here through this survey. We have achieved high 
assessment scores as a learning environment. 

TK – have we had any feedback on the visit from Prof Bristow. RGS – he is due to start full 
time in August, it was very helpful to meet with him beforehand. The visit was very 
successful & he was very excited about the proton development especially. 

 

c Integrated performance report – month 2  
 FN reported on a successful month: 

Quality: 98% patient satisfaction survey, chemotherapy treatment turnaround 91.2%, 
pharmacy turnaround at 74.3% - this under performance is due to new staff being trained 
up. The exception reports describe the pharmacy turnaround, cancelled operations on the 
day and PDR’s which is picked up with divisions at performance review meetings.  
There have been 0 MRSA bacteraemia cases in May and 3 CDiff cases (0 attributable).  
Safe staffing levels have been achieved; there have been 0 SI panels, 5 executive reviews, 
8 complaints, 7 inquests, and there are 4 risks at 16 and 2 risks at 15. 
Access: all targets have been achieved. 62 days is at 87.7% for May. Length of stay is 7.00 
days (slightly above plan due to reduction in 0 LOS patients), patients treated YTD is above 
plan (2.3%), sickness has improved at 2.89% and agency spend is at 92% against the 
agency cost ceiling. 
Finance: The EBITDA surplus is £3,787k (£486k under plan), I&E surplus is £1,570k (£414k 
under plan). Cash balance is £25,313k. 48.5% of CIP has been achieved in year (27.1% 
recurrently).   Debtor days are at 27. 
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No Item Action 
Ratings: Governance SOF (single oversight framework) 1, Financial sustainability risk rating 
SOF 1  
RA – under top operational risks – the increased number of deferrals references the 
utilisation of non-oncology beds – what are these beds. FN responded that this means the 
surgical beds, it was agreed that this is the wrong description. 
RA – IP deaths, deaths recording to the coroner. What influence did the medication error 
have. FN – responded that details will be given outside of the meeting to protect patient 
confidentiality. It was also noted that the mortality review will be considered by board in 
September that will give further detail. 
NL – asked about the death where the patient had fallen. JB – the fall was an incident but 
did not contribute to the death. 
RGS stressed that we must maintain patient confidentiality. All patients have gone through 
the normal process. 
NL – patient experience score has a downwards trend – can we have feedback on this. FN 
– still very good performance & hasn’t dipped below the threshold. The report is a work in 
progress so more detail can be added if necessary. 
CO thanked FN for the report and recognised that this is very good performance. CO 
commented that in regard to the operations cancelled on the day, the actions are supported 
and this is very important. FN added that we have a zero tolerance for cancelled 
operations. 
NL – very good performance. 

 
 
 
 
 
 

FN 
 
 
 
 
 

FN 

25/17 Approvals  

a Medical appraisal and revalidation annual report 2016/17  

 WM presented the annual report that is required by NHSE to report on revalidation of 
doctors excluding trainees. Revalidation is about a doctors fitness to practice, it is likely 
they will change the terminology to ‘relicensing’ as that’s what it is. 
• Coming to the end of 1st national revalidation cycle. All Christie docs have been through 

this process & there are few recommendations this year. Doctors go through this on a 5 
yearly cycle. All doctors are fully engaged and the deferrals have been for very specific 
reasons (e.g. maternity leave) 

• There are low levels of concerns  
• The quality of the annual medical appraisal was praised. The feedback is that it is 

extremely valuable and we are maintaining a high standard. 
KW – asked if we have done any higher audits. WM responded that we are trying to set up 
a process of peer review. We’re looking at this & potential use of Clatterbridge Cancer 
Centre or a nearby trust. NHSE regional team were being sent out but this is superseded by 
peer review. 
KW – boards being more engaged in revalidation was a recommendation of the Pearson 
report. WM – we provide an annual report but we also report through the quarterly legal & 
regulatory report on any concerns. Private practice should be included, majority of ours is 
done through the Christie Clinic & we therefore have good systems in place for feedback. 
Also looking at how we might involve patient feedback in the process in a more timely way. 
KW asked about locums. WM responded that agencies’ have responsible officers who 
undertake revalidation. We have very few locums and no concerns. 
Board noted the report & improvement plan. 

 

b Major Incident update  

 FN presented an update on 2 recent incidents 
Fire – the report is due back at the end of July, a review (RCA) will be undertaken at this 
point. 
Cyber-attack – very good response internally, took about 72 hours to implement all of the 
patches to the systems. IT responded extremely well. We have good systems of security 
that worked. 
Manchester Arena suicide bomb – plastics staff supported other trusts during the aftermath 
We are undertaking a complete review of our Major Incident Plan. This will go through the 
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No Item Action 
Risk & Quality Governance Committee. 
We are fully compliant with our EPRR standards. 

c National inpatient survey 2016  

 JB presented the report that looks at a longer timeframe than other trusts due to our lower 
number of beds.  
The National Inpatient Survey results were very positive. The response rate equated to 
39% of our inpatient activity and 3.1% of our overall activity between 2nd May and 31st July 
2016. 
All 10 section scores are better than other trusts 
Two questions were top scoring question; 
• 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? 
There are a range of actions in place to improve on our scores. Those areas where we 
have dipped are being looked into and actions developed to improve. 
Overall we scored 8.8 out of 10. The comparison shows we performed extremely well in 
GM (top trust). 
NL – can we have action plan back to the board in future. CO – action plan to go to Quality 
Assurance committee. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JB 

26/17 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.  
Possible updates for June – 1.4 and 1.5. KW noted that following discussion of both of 
these risks in the Quality Assurance committee they will be left as they are for the time 
being. These will be considered again at the next meeting. No further changes were 
proposed. 
RGS added that often risks are amended more towards the end of the financial year. 

 

b CQC inspection outcome improvement plan - update  

 

JB presented the plan. 
There is a lot of evidence embedded that can be viewed on the SharePoint site or accessed 
through the company secretary’s office. There are 2 areas that have been identified that 
don’t meet the right standard. 

1) Wasted control drugs – latest audit has shown an improvement but not of the 
required standard 

2) Sign out debriefing – this has been escalated and will be re-audited 
Board asked to approve the plan for sending on to the CQC. 
JB noted that the Quality Assurance committee had a detailed discussion about this today. 
Approved. 

 

27/17 Any other business  

 No items noted.  

 Date of the next meeting:  

 Thursday 28th September 2017  
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Agenda item 28/17c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

28 Sepember 2017 Annual reporting cycle Integrated performance report COO Monthly report 29/17c
Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Six month review 30/17a

14/16f & 19/17c Organisational development plan (incl WRES 
& Personal Development Reviews (PDR))

DoW Six month review 30/17b

Annual reporting cycle Risk Management strategy EDoN&Q Annual review 30/17c

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

CEO Interim review

Regulatory NHSI Q2 narrative EDoF&BD Quarterly report
CQC action plan EDoN&Q Update 

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

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

Organisational development plan 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

Public Meeting of the Board of Directors - 2017

Action plan rolling programme after June 2017 meeting 

February 2018 - no meeting
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

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 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 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

June 2018 Annual reporting cycle Integrated performance report COO Monthly report
Responsible Officer report IEMD Medical Appraisal & 

Revalidation Annual report

Integrated performance report COO Monthly report By email

Integrated performance report COO Monthly report By emailAugust 2018 - no meeting

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

Thursday 29th June 2017 

Public 

No. Agenda Action By who Progress Board review 

1 24/17c 

Integrated performance report 

• Details around IP deaths and deaths reported to the coroner 
will be given outside of the meeting to protect patient 
confidentiality.  

• The patient experience score has a downwards trend – can 
we have feedback on this. 

FN 

 

FN 

Complete 

 

Commentary in the 
Integrated Performance 

report  

N/A 

 

September board 

2 25/17c National inpatient surveys 2016 – action plan to quality 
assurance committee JB September meeting N/A 
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Agenda item 29/17a 
 

Meeting of the Board of Directors 
Thursday 28th September, 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. 

NIHR - National Institute for Health Research 
GI - Gastro-intestinal 
CODE - Care, Observation, Documentation, 
Experience 
CQC - Care Quality Commission 
MRI - Magnetic Resonance Imaging 
OPD - Outpatients Department 
MCC - Manchester City Council  
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Agenda item 29/17a 
 

Meeting of the Board of Directors 
28th September, 2017 

 
Chief Executive’s Report 

 
1. Cancer Vanguard 

Vanguard Innovation projects continue to make good progress in a number of key 
areas.   
An update for the programme is attached to this report.   
Regular showcases to highlight progress in specific projects can be found here. 
Further information can be found at http://www.gmcancervanguardinnovation.org/  
 

2. Greater Manchester Health and Social Care Partnership 
The Christie continues to support the full scope of Greater Manchester devolution 
activities particular progress is being made on the realignment of specialist Cancer 
Surgery, Radiology and Pathology services.  The refresh of the Christie strategy 
supports the developing role of specialist trust within and beyond the Greater 
Manchester devolution economy and supports the growing emphasis on sustainable 
access to outstanding care and improving population health. 
The latest bulletin is attached to this report.   
Further information can be found at http://www.gmhsc.org.uk/  

 
3. Clinical Research Growth  

New National Institute for Health Research (NIHR) figures show that in 2016/17 The 
Christie had 76% more participants (1,879) involved in clinical research studies, 
making it the Trust’s most successful year for recruiting to NIHR clinical trials.  The 
national NIHR Research activity league table also demonstrates that The Christie 
remains one of the most active clinical research NHS organisations, second overall for 
cancer research in the UK.   
For more information please watch the video at https://cht-
easycast.xchristie.nhs.uk/videos/professor-john-radford/  

 
4. Clinical Trials Recruitment Success  

Congratulations to all clinical trials staff involved in making The Christie the highest UK 
recruiting centre for four research studies simultaneously. The GI team, covering 
hepatobiliary oncology and colorectal research were the highest recruiters for: CANC – 
3716 (POLO1 Olaparib in gBRCA Mutated Metastatic Pancreatic Cancer); CANC – 
4919 (TASCO-1 (TAS-102)); CANC – 5197 and CANC – 5097 (Resolve study (joint 
with the Clatterbridge Cancer Centre)).  The GI team also recruited the UK’s first 
patient for CANC 4919.   
Further information please watch the video at https://cht-
easycast.xchristie.nhs.uk/videos/prof-juan-valle/ or visit www.nihr.ac.uk/news/greater-
manchester-trust-is-top-uk-recruiting-centre-for-four-studies/6343 

 

 

15

http://www.gmcancervanguardinnovation.org/showcases
http://www.gmcancervanguardinnovation.org/
http://www.gmhsc.org.uk/
https://cht-easycast.xchristie.nhs.uk/videos/professor-john-radford/
https://cht-easycast.xchristie.nhs.uk/videos/professor-john-radford/
https://cht-easycast.xchristie.nhs.uk/videos/prof-juan-valle/
https://cht-easycast.xchristie.nhs.uk/videos/prof-juan-valle/
http://www.nihr.ac.uk/news/greater-manchester-trust-is-top-uk-recruiting-centre-for-four-studies/6343
http://www.nihr.ac.uk/news/greater-manchester-trust-is-top-uk-recruiting-centre-for-four-studies/6343


5. CODE presentation (Care, Observation, Documentation, Experience) - Ward 11 
Ward 11 is the last of our ward to be awarded the Christie CODE Gold Standard for 
demonstrating excellence in care.  This achievement is particularly noteworthy 
because of the changes in the senior leadership team over the last few months.  This 
award demonstrates the great team approach during times of change, 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. Care Quality Commission (CQC) Publication – Equally Outstanding 

The CQC published on the 13th September 2017 a new good practice resource, 
Equally Outstanding, exploring how a focus on equality and human rights can help to 
improve quality of care.  The Christie has been showcased as one of the case studies 
which looks at how services rated outstanding by CQC have prioritised equality and 
human rights and the positive effects this has had on quality of care and staff 
engagement.  
Further information can be found at www.cqc.org.uk/EquallyOutstanding 
 

7. The Christie Macmillan Secondary Breast Cancer Nursing Team  
The Christie Macmillan Secondary Breast Cancer Nursing Team have been invited to 
present and network at The House of Commons on the 11th October 2017.  They will 
be supporting the Breast Cancer Care national charity to promote best practice for 
patients living with secondary breast cancer. 
 
The Christie Macmillan Secondary Breast care nursing team have been working with 
the Breast Cancer Care national charity in recent years providing expert opinion as a 
case study on a secondary breast cancer research study, their national ‘Secondary, not 
Second Rate’ campaign and supporting the bi-annual ‘Secondary Breast Care Nursing 
forum’. 
Further information can be found at http://www.christie.nhs.uk/media/4506/1108.pdf 
 

8. Finance Staff Development Level 3 re accreditation 
The Christie NHS Foundation Trust has an excellent financial performance record, 
which is underpinned by a highly skilled and engaged finance team.  In September the 
finance function has been successful in gaining re-accreditation for Towards 
Excellence Finance Level 3, which is the highest standard attainable.  This is an 
independent assessment undertaken by senior finance professionals from across the 
health system.  The Trust is able to demonstrate that finance colleagues are well 
trained, highly professional and improve services to our patients.  Our application was 
supported internally by the Executive team and senior clinicians.  The Executive 
Director of Finance and Business Development is delighted for the team to receive this 
award as it recognises the finance function’s continued hard work over recent years. 
Further information can be found at https://www.skillsdevelopmentnetwork.com/  
 

9. The Christie App  
The official Christie app is launching on Android and iPhone this month.  As well as 
having real time navigation to help patients and visitors find their way around the main 
hospital site easily, the app will include key information on The Christie’s history, 
defining moments and charity funded projects.  Useful details on food and drink 
options, retail and travel information will also be included.  Details on how to download 
the app will be available on the marketing section of the intranet ahead of the official 
launch on the 19th October. 
 

10. NHS Health and Care Innovation Expo 2017 
Over 5000 delegates attended the Health and Care Innovation Expo on the 11th and 
12th September 2017 at Manchester Central.  The Christie had a stand in the exhibition 
area with a specific focus on 3 key areas: National Cancer Vanguard, Innovations in 
Cancer Care and The Christie International 
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Over 110 individuals visited The Christie stand over the 2 
days where members of each team were able to share 
the work of The Christie and the Cancer Vanguard and 
provide a range of written materials.  Of particular note 
were visits by the Chairman of Abu Dhabi Department of 
Health (hosted by the Dept. of Trade and Industry). 
 
The Christie was referred to in the session on ‘International Exporting of NHS, how to 
succeed and benefit the NHS at home’ which was chaired by Noel Gordon and 
speakers included Lord O’Shaughnessy (PUS) and Sir Malcolm Grant.  Lord 
O’Shaughnessy and Malcolm Grant made mention of the recent signing of the MOU 
between Rong Qiao (China) and Northumbria consortium as an example of genuine 
progress and success in this area – and The Christie and Liverpool Heart and Chest 
Trust were specifically named as key partners in this consortium.   
 
A delegation of 20 international visitors were then hosted at The Christie on 12th 
September with representatives from China, Middle East, Colombia and Brazil.   
 
The Christie worked with NHSE in presenting progress on Proton Beam Therapy at the 
Expo and in relation to the Cancer Vanguard; representatives from each of the 3 
partners (Greater Manchester, UCLH CC and RMP) were on hand to answer a wide 
range of questions from delegates.   
Further information on the event can be found at https://www.england.nhs.uk/expo/  
 

11. Site Developments 
 
Proton Beam Therapy Centre 
Building works on the site are progressing to programme and are due to be completed 
in April 2018.  The Varian installation is continuing to programme.  All major heavy 
equipment deliveries have been completed.  The cyclotron is installed and the 
cyclotron roof is now sealed.  All three gantries are installed and following installation of 
gantry magnets the roof will be sealed and completed.  The crane was removed from 
site in September.   
 
Equipment orders have been placed and discussions are under way with Phillips and 
Siemens to finalise MRI and CT installation details.  The overall project remains on 
programme to deliver the first patient treatment on 31st August 2018.  
 
Expansion of the Clinical Trials facility 
The construction of the refurbished area of the existing clinical trials facility was 
completed on the 14th August.  Clinics started on the 4th September 2017 in the newly 
enhanced and enlarged space.  Works have also been completed to the existing 
clinical trials area to increase the number of bedrooms with toilet facilities, increase the 
size of the laboratory, refurbish and create an eight chair chemotherapy room and 
enhance the storage areas.  
 
Oak Road Main Entrance  
On 5th September the new retail facilities were opened which include a new M&S ‘Food 
to Go’ coffee bar, together with a new WH Smith store providing The Christie with 
enhanced facilities for staff, patients and their families.  In addition, the new and 
enlarged seating facilities were opened providing space to meet, eat and relax in a 
modern and contemporary environment. 
 
The remaining works to the old temporary entrance 3, fit out of the new charity unit, our 
new cancer information centre and our new security facilities will be complete and the 
area will be fully operational by 2nd October 2017.  
For further information, contact jason.dawson@christie.nhs.uk on Ext 3838. 
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Outpatients Redevelopment 
A business case for the development of the Outpatient Department is currently being 
developed and it is intended to present to Management Board and the Board of 
Directors in October 2017 followed by the Charitable Funds Committee in December 
2017.  
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.  Phase 2 involves the remodeling and redevelopment of the existing OPD on 
Wilmslow Road. 
 
Tiered Parking 
Proposals have been developed for the provision of additional tiered parking for staff 
on Cotton Lane.  A comprehensive engagement strategy has been developed which 
includes the development of a neighborhood working group and formal public 
consultation events.   
A full planning application has been presented to Dave Roscoe, Planning Development 
Manager within the Manchester City Council (MCC) planning department for review 
prior to formal submission in September 2017.  This is likely to be presented to the 
planning committee in December 2017.  If this is successful, further work will 
commence to develop a full business case with a full review of the capital and revenue 
consequences. 
 
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. 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.  Building work is now well advanced on 
site following the removal of the old Linac 1 machine.  The new Linear Accelerator 
arrived in September 2017 and is due to go live in January 2018. 
 
Paterson Roof  
Greater Manchester Fire and Rescue service are continuing their investigation in to the 
cause of the fire within the Paterson Building.  The date for the final report has now 
been changed by Greater Manchester Fire and Rescue to October 2017.  This is due 
to Greater Manchester Fire and Rescue identifying a number of additional lines of 
enquiry, which is delaying production of its report.  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.  
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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GREATER MANCHESTER CANCER VANGUARD INNOVATION PROGRAMME  
 

PROGRESS UPDATE SEPTEMBER 2017 
 

Work stream Summary Progress 

Involvement of 
People Affected by 
Cancer (PAbC) 

The User Involvement representative on the REACT (Project 16) Steering 
group will ensure the training for community pharmacists and cancer 
champions for using the REACT tool in August includes a personal 
perspective on the importance of identifying cancer symptoms early. 
User Involvement programme steering group received presentations from 
Vanguard projects Accountable Cancer Network and Gateway C in July and 
August. The case of commissioning Bisphosphonates was given as an 
example of the complex commissioning infrastructure and steering group 
members (people affected by cancer) are committed to supporting the 
infrastructure change that is required to ensure GM can provide the best 
cancer services. 

Prevention Project 1: Social Marketing and Behavioural Change  
Bowel screening – The development of a training package in relation to the 
4 Bowel Screening typologies along with the development of a wider Bowel 
Cancer Screening training package for Cancer Champions has begun. The 
implementation of the evaluation protocol is currently developing evaluation 
tools and collating evidence. Evaluation document to be produced by 
February 2018. 
Smoking -  Tobacco Free GM Strategy launched which details GM’s 
ambitious plans to pioneer localised tailored and region wide 
communications using integrated mass media alongside the latest digital 
developments and social engagement innovations. The smoking insight 
research commissioned will be completed 11th August. This will identify GM 
reactions to mass media smoking quits campaign and will inform actions to 
amplify Stoptober and a New Year smoking quits campaign. 
Project 2: Citizen-led Social Movement 
To date 1,808 individuals have currently signed up as cancer champions. 
There is potential for a further reach of 30,000 in terms of organisation sign-
up. A branding identity, set of marketing materials, media guidance and 
digital platform to promote the project has been commissioned and will be 
completed August 2017.  
Project 3: Enhanced Screening Offer  
The 6 month breast screening invite letter randomised control trial has 
finished and results are expected in November 17. 
The cervical screening insight letter randomised control trial has been 
delayed due to sign off from PHE/Capita. Discussions being held with NHS 
CSP National Programme Board. Decision from the cervical screening 
national research committee received which does not support trial 
proceeding at this time. BIT and GMHSCP are seeking further information on 
reasons for this. Team will be reviewing timeline and next steps in the light of 
discussions with cervical screening programme director. The ‘Predictiv’ 
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Work stream Summary Progress 
online insight tool is going ahead August 2017 as planned.   
The draft Health Equity profiles based on the routine data are being finalised 
by mid-August. Unable to access individual data through PHE screening 
programmes by the commissioned service. Exploring alternative routes to 
get the data. Looking for profiles based on routine data to be completed 
August. 
Similar issues apply for cervical programme. The HEA is expected to be 
completed mid-August. Once completed, this will inform a workshop with 
screening providers and further commissioning of insight work into breast 
and cervical screening update.  
Invitation to tender for teachable moments insight sent out to 6 prospective 
providers. The research will be completed end of October. 
Project 4: Lifestyle-based Secondary Prevention  
The digital platform to support secondary prevention, providing a directory to 
services, websites, organisations, groups across GM and nationally has 
been launched early August. This platform will host the digital pages for the 
cancer champion project. The URL has been confirmed as: icangm.co.uk. 

Early diagnostics Project 6: One Stop Multidiciplinary Clinic ‘Query Cancer’  
The first phase of the UHSM pilot has now been completed at Withington 
Community Hospital. There were a total of seven clinics and the output is 
detailed below* : 

Clinics held  Patients seen  Cancers 
diagnosed  

Pathologies 
identified  

7 71 14 31 

Of the 14 cancers that were identified in the clinic 8 of those were identified 
in a different disease grouping to the referral. Therefore the conversion rate 
of the clinic is approximately 20%. The next step will be to analyse the data 
that has been collected so far and use this data to inform the second pilot. 
The patients that have given feedback form the clinic has been thoroughly 
positive – and there is a patient case in development.  
*This data maybe subject to minor changes once analysed  
Project 7: Faster Diagnosis 
The direct to test colonoscopy pathway for lower GI patients has been 
operating on a small scale since April 2017, pending formal sign off through 
system governance for a full roll out. The pathway was approved at Clinical 
Standards Board at the end of July following amendments based on GP 
feedback and will be fully rolled out on 21st August.  
The average waiting time between GP referral and colonoscopy is between 8 
and 10 days, a reduction from 18 days on a standard 2WW lower GI 
pathway. At the time of writing, there have been no non-attends, on the day 
cancellations or non-compliance with bowel prep which have been common 
issues on the standard pathway. The project team continues to gather 
patient feedback to understand if this is a direct impact of a more 
comprehensive telephone assessment being carried out as part of the 
pathway. Patient feedback continues to be positive, with patients reporting 
feeling more at ease, understanding the procedure and feeling like they are 
receiving a high quality and safe service.  
The pathway for streamlining lung diagnosis (X ray / CT / PET) agreed 
between Bolton FT and Bolton CCG  – to be implemented over the summer. 
This will involve the hospital retaining any patients with a chest x ray 
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Work stream Summary Progress 
indicative of cancer for further chest investigations, rather than sending them 
back to the GP for a CT referral. This will reduce the time between chest 
investigations and minimise unnecessary appointments.  
The project team continues to promote the rapid jaundice pathway as part of 
the Faster Diagnosis pilot which is removing approximately 10 days from the 
previous pathway. 
Project 16: Patient Self-Referral (REACT)  
Ethics approval has now been received for the progression of the focus 
groups and the pilot. The first version of the tool has been programmed and 
was made available for the focus groups. So far there have been 3 focus 
groups with a further 2 scheduled for August. Two pharmacies have now 
been recruited through the University of Manchester pharmacy team for both 
the focus groups and the pilot. The training for the pilot will take place on the 
22nd of August for the pharmacies that are involved. The tool could also be 
piloted alongside the NHS health check in community settings in Manchester 
– and training for this will take place on the 3rd of October. There is also 
ongoing work to recruit cancer champions to pilot the tool in a GP practice. 
The showcase event will take place on the 21st of September at Old Trafford 
Stadium. 
Project 17: Digital Pathology  
All 7 GM provider Trusts agreed to participate in the trial. Industry partner 
selected as part of the National Cancer Vanguard Early Diagnosis Industry 
Challenge process. User satisfaction to be evaluated / validation between 
digitised and microscope images to be undertaken.  
Each Trust undertook a site survey exercise to understand their scanning 
technical capabilities. Following the completion of the site survey exercise, it 
was concluded that 5 Trusts will be participating as scanning sites and 2 
Trusts will be participating as non-scanning sites. All scanning equipment, 
software, licensing and project management support has been provided free 
of charge to the Vanguard – estimated industry partner support is circa 
£800K. 

Cancer Education 
(Gateway-C) 

415 primary care staff (primarily GPs and practice nurses) have been 
enrolled on 3 courses in the Gateway-C learning, covering early diagnosis of 
lung, colorectal and pancreatic cancer.  
246 distinct practices across Greater Manchester and Eastern Cheshire 
already have at least one of these ‘early adopters’ covering every CCG, this 
equates to 50% of GP practices.   
2 new courses added to online learning zone. Living with long term 
complications of colorectal cancer is now live and end of life care focusing on 
lung cancer will be made available at the end of August.  
Filming for further courses focusing lymphoma, brain and skin cancer, early 
diagnosis is booked in September with these courses due for release at the 
end of October. 

Timed Pathways Prostate 
• The project group membership has now been agreed with GPs, patients 

and commissioners included.  
• A further meeting took place on 25th May in Manchester were GP referral 

criteria and a draft pathway were agreed, Issues to be taken forward are 
standardisation of MR scanning and when to perform bone scans and 
template biopsies  

• A further call between radiologists on 21st June where protocols and 
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Work stream Summary Progress 
standardized reporting was agreed. Shonit Punwani led the call. In 
implementing these protocols UCLH radiologists plan education visits 
with their colleagues within London Cancer. 

 Similar radiology networking will take place in GM. 
• Another meeting of the group has been arranged for 12th September 

Living with and 
beyond cancer 

Project 9: Aftercare Pathways 
Colorectal - New colorectal stratified pathway of aftercare, supported by the 
Recovery Package and a digital patient tracking solution (Infoflex), to be 
launched at UHSM by September, tracking 40-50 patients in the first year, 
with the same planned for PAHT by Oct 17. 
Breast - Planning continues to launch similar pilots at both UHSM/PAHT for 
over 50 breast aftercare patients by Oct 17, building on MCIP pilots. 
Prostate – New pilot site identified (Trafford) to test elements of the new 
prostate aftercare model starting with 50 patients from September 2017.  
Further scoping and plans for future roll out at Salford are also underway to 
tie in with National Cancer Vanguard Best Practice Timed Pathway project. 
Project 10: Enhanced Patient Decision Making 
A shared decision making tool based on the Goals of Care initiative (GOCI) 
piloted with 24 patients currently receiving chemotherapy with palliative intent 
across 3 Christie clinics from Jan-Mar 17. An enhanced patient decision-
making package ‘CAN-GUIDE’ (Cancer Goal Use In Decisions) is now in 
development and will be piloted from September with a further 80 patients 
across 4 clinics at The Christie and 80 patients in 2-3 clinics across UCL/RM 
Partners. 
Project 11: Specialist Palliative Care 
All of the locality visits have now taken place regarding the collection of the 
baseline data. The data will be mapped against the current APM guidelines 
to inform the pilot which is being explored with Macmillan. On a national level 
once the data collected from the surveys and the locality visits has been 
refined it will be collated with London data. All of this data will inform a 
commissioning framework and a pilot aiming to commence in autumn 2017. 

Cancer 
Intelligence 
Service 

Project 14: Cancer Intelligence Service 
Patient experience reporting tool:  10 patient reviews received for  St 
Ann’s Hospice (Median score 5/5), one of the three I Want Great Care 
(iWGC) pilot sites that went live in June 2017.  Two additional providers, The 
Christie (2 wards)  and Pennine NHSFT (all sites) are ready to go live from 
September 2017.  
GM&EC Cancer Intelligence: All CCG BI Leads have given support for data 
sharing for the purpose of local level cancer intelligence analysis and 
contracts and DARS applications are being amended for submission by end 
of September.  
Application for 2012-2016 cancer registration data for GM&EC level one year 
survival analysis has been submitted to PHE, expected to be approved 
October 2017.  
Update on performance and outcomes metrics to be reported to September 
Cancer Board. 

Medicines 
Optimisation (MO) 

Quintiles IMS 
The final project partners meeting for this project was held on 26 July to 
present the identified medicines usage variation for the treatment of 
metastatic colorectal cancer  between the three Vanguard trusts. QIMS have 
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Work stream Summary Progress 
since supplied a full quantification of this variation to the Chief Pharmacists 
who will now look to organise further briefings for other key Trust staff. This 
document will be referenced in the project evaluation report that is due to be 
presented to the Joint MO Group in September.  
The colorectal team at The Christie is now exploring the potential to run a 
randomised control trial of the uMotif patient app to run beyond the Vanguard 
programme, following the successful pilot as part of this project. 
Celgene 
Concentra have delivered the first iteration of the medicines compliance 
dashboard for Celgene myeloma drugs used at The Christie. This has been 
validated by informatics and pharmacy leads and will be followed up by face 
to face interviews with the clinical team by the end of August. 
UCLH have also provided their data and the equivalent dashboard will be 
validated w/c 4 September. Royal Marsden have delayed providing their data 
due to ongoing information governance queries but this should not delay the 
final evaluation of the project. 

Commissioning 
reform and testing 
an Accountable 
Cancer Network 
(ACN) 

Memorandum of Understanding (MOU) agreed between the Greater 
Manchester Health & Social Care Partnership and NHS England’s North 
Regional Specialised Commissioning (North West Hub) relating to the 
commissioning of ‘Tier 1’ Prescribed Specialised Services in the context of a 
devolved health system in Greater Manchester. 
Greater Manchester Health & Social Care Partnership Board received a 
review report outlining a number of recommendations for strengthening 
commissioning in light of the development of place based public service 
reform within a Locality, a consistent and standardised approach to 
commissioning and provision of health and social care across GM.  
The report sets out a range of approaches the Partnership could take in 
relation to the level at which services should be commissioned and set 
alongside the emergence of the new organisational landscapes across GM. 
As a result of the MOU and GM commissioning review, work is now 
underway to streamline cancer commissioning functions. 
Discussions are also underway with the national pricing team regarding new 
tariffs and revised pricing arrangements for new and redeveloped services. 

Communications 
and engagement 

Our programme of Showcases took a break over the summer. Our next 
event, focusing on the patient self-referral project, is on 21 September at Old 
Trafford football ground. 
The communications focus has been on gathering case studies to enhance 
cancer champion recruitment and to populate the new i-CAN app. 
The website was updated with items about the patient self-referral pilot, the 
map showing all Vanguard Innovation projects and a case study of a cancer 
champion. More than 500 users visited the site during July and there were 
more than 2,500 page views.  Our Twitter following stands at 1,010. 

National 
Programme 
Evaluation 

Optimity / Technopolis has been appointed as national evaluation partner 
and Evaluation Framework was signed off by the national Cancer Vanguard 
Oversight Group on 10 Jul 17.  
Optimity currently working with vanguard partners to discuss individual 
project evaluations. 
University of Manchester secured to provide health economics analysis on 
key GM Cancer Vanguard projects by June 2018. 
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E-Bulletin: Issue 25 
30th June 2017 
 

Continuing to support everyone across Greater Manchester 
 

 
It’s OK to not be OK 

 

 
 
 
You can also read some key messages that you can use to support yourself and others here. 
 

Lord Peter Smith will lead Greater Manchester’s vision for health and social care 
 

 
 
Mayor of Greater Manchester Andy Burnham said: “This is an important announcement that firms up my 
commitment to bringing health and social care services closer together in a way that reduces health 
inequalities and ensures our vulnerable and elderly are getting the best care available. 
“There is some great work already going on across Greater Manchester to truly put the health and 
wellbeing needs of our residents at the heart of services. Lord Peter Smith has been at the forefront of 
these improvements and I look forward with working with him and the Health and Social Care Partnership 
to continue this transformation.” 
You can find out more here. 
  
  

A month on from the Manchester Arena terror attack, we 
continue to hold in our thoughts those that are grieving and 
those who have been affected by the bomb in May. 
 
We can be proud of how our city-region responded to this 
devastating attack and are enormously grateful to staff, 
volunteers and the general public for their contribution and 
support. 

Are you struggling in the aftermath of the Manchester arena incident? 
Your mental health is important and it is vital to look after yourself and 
each other. 
 
Help and support is available. 
You can contact Victim Support‘s support line on: 
National helpline number: 08 08 16 89 111 (24 hours) 
Victim Support Manchester office: 0161 200 1950 (Monday to Friday 
9am – 7pm / Saturday 9am – 5pm) 

Leader of Wigan Council, Peter Smith, will drive forward 
the continued transformation of health and social care 
services across the city-region, working with the Greater 
Manchester Health and Social Care Partnership. 
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Unique Memorandum of Understanding signed with the Royal College of GPs 
 

 
 
  
 

Mayor backs radical smokefree plan to save Greater Manchester lives and NHS millions 
 

 
 
 
 

UK’s first high energy proton beam centre: state of the art cyclotron arrives at the Christie 
 

 
  

£2m Tameside Macmillan Unit officially opened 
 

 
 

Pioneering online GP platform aims to cut cancer deaths 
 

 
  

A unique memorandum of understanding has been signed by the 
Partnership and the Royal College of GPs (RCGP) to deliver the GP 
Excellence Programme, a key part of the Primary Care Reform 
Programme. 
The GP Excellence Programme has earmarked £2m from Greater 
Manchester’s Transformation Fund to support GP practices across 
Greater Manchester. It will be used to work with the RCGP and use 
their expertise to identify ideas and innovations that are working well, 
and aim to share these to the benefit of patients across the region and 
help to promote resilience in individual practices.  Read more here. 

Plans by Greater Manchester Health and Social Care Partnership to 
drastically cut smoking rates in Greater Manchester ‘faster and further 
than achieved anywhere else in the world have been endorsed by 
Mayor Andy Burnham on the eve of the 10th anniversary of 
groundbreaking smokefree laws.   
Great progress has been made over the past ten years to help people 
quit the lethal habit, or not start in the first place. In fact, since 2007 
there has been a reduction from 25% of the Greater Manchester 
population smoking to just over 18%. That’s a reduction of almost 7% 
or just over 140,000 people. Find out more here. 

A state of the art proton beam therapy machine, the 
‘cyclotron’, was installed at specialist cancer hospital The 
Christie on 22 June, marking a major milestone in a 
national NHS plan to provide high energy proton beam 
therapy in the UK from next year. 
Find out more here. 

The new £2m state-of-the-art Tameside’s Macmillan Unit 
was officially opened at Tameside Hospital on 22 June. 
Health chiefs, civic dignitaries, local MPs, Macmillan 
fundraisers and supporters of the Tameside Macmillan 
Unit Appeal plus other invited guests attended a special 
plaque unveiling ceremony. 
Find out more here. 

A new online learning platform that supports GPs in detecting cancer 
symptoms has gone live across Greater Manchester and Eastern 
Cheshire. 
Endorsed by the Royal College of General Practitioners, the 
Gateway-C website enables family doctors to access a secure 
learning zone featuring interactive films and other resources to help 
them identify the early signs of cancer. 
Find out more here. 
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World leading clinician-scientist to head cancer research in Manchester 
 

 
 

Collaboration and integration key to success, say leaders at launch event 
 

The NIHR Manchester Biomedical Research Centre (BRC) and Clinical Research Facility (CRF) launch 
event on 6 June represented a double celebration. An opportunity to share our aspirations for BRC and 
CRF, and also to mark the first anniversary of the Greater Manchester Health and Social Care 
Partnership (GMHSCP), devolution of the city region’s £6bn health and social care budget. 
Around 120 delegates attended the event, which provided an overview of the research plans supported 
by the NIHR’s £41m investment (2017–2022), in the context of the wider GMHSCP. It was also an 
opportunity to explore new opportunities to work collaboratively with industry, charities and other 
partners. 
Find out more here. 
  

Stockport Together – now entering the listening phase 
 

 
 
Stockport Together – a major transformation programme that aims to design a health and social care 
system that will best meet the needs of everyone within the Stockport community – began a ‘listening 
phase’ on 19 June.This listening phase will build on the discussions that have taken place and will invite 
ideas from the public, explore the possibilities for change and any impact on members of the public which 
may not have been considered. 

The listening phase will run until Monday 31 July and will involve a number of public events that will take 
place throughout the borough talking about the case for change. 

Find out more here. 

Stockport Together are also inviting people to attend one of two sharing events on 11 July and 3 
October. During these sessions our teams will talk through their experiences of bringing together five 
partner organisations and the challenges this brings, and will provide some real-life learning about some 
of the changes that have already been implemented. 
Find out more and register here. 
  

Introducing: Giles Wilmore, Associate Lead for People and Communities 
 

Giles Wilmore will be joining the Partnership at the start of July as Associate Lead for Person and 
Community-Centred Approaches, coming on secondment from his current role as Director of Strategy 
and Partnerships at Tameside and Glossop Integrated Care NHS Foundation Trust. 

Giles will be working closely with a wide range of stakeholders, including the GM Voluntary, Community 
and Social Enterprise Sector, on the co-ordination of work to support all ten GM localities in taking 
forward the vision for Person and Community-Centred Approaches set out in Greater Manchester’s 
strategic plan, “Taking Charge of our Health and Care” and more recently in The GM Population Health 
Plan. 
  

One of the world’s leading prostate cancer experts has been 
appointed by the University of Manchester to lead its cancer 
research strategy and to be the new Director of the Manchester 
Cancer Research Centre (MCRC). 
Professor Rob Bristow, who is currently at the Princess 
Margaret Cancer Centre and University of Toronto, Canada, will 
take up his appointment in August. Find out more here. 
You can also find out more about how research and clinical 
expertise form a vital part of our Greater Manchester Cancer 
Plan here. 
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Introducing: Janet Wilkinson, Director of Workforce 
 

Janet Wilkinson will soon be joining us as our new Director of Workforce. Janet will start in July, initially 
on a part-time basis. 

Janet is currently Director of HR and Organisational Development at the University Hospital of South 
Manchester NHS Foundation Trust. 

Janet has worked in the NHS for over 30 years and is currently Chair of the Greater Manchester HR 
Directors Network. The role of Director of Workforce will entail leading the development, effective 
implementation and evaluation of the Greater Manchester system wide Workforce Strategy as well as 
ensuring the alignment of all workforce approaches to the wider Public Sector Reform (PSR) agenda. 
  

Introducing: Tina Long, Chief Nurse 
 

Tina Long joined the Partnership at the beginning of June as Chief Nurse, working 2 days per week. 

Tina previously worked for NHS England as Director of Nursing for Cheshire and Merseyside. Prior to 
that she has been a Nursing Director in a provider trust, as well as in various commissioning 
organisations. 
 

Keep up to date with our #GMHSCPChats 
 

Sign up to become a Greater Manchester Cancer Champion today! 
 

Have you signed up to be one of our Cancer Champions yet? If not, you can sign up here. Organisations 
can sign up too right here. 
Find out more about our cancer champions social movement here. 
  

Tell us your views on antimicrobial resistance 
 

Tell us your opinions on antimicrobial resistance and help us design an effective intervention for Greater 
Manchester. 
Please have a look at the survey here, which is being carried out by the project ‘Building Rapid 
Interventions to reduce antimicrobial resisTance’ (BRIT). 
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Agenda item 29/17b 

 
 

Meeting of the Board of Directors 
Thursday 28th September 2017 

 
 

Report of Executive Medical Director 

Paper Prepared By Yvonne Clooney 

Subject/Title Executive Medical Director’s report 

Background Papers n/a 

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

Action/Decision Required To note  

Link to: 

 NHS Strategies and Policy 
Cancer Outcomes Framework 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

All objectives of the Trust 

Impact on resources and risk and 
assurance profile 

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

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. 

CRUK – Cancer Research U.K. 
GM – Greater Manchester 
ORTC – Oak Road Treatment Centre 
MCRC – Manchester Cancer Research Centre 
GMC – General Medical Council 
WHO – World Health Organisation 
AKI – Acute Kidney Injury 
MCRF – Manchester Cancer Research Facility 
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Agenda item 29/17b 
Meeting of the Board of Directors 

 
Thursday 28th September 2017 

 
Executive Medical Director’s Report 

 
 

1. Outcome Based Commissioning CRUK competition 
A national competition has been launched by CRUK for the development of criteria to 
evaluate the real-world clinical benefit of new cancer drugs. This is part of a bigger piece 
of work to define a model for outcome based commissioning. The Christie and 
University of Manchester have collaborated to put forward a bid. Christie expertise is 
provided by Dr Was Mansoor and Dr Jac Livsey. A decision on the successful applicant 
will be made by mid October 2017 with a view to the work being completed by the 
summer of 2018. A national Steering Committee to oversee the work is being 
established. Given CRUK’s interest in working with GM, a parallel reference group - 
which includes Dr David Shackley, Wes Dale, Rob Duncombe, Rowena Brown and 
Professor Ian Greer – is also being established. 
 

 
2. Redeveloped clinical research facility 

The newly reconfigured ORTC clinical research facility was opened on the 4th 
September. The unit has been enhanced and expanded to provide more experimental 
cancer medicine treatment facilities and an improved patient experience.  The 
expansion will help the Trust build on its success as the leading experimental cancer 
medicine centre in the UK, to become one of the largest in Europe by 2020. Tours of the 
new facility have been provided to over 50 staff with more planned over the next few 
weeks. 

 
 
3. Anal cancer treatment breakthrough 

The Anorectal Organ Preservation Research Group (MCRC), led by Christie consultant, 
Professor Andrew Renehan, has worked with research centres in Leeds and 
Switzerland to make a major breakthrough which could potentially improve detection 
and treatment of anal cancer, as well as have wider implications for other cancers. The 
research study, which was published in the Lancet Oncology journal, worked with data 
on more than 10,000 patients, examining whether current methods of checking if anal 
cancer has spread to lymph nodes, are giving experts an accurate picture of survival 
rates.   

 
 
4. Manchester Clinical Research Facility 

Manchester Clinical Research Facility (MCRF) will be governed by the MCRF 
Governance Board. The board will set the strategic direction for MCRF and hold its 
leadership to account for its strategy, objectives and financial management. The board 
will be responsible for the oversight of clinical governance arrangements within the CRF.  
The committee will be chaired by Bob Pearson, Medical Director from Central 
Manchester Foundation Trust. Wendy Makin Executive Medical Director will represent 
the Christie in providing cancer clinical governance across MCRF.  Plans are being 
established to hold the first board meeting in October with a view to bi-monthly meetings 
following this. 
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5. National GMC Survey Results for 2017 

The GMC survey results for 2016-17 have been released and are excellent across the 
board. They demonstrate a consistently high standard of medical training across the 
Trust.   

 
 

Trainee Survey 
The Trust was able to report 100% compliance with the GMC trainee survey 2017.  The 
excellent Christie results showed significant improvement, particularly in Clinical 
Oncology and are a credit to all those involved in the education of our junior doctors. 
 
Key highlights: 

• 100% response rate 
• 7 ‘green’ outliers in total (in the top quartile of Trusts) 
• 12 areas where the Christie scores higher than the national average with 

Teamwork and Handover scoring significantly higher 
• 2 ‘red’ outliers – 4 less than 2016 

 
Trainer Survey 
58% of trainers in the Trust completed the 2017 survey with the North or England 
average being 61% 
 
Key highlights: 

• 2 ‘green’ outliers in total (in the top quartile of Trusts) 
• No ‘red’ outliers 
• Handover, Resources for Trainers and Trainer Development were rated highly 

across the Trust 
 

 
6. Morbidity and Mortality Meetings 

Trustwide Morbidity and Mortality meetings were held in June and August.  In July The 
Christie Clinic hosted a session on patient safety awareness and the invited speaker 
was Margaret Murphy, patient advocate, WHO Patient Safety.  She was a powerful 
advocate for why we need to learn from mistakes, sharing a sad account of system wide 
errors and missed opportunities that had led to a young man’s death. 

 
In August there were two presentations from our clinical teams.  Dr Vivek Misra and 
Lena Richards provided an overview of the Metastatic Spinal Cord Compression Service 
established at The Christie in 2014 and serving Greater Manchester.  The team work 
closely with the Spinal Unit at Salford Royal Foundation Trust and has ensured an 
equitable service across Greater Manchester, with improved communication and 
coordination of care, timely MRI scans and education through an annual event.  In 2016 
there were 656 referrals and an increasing proportion of these (109) had impending, 
rather than actual, neural compression and 65% of patients were still able to walk at the 
time of treatment.  16.5% of patients underwent surgery - now the highest proportion in 
England - and 65% received radiotherapy.  Our results have been presented at 
international meetings and compare favourably with reported data. 
  
Dr Tamer Al-sayed, Acute Physician and nephrologist who works on our Oncology 
Assessment Unit, presented on acute kidney injury (AKI).  He described how systems 
are now in place to identify at risk patients and ensure correct management.  These are 
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being monitored through a new clinical dashboard with additional scrutiny from audits 
and in-patient mortality reviews.  In the past year there has been a fall in the numbers of 
AKI cases that worsen from Grade 2 to Grade 3; and more work is on-going to map 
patient pathways, especially for outpatients. 

 
 
7. Christie Kostoris Library Developments 

The Library has introduced Browzine, an app that allows users to access articles from 
our collection on their mobile, tablet or desktop.  This enables staff to find known 
articles, and keep up to date with the latest publications.  
https://Christielibrary.wordpress.com/2017/04/20/v-browzine-app/ 
 
A second exciting initiative for our patients and families has followed a successful bid to 
the North Health Care Libraries Unit.  The Christie Library in collaboration with our 
cancer information centre is providing a selection of books for use within the Trust, or to 
be borrowed, via visitors to the Information Centre.  The focus is on patient experience, 
understanding cancer, health and well-being along with some short stories and poetry.  
This includes text suitable for those with cognitive problems.  The scheme has also 
extended to Christie at Oldham.  
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Month 5 (August) 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, however this month has seen our 62 day 
standard fall below the 85% trajectory.   Measures have now been introduced to ensure that 
September and our Q2 position will be compliant against the 85% trajectory.  We are predicting 
compliance for both September and Q2.   Our length of stay remains slightly above plan.  There 
are 3 risks rated at 16 and 5 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 97.8% positive response score.   
 
Patient safety 
There have been no cases of MRSA bacteraemia and 1 case 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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1. Responsive 
 
1.1 National Standards 
 

 
 
1.1.1 Cancer Standards – 62 Days – (Trust Level) 

 

 
 
 
 

 
 
 
 
 
 

National Standard Standard / Threshold Jul-17 Aug-17
Cancer Standards - 62 Days 85% 90.5% 82.5%

Cancer Standards - 31 Days 96% 97.9% 97.2%

18 Weeks - Incomplete Pathw ays 92% 98.8% 98.9%

Diagnostic Waiting Times - CT 100% 100%

Diagnostic Waiting Times - MRI 100% 100%

Radiotherapy Average Waiting Times - Palliative 14 Days 9 10

Radiotherapy Average Waiting Times - Radical 28 Days 23 26

Delivering Same Sex Accommodation - Breaches 0 0 0

6 Weeks

50.0%

55.0%

60.0%

65.0%

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

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

Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17
62 day CWT 70.3% 73.5% 70.8% 72.7% 65.0% 72.0% 67.9% 71.6% 73.2% 68.6% 57.5% 70.8% 67.3%
62 day (Adjusted) 88.5% 88.5% 88.7% 87.4% 83.6% 87.8% 85.5% 87.9% 87.1% 90.8% 85.2% 90.5% 82.5%
62 Day Standard 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

62 day CWT 62 day (Adjusted) 62 Day Standard

Q2 16/17 Q3 16/17 Q4 16/17 Q1 17/18
62 day CWT 72.1% 69.3% 70.5% 67.0%
62 day (Adjusted) 88.9% 86.6% 87.1% 88.1%
62 Day Standard 85% 85% 85% 85%
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1.1.2 Cancer Standards – 62 Days – (Networked 
Services) 

1.1.3 Cancer Standards – 62 Days – (Cancer 
Centre Services) 

  
 
1.1.4 Cancer Standards – 31 Days 

 

 

 
 
1.1.5 18 Weeks Incomplete Pathways 
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1.1.6 Diagnostic Waiting Times – CT 1.1.7 Diagnostic Waiting Times - MRI 

  
  
1.1.8 Radiotherapy Waiting Times (Ready To Be Treated To Treated) 

  
 
1.1.9 Delivering Same Sex Accommodation 1.1.10 70 Day Target 

  
 
1.2 Trust Internal Standards 
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Trust Internal Standard Standard / Threshold Aug-17
31 Day Internal Standard 85% 91.6%

Pharmacy Waiting Times 80% 83.8%

Chemotherapy Waiting Times - All patients 80% 91.7%

Chemotherapy Waiting Times - 2 Day patients 90% 94.5%

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

Number of Surgical Operations — 273

Number of PET Scans — 575

Inpatient Length Of Stay 7 Days 7.14
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1.2.1 Internal 31 Day 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 

  
 
1.2.6 Inpatient Length Of Stay – ALL (Rolling 12 

Months)  
1.2.7 Elective (Rolling 12 Months LOS)
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1.2.8 Non Elective (Rolling 12 Months LOS) 1.2.9 Transfers (Rolling 12 Months LOS) 

 
 
1.2.10 Longest Inpatient Length of Stay (LOS) (at month end) 

Patient admitted as an emergency on 30th May 2017 and as of 31st August 2017 had been an inpatient for 93 
days.  Patient had been extremely unwell and also required extensive involvement from the complex 
discharge team before being fully discharged on the 6th September with a total length of stay of 99 days. 
 
1.2.11 LOS Over 30 Days 1.2.12 LOS Over 30 Days                         

Discharged – Breakdown by Admission Type

 
 
1.2.13 Patients Recruited to Trials 1.2.14 New Studies Opening to Recruitment 
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1.3 Activity 
 

 
 
1.3.1 Summary Activity – In Month & YTD 

 
 

 
 

Point of Delivery Plan Actual Variance
Day Cases 961 920 -4.31%

Elective 467 409 -12.35%

Non Elective Emergency 442 512 15.80%

Non Elective Non Emergency 17 16 -7.65%

OP First Attendances 1350 1449 7.30%

OP Follow up Attendances 7652 7489 -2.14%

Telephone Consultation 2272 2335 2.76%

Homecare Treatments 178 186 4.33%

OP Follow up Attendances Chemotherapy Review 4319 4691 8.63%

OP Follow up Attendances Radiotherapy Review 1441 1710 18.65%

Supportive Care Hormonal Drug Review 353 393 11.27%

OP Procedures 964 1148 19.07%

AHP Attendances 737 726 -1.53%

Chemotherapy Delivery 5828 5682 -2.51%

Radiotherapy Treatment 9076 8800 -3.04%

Month 5 Activity 36060 36466 1.13%
Month 5 Cumulative Activity 171362 174195 1.65%

Core / 
Unbundled

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

Day Cases 2666 2637 -29 -1.08% £1,674,232 £1,769,465 £95,235
Elective 1294 1130 -164 -12.66% £6,704,283 £7,543,123 £838,844
Non Elective Emergency 1298 1383 85 6.55% £3,217,742 £3,444,704 £226,963
Non Elective Non Emergency 51 34 -17 -33.16% £258,925 £220,111 -£38,813
OP First Attendances 3851 3815 -36 -0.92% £800,884 £801,932 £1,048
OP Followup Attendances 21795 21609 -186 -0.85% £2,236,945 £2,215,135 -£21,810
Telephone Consultations 6600 7277 677 10.26% £203,934 £254,336 £50,401
Homecare Treatments 494 594 100 20.17% £544,272 £556,246 £11,975
OP Followup Attendances Chemotherapy Review 11703 13660 1957 16.72% £1,311,525 £1,530,450 £218,926
OP Followup Attendances Radiotherapy Review 4067 4373 306 7.52% £455,610 £489,855 £34,245
Supportive Care Hormonal Drug Review 991 1135 144 14.49% £111,828 £127,895 £16,069
OP Procedures 2755 3068 313 11.37% £565,917 £639,853 £73,936
AHP Attendances 2044 1777 -267 -13.08% £197,847 £144,269 -£53,579
Chemotherapy Delivery 15750 16147 397 2.52% £4,608,440 £4,760,942 £152,503
Radiotherapy Treatment 25614 24688 -926 -3.62% £3,661,111 £3,576,175 -£84,936

100,973 103,327 2,354 2.33% £26,553,495 £28,074,491 £1,521,007
Figures are an extract from the Trust’s total activity position.

Q1

Core

Unbundled

Grand Total

Core / 
Unbundled

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

Day Cases 961 920 -41 -4.31% £603,821 £619,461 £15,639
Elective 467 409 -58 -12.35% £2,417,938 £2,351,232 -£66,706
Non Elective Emergency 442 512 70 15.80% £1,096,154 £1,273,929 £177,775
Non Elective Non Emergency 17 16 -1 -7.65% £88,205 £94,996 £6,791
OP First Attendances 1350 1449 99 7.30% £280,102 £306,154 £26,052
OP Followup Attendances 7652 7489 -163 -2.14% £783,455 £770,383 -£13,072
Telephone Consultations 2272 2335 63 2.76% £70,783 £79,564 £8,781
Homecare Treatments 178 186 8 4.33% £196,295 £168,204 -£28,090
OP Followup Attendances Chemotherapy Review 4319 4691 372 8.63% £483,952 £525,465 £41,513
OP Followup Attendances Radiotherapy Review 1441 1710 269 18.65% £161,441 £191,551 £30,110
Supportive Care Hormonal Drug Review 353 393 40 11.27% £39,854 £44,245 £4,391
OP Procedures 964 1148 184 19.07% £197,525 £241,910 £44,385
AHP Attendances 737 726 -11 -1.53% £71,355 £51,203 -£20,152
Chemotherapy Delivery 5828 5682 -146 -2.51% £1,707,846 £1,659,035 -£48,810
Radiotherapy Treatment 9076 8800 -276 -3.04% £1,297,279 £1,258,989 -£38,289

36,060 36,466 406 1.13% £9,496,005 £9,636,321 £140,318
Figures are an extract from the Trust’s total activity position.

Core

Unbundled

Grand Total

August
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1.3.2 1st Cut Data 

 
 
1.3.3 External Referrals 

 
1.3.4 Activity Against Plan 

  

  

Core / 
Unbundled

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

Day Cases 4545 4430 -115 -2.53% £2,854,428 £2,996,615 £142,189
Elective 2206 1902 -304 -13.78% £11,430,253 £12,343,221 £912,974
Non Elective Emergency 2182 2375 193 8.83% £5,410,050 £5,849,595 £439,546
Non Elective Non Emergency 86 67 -19 -21.66% £435,335 £403,158 -£32,176
OP First Attendances 6546 6623 77 1.18% £1,361,154 £1,393,239 £32,085
OP Followup Attendances 37057 36406 -651 -1.76% £3,802,374 £3,729,091 -£73,282
Telephone Consultations 11125 12011 886 7.97% £344,425 £417,691 £73,265
Homecare Treatments 843 923 80 9.52% £927,939 £837,969 -£89,968
OP Followup Attendances Chemotherapy Review 20067 22779 2712 13.51% £2,248,826 £2,552,058 £303,234
OP Followup Attendances Radiotherapy Review 6829 7623 794 11.63% £764,948 £853,914 £88,965
Supportive Care Hormonal Drug Review 1682 1891 209 12.43% £189,738 £213,033 £23,297
OP Procedures 4682 5248 566 12.08% £961,617 £1,095,011 £133,394
AHP Attendances 3485 3178 -307 -8.82% £337,313 £244,219 -£93,095
Chemotherapy Delivery 27023 27130 107 0.40% £7,911,808 £7,968,791 £56,985
Radiotherapy Treatment 43005 41609 -1396 -3.25% £6,146,837 £6,005,453 -£141,383

171,362 174,195 2,833 1.65% £45,127,045 £46,903,058 £1,776,030
Figures are an extract from the Trust’s total activity position.

Unbundled

Grand Total

YTD

Core

1st Cut of Data Total Activity Refreshed Total Activity 1st Cut Variance Refreshed Variance
Apr-17 31305 31695 3.18% 3.60%

May-17 35602 36326 1.67% 4.19%

Jun-17 34614 35283 -3.03% -0.96%

Jul-17 33816 34402 -1.50% 0.21%

Aug-17 36466 1.13%
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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 

  

0

200

400

600

800

1000

1200

1400

OP Procedures Plan

0

1000

2000

3000

4000

5000

6000

7000

Chemotherapy Delivery (Treatments) Plan

6500

7000

7500

8000

8500

9000

9500

XRT Delivery (Fractions) Plan
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MRSA Bacteraemia 0 0 0 0 0
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C-Diff icile Avoidable 0 0 0 0 0
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1.4.5 E-Coli 1.4.6 Klebsiella Species 

  
 
1.4.7 Pseudomonas Aeuriginosa 
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1.5 Financial Summary In Month 
 
 

1.5.1 Income & Expenditure 

 
 
• The month 5 EBITDA position is reporting a 

surplus of £9,537k (£1,146k below plan). 
• The month 5 I&E surplus is £3,971k (£988k 

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 59.5% in year and 
39.6% 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 £36,248k (106.1% of 

plan). 
• Debtor days have reduced to 18 in line with 

year-end and quarterly trend in relation to the 
NHS Agreement of Balances exercise and the 
raising of quarterly invoices. 

• Capital expenditure stands at 91.4% of the 
internal plan. 
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UOR - Financial Sustainability Balance sheet sustainability - Capital service cover (times) 20% 2.5 1.75 1.25 2.8 1    

UOR - Financial Sustainability Liquidity - Liquidity (days) 20% 0 -7 -14 34.2 1    

UOR - Financial Eff iciency Underlying performance - I&E margin (%) 20% 1% 0% -1% 3.7% 1    

UOR - Financial Controls Variance from plan - I&E margin variance (%) 20% 0% -1% -2% 0.0% 2    

UOR - Financial Controls Agency Spend (%) 20% 0% 25% 50% -18.0% 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% 19.9%    

Income & Expenditure: YTD Overall f inancial position variance (%) - (underspend)/overspend against plan - control total <0% <0 to 3% >3% -1.6%    

CIP Performance Underperformance against target - In year to current month (%) excluding reserves mitigation <57% <57 to 70% >70% 22.2%    

CIP Performance Underperformance against target - Full year impact - in year (%) <57% <57 to 70% >70% 40.5%    

CIP Performance Underperformance against target - Full year impact - recurrent (%) <57% <57 to 70% >70% 60.4%    

Capital Expenditure Exchequer Capital Spend to date (£'000) £20,266k
Cash Balance Current balance to date (£'000) £36,248k
Cash Balance Percentage of planned value >90% 80-90% <80% 106.1%    

Principal purpose cap Income derived from principal purpose exceeds income derived from other purposes <50% <50% to 99% >100% 29.6%    

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

Public Sector Payment Policy Trade creditors paid cumulatively w ithin 30 days (%) >95% 90-94% <90% 96.9%    

Public Sector Payment Policy Trade creditors paid cumulatively w ithin 10 days (%) >80% 65-80% <65% 83.9%    
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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 5,  
£5,648,987 has been achieved and removed from budget in year and £2,967,794 has been achieved 
recurrently. 
 
• Against the targets, 59.5% has been delivered in year and 39.6% recurrently. 

 
 
• Within month 5, 7 PIDs were submitted.  3 PIDs were completed in month to release £240K in year 

savings and £242K recurrently.  
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• There are 10 active schemes which are anticipated to deliver a further £105K of in year savings and 
£202K recurrently.   
 

• The Trust has achieved the Q1 target of 30% of CIP identified.  
 

 
 
1.8 Agency 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Quarter Target Actual Actual + Risk Assessed Value of Schemes
Q1 30% 31.2% 35.3%

Q2 50% 39.6% 42.3%

Q3 88%

Q4 100%

Division / Area of Spend Apr May Jun Jul Aug
Cancer Centre Services £6,963 £10,529 £6,845 £19,279 £16,590
Cancer Netw orked Services £8,564 £16,225 £16,441 £8,490 £15,787
Finance & Business Development £5,248 £35,453 £52,860 £55,507 £48,247
Estates & Facilities £2,165
Human Resources
Medical Physics £5,305
Junior Doctor Cover
Research & Development
PMO £13,517 £18,855
TOTAL Actual - in month £34,292 £81,062 £76,145 £83,275 £88,094
NHS Improvement Expenditure Ceiling - in month £88,500 £88,500 £88,500 £88,500 £88,500
% of Ceiling Used - in month 38.75% 91.60% 86.04% 94.10% 99.54%
TOTAL Actual - cumulative £34,292 £115,354 £191,499 £274,775 £362,869
NHS Improvement Expenditure Ceiling - cumulative £88,500 £177,000 £265,500 £354,000 £442,500
% of Ceiling Used - cumulative 39% 65% 72% 78% 82%
% of Total Pay Bill (Target) 1% 1% 1% 1% 1%
% of Total Pay Bill (Actual) 0.36% 0.81% 0.78% 0.85% 0.90%
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1.9 Exception Reports 
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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 16274 11488.5

Total monthly ACTUAL 15630 11230
Average Fill Rate % 96.0% 97.7%

Care Staff
Total monthly PLANNED 7101 3037.75

Total monthly ACTUAL 6723 3012.75
Average Fill Rate % 94.7% 99.2%

22353 14242.75
Average Fill Rate % 95.6% 98.0%

ALL Staff
Total monthly PLANNED 23375 14526.25

Total monthly ACTUAL

Hours Planned Hours Actual Hours Planned Hours Actual
Critical Care Unit 1667.5 1642.5 1550 1550
Palatine Trt Centre 3490.5 3198 2362.5 2362.5
10 Ward-Surg Onc Unit 1394.5 1382 1187.5 1187.5
11 Ward 1985 1882.5 1386.5 1363
12 Ward 2134 2102 1374.75 1327.75
04 Ward 2647 2481 1633.25 1445.25
Oncology Assessment Unit 2106 2100.5 1250 1250
01 Ward 849.5 841.5 744 744
TOTAL 16274 15630 11488.5 11230

Hours Planned Hours Actual Hours Planned Hours Actual
Critical Care Unit 370 362.5 0 0
Palatine Trt Centre 1176.5 1007.5 775 750
10 Ward-Surg Onc Unit 814 814 387.5 387.5
11 Ward 1059 970.5 364.25 364.25
12 Ward 1128.5 1112.5 364.25 364.25
04 Ward 1252 1204 622.75 622.75
Oncology Assessment Unit 861 855.5 500 500
01 Ward 440 396.5 24 24
TOTAL 7101 6723 3037.75 3012.75

Registered Nurses DAY NIGHT
% Fill Rate % Fill Rate

98.5% 100.0%
91.6% 100.0%
99.1% 100.0%
94.8% 98.3%
98.5% 96.6%
93.7% 88.5%

98.0% 100.0%

99.7% 100.0%
99.1% 100.0%
96.0% 97.7%

Care Staff DAY NIGHT
% Fill Rate % Fill Rate

85.6% 96.8%
100.0% 100.0%
91.6% 100.0%

90.1% 100.0%
94.7% 99.2%

98.6% 100.0%
96.2% 100.0%
99.4% 100.0%
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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%
Jun-17 64% 98% 98% 97% 98% 84% 87% 90% 67%
Jul-17 76% 94% 95% 95% 94% 80% 82% 86% 57%

Aug-17 55% 91% 92% 94% 91% 76% 89% 86% 54%
Efficiency Benchmark = 85%

 
 

55



  

2.3 Clinical Incidents 
 

 
 
2.3.1 Pressure Ulcers 2.3.2 Inpatient Falls 

  

2.4 Clinical Governance 
 

2.4.1 Inquests 

 
 
 
 

Grade Incident Type Additional Details Location

Patient fall Patient fell and suffered fractured neck of femur. WARD11

Outpatient fall Patient tripped over a box of notes that w as on the f loor in the corridor and sustained a maxillary fracture and 
haematoma above right eye requiring admission to hospital, 

ORTC

Grade 3 
(Moderate)

Patient fall Patient fell in bathroom and suffered subdural haematoma. PALAT

Extravasation Extravasation during injection of contrast. PSEED

Medical equipment Patient's tooth accidentally knocked out during surgery. THEAT

Extravasation Extravasation during administration of chemotherapy. OUTRE

Patient fall Patient fell and suffered small graze to right foot and a small cut to right eyebrow .   WARD12

Medical equipment 2 small blisters and redness around epidural dressing.  Manufacturer has been contacted as this is a recurring 
theme over recent months.

WARD10

Pressure ulcer Grade 2 pressure ulcer to buttock. WARD10

Medical equipment Skin tear suffered w hen ECG sticker w as removed. WARD11

Extravasation Extravasation during administration of contrast. PSEED

Medical equipment Blister to epidural dressing site. WARD10

Prescribing medication No anti-emetic pre-medication w as prescribed WARD4

Dispensing of medication Patient experienced a cholinergic reaction to chemotherapy w hich required drug not immediately available OUTRE

Medical equipment Small area of superficial skin loss as a result of epidural dressing. CCU

Extravasation Extravasation during administration of medication. THEAT

Patient fall Patient fell and suffered cut to nose and nose bleed. WARD12

Extravasation Extravasation during administration of contrast. PSEED

Patient accident - Collision w ith an object Patient suffered a small superficial tear to the skin on his elbow  from an unknow n source in the treatment room. SALFOR

Patient fall Patient fell and suffered skin tear to right knee. WARD4

Extravasation Patient suffered bruising and sw elling to right arm during blood transfusion. ENDO

Pressure ulcer Grade 2 pressure ulcer. WARD4

Patient fall Patient fell from bed w hen asleep and hit face on f loor and cut lip.  PALAT

Administration of medication Medication error w hich resulted in patient suffering confusion. WARD4

Prescribing Patient w as discharged w ithout G-CSF medication and w as subsequently found to be neutropenic. WARD11

Medical equipment Patient suffered a bruise to left arm ow ing to its raised position during surgery THEAT

Extravasation Extravasation during administration of chemotherapy. ORTC

Pressure ulcer Grade 2 pressure sore to patient's mid spine (Thoracic). WARD4

Patient accident - Cut by a sharp object Patient caught her right forearm on a bin w hich caused a laceration. CT

Extravasation Extravasation during administration of contrast. PSEED

Grade 4 
(Major)

Grade 2 
(Minor)
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Coroner Staff called Verdict
Bolton YES Patient died as a consequence of a recognised complication of Chemotherapy treatment

Manchester YES Patient died as a result of recognised complications of necessary treatment for leukaemia and atrial f ibrillation.

Manchester NO Patient died as a result of recognised complications of necessary treatment.

Bolton YES Natural Causes

Manchester NO Died of natural causes contributed to by recognised complications of necessary treatment.

Manchester NO Died as a result of recognised complications of necessary treatment for Oesophageal Cancer
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2.4.2 Claims & payments 

 
 
2.4.3 Serious Incident Panels 

None 
 
2.4.4 Executive Reviews 

 
 
2.4.5 Top Operational Risks 
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Control measures 

1 
NEW 

Ability to maintain high levels 
of patient care and experience 
in our inpatient wards due to 
increased staff turnover and 
the national shortage of 
RGNs. 

16 31st Oct 
2017 

• Weekly review of staffing levels. 
• Reallocation of staff to ensure safe levels of nursing to patient 

ratio. 
• Off duty planned in advance, bank shifts available via health 

roster. 
•  Allocations of patients reviewed in advance in view of their 

dependency i.e confused patient, SCC - Ward 4 & 12 to take 
more dependent patients and Ward 11 to be prioritised for 
elective patients. 

• Recruitment process completed. Registered nurses appointed 
but unable to commence with the Trust until September 2017 
due to newly qualified nursing currently completing nurse 
education. All new starters need to complete up to 6 weeks 
supernumerary status training. 

2 
 

2017/18 Recurrent Trust Wide 
Cost Improvement Programme 
not achieved 

16 30th Sep 
2017 

• Improvement Boards have been established, accountable to 
Transformation Board. 

• Shared learning with other providers on potential schemes for 
delivery. 

• Weekly escalation meetings in place.  New routes of 
engagement with clinical workforce being explored. 

3 
 

Risk to objectives delivered 
through CWP 16 31st Oct 

2017 

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

• Options appraisal of CWP approved 
• Business case in work up to develop long term partnership to 

ensure sustainability  and meet organisational requirement. 
• For Board approval October 2017 

4 
 

Increased number of 
admission deferrals for 
treatment, acute admissions 
and inter-hospital transfers 
due to demand outstripping 
current capacity across our 
Inpatient beds. 

15 30th Sep 
2017 

• Utilisation of  beds to manage peaks in demand  
• Bed modelling to understand current and future bed capacity 

requirements. 
• Communication with local hospitals to ensure the treatment plan 

of patients under their care is appropriate.  
• Updated patient flow policy has been approved, awaiting 

ratification. 
5 
 

Commercial in confidence  15 31st Oct 
2017 • Commercial in confidence 

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

Employer Liability 7 7 6 5 5 5 6 5 5 4 4 4 4

Public Liability 2 2 2 2 2 2 2 2 2 2 2 2 2

Payments £0 £0 £0 £22,250 £7,207 £0 £0 £0 £0 £0 £0 £0 £0

Date of 
executive 

review

Incident 
Report 

Number

Incident 
Date Description Root Cause

• SOP for setting up equipment completed Equipment failure

• Equipment tests to be undertaken prior to WHO 
surgical briefing

17/08/2017 & 
31/08/2017

W35029 20/09/16 SI - Failure in internal referral 
process

• SI panel to be held N/A

• Add diabetes alert to CWP and Theatreman
Breakdow n in communication re: patient 
having type 1 diabetes to relevant healthcare 
professionals.

• Update diabetes and surgical inpatient care 
plans

Diabetes management plan identif ied in pre-op 
w as not follow ed post surgery.

Outcome

24/08/17

17/08/17 W34860 30/06/17 Surgical case abandoned 
w hen equipment failed to start

W35148 11/07/17 Management of diabetic 
patient in preoperative period
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Control measures 

6 
 

Risk to Informatics backlog 
maintenance program and 
security due to insufficient 
engineering workforce 
capacity and development. 

15 31st Oct 
2017 

• Business case approved in August 2017 for increased technical 
capacity.  

• Recruitment of technical operational staff in progress 
• New ICT Security Manager post being interviewed in September 

2017 
• Head of Infrastructure engineering projects starting in post 

September 2017 
• DBA Engineer appointed August 2017 
• To review the risk with engineer recruitment update and staff in 

post with performance monitoring measures in place. 
NEW 
 

Commercial in confidence 15 30th Dec 
2017 • Commercial in confidence 

8 
 

Impact on patient care and 
potential breaches of cancer 
targets due to gaps in Junior 
doctor establishment within 
Surgery/Urology. 

15 30th Nov 
2017 

• Utilisation of international training fellowships (ITF) and research 
fellowships 

• 4 x vacancies as follows: 
• 1 x Colorectal – appointed to, commencing beginning of 

October 2017 
• 2 x Urology vacancies , on-going recruitment/ 
• 1 x Plastics vacancy appointed, temporary contact, now 

permanent commencement date October 2017 
• 1 x Gynaecology vacancy  - recruitment in process 

 
 
2.4.6 Sepsis at The Christie 

Data on our management of Sepsis at The Christie was published on 18/09/17.  It showed performance for 
screening patients for sepsis and the proportion of patients receiving antibiotics within a one hour standard. 
 
The data submission for The Christie was incorrect.  This has been validated and resubmitted.  The table 
below shows the positions for screening and antibiotic delivery which are achieving the required standards.  
An incident report has been initiated to identify the root cause of this error and put in place preventative 
action. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Submission 2016/17 Measures Q1 16/17 Q2 16/17 Q3 16/17 Q4 16/17 Q1 17/18

% of appropriate patients screened for suspsected sepsis 33% 27% 37% 15% 100%

% of patients receiving antibiotics w ithin 60 minutes of diagnosis 83% 34% 29% 33% 70%

% of appropriate patients screened for suspsected sepsis 100% 100% 100% 100% 100%

% of patients receiving antibiotics w ithin 60 minutes of diagnosis 92% 95% 85% 95% 95%

Original 
Incorrect 

Submissions

Revised 
Validated 

Submissions
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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 

 
 
3.1.4 Inpatient Deaths 

 
 
 
 
 
 
 
 

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

74.00%
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

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

100.00%

30 day post surgery survival rate
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Intrathecal administrat ions Wrong route chemotherapy
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12.00%

Unit mortality Total mortality

Aug-17
Elective/planned admission 4
Non Elective/emergency admission 24
TOTAL 28
Mortuary screened triggers (including reported to the coroner) - 10
Medical Triggers - 7
Nursing Triggers - 0
(note there may be more than one trigger)

Number of NHS Christie onsite 
deaths

Number of deaths that have 
triggered Structured Casenote 

Review  (SCR)
8
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4. Caring 
 
4.1 Patient Satisfaction Surveys & Outpatient Satisfaction Surveys 
 

 
 
4.1.1 Patient Satisfaction – recommended. 4.1.2 Patient Satisfaction – not recommended  

 
 
Since April 2017 responses for Main Outpatients have been merged back into the overall data. This has 
resulted in a very small decrease in the overall satisfaction score. However, the range of variation is less 
than 1% over the last 12 months and results remain in the upper quartile. The Outpatient Improvement 
Boards are addressing issues raised through the survey responses in outpatients. 
 
4.2 Complaints 
 

 
 
 
 
 
 
 
 

Questions Strongly Agree Agree Disagree % Rec % Not Rec

Acceptable IP admission w aiting time 27 25 10 83.9% 16.1%

Acceptable OP treatment w aiting time 36 44 6 93.0% 7.0%

Acceptable OP test w aiting time 7 2 1 90.0% 10.0%

Informed of pharmacy w aiting time 7 7 3 82.4% 17.6%

Informed of medical physics scan w aiting time 9 1 0 100.0% 0.0%

Acceptable w aiting time to be seen by doctor 47 109 35 81.7% 18.3%

Treated w ith respect by staff 289 103 2 99.5% 0.5%

Involved in decisions 208 123 6 98.2% 1.8%

Given enough privacy 210 122 1 99.7% 0.3%

Access to call bell 50 13 0 100.0% 0.0%

Member of staff to talk to 203 132 3 99.1% 0.9%

Treated w ith compassion 217 107 0 100.0% 0.0%

Received required care 224 118 1 99.7% 0.3%

Received necessary information 216 137 7 98.1% 1.9%

Received suff icient pain control 201 109 6 98.1% 1.9%

High standard of cleanliness 247 130 2 99.5% 0.5%

Recommend Christie services 299 76 3 99.2% 0.8%

TRUST Score 2497 1358 86 97.8% 2.2%

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

100.00%

Recommended % Threshold

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

Not Recommended % Threshold

Complaint Grade Primary Concern by Complainant
1 2 Breach of confidentiality. Address label not correct 

2 2 Attended appointment but w as not seen immediately as case notes misplaced. Consultant attitude.

3 3 Concerns not acted on w hen raised w ith nurse. CT scan not acted on 

4 4 Poor communication w ith patient. Poor communication betw een The Christie and another Trust 

5 4 Consultant attitude. Unhappy w ith information provided regarding illness and treatment. 

 
 

60



  

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 
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01 Ward (Dept 33) 54 4 0 0 0 1 59 59 100.0%

03 Ward (Dept 48) 3 0 0 1 0 1 11 5 45.5%

04 Ward (Dept 52) 39 2 1 0 0 0 86 42 48.8%

10 Ward-Surg Onc Unit (Dept 4) 87 5 1 0 0 0 119 93 78.2%

11 Ward (Dept 4) 8 0 0 0 0 0 60 8 13.3%

12 Ward (Dept 4) 14 2 0 0 0 0 78 16 20.5%

CTU Inpatient Ward (Dept 1) 3 0 0 0 0 0 3 3 100.0%

Endocrine Ward (Dept 63) 8 1 0 0 0 0 17 9 52.9%

Haematology Day Unit (Dept 26) 44 0 0 0 0 1 99 45 45.5%

Integrated Procedure Unit (Dept 2) 56 1 0 2 0 2 130 61 46.9%

Oncology Assessment Unit (Dept 14) 28 1 0 0 0 0 164 29 17.7%

Palatine Ward (Dept 27) 26 3 0 0 0 0 78 29 37.2%

Planned Admission & Transfer Suite (Dept 25) 14 0 0 0 0 1 32 15 46.9%

The BMR Unit (Dept 16) 45 2 0 0 0 0 81 47 58.0%

Total 429 21 2 3 0 6 1017 461 45.3%

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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4.4 Staff Friends & Family Test  

  
 
4.5 Executive Walk rounds 
 
1st August 2017 – Clinical Coding – Chief Operating Officer 
 Things to be proud of: 

• Perform very well in audits – very high quality results 
• Level of skill of team / teamwork 
• Continue to meet deadlines even though short staffed 
• Have got coding into the induction and training app 
• Very organised 

Challenges: 
• Short staffed – long standing vacancies in both coders & runners causing a lot of pressure on existing team 
• Office space – need more space for the whole team (including runners) 
• Audits to be carried out in specific areas to understand issues around coding, such as sepsis, outpatients 

and chemotherapy. 
• When runners aren’t available, coders having to do the running taking them away from coding  
• Phone’s need to be covered by runners to allow coders to code 
• Training – difficult to make time in the working day 
• Surgery want coders in theatres but not able to do this due to staffing levels 

Things to take forward: 
• Staffing – need to recruit to vacancies 
• Larger office with everyone together 
• Runners to cover the phones 
• Bank staff to become permanent or fixed term appointments 

15th August 2017 – Information Centre – Executive Director of Finance & Business Development 
 Things to be proud of 

• The team has undoubted pride in the excellent work they undertake in supporting and helping a significant 
number of patients, carers and other visitors – approximately 70 contacts per day. 

• Especially proud of the significant emotional support they give to patients and carers – this support is 
invaluable to them and they feel this role they undertake often goes unrecognised. 

• Advice they provide around hair loss – support, education and preparation of what to expect. 
• Patients/relatives return on a regular basis throughout their care at The Christie to see the team – they build 

up a ‘relationship’ with many of them. Get regular gifts and donations for the charity. 
• Never had a complaint in relation to the service they deliver. 
• Participation in Schwartz round 

Challenges 
• Degree of uncertainty about the move of premises to the new reception area development. Not sure of how 

new premises will look, space they will have or how much privacy there will be. 
• Lack of staff ‘cover’ for holidays and other absence within the small team of 3. 
• Lack of understanding by hospital staff of what roles the team provide – it’s considerably more than just 

about giving out leaflets! 
• Raising awareness of the service to patients who do not ‘pass’ the information centre – for example those 

who simple visit main outpatients and Oak Road treatment areas. 
• Impact on workload when advances in treatments are reported in the news, as there is a huge surge in 

contacts re: information about and access to these treatments – have established links with ‘Communication 
Team’ to be at least forewarned of such news items. 

Things to take forward/consider 
• To present to the charity trustees on the work they do – how their role has evolved, what issues and 

problems patients present with and how proud they are of the invaluable service they provide. 
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• The move of premises can be seen as an opportunity to reassess and review. 

23rd August 2017 – Pharmacy Team – Director of Fundraising & Corporate Affairs 
Things to be proud of: 

• A highly skilled and motivated team who support and help each other 
• Work as one team 
• Source of advice and support for clinical staff, who value their input 
• Even when the pressure on the service is high, patient safety is never compromised 
• Training for team is of a very high standard 
• Retention of staff is high 
• Involvement of Pharmacy staff at national level, eg NICE, conferences 

Challenges: 
• Reduction in funding for junior staff to undertake their clinical diploma 
• Two very involved projects requiring input at the same time – i-chemo and the negotiation of contract for 

dispensing services 
• Business cases for a change to a service or new services do not always consider the impact on the support 

services 
• The wider Trust organisation does not understand the variety of work undertaken by the Pharmacy team 
• Segregation of the team due to being in different physical locations 
• Current office space cold 

Things to take forward: 
• Include a checklist for business cases so that the impact on support services is considered early in the 

planning phase 
• The Communications team to advise and support the Pharmacy team in raising their profile  
• Refurbishment of the current office space in the Pat Seed department to make it a more appropriate working 

environment  
• Improving computer facilities 
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5. Well Led 
 
5.1 Trust Headcount & FTE 
 

 

 
 
5.2 Trust Sickness 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17
2656 2681 2693 2688 2694 2715 2711 2712 2715 2734 2740 2730 2747
2442 2457 2470 2466 2474 2486 2485 2480 2480 2503 2504 2501 2518
2558 2581 2598 2560 2567 2565 2565 2568 2598 2632 2611 2625 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 Apr-17 May-17 Jun-17 Jul-17 Aug-17 YTD
Cancer Centre Services 3.06% 3.55% 3.63% 3.75% 3.96% 3.64%
Christie Medical Physics and Engineering 1.02% 0.87% 0.73% 0.89% 1.62% 1.04%
Clinical Netw orked Services 2.60% 2.72% 2.49% 2.59% 3.39% 2.85%
Corporate Development 3.60% 3.30% 2.60% 3.23% 3.52% 3.25%
Education (School of Oncology) 1.20% 2.44% 3.56% 2.32% 0.35% 1.96%
Estates & Facilities 3.50% 3.29% 4.99% 5.14% 5.34% 4.46%
Finance & Business Development 3.29% 2.53% 1.77% 1.37% 1.21% 2.05%
Medical Director's Off ice 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Performance 0.00% 0.00% 0.00% 0.00% 5.73% 1.51%
Quality and Standards 5.89% 3.14% 0.00% 0.00% 0.00% 1.82%
Research and Development 3.66% 4.52% 5.09% 3.87% 5.23% 4.56%
Service Transformation 1.45% 0.70% 0.00% 0.00% 0.00% 0.47%
Trust Administration 0.00% 0.00% 0.00% 0.00% 0.59% 0.12%
Workforce 1.40% 2.58% 3.80% 2.96% 5.27% 3.31%
Grand Total 2.78% 2.99% 3.12% 3.01% 3.58% 3.16%
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
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5.3 PDRs 
 

 
 
5.4 Essential Training 
 

 
 
5.5 Staff Turnover 
 

 
 
5.6 Exception Reports 
 
None 

Division Apr-17 May-17 Jun-17 Jul-17 Aug-17
Cancer Centre Services 84.24% 88.85% 90.07% 85.96% 89.00%
Christie Medical Physics and Engineering 80.31% 75.88% 77.72% 76.33% 87.00%
Clinical Netw orked Services 86.68% 88.96% 87.40% 86.68% 86.00%
Corporate Development 71.88% 93.75% 71.88% 93.55% 91.00%
Education (School of Oncology) 81.82% 80.00% 78.72% 95.83% 94.00%
Estates & Facilities 79.74% 76.99% 80.00% 75.00% 86.00%
Finance & Business Development 82.35% 78.87% 77.61% 82.84% 88.00%
Medical Director's Off ice 0.00% 0.00% 50.00% 100.00% 100.00%
Performance 86.67% 81.25% 82.35% 77.78% 67.00%
Quality and Standards 100.00% 93.75% 92.86% 86.67% 100.00%
Research and Development 80.97% 77.95% 81.32% 86.49% 89.00%
Service Transformation 42.86% 33.33% 100.00% 83.33% 86.00%
Trust Administration 66.67% 83.33% 83.33% 100.00% 100.00%
Workforce 94.34% 92.86% 95.74% 95.56% 96.00%
Grand Total 83.47% 84.29% 84.88% 84.50% 88.00%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED

Division Apr-17 May-17 Jun-17 Jul-17 Aug-17
Cancer Centre Services 91.11% 89.80% 89.74% 90.18% 90.00%
Christie Medical Physics and Engineering 95.37% 95.25% 95.32% 93.46% 94.00%
Clinical Netw orked Services 87.35% 86.95% 88.20% 88.18% 88.00%
Corporate Development 97.92% 94.50% 96.74% 97.61% 95.00%
Education (School of Oncology) 97.68% 96.46% 96.32% 96.30% 98.00%
Estates & Facilities 94.94% 95.26% 96.15% 95.45% 95.00%
Finance & Business Development 95.16% 94.96% 95.56% 96.66% 96.00%
Medical Director's Off ice 90.00% 90.00% 90.00% 100.00% 100.00%
Performance 98.22% 97.16% 94.64% 93.67% 99.00%
Quality and Standards 96.27% 97.36% 97.66% 97.35% 86.00%
Research and Development 94.99% 94.19% 93.73% 94.20% 95.00%
Service Transformation 94.81% 95.56% 95.37% 94.21% 95.00%
Trust Administration 98.47% 96.91% 97.94% 99.48% 100.00%
Workforce 98.40% 96.24% 95.01% 97.46% 96.00%
Grand Total 91.25% 90.74% 91.20% 91.31% 91.00%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED

Leavers Headcount Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17
Dismissal 2 2 1 1 0 1 1 0 0 0 0 4 5

End of Fixed Term Contract 3 6 2 0 0 5 4 4 2 4 2 3 8

Mutually Agreed Resignation 0 0 0 0 0 0 0 0 0 0 0 0 0

Redundancy 0 0 0 0 0 0 1 1 0 0 0 0 0

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

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

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

Grand Total 36 43 30 24 24 36 34 22 33 22 18 29 43
12 Month Turnover % Headcount 16.91% 17.57% 17.82% 17.37% 16.96% 15.36% 14.46% 14.09% 14.40% 13.28% 12.96% 12.86% 13.03%
Adjusted 12 month Turnover %* 15.02% 15.33% 15.63% 15.48% 15.11% 13.74% 12.77% 12.43% 12.67% 11.70% 11.46% 10.00% 10.96%

* Turnover based on substantive leaving reasons only (Dismissal, M.A.R.S, Redundancy, Retirement, Voluntary Resignation, Other)
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6. Appendix 
 
6.1 2017 PLACE Scores 
 

 

 
66



  

 
 
  
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Owners 
Fiona Noden, Chief Operating Officer 

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

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

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

Report Produced by Andrew Gibson – Deputy Head of Performance 

 
67



 

68



 

Agenda Item 30/17a 

Meeting of the Board of Directors 
Thursday 28th September 2017

Report of Executive Director of Nursing & Quality  

Paper Prepared By 
Gill Goodwin, Quality Improvement Nurse 

Jackie Bird, Executive Director of Nursing & Quality 

Subject/Title Six Monthly Compliance with NICE Safe Staffing Guidelines  

Background Papers 

Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry 
February 2013; 

National Quality Board November 2013: How to ensure the right 
people, are in the right place at the right time; 

Department of Health January 2014: Hard Truths, the journey to 
putting patients first; 

Improving the Safety of Patients in England (Berwick Report) August 
2013; 
NICE Safe staffing guideline [SG1]; 

NHS England November 2014: Safer Staffing, a guide to care contact 
time 

National Quality Board (July 2016): Supporting NHS providers to 
deliver the right staff, with the right skills, in the right place at the right 
time – safe sustainable and productive staffing 

Purpose of Paper 
To review and approve the nurse staffing levels as assessed using 
the Safer Nursing Care Tool kit in line with recommendations within 
NICE Guidance. 

Action/Decision Required To endorse the findings and conclusion of this six monthly nursing 
establishment review and approve the nurse staffing levels. 

Link to: 

 NHS Strategies and 
Policy 

Implementation of NICE Guidance 

Link to: 

 Trust’s Strategic 
Direction 

 Corporate Objectives 

Five Year Strategy 

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. 

Safer Nursing Care Tool© - SNCT 

National Quality Board - NQB 

Whole Time Equivalent - WTE 
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Agenda Item 30/17a 
Meeting of the Board of Directors 

Thursday 28th September 2017 

Six Monthly Compliance with NICE Safe Staffing Guidelines 

Executive Summary 
Following the six monthly review against the safe staffing guidelines the following outcomes 
were confirmed: 

• All the ward budgeted nursing establishments were confirmed as correct and 
appropriate by the ward managers and met NICE Guidance. All ward establishments 
are better than the recommended one nurse to eight patients (1:8). 

• On a shift by shift basis, where the actual staff numbers were less than the planned staff 
numbers the ward teams followed an agreed escalation process based on the acuity 
and dependency of care required and a review of bed occupancy. The information is 
presented to the Board of Directors on a monthly basis. 

• Nurses on the hospital bank and approved nursing agencies have been deployed to 
support patient acuity levels when thresholds have been reached and all other internal 
staff movements have been actioned. There are daily reviews of planned staffing as well 
as a review of hospital-wide activity.   

• NHS Improvement has set The Christie ceiling for all agency expenditure at 3%, at the 
end of Q1 (17/18) it was 0.08% for nursing. 

• Good practice from the division of Cancer Centre Services has continued and there has 
been no agency nursing expenditure for twenty-two months for surgical services which 
have been functioning as ‘one surgical team’ by working flexibly across the surgical 
wards, surgical day case unit and critical care unit.  

• During the period since the last review there have been 5144 inpatient episodes and 
there were 8 complaints where nurses or nursing care were mentioned compared with 
the previous six months where there were 5024 inpatient episodes and 10 complaints.  

• Recruitment of staff to meet turnover was viewed as the biggest challenge by our ward 
managers, although the ward leaders have confirmed that safe care has been provided 
at all times. There has been an increased challenge over the summer months where the 
vacancies have proved to be difficult to fill and has required the provision of more 
flexible working and skill mix arrangements, including non-ward based nurses providing 
clinical shifts. The vacancies have led to an increase in the number of shifts provided by 
bank and agency nurses. The Trust is still committed to over recruiting where we can, 
although at present we are not filling all of our funded establishment vacancies.  

•  The senior nurses and ward leaders are working with the Human Resource department 
on recruitment campaigns, the development of an internal transfer list and ensuring 
smooth processes from nurses being offered a position to commencing in post. 

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

• The individual ward reviews are available on the Board of Director’s SharePoint.  
 
 
 

71



 

1. Background 
The Trust has carried out a bi-annual audit of patient acuity and dependency since 
2010 using the Safer Nursing Care Tool© (SNCT). The SNCT is embedded within the 
e-rostering system and calculates the baseline nursing establishment required to meet 
patient care need and has been used successfully to inform and support workforce 
planning over this period. 

For the last 5 years, the SNCT findings have been reported to the Board on a 6 
monthly basis to provide assurance that the trust is taking a patient-centred, evidence-
based, systematic approach to monitoring and reviewing nurse staffing levels.  

In the wake of the final report of the Mid Staffordshire NHS Foundation Trust Public 
Inquiry published in February 2013, and the Government’s commitment to safe staffing 
requirements outlined in a succession of publications, NICE Safe Staffing Guidelines 
were published in July 2014.  

The Trust continues to meet the expectations of the National Quality Board relating to 
nursing, midwifery and care staffing capacity and capability, which were published in 
2013. It is also compliant with the NICE guidance and publishes this data publically 
including the care hours per day on a monthly basis through the integrated 
performance report and on NHS Choices website. 
http://www.nhs.uk/Services/hospitals/Overview/DefaultView.aspx?id=101. 

The Chief Nursing Officer’s paper Safer Staffing: A Guide to Care Contact Time 
published in November 2014, sets out the expectations of commissioners and 
providers to optimise nursing, midwifery and care staffing capacity and capability so 
that they can deliver high quality care and the best possible outcomes for their 
patients. The Trust meets this expectation. 

In September 2015, Monitor and the Trust Development Authority (TDA) issued 
Agency staffing rules. These rules set a ceiling on total agency spending by each trust 
and are set in the light of each trusts’ 2015/16 nursing agency spend percentage of 
their total nursing staff spend.  

https://improvement.nhs.uk/uploads/documents/agency_rules__23_March_2016.pdf  
 
The NICE guidance on safe staffing addresses five overarching elements which need 
to be met those of: 
−   Organisational strategy; 
−   Principles for determining nursing staff requirements; 
−   Setting the ward nursing establishment; 
−   Assessing availability of nursing staff on the day to meet patient need; 
−   Monitoring and evaluation of nursing staff establishments. 

         
As a requirement of the guidance, the board of directors has monthly review of the 
details and summary of planned and actual staffing on a ward-by-ward basis through 
the integrated quality and performance report. Furthermore, the guidance requires that 
organisational responsibility and accountability for budgeted nurse staffing 
establishments sits with the Board of Directors and must encompass a formal board 
level review. This paper provides the board with the information required for it to 
discharge this duty. 
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2. The review of budgeted establishments 
   This six monthly review centres on the nursing care requirement of patients 

determined by acuity and dependency data (SNCT data). It also includes consideration 
of all the other factors that can influence the nursing staff requirement including patient 
flow, the care environment, staff turnover, sickness rates, and patient harm and patient 
experience data. 

 In compliance with the NICE guidance, the ward managers overall professional 
judgement of staffing need based on all the above information was ascertained and 
captured in each of the ward reviews. 

 The latest review was undertaken on the 6th September 2017 with representation from 
ward managers, senior nurses and divisional managers.  

  Evidence of activities undertaken to ensure safe staffing were presented by the ward 
manager and included responses to service developments and changing patient 
profiles.  

 Relevant narrative by each ward manager about the appropriateness of their staffing            
levels is shown in Appendix 2. 

 During the period February 2017 to July 2017 on no occasions did safe staffing issues 
need to be escalated to the Director of Nursing & Quality.  

 In addition to bank usage to cover vacancies and sickness leave, there was a total 
agency expenditure of £49,087 by Networked Services (February 2017 to July 2017). 
This is a reduction of £43000 from the previous 6 month period. The agency 
expenditure for Cancer Centre Services was £2033 for this same period to provide 
specialist mental health cover on OAU. There has been no agency spend for surgical 
in-patient services for 22 months.   

 

3. Safer Nursing Care Tool Data and Trends 
         Twice daily data collections of patient acuity/dependency are recorded in the SafeCare 

component of E-Roster  

         Wards have now adapted to this new system, reflected in the high number of data sets 
generated over the last 6 months and this provides for much more reliable data.    

 The trend data for each of the wards can be reviewed below. The greyed out sections 
reflect ward reconfigurations where earlier data is no longer relevant or where data 
was previously not collected. 
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WTE baseline recommendations from bi-annual SNCT data sets since 2010 (OCCU utilise a 
critical care acuity system which determines RNs only) 
Data Set 11 4 10 11 12 OAU OCCU PW 
Jun 10   32.48 35.17 37.11 29.84   
Jan 11   30.76 35.89 38.84 28.74   
Jun 11   32.65 32.57 37.12 29.59   
Jan 12   32.24 30.38 36.05 30.06   
Jun 12   30.97 33.60 34.73 33.64   
Jan 13   38.16 33.57 33.54 29.60   
Jun 13   31.49 36.28 32.35 29.38   
Jan 14  39.30 33.20 32.00 34.70 30.36   
Jun 14  41.04 33.60 37.16 34.71 33.36  50.27 
Jan 15 13.51 50.52 31.40 38.28 41.85 35.39 33.09 42.84 
Jul 15 11.37 40.67 33.50 36.90 36.92 33.25 32.76 50.72 
Jan 16 9.02 48.60 34.29 38.83 39.59 34.23 * 54.69 
Jul 16 8.56 40.89 32.14 40.13 39.92 34.36 31.29 48.08 
Jan 17 8.10 40.54 30.98 40.68 40.81 31.93 29.38 49.23 
Jul 17 9.51 46.09 33.56 37.22 40.12 31.74 29.35 57.01 
Budgeted 
Nursing 
Establishment 
July 2017 
(incl. Band 7) 

15.26 42.58 31.75 36.30 37.08 37.26 33.61 53.46 

* Data unreliable as the tool used by OCCU was not populated on the busiest days.  
1 SNCT does not work well for small units as a tool for calculating WTE establishment. Minimum staff numbers for safety are 

not factored in  

 
 
 
4.     Comparative CHPPD data 
 In response to the updated National Quality Board (NQB) document [‘Supporting NHS 

providers to deliver the right staff, with the right skills, in the right place at the right 
time’] published in July 2016, this paper now includes comparative staffing data using 
the national measure of care hours per patient day (CHPPD). 

         Care hours per patient day (CHPPD) is the hours of registered nurses and healthcare 
support workers divided by the number of inpatients (midnight census) available to 
provide care for patients 

         Whilst caution needs to exercised when comparing data with peers, comparing staffing 
can act as a ‘sense check’ on assumptions and professional judgements. The table 
below provides a random month comparison between The Christie and The Royal 
Marsden. 
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February 2016 

Medical Oncology Registered 
Nurse CHPPD 

Care Staff 
CHPPD 

All CHPPD 

Christie (Wd 12) 4.3 1.95 6.25 

Christie (Wd 11) 4.12 1.78 5.9 

Marsden 5.7 1.6 7.3 

Haematology 

 

Registered 
Nurse CHPPD 

Care Staff 
CHPPD 

All CHPPD 

Christie (PW) 6.12 1.97 8.09 

Marsden 8.7 2.1 10.8 

CCU 

 

Registered 
Nurse CHPPD 

Care Staff 
CHPPD 

All CHPPD 

Christie (OCCU) 24.18 4.2 28.38 

Marsden 26.3 1.9 28.2 

 

5.     Staffing within other healthcare professions 
 The NQB recognises the need to consider the wider multidisciplinary team when 

looking at the size and composition of staff for a given setting, but recognises that little 
workforce modelling exists for this hence the concentration on nursing. 

 Within the Christie there remains a historical element to staffing compliments amongst 
Allied Health Professionals, however managers apply certain measures to ensure the 
staffing resource meets clinical need.  

 Where there is an increase in activity, an existing post is examined to measure the 
activity level of that staff member over a year. For example if 1.0 whole time equivalent 
(WTE) treats 100 patients and the new activity involves a further 50 patients the 
calculation would determine that an additional 0.5 WTE was required. A business case 
would capture this data. 

 Alternatively, if comparing the new activity against an existing post is not feasible, AHP 
time for the new activity would have to be calculated and then extrapolated into a 
WTE.  
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6. Conclusion  
 This review provides broad assurance that the budgeted nursing establishments set 

for the trust’s in-patient wards align with the care needs of patients in the context of 
other workload sensitive factors and care quality.  

Nurse vacancies continue to present the biggest challenge for ward managers and 
they have confirmed that the budgeted staffing levels are appropriate.  

Ward staff have effectively utilised escalation processes when patient acuity and the 
actual staff on shift did not match the planned to provide a safe care environment for 
patients.   
 

8.   Recommendations 
The Board is asked to support the findings and conclusion of this six monthly nursing 
establishment review and approve the nurse staffing levels. 
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Appendix 1:   Establishment Review Summary 

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

Budgeted WTE Nursing Establishment 15.26 42.58 31.75 36.30 37.08 53.46 37.26 33.61 
SNCT WTE Nursing Requirement 
*SNCT makes no allowance for minimum safe staffing 
**Using alternative acuity tool 

9.51* 46.09 33.56 37.22 
 

40.12 
 

57.01 31.74 29.35** 
RN only 

Current Skill Mix (RN-Non RN) 75-25 72-28 67-33 75-25 71-29 79-21 72-28 89-11 

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

Current Supervisory Status of Band 7 100%  60% 100% Aspiring to 50% 70% 100% 100% 60% 

% Sickness Rate (since last review) 
RN – 4.15  RN – 2.95 RN – 2.86  RN – 1.73  RN – 2.36 RN – 2.44  RN – 3.39  RN – 3.87 

Care staff – 
10.14 

Care staff – 
6.68 

Care staff – 
5.57 

Care staff – 
4.76 

Care staff – 
2.77 

Care staff – 
3.71 

Care staff – 
7.66 

Care staff – 1.99 

% Staff Turnover  (since last review) RN – 9.84 RN – 7.10 RN – 17 RN – 7.69 RN – 3.7 RN – 6.29 RN – 9.47 RN – 3.16 

Care staff – 0 Care staff – 0 Care staff – 18 Care staff – 0  Care staff – 9 Care staff – 8 Care staff – 13 Care staff – 0 

Bank Use (since last review) 
*7.5 hour shift 

156 RN shifts* 
27 non-RN 
shifts* 

318 RN shifts* 
242 non-RN 
shifts* 

180 RN shifts* 
61 non-RN 
shifts* 

53 RN shifts* 
287 non-RN 
shifts* 

365 RN shifts* 
241 non-RN 
shifts* 

274 RN shifts* 
246 non-RN 
shifts* 

179 RN shifts* 
151 non-RN 
shifts* 

21 RN shifts* 
8 non-RN shifts* 

% Mandatory Training Compliance (data includes new staff 
and returnees from maternity leave) 

RN – 89 RN – 89  RN – 79% RN – 82  RN – 83 RN – 86 RN – 86  RN – 98 

Care staff – 97 Care staff – 89 Care staff – 93 Care staff – 94 Care staff – 81 Care staff – 82 Care staff – 94 Care staff – 100 

% PDR Compliance (data includes new staff and returnees 
from maternity leave) 

RN – 88 RN – 91 RN – 94 RN – 100 RN – 90  RN – 69 RN – 96 RN – 100 

Care staff – 100 Care staff – 93 Care staff – 90 Care staff – 100 Care staff – 100 Care staff – 60 Care staff – 100 Care staff – 100 

% Correlation between actual and planned nursing hours 
RN – 99.53 RN – 95.74 RN – 96.64 RN – 97.74 RN – 96.01 RN – 97.74 RN – 95.25 RN – 97.61 

Care staff – 
95.36 

Care staff – 
95.59 

Care staff -  
98.14 

Care staff – 
102.61 

Care staff – 
95.82 

Care staff – 
98.79 

Care staff – 
96.68 

Care staff – 98.6 

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

0 0 0 0 0 0 0 1 

Nurse Sensitive Indicator – moderate (or above) falls 0 0 0 1 0 0 0 0 
Nurse Sensitive Indicator – medication administration 
errors attributable to nurses 

4 23 9 19 13 27 11 9 

Nurse Sensitive Indicator – complaints regarding nursing 
care 

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

0 0 0 0 0 0 0 0 

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

99.03 97.14 97.69 99.05 93.66 98.06 97.86 NA 

Adequacy of current nursing establishment - Professional 
Judgement of Ward Manager 

Appropriate  Appropriate  Appropriate  Appropriate  Appropriate Appropriate  Appropriate  Appropriate  
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Appendix 2 

 

Narrative Comments from Ward Managers 

Ward 1 and Ward 10 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment for both wards is correct when all posts are filled. The 10 
current vacancies have all been filled with a full complement expected by the end of October. By 
increasing the Band 6 nursing establishment within existing budget, a 20hr practice educator post has 
been established to mitigate the challenges of many new starters who are often newly qualified.  

The wards are currently looking at new ways of working in acknowledgement of the importance of 
flexible working arrangements, but recognising the affect this might have on staff morale. 

The surgical wards continue to support the organisations increase in bed capacity by accommodating 
Medical outliers. No surgery has been cancelled. 

The summer has been a challenging time for the surgical wards and, whilst patients have been kept 
safe, the ward manager feels that they have not been able to deliver the ‘Christie level of care’. 

Despite this, both wards achieved revalidation of the Christie CODE Gold standard during the review 
period and FFT scores remain high. Furthermore there has been no agency spend for surgical in-
patient services for 22 months. 

Ward 4 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct when all posts are filled. However, this 
establishment, when all posts filled, will not enable weekend BMRU bed use for medical patients 
without reliance on additional bank shifts to maintain safe staffing. 

This has been a particularly difficult and challenging period for the ward. There are currently 5 
vacancies with 2 yet to be recruited into. The 3 new recruits commence in September. Furthermore the 
3 over established posts that have been agreed remain vacant. The ward is relying heavily on bank 
staff to fill staffing shortfalls (2385 RN hours and 1815 non-RN hours during the 6 month review period). 
An agency spend of £33,849 has provided for RMN enhanced supervision of some patients on the 
ward. 

Despite the challenges ward 4 has, to its credit, achieved Christie CODE Gold Status during this period 

Ward 11 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct when all posts are filled. Ward 11 continues to have 
a regular turnover of trained staff and recruitment remains a challenge necessitating increased 
recruitment of newly qualified nurses affecting the skill mix. There are currently 6 newly qualified nurses 
whom the ward supports through the preceptorship tool. The ward has good mechanisms in place for 
the teaching of new staff however these systems can be challenged with so many newly qualified 
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nurses starting at the same time, and this will be exacerbated by the imminent turnover of senior band 
6 staff. The period September to October is expected to be particularly difficult. 

An agency spend of £10,632 has been accrued during between 1/2/17 and 31/7/17. 

Despite these challenges, during the review period, the ward has achieved the Christie CODE Gold 
Standard of care.  

Ward 12 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct when all posts are filled.  

Over the next few months there are a number of newly qualified nurses starting on the ward who will 
require additional support during their preceptorship period. Discussions are to take place between 
ward leaders on 4, 11 and 12 to explore options to recruit into a practice educator post within current 
financial resources in order to mitigate this challenge.  

In order to cover vacancies bank usage on Ward 12 is has been significant during the review period 
(2738 RN hours and 1808 non-RN hours during the 6 month review period). An agency spend of 
£4,606 has been accrued during the same 6 month period  

Ward 12 has achieved the Christie CODE Gold Standard during the review period 

Palatine Ward 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct when all posts are filled enabling trained staffing 
levels to be 9, 9 and 7. Since March this has enabled specific management time for band 6’s to support 
the senior sister. A band 6 KPI template has been developed to highlight roles and responsibilities. 

A ward scheduler has been employed to improve patient flow and patient experience. 

The ward accrued an agency spend of £783 for 1:1 mental health provision. 

The ward manager believes that the ward delivers excellent patient care and is proud that an exchange 
programme is taking place in October with a transplant centre in Zurich. Palatine Ward will also be 
visited by a large party from Iceland to aid shared learning  

Oncology Assessment Unit 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct when all posts are filled. The unit has experienced a 
period of acute pressure due to vacancies, maternity leave and long term sickness. All vacancies are 
recruited into except 1 HCA. When fully established Band 6 sisters will be able to get some supervisory 
time to support new staff and enable a more flexible response to sickness absence. A practice 
facilitator has been appointed to facilitate speedier training for new recruits and reduce pressure on 
ward staff in the face of taking more student nurses on placement as well as Trainee Nurse Associates. 

Despite the last 6 months being challenging for OAU, to their credit they achieved revalidation of the 
Christie CODE Gold standard in April 

OCCU 
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In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct when all posts are filled. All vacancies have been 
recruited to, and once the new recruits start the Band 6 Clinical Coordinator will be able to resume 
supervisory status during times of peak activity. This is something they are currently unable to do. 

The unit wants to be recognised as an outstanding OCCU with patient and family experience being at 
the core of practice. The unit has therefore developed its own patient/relative satisfaction survey which 
went live in July. Furthermore, the relatives’ accommodation and waiting area are being refurbished 
and patient diaries have been reintroduced to allow for greater input from relatives. Patients have also 
enjoyed having ‘Music in Hospital’ musicians to play for them; something that was very positively 
received. 

To achieve this, the focus has been on staff recruitment and retention with staff well-being and 
development essential to the OCCU philosophy. The strategy appears to be successful with 
recruitment and retention of staff markedly improved. 
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Meeting of the Board of Directors 

Thursday 28th September 2017 
 

Report of Director of Workforce 

Paper Prepared By Head of Engagement  

Subject/Title NHS Workforce Race Equality Standard 2017 

Background Papers  
 

Purpose of Paper 
 
Report of progress 
 

Action/Decision Required 
 
To approve the action plan 
 

Link to: 

1. NHS Strategies and Policy 

 

NHS Standard Contract 

 

Link to: 

2. Trust’s Strategic Direction 

3. Corporate Objectives 

5 year strategic plan 

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

To play our part in the community 

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

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

NHS Workforce Race Equality Standard – WRES 

Black and Minority Ethnic – BME 
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Agenda item 30/17bi 

  

Meeting of the Board of Directors 
Thursday 28th September 2017 

 
NHS Workforce Race Equality Standard 2017 

 
1.  Background 

Research has indicated that the treatment and experience of black and minority ethnic 
(BME) staff within the NHS is significantly worse on average than that of white NHS staff.  
In response to the issues identified the Workforce Race Equality Standard (WRES) was 
incorporated into the NHS Standard Contract and is used by regulators as part of their 
assessment of whether NHS organisations are well-led. The aim is to highlight any 
differences between the experience and treatment of White staff and BME staff and provide 
a platform to take necessary remedial action on the causes of ethnic disparities.  

 
The purpose of this paper is to report progress on the Trust’s position against the WRES 
indicators and seek approval for the improvement action plan.  

 
2.  Baseline data changes in 2017 

In line with WRES best practice, the 2016 Staff Survey canvassed all staff compared to the 
sample undertaken in 2015.  This provides a larger sample of staff experience, in respect of 
all indicators.  As a result of this we didn’t expect the data to improve in year. 
 

3. Summary of results  
Appendix A provides the comparison between the Trust’s position at 1 April 2016 and the 
position at 1 April 2017 against the nine indicators. 

  
3a.  Indicators showing improvement from 2016 

• The percentage difference between BME representation in the Trust’s board voting 
membership and in the overall workforce.  

 
3b.  Indicators requiring further improvement 

• The relative likelihood of white staff accessing non-mandatory training and continuing 
professional development in comparison to our BME staff 

 
• The experience of BME staff in terms of bullying and harassment from patients and 

staff, equal opportunities in career progression and discrimination at work from 
manager or colleagues.    

 
• BME staff remain overrepresented in Bands 1, 2 and the medical workforce and 

underrepresented in Bands 8a and above. 
 

• The likelihood of white staff being recruited from shortlisting compared to BME staff 
across all posts.    

 
• The likelihood of BME staff entering the formal disciplinary process compared to white 

staff. 
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4.  Next steps 

Appendix A shows the action plan developed in response to the results, which will be 
monitored through the Workforce Committee. 

 
Work has already commenced on our particular areas of focus for 2017/18 which will be 
around indicators 1, 2 and 6 as follows:- 

 
• Review by pay band to assess if there are disproportionate barriers to BME 

progression 
• Strengthening links with our BME communities to promote The Christie through our 

work experience programme partnership with a  local school in Moss Side 
• Implementation of regular recruitment audits to identify any issues 
• Development of key skills programme for manager’s to focus on managing negative 

behaviour and having difficult conversations 
• Recruitment of staff advisors reflecting the workforce composition 

 
5.  Recommendation 

The Board of Directors is asked to note the current position and receive the detailed action 
plan for improvement, with a progress report to be presented in six months’ time. 

. 
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Appendix A - NHS Workforce Race Equality Standard (WRES) at 1 April 2017 
 
                                The following table outlines the WRES metrics for 2017 compared to 2016, action taken and initial action plan. 
 

 Workforce 
Race Equality 
Standard 
indicator 

2016 data 2017 data Narrative Action planned 

 Workforce metrics - for indicators 1-4, the Standard compares the metrics for white and black & minority ethnic (BME) staff.  
1.  Percentage of 

staff in each of 
the A4C bands  
1-9 or Medical 
& Dental 
subgroups and 
very senior 
managers 
(including 
Executive 
Board 
members) 
compared with 
the percentage 
of staff in the 
overall 
workforce 

Workforce 11% BME 
staff  
% Clinical  staff  
Band     BME   White 
1             0%    100% 
2           11%      84% 
3             3%      96% 
4           14%      84% 
5           11%      85% 
6             9%      87% 
7             7%      90% 
8a         <5%      95% 
8b           0       100% 
8c           9%      82% 
8d           0       100%  
9             0       100% 
VSM      18%     82% 
Of which Medical    
………..27%      58% 
% Non-Clinical staff  
Band     BME   White 
1           34%      64% 
2           12%      85% 
3           11%      86% 

Workforce 12% BME staff  
% Clinical  staff  
Band     BME   White      
1             0%      100% 
2           15%       83% 
3             7%       93% 
4           12%       86% 
5           12%       86% 
6             7%       89% 
7             8%       91% 
8a         <5%       94% 
8b           0        100% 
8c           8%       83% 
8d           0        100%  
9             0        100% 
VSM       0%      100% 
Of which Medical   
              31%      59% 
% Non-Clinical staff  
Band     BME   White      
1           37%      62% 
2           11%      88% 
3           13%      86% 
4           10%      87% 

BME staff remain 
overrepresented in Bands 
1, 2 and the medical 
workforce compared to the 
overall workforce. 
 
BME staff are under-
represented in Bands 8a-
8c, and 
not represented above 8c.   

Action planned: 
• Scrutinise each pay band to assess if 

there are disproportionate barriers to 
BME progression. 

• Undertake a review of career 
aspirations of existing staff to ensure 
appropriate development plans are in 
place. 

• Strengthen links with local BME 
communities to promote The Christie 
as an employer, including through our 
Healthcare Horizons work experience 
programme in partnership with a 
school in Moss Side, and provision of 
opportunities for local people to 
experience working in the NHS. 

• Create opportunities to attract a 
diverse range of applicants. 
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4           10%      88% 
5           12%      84% 
6           14%      84% 
7             7%      88% 
8a         12%      82% 
8b           5%      90% 
8c            0        90% 
8d            0      100%  
9              0      100% 
VSM        0        50% 

5           12%      85% 
6           12%      85% 
7             6%      92% 
8a           7%      88% 
8b           8%      92% 
8c           5%      85% 
8d            0       100%  
9              0       100% 
VSM        0       100% 

 Workforce 
Race Equality 
Standard 
indicator 

2016 data 2017 data Narrative Action planned 

2.  Relative 
likelihood of 
staff being 
appointed from 
shortlisting 
across all 
posts   

The relative 
likelihood of White 
staff being appointed 
from shortlisting 
compared to BME 
staff is 1.86 times 
greater. 
 
Data:  
NHS Jobs for period  
Jan - Dec 2015 

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

The 2017 data indicates 
some deterioration. 

Action planned - priority for 2017-18: 
• Complete the review of robustness of 

Trust recruitment process and 
resources and implement/promote 
best practice. 

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

• Monitor numbers of staff appointed 
through Workforce Committee (six-
monthly) 

• Create opportunities to attract a 
diverse range of applicants. 

3.  Relative 
likelihood of 
staff entering 
the formal 
disciplinary 
process, as 
measured by 
entry into a 

The relative 
likelihood of BME 
staff entering the 
formal disciplinary 
process is 1.34 
times higher 
compared to white 
staff. 

The relative likelihood of 
BME staff entering the 
formal disciplinary process 
is 1.97 times higher 
compared to white staff. 
 
(Based on average of 
2015/16 and 2016/17 

The 2017 data indicates 
deterioration from the 
previous year.  

Action planned – priority for 2017-18 
• Review of disciplinary policy and to 

re-evaluate the principles when formal 
process should be used versus 
informal support. 

• Annual audit of effectiveness of 
disciplinary policy including 
number/type of cases 
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formal 
disciplinary 
investigation 
(Based on data 
from a two-
year rolling 
average of 
current and 
previous year)  

(Based on average 
of 2014/15 and 
2015/16 data) 
 
 

data) 
 
 
 

• Promote mediation process. 
• Brief managers on tackling negative/ 

behaviour/poor practice at the earliest 
informal opportunity to minimise the 
need for formal processes. 

 Workforce 
Race Equality 
Standard 
indicator 

2016 data 2017 data Narrative Action planned 

4. Relative 
likelihood of 
staff accessing 
non-mandatory 
training and 
CPD  

White staff are 1.23 
times more likely to 
access non-
mandatory training 
and CPD as BME 
staff.  
 
 

White staff are 0.75 times 
more likely to access non-
mandatory training and 
CPD as BME staff.* 
 
*Extended baseline data 
 
 

As recommended, new 
processes for the collection 
of delegates’ ethnicity data 
enabled the baseline data 
to be extended in 2016/17. 
This extended data will be 
considered annually going 
forward. 

Action planned: 
• Monitor take-up of apprenticeships 

for existing staff development through 
Workforce Committee. 

• Investigate if there are any 
differences, by ethnicity, between 
professions and departments. 

 National NHS Staff Survey 2016 findings - for indicators 5-8, the Standard compares the metrics for the responses for White and BME staff 
for each survey question. 

5.  KF 25. 
Percentage of 
staff 
experiencing 
harassment, 
bullying or 
abuse from 
patients, 
relatives or the 
public in last 
12 months  

White Staff    
10.79% 
BME Staff     8.57% 
 

White Staff    10.58% 
BME Staff      12.71% 

Based on a complete 
workforce survey, the 2017 
data is not directly 
comparable with the 2016 
partial survey data.  
 
The 2016 national average 
for acute specialist trusts 
was 21% for white staff and 
18% for BME staff. 
 

Action planned: 
• Continue to record incidents on Datix 

and investigate / support as 
necessary. 

• Develop briefing for managers to take 
necessary action to support staff 
effectively.  
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 Workforce 

Race Equality 
Standard 
indicator 

2016 data 2017 data Narrative Action planned 

6.  KF 26. 
Percentage of 
staff 
experiencing 
harassment, 
bullying or 
abuse from 
staff in last 12 
months  

White Staff   18.77% 
 
BME Staff     11.43% 
 
 
 

White Staff   16.44% 
 
BME Staff     18.42% 
 

Based on a complete 
workforce survey, the 2017 
data is not directly 
comparable with the 2016 
partial survey data.  
 
The 2016 national average 
for acute specialist trusts 
was 24% for white staff and 
28% for BME staff. 

Action planned - priority for 2017-18: 
• Review outcomes on culture data and 

action plan. 
• Briefing for managers to take 

necessary action to support staff.  
• Promote mediation service as 

supportive mechanism. 
• Brief managers on tackling negative 

behaviour at the earliest informal 
opportunity. 

• Key skills for managers programme to 
include ‘how to have a difficult 
conversation’ 

• Seek additional staff advisers, also 
towards reflecting workforce 
composition.    

7.  KF 21. 
Percentage of 
staff believing 
that trust 
provides equal 
opportunities 
for career 
progression or 
promotion  

White Staff   95.12% 
 
BME Staff     90.48% 
 
 

White Staff   91.19% 
 
BME Staff     87.06% 
 
 

2017 survey data is not 
directly comparable 2016.  
However, the percentage of 
BME staff who think that 
that Trust provides equal 
opps remains 4% lower 
than the white staff. 
 
The 2016 national average 
for acute specialist trusts 
was 89% for white staff and 
75% for BME staff. 
 

Action planned: 
• Develop briefing for managers on how 

to conduct effective conversations to 
support career development 

• Develop focused plans on career 
development and succession 
planning. 

• Promote apprenticeship development 
and career pathways 

• Raise staff awareness of potential 
career pathways. 
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 Workforce 

Race Equality 
Standard 
indicator 

2016 data 2017 data Narrative Action planned 

8.  Q17. In the last 
12 months 
have you 
personally 
experienced 
discrimination 
at work from 
any of the 
following?  
b) Manager / 
team leader or 
other 
colleagues  

White Staff   5.58%  
  
BME Staff    2.86%  
 

White Staff  4.21%  
  
BME Staff   11.97%  
 

2017 survey data is not 
directly comparable 2016.  
The experience reported by 
BME staff in 2017 is almost 
8% poorer than that 
reported by white staff. 
 
The 2016 national average 
for acute specialist trusts 
was 5% for white staff and 
12% for BME staff. 
 
 

Action planned:  
• Review outcomes on culture data and 

action plan. 
• Develop briefing for managers to 

share in local team meetings on 
positive culture (respect and valuing 
others) in the workplace. 
 

 Boards – indicator 9 compares the Board composition with that of the overall workforce 
9.  Percentage 

difference 
between  
i) the 
organisation’s 
board voting 
membership 
and its overall 
workforce and  
ii) the 
organisation’s 
Board 
Executive 
membership 
and its overall 
workforce 

BME staff in overall 
workforce: 11% 
 
i) BME staff - board 
voting membership: 
- 11% 
 
ii) BME staff - board 
executive 
membership: 
- 11% 
 
 
 

BME staff in overall 
workforce: 12% 
 
i) BME staff - board voting 
membership: 
- 4% 
 
ii) BME staff - board 
executive membership: 
- 12% 
 
 

In respect of the board 
voting membership, this 
indicates a reduced 
difference (improvement) 
from 2016 data. 

Action planned: 
• Continue to take appropriate note of 

lack of diversity at senior levels when 
considering reviewing Non-Executive 
terms of office or appointing new 
members and governors. 
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Agenda item 30/17bii 

Meeting of the Board of Directors 

Thursday 28th September 2017   

Report of Director of Workforce  

Paper Prepared By Head of HR  

Subject/Title Performance Development Review (PDR) 
Compliance  

Background Papers n/a 

Purpose of Paper To report on actions taken and planned in relation to 
improving compliance levels for PDRs 

Action/Decision Required For information  

Link to: 

 NHS Strategies and Policy 

Five year forward view  

 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

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

The Christie Workforce Plan  

The Christie Quality Plan  

Impact on resources and risk and 
assurance profile 

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

There is a clear link between quality of performance, 
service delivery and staff engagement.  

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. 

PDR – Performance Development Review  

ESR – Electronic Staff Record  
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Agenda item 30/17bii 

Meeting of the Board of Directors 
Thursday 28th September 2017   

Performance Development Review (PDR) Compliance 

1. Introduction 
 This paper provides an update on the progress in the percentage of staff having a completed 

Performance Development Review and describes the actions being taken to achieve 
compliance.  

2. Background 
 At present the trust compliance rate for completed PDRs is 84%. The tables below display 

compliance by division and overall Trust compliance rates; feedback about the effectiveness 
of the PDR process; and benchmark data comparing other Trust compliance rates. A review 
of divisions indicates that Cancer Centre Services and Networked Services consistently 
achieve compliance rates above trust average, despite having the highest number of ward-
based staff (which is often cited as a challenge in releasing staff to participate). In the main, 
those departments that have low PDR rates, experienced lower levels of engagement (within 
the national staff survey).  

 

 

 

Comparison of compliance levels in other trusts is shown below, and indicates that The 
Christie is average at present.  

 

Division Feb-
17 

Mar-
17 

Apr-
17 

May-
17 

Jun-
17 

Jul-
17 

Aug 
17  

Cancer Centre Services  85% 84% 82% 89% 90% 86% 89% 
Christie Medical Physics and 
Engineering  76% 74% 71% 75% 78% 

76% 87% 

Clinical Networked Services  90% 88% 85% 89% 87% 87% 86% 
Corporate Services * 83% 86% 80% 85% 84% 93% 92% 
Estates & Facilities  83% 86% 79% 77% 80% 75% 86% 
Finance & Business Development  72% 76% 80% 79% 78% 83% 88% 
Research and Development  80% 80% 77% 78% 81% 86% 89% 
Grand Total 84% 84% 83% 84% 85% 85% 88% 
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3. Improvement Plan  

As part of the on-going improvement plan, to support increased compliance of PDR, a 
number of actions have progressed as follows:  

•  Review and re-launch of PDR documentation  

 In Autumn 2016, the PDR paperwork was reviewed and updated to make it less onerous 
and easier to understand for both employees and their managers. In order to assess the 
effectiveness of this new paperwork, a recent survey was carried out with those 
employees who had used the new paperwork to establish its effectiveness. Results clearly 
indicate that staff who are receiving a PDR are gaining high levels of satisfaction with the 
process, feeling valued by their manager and have clear objectives and well supported 
development plans going forward. Amendment to display, recording and reporting of 
completed PDRs   

 In April 2017, the ESR system was updated and guidance produced, to allow managers to 
quickly update their employee’s record to confirm completion of a PDR, which has aided 
the accuracy and timeliness of reporting. In addition to this a manager’s dashboard was 
introduced in August, which is being rolled out throughout September and October, which 
provides managers with easier visual displays of information relating to their team 
performance.  

•  Drop in sessions for staff and managers 

 Each month, since March 2017, there have been drop in sessions for staff to learn more 
about the PDR process (as an appraiser and an appraise), including how to complete a 
PDR, what sort of questions to ask to ensure a productive and valuable experience, and 
how to set useful and meaningful targets. In addition, sessions have been held to train 
managers on how to update completion of a PDR directly within the ESR system. All 
guidance has been updated and communicated across the organisation.  

•  Analysis of other trust’s activities to share learning 

Analysis of other trust activities to support their compliance has taken place. Of the eight 
local trusts who provided us with details of their action plans, findings of this analysis have 
shown that we are undertaking the same actions as other organisations. The participating 
trusts were Stockport, Tameside, UHSM, CMFT, Bridgewater, Bolton, 5 Boroughs and 
Manchester CSU.  The current average compliance rate across the region is 83.8%.   

•  Performance review monitoring 

 From July 2017 the Trust performance review process has been amended to require any 
division with below trust average compliance in month, to provide a presentation at 
performance review detailing the actions being taken within the division to improve rates 
and provide assurance of expected improvement. As a result of this increased monitoring 
a number of divisions now have more detailed action plans to increase their compliance 
levels. 

•  Workforce committee monitoring  

 PDR is now a standing agenda item on the Workforce Committee agenda . Recent and 
more detailed discussions have taken place at the July committee, to share learning and 
best practice amongst service leads. This has included the introduction of more flexible 
approaches to completing a PDR, across a series of meetings (covering objective setting, 
review of the last 12 months and development planning), to make the process easier to 
manage and carry out given other workload pressures.  
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•  Incremental pay progression  

 A plan has been established to progress introduction of incremental pay progression 
linking to compliance (to cease pay increases for employees who do not have an up to 
date PDR or a fully completed essential training record). There are a significant number of 
actions required in order to effectively and smoothly introduce this system, which are 
being worked through to ensure that the launch of this way of working is successful. The 
full process will be implemented in January 2018. 

•  Targeted approach  

 Divisions receive monthly reports, to inform managers of current compliance rates and 
detail of where compliance is not satisfactory. The HR business partners support the 
process through regular discussions to highlight areas of low compliance and advise to 
enable increased activity. In addition, PDR rates are regularly presented at board and 
weekly executive meetings through performance reports.  

4. Impact  
It is evident that over recent months, there has been a positive impact as a result of some of 
the actions carried out. It is important to note, that some actions are new and the direct 
impact of these must be monitored going forward. Positive qualitative feedback to the new 
process has been received, indicating that PDRs are not viewed as a tick box exercise and 
have a lasting and positive impact on employees.  

Increased monitoring at performance review and a targeted approach by managers have, to 
date, proven to be the most effective methods for improving compliance rates (which is 
consistent with the actions in other Trusts). Focussing on completing PDRs has resulted in 
significantly improved results particularly in Cancer Centre Services (increasing from 80% in 
April 2017 to 90%); School of Oncology (increasing from 79% to 98%) and transformation 
(20% improving to 100%). 

Given these actions, and the improvements seen already it is expected that compliance rates 
will continue to rise. It is proposed that a planned trajectory (as detailed below) will be 
achievable, by April 2018.  

 

5. Conclusion 
It is evident that the Christie PDR compliance is average when compared with other trusts; 
however there is room for improvement. When PDRs take place, employees feel valued and 
satisfied, which has a direct impact on engagement and performance. It is therefore key that 
all staff receive a PDR to ensure that engagement and performance is enhanced, whilst 
balancing the needs of the service to maintain high quality patient care.   
 
 

6. Recommendation  
The board of directors is asked to note the actions undertaken within the improvement plan 
to improve current PDR compliance. 

97



 

98



 

Agenda item 30/17biii 

 Meeting of the Board of Directors 

Thursday 28th September 2017 
 
 

 
Report of 
 

 
Director of Workforce 
 

 
Paper prepared by 
 

 
Head of HR  
 

 
Subject/Title 
 

 
Workforce Development Plan 

 
Background papers (if relevant) 
 

 
09/17a Organisational development plan and NHS 
national staff survey update 

 
Purpose of Paper 
 
 

 
To provide an update on the refreshed workforce 
plan 

 
Action/Decision required 

 
To note the Workforce Development Plan 

Link to: 
 NHS strategies and policy 
 

‘Taking Charge of Our Health and Social Care in 
Greater Manchester’ December 2015  
‘Operational and Productivity and Performance in 
English NHS Acute Hospitals’, Lord Carter 2016   
NHS Health and Wellbeing, Boorman 2009 
 

Link to: 
 Trust’s Strategic Direction 
 Corporate objectives 
 

 
Trust Corporate Objectives 

 
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. 
 

 
OD – Organisational Development  

 

 

 

 

99



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

100



 
Agenda item 30/17bi 

 Meeting of the Board of Directors 
Thursday 28th September 2017 

 
Workforce Development Plan 

 
1. Introduction  

In November 2012 the Board of Directors approved the Trust’s Workforce plan which 
described the development and implementation of organisational development 
initiatives aimed at engaging and motivating staff to support the delivery of the Trust’s 
2020 vision.  The last report received by the board, which reported progress against 
the planned actions, was presented in March 2017. This recent review and update to 
the plan reflects the current and refreshed five year strategy.  
 
The plan covers an implementation period of three years (2017-2020) and focuses on 
a number of key components to support us in effective planning and resourcing, 
performance management and engagement of our workforce.  Full details of the plan 
can be found in Appendix A. 

  
2. Background  

The OD Plan, 2012-2017 supported the trust strategy. It is important to continually 
monitor and update our ambition as a trust and as the components of that plan have 
been progressed and achieved, it is pertinent to update it.  
 
Achievements of the 2012-2017 plan 

• Over the last 12 months it is evident that the size of the workforce has 
continued to steadily grow (by 2.5%). Whilst vacancy rates have fluctuated 
between 3-5% over the last year, the trust has maintained low expenditure on 
agency staff which is cumulatively below the NHSI ceiling.  

• Performance of staff can be evidenced through the training, and development 
that is provided. It was evident in the most recent staff survey that 72% of staff 
had received some form of development, with 82% stating that it helped them 
to do their job more effectively and also to deliver better patient care and 
experience. This is further evidenced by patients who would recommend The 
Christie as a place for treatment to their friends and family, which consistently 
achieves higher than average levels year to date at 97%.  

• Our staff survey engagement scores were high in year (4.02 against a national 
average of 3.79). The commitment towards health and wellbeing is evidenced 
through attendance rates which have consistently been below target since 
March 2017   

 
The next stage in development ensures that going forward, this workforce 
development plan links with the refreshed five year organisational strategy, whilst 
aligning with the work across the trust for quality, leadership and transformation.  
 
In order to meet the needs of the trust, there has been significant engagement in the 
development of the workforce plan across the organisation. This has included 
engagement with senior service directors and leads (both clinical and non-clinical); 
management board and staff side and has been approved by the Workforce 
Committee. 
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3. Key Components of the plan 

Each key component has a set of underpinning objectives with an accompanying, 
detailed action plan complete with metrics for achieving delivery. Progress against the 
plan will be monitored through regular reports presented to the board and also through 
the integrated performance report.  
The key components and priority objectives of the plan are described below:  
 

3.1 Planning  
The purpose of planning is to enable well forecasted workforce planning which will 
provide a sustainable and flexible workforce to deliver current and future services; with 
the ability to influence national planning and support external collaboration.  Key 
priorities will include reviewing the age profile of our workforce and developing targeted 
support and opportunities based on the findings, developing new and innovative ways of 
utilising the workforce to deliver services and looking at ways to attract and retain high 
performing staff, using competence and values based recruitment.  
 

Key objectives Metric 
Establish systems and reporting 
mechanisms to provide easy access 
to up to date information to managers.  

By January 2018, an updated management 
system will be in place.  

Implement a process for on-going 
trend forecasting, accompanied by 
training and guidance for managers, 
on workforce implications of service 
delivery changes  
 
 

By April 2018, training and guidance will be 
rolled out to commence the upskilling of 
those staff with workforce planning 
responsibilities. 
 50% of all managers will be trained by April 
2019.  

Understand our internal talent pool 
and that within our region in order to 
effectively draw from it 
 

By April 2019, a talent matrix will be 
developed to provide strategic planning for 
future succession planning to roles.  

 
3.2 Performing  

The focus of performance will create a framework for improved development 
opportunities and access to training, as well as opening opportunities for individual’s to 
be more innovative.   Having a strategic approach to talent management, succession 
planning and focussed career progression will enable talent to then be fostered and 
managed, allowing a more structured approach to developing our future senior leaders.  
 

Key objectives Metric 
Support the development of a 
leadership plan, and deliver a 
competency framework for all staff 
with supportive activities to develop 
them  

By April 2018, a leadership plan will be 
published, providing a clear vision for the 
organisation.  
A mentor scheme will be established by 
January 2019, providing access to mentors.  
In addition, new training in leadership skills 
will be developed by April 2018, for roll out 
throughout 2018-19. 
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3.3 Engaging 

The engagement strand will enable more focus on culture and whilst as an organisation 
we have a strong basis for being well –led (CQC, 2016), it is essential we continue to 
achieve our high levels of employee engagement.  This theme will focus on all aspects 
of staff experience at work including celebrating diversity, supporting health and 
wellbeing and ensuring there is meaningful reward (through non-pay benefits such as 
empowerment, availability of resources, skill utilisation, and valuing contribution). 
 

Key objectives Metric 
Development and implementation 
of an apprenticeship scheme. 

By April 2018, the trust will have achieved its 
target for new apprenticeships.  
 

Development of opportunities for 
work experience, training and 
development schemes  

By April 2018, new initiatives will be 
implemented to introduce placements for 
individuals of school age, and with learning 
disabilities to increase their future work 
prospects  

 
 

4. Next steps  
This plan has been developed to support the continuing good workforce development 
performance.  It will also contribute to the Trust’s updated five year strategy.  An update 
on progress against the plan will be presented to the board of directors in 6 months’ 
time.  
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Workforce Plan  
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1. About The Christie  
We specialise in cancer treatment, research and education. As an organisation we aim: 
• To demonstrate excellent and equitable clinical outcomes and patient safety, patient 

experience and clinical effectiveness for those patients living with and beyond 
cancer. 

• To be an international leader in research and innovation which leads to direct patient 
benefits at all stages of the cancer journey. 

• To be an international leader in professional and public education for cancer care.  
• To integrate our clinical, research and educational activities as an internationally 

recognised and leading comprehensive cancer centre.  
• To provide national and local leadership through system collaboration to deliver 

excellent cancer care.  
• To maintain excellent operational and financial performance.  
• To be an excellent place to work and attract the best staff. 

 
There will be increasing pressures on the workforce to work more flexibly and 
collaboratively, in line with the Greater Manchester Health & Social Care Partnership plans 
to deliver health and care interventions which are seamless, of high quality, and affordable, 
whilst accessing more specialist support in the right place at the right time. There is also 
evidence that to achieve successful delivery of the challenging future agenda, leadership is 
essential at every level to enable the required innovation and continuous quality 
improvement.  
 
 
 
 
 
 
 
 
 
 
 
 
 
2. Workforce  
Our workforce are key to the implementation and achievement of our objectives, putting 
patients at the heart of everything we do, our workforce is integral in delivering the best 
possible care and experience for our patients, families and carers. In addition, the NHS is 
committed to providing best value for money and the most effective, fair and sustainable use 
of resources. We currently employ approximately 2700 employees (2470wte), with the cost 
of the workforce over 40% of the total operational expense for the organisation making it 
hugely important to invest in the best possible workforce to deliver our objectives.  
 
 
3. Workforce plan  
The aim of this plan is to provide a solutions focussed approach to support the delivery of 
the organisation’s vision and objectives through our workforce. The activities that need focus 
within this plan are themed: planning, performing and engaging.  
 

 
Supporting the delivery of our vision and objectives through our workforce will take a 
consistent approach to improvement taking account of a number of different factors. 
These include leadership, transformation, quality and informatics. The 
Transformation Plan, Quality Plan, Leadership Plan and School of Oncology 
Plan provide greater detail on the organisations approach to these elements. 
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3.1  Planning   
Models of care  
It is essential for us to transform our services and utilise the intelligence gathered from 
workforce planning activity and data to enable a more effective approach to forecasting our 
future demand for services and required staffing. This will require well-planned, new and 
innovative methods of addressing our organisational structures in a way that provides roles 
that are free from duplication, are appropriately skilled, flexible and agile enough to work in a 
more integrated way both locally and across our network of services. Achieving this vision 
for the workforce will lead to improved and transformed services, engaged staff as well as 
better outcomes for the patient through consistent, high quality care. 
 
In order to transform our services, it will be necessary to redesign structures and associated 
resourcing, by identifying future skills gaps in line with demand.  It is essential that roles and 
structures are developed in a consistent and innovative manner to allow a transferable and 
flexible approach (in terms of skills, training and development activities) to staffing that is 
able to work more readily across organisational boundaries.  Roles must be well defined with 
clear accountability and responsibility. There must also be considered planning around the 
balance between generic and specialist roles, with consideration for how to resource 
challenging specialist roles and to maintain professional identity.   
 
Clear and well planned organisational structures and roles will enable succession planning 
for career pathways, to ensure staff are appropriately developed, experienced and 
competent to move into new roles at the required time.  
 
Resourcing  
To resource our roles we need to ensure that we attract the highest quality candidates, who 
have the right attributes to deliver excellent service. As a specialist trust we are in an 
advantageous position to attract the highest quality candidates. However, traditional 
methods of recruitment are no longer the most effective way of achieving the best possible 
appointments so new approaches will be explored. 
 
To enable successful recruitment it is important to set clear expectations of the role and 
recruit a workforce based on our values, and the required competencies to ensure 
innovative, resilient leaders are appointed. Once in post, effective integration of new 
employees through ‘on-boarding' will welcome new staff, and enable the setting of clear, 
shared objectives that are consistent with the individual needs, team and organisational 
goals and vision.  
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3.2  Performing  
Performance mechanisms  
Once in post it is essential to develop our workforce to perform to their highest potential. 
Performance will be delivered through our shared vision and objectives, setting a baseline of 
expectations for all employees. Clear roles and structures must be supported with effective 
training and support initiatives. Mechanisms for managers must also exist for recognition of 
high performing and high potential talent with a means to support movement of that talent 
into their future careers. Having a strategic approach to forecasting and focussed career 
progression will enable talent to then be fostered and managed, allowing a more structured 
approach to developing our future senior leaders.  
 
Development  
Development activities must align with succession plans including training and support, for 
staff to continuously learn and develop are integral to our plans. Managers must be 
supported to enable staff development whilst also developing themselves through 
mechanisms of continuous feedback and learning.  
 
We recognise that working within an environment of this complexity can be challenging and 
therefore as a Trust we must commit to focusing our development activities to enable 
managers to effectively manage, and to ensure our whole workforce understand the 
systems, processes and policies through which we operate. Performance management 
mechanisms must therefore exist to ensure that staff are provided with access to relevant 
education and development to enhance their skills to equip them to deal with the changing 
environment in which we work. In addition mechanisms must exist to enable managers to be 
confident and empowered to allow staff to develop, make decisions and use their skills sets. 
Policies and procedures must be streamlined and easy to implement, supported with 
guidance for managers.  

 
3.3  Engaging 
There is clear evidence that shows the positive impact of engaged staff on organisational 
effectiveness.  Engaged staff feel a commitment to their work, resulting in high levels of 
motivation and focus. There is also evidence of reduced absenteeism and turnover and 
increased productivity and patient satisfaction.  
 
To achieve high levels of employee engagement it is important to focus on all aspects of 
their experience at work including celebrating diversity, supporting health and wellbeing and 
ensuring there is meaningful reward (through non-pay benefits such as empowerment, 
availability of resources, skill utilisation, and valuing contribution). 
 
Diversity  
We deliver a service to a diverse range of patients irrespective of gender, race, disability, 
age, sexual orientation, religion, belief, gender reassignment, pregnancy and maternity, 
marital or civil partnership status. We consider that a workforce who represents the diversity 
of our local community is fundamental in creating an environment which is inclusive of 
personal and cultural perspectives. We also recognise that every individual within our 
workforce is different and may have different needs and motivations.   
 
Health and wellbeing  
Over recent years many reports have focussed on the importance of ensuring the NHS 
workforce is healthy and well to enable greater efficiency to be delivered (The Carter Report 
(2016), Five Year Forward View (2014) and the earlier Boorman review (2009)). The 
evidence clearly states that NHS organisations which prioritise staff health and well-being 
achieve the following benefits:  
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• Enhanced performance  
• Improved patient care  
• Retention of staff  
• Lower rates of sickness absence  

As such our strategy will continue to best utilise evidence based research to deliver activity 
around organisational commitment, leadership, managers, engagement, the physical work 
environment, mental wellbeing, prevention of health issues and culture.   
 
Reward 
There is ever evolving Government policy specifically linked to pay and reward strategies. 
Pay is a key motivating factor for staff, however as the NHS terms and conditions are 
standardised and governed nationally, there is limited scope to change. Recent years have 
seen evidence of little or no increase in annual pay rates and pay freezes to annual 
increments. Therefore it is vital that there is a focus on non-pay benefits. Rewards need to 
be offered to and valued by the workforce in order to motivate and retain staff. At present 
there is an extensive portfolio of non-pay benefits offered to our workforce, however we want 
to continually develop our approach and embrace a total reward package.   
 
 
3.4 Measurement of the plan  
There are a number of key measurements of impact, and each element has an 
accompanying, detailed action plan complete with metrics for achieving delivery. Progress 
will be reported on, against the following objectives:  
 
Objective 1  
 
To effectively plan and resource services through the creation of more innovative 
roles and structures.  
 
Deliverables 2017-18 

• Establish systems to provide easy access to up to date information to managers.  
• Develop reporting mechanisms to provide data and information for future planning 
• Implement a process for on-going trend forecasting   
• Provide training and guidance for managers, on workforce implications of service 

delivery changes  
• Develop processes for consistency of approach for job descriptions, banding and 

training requirements 
 

Objective 2  
 
To attract and resource high performing staff, using competence and values based 
recruitment  
Deliverables 2017-18 

• Enhance processes to enable more flexibility of work with life 
• Support and create a consistent regional approach for streamlined processes and 

economies of scale  
• Understand our internal talent pool and that within our region in order to effectively 

draw from it 
• Provide documentation, guidance and processes for end to end recruitment 

management  
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Objective 3  
 
To support the development of staff who are skilled, confident, and empowered to 
make decisions and take a lead in innovative practice and transformation.  
 
Deliverables 2017-18 

• Engage with managers to establish a competency framework, supported by 
development  

• Support the further development of leadership training with School of Oncology 
• Develop and implement supportive schemes for staff mentoring and coaching 
• Develop and implement new key skills management training, supported by a toolkit 
• Increase visibility and availability of support for managers to enable consistency of 

approach  
• Develop a process for effective career conversations  

 
Objective 4  
 
To develop an effective strategy to support motivation and retention of staff. 
 
Deliverables 2017-18 

• Develop and implement the apprenticeship scheme 
• Develop and continue implementation of actions from the Workforce Race Equality 

Scheme (WRES) 
• Maintain and develop opportunities for work experience, training and employment 

through external partnerships  
• Develop on-boarding process and documentation 
• Analyse and understand retention issues  
• Develop new surveys for staff engagement, using outcomes as future initiatives  
• Review and reinvigorate The Christie Commitment Champion group 
• Development non-pay reward packages for staff  
• Review and implement updated induction processes  

 
Objective 5 
 
To support staff to maintain their physical and mental health and wellbeing 
Deliverables 2017-18 

• Develop and continue implementation of actions from health and wellbeing strategy 
• Develop tools and techniques for a culture of ideas creation  
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None 

You are reminded not to use 
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they appear in the attached paper, 
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BAF – Board Assurance Framework 

CQC – Care Quality Commission 

NHSLA – NHS Litigation Authority 

PEC – Patient Safety Committee 

PSC – Patient Safety Committee 

R&QGC – Risk and Quality Governance Committee 

RCA – Root Cause Analysis 
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Agenda item 30/17c 

Meeting of the Board of Directors 
Thursday 28th September 2017 

 
 

Review of the Risk Management Strategy 2014 -2017 
 

 
 
1. Background 

The Trust is committed to implementing the principles of good governance, defined as 
the system by which the organisation is directed and controlled, at its most senior levels, 
to achieve its objectives and meet the necessary standards of accountability, probity and 
openness.  
 
In September 2014 the Risk Management Strategy & Framework 2014-2017 was 
approved by the Board of Directors and published. The strategy re-affirmed the Trust’s 
commitment to implementing the principles of high quality governance, supported by an 
effective risk management system designed to deliver improvements in patient safety 
and care as well as the safety of staff and visitors. 
 
The 2014-2017 strategy built on the successful implementation of the 2011-2014 
strategy and was structured using the Health Foundation’s 2014 Policy for measuring 
and monitoring safety.   

 
 
 
2. Introduction 

The strategy provided a structured approach to the management of clinical, 
organisational, reputational, financial and project risks and was a requirement of Monitor 
(now NHS Improvement), Care Quality Commission and other external accreditations.  
 
This paper provides an overview of the delivery against all the milestones at completion 
of the three year tenure of the strategy.  

 

113



 

114



3. Delivery against identified milestones  
 

Year one Evidence  Achieved 

Designed and implemented 
communication systems to 
ensure that both reactive and 
proactive messages about safety 
reach all areas of the Trust 

‘Safety Matters’ section of team brief 

Governance Leads forum  

Use of Grand Round 

Toolbox talks (facilities), safety huddles 
(clinical areas) 

Governance Leads copied into information to 
service managers for cascading 

 

Undertaken a gap analysis to 
assess the extent to which 
human factors methodology is a 
part the Trust’s risk management 
systems and processes and 
introduced Human Factors 
Training 

Human Factors training launched in July 
2015  

 
 

Implemented formal patient 
safety walk rounds at Executive 
level 

Commenced in January 2015. All members 
of the executive team participate with the 
support of the Quality & Standards team.  

 

All risks of grade 10 and above 
underpinned by a risk 
assessment that has been 
approved at departmental level 
and all grade 12 and above at 
divisional level and are managed 
using the Datix database risk 
register module 

The audit trail of this process is evidenced 
within the Datix risk management system 

 

Been actively involved in the Sign 
up to Safety campaign 

Projects undertaken: 

2015 - Assessment tool to be designed when 
treating older people  

- Sepsis six project 

2016 - Acute Kidney Injury  

2017 - Diabetes Care  

 

Risks identified during clinical 
audit managed using Trust risk 
management processes and 
monitored by parent committees 
and managed at departmental 
levels 

The audit report template includes a prompt 
on possible actions to take if risk is identified.  

Risks are identified during the quarterly report 
editorial meeting. 

Overdue clinical audit reports without any 
update on status reduced from 66 to 10 by 
the end of 2015-16 programme. 

 

Undertaken diagnostic work at 
divisional level on the outcome of 
the staff safety culture survey 

Diagnostic work completed & approved at 
Patient Safety Committee in October 2014. 
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Year two Evidence  Achieved 

Implemented Trust wide training 
in human factors methodology as 
appropriate 

A two hour non mandatory session has been 
running on a quarterly basis aimed at all staff 
and especially at those staff who are involved 
in incident investigations and risk 
assessments.  

The session complements the root cause 
analysis training and examines the human 
factors involved in: 

• Situational awareness 
• Decision making 
• Personality type 
• Team working & conformity 
• Leadership 
• Communication 

 

 

Established a system for safety 
champions at departmental level 

The Governance Leads Forum is a well-
established working group / learning set that 
meets monthly. Its core membership was the 
divisional governance leads, but colleagues 
from individual departments now attend and 
the paperwork is circulated to others for 
information. 

 

A risk assessment library 
populated to facilitate the 
production of risk assessments 

A risk assessment library is being populated 
within the Quality and Standards intranet 
pages specific to risk and can be accessed 
via the Q&S web page  

There are template risk assessments which 
contain information that can be personalised 
to the department or work area / task 
concerned. 

 

Developed a set of internal 
‘Never Events’ 

A set of five Never @The Christie events 
were chosen via a vote open to all employees 
of the trust. These complement the national 
system of Never Events, and are 
personalised to the specialist nature of our 
services. They are managed under our fair 
blame culture, with a detailed investigation 
report presented to the Executive Review 
Group.  

1. Death from sepsis where there was a 
significant delay in administering 
appropriate antibiotics and this was 
considered to have influenced the 
outcome. 

2. Wrong site procedure, including 
radiotherapy. 

3. Anaphylaxis as a result of exposing a 
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Year two Evidence  Achieved 
patient to a documented allergen. 

4. Failure to check pregnancy status and 
thereafter administrating of chemotherapy 
in the first trimester or molecular 
radiotherapy at any point in the 
pregnancy.  

5. Breach of information security 
compromising our entire master patient 
index with the data being unrecoverable 

To date, there have not been any Never 
Events from either the national or Christie 
category. 

Scoped where we need to invite, 
or improve, patient and carer 
involvement in safety & risk 
systems 

There is a patient carer representative 
member of the Patient Safety Committee and 
this individual has had key input into safety 
policies and assurance mechanisms.  

The PEC patient forum has evaluated the 
responses to complaints, one element of 
which is whether the actions would mitigate 
any risks. 

A standard question within the Duty of 
Candour discussion with a patient or family is 
about key information to feed into an 
investigation and what questions they would 
like to be answered as part of the 
investigation. 

 

Two awareness weeks per year 
around safety & risk issues 

During the Year 2 time period; the following 
topics have been displayed on the glass 
corridor 

Oct 2015 - Role of PEC, CREC and Patient 
Safety Committees 
Nov 2015 - Safeguarding 
Feb 2016 - Sepsis awareness 
May 2016 - CQC standards and awareness 

 

Participated as a key player in 
patch-wide and peer group safety 
and risk networks 

 

Patch-wide governance leads were 
canvassed about setting up a Greater 
Manchester governance lead network which 
would operate as a working group / learning 
set. Many attend the clinical governance 
forum facilitated by law firm Hill Dickinson. It 
is possible that group will meet to work on 
joint risk issues across Greater Manchester 
Health & social care devolution footprint. 
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Year three Evidence  Achieved 

Mature systems of 
communication of safety and risk 
issues, both reactive and 
proactive 

High level of Risk Management reporting 
through National Reporting and Learning 
System (NRLS) 
CQC Outstanding rating 
Team Brief  

 

A group of divisional governance 
leads and safety champions who 
meet regularly and share 
information between divisions 

Monthly cross divisional Governance Leads 
meetings  
Quarterly Patient Safety and Experience 
Report cross divisional editorial group 

 

Human factors methodology 
firmly embedded in Trust systems 
and processes 

This is incorporated within the well-
established Root Cause Analysis training 
programme  

Undertaken a further survey 
regarding safety culture within the 
Trust to assess effectiveness of 
this 2014-2017 strategy 

This was undertaken by PWC undertaken 
ahead of time in preparation for the CQC 
comprehensive inspection.   

 

 

4. Recommendation 
The Board of Directors is asked to approve the closedown of the milestones of the 2014 
- 2017 Risk Management Strategy.  
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Agenda item 31/17a 

Meeting of the Board of Directors 
Thursday 28th September 2017 

Risk Management Strategy 2017-2020 

1. Background
The Trust is committed to implementing the principles of good governance, defined as the
system by which the organisation is directed and controlled, at its most senior levels, to
achieve its objectives and meet the necessary standards of accountability, probity and
openness.

The Trust recognises that the principles of good governance must be supported by an
effective risk management system that is designed to deliver improvements in patient
safety and care as well as the safety of its staff, patients and visitors. The Trust is required
to have a Board approved document for managing risk that identifies accountability
arrangements, resources available and contains guidance on what may be regarded as
acceptable risk within the organisation.

This Risk Management Strategy and Policy provides a structured approach to the
management of financial, organisational, reputational, clinical, non clinical and project risks.
It is a requirement for the Care Quality Commission, NHS Improvement and for other
external accreditations i.e. ISO 9001/2008 in Radiotherapy.  The purpose of this document
is to define the Trust’s Strategy for Risk Management for the period 2017 - 2020.

This 2017-2020 strategy builds on the successful implementation of the 2014-2017 strategy
and has been structured using the Health Foundation’s 2014 Policy1 for measuring and
monitoring safety. The Strategy is integral to the five year strategy and quality plan and
continues to build on the firm foundations as evidenced in the outstanding rating by the
CQC report in 2016.

2. Development of the Risk Management Strategy 2017-2020
The 2017-2020 risk management strategy (Appendix 1) builds on the excellent foundations
of the 2014-2017 strategy. It has been written based on the five elements of the Health
Foundation’s 2014 Framework for measuring and monitoring safety. This methodology has
worked well over the past three years and supported work programmes that have
underpinned our submission of evidence to the CQC as well as providing direction in our
risk management activities as recognised by our staff.

The draft strategy was circulated to the executive directors and members of the risk and
quality governance committee with feedback and comments being incorporated into the
final version.

The risk management strategy has been supported by the Risk & Quality Governance
Committee and the Management Board on its passage to the Board of Directors meeting.

3. Recommendation
The 2017-2020 risk management strategy has built on the firm foundations of the 2014-
2017 strategy; it sets out the work programme for each of the next three years.  It will also
provide an underpinning contribution to the Trust’s updated 5 year strategy.  The Board of
Directors is asked to approve the strategy.

1 Health Foundation (2014)  A framework for measuring and monitoring safety. 121
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SECTION 1 RISK MANAGEMENT STRATEGY 
 

1.0 ASSOCIATED DOCUMENTS 
Claims policy 
Complaints policy 
Corporate induction policy 

 Corporate essential Training Policy 
Duty of Candour policy 
Health and safety policy 
Incident reporting and investigation policy 
Major incident plan 
Management of external agency visits, inspections and accreditations policy 
Management of national clinical guidelines 
The Christie Quality Plan 2017 - 2020 

     Raising Concerns at work policy 
 
2.0 INTRODUCTION  
The Christie NHS Foundation Trust is committed to implementing the principles of 
good governance, defined as the system by which the organisation is directed and 
controlled, at its most senior levels, to achieve its objectives and meet the necessary 
standards of accountability, probity and openness.   

The Trust recognises that the principles of governance must be supported by an 
effective risk management system that is designed to deliver improvements in patient 
safety and care as well as the safety of its staff, patients and visitors. 

The Trust is required to have a Board approved document for managing risk that 
identifies accountability arrangements, resources available and contains guidance on 
what may be regarded as acceptable risk within the organisation. 

This Risk Management Strategy and Policy provides a structured approach to the 
management of financial, reputational, clinical, non-clinical and project risks. It is a 
requirement for regulators such as Care Quality Commission and NHS Improvement 
and for external accreditations e.g. JACIE standards in Haematology and 
Transplantation.  The purpose of this document is to define the Trust’s Strategy for 
Risk Management for the period 2017 - 2020. 

This 2017-2020 strategy builds on the successful implementation of the 2014-2017 
strategy and has been structured using the Health Foundation’s 2014 Policy1 for 
measuring and monitoring safety.   

2.1 Statement of intent 
The Christie NHS Foundation Trust is committed to having a risk management 
strategy and policy which minimises risks to patients, staff and other stakeholders 
through comprehensive systems of control. This is crucial to ensure the Trust is able to 
fulfil its commitment to providing high quality treatment, care and services.   

The focus of this strategy is to build on the previous three year strategy which had at 
its heart the promotion of a risk conscious environment where safety is seen as 
paramount as its central remit.  

The five elements of this current risk management strategy, as described in section 
4.1, will ensure that the Trust has systems and processes of sound management, with 
key milestones in place. 

1 Health Foundation 2014 A framework for measuring and monitoring safety.  
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2.1.1 Risk appetite 
 

The Board of Directors have agreed a risk appetite statement which is taken into account 
when considering strategic decisions, business cases and quality matters. 

 
Risk Appetite Statement 

 
The Trust recognises that our long term sustainability depends upon the delivery of 
our strategic objectives and our relationships with patients, our staff, the public and 
strategic partners. We operate within a low overall risk range. We will not accept risks 
that materially impact on patient or staff safety or compliance and regulatory 
objectives. We have a marginally higher risk appetite to take considered risks in 
terms of their impact on our strategic, reporting and operations objectives. Our 
highest risk appetite relates to our pursuance of innovation and transformation 
objectives. 

2.2 Equality Impact Assessment 
There is a legal duty to analyse the actual or potential effect of the activity on different 
groups.  The requirement is to consider if there are any unintended consequences for 
some groups, and to consider if the policy will be fully effective for all target groups.  It 
involves using equality information and the results of engagement with protected 
groups and others to understand the actual or potential effect of our activities.   

In line with the Trust policy on equality and diversity this document has been screened 
using the approved e-tool.  No detriment was identified. 

 2.3 Good Corporate Citizen 
As part of its development, this policy was reviewed in line with the Trust’s Corporate 
Citizen ideals.  As a result, the document is designed to be used electronically in order 
to reduce any associated printing costs. 

2.4 The Christie Commitment 
We aim to reward our staff who are committed and motivated to do their best for patients 
every day. The trust’s principles and behaviours describe what our patients and their 
families or carers can expect from us, and what our staff can expect from each other.   

 
The trust’s behaviours are;  
We always give the best quality care 
We treat everybody with compassion, dignity and respect 
We listen to our patients and each other 
We work together as one Christie team 
We share knowledge and learning 
We support staff to develop to their full potential  
We look for new ideas and better ways of working 
We promote a fair culture 
We provide a safe, clean and tidy environment  

 
All staff are expected to behave in a way that reflects the trust’s principles and 
behaviours.  

2.5 Purpose  
This strategy will establish a consistent and integrated approach to the management of 
all risks across the whole Trust. It is intended to be complementary to The Christie 
Quality Plan.   
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The key objectives of this policy are to provide the framework for achieving: 

• Safety, integrated governance and assurance 

• The control and management of risk to achieve organisational objectives 

The Trust is also required to meet its legal and contractual obligations as set out in the 
Health and Social Care Act 2012.  

Within Greater Manchester, The Christie is part of the Health and Social Care 
Partnership where the extent of the health system reforms is still evolving and the 
Trust is involved in these developments at all levels. 

2.6 Scope  
This document applies to all Trust employees, contractors and other third parties 
working within the Trust.   

Risk management is the responsibility of all staff. Managers at all levels are expected 
to take an active lead to ensure that risk management is a fundamental part of their 
operational working and service delivery. 

3.0 DEFINITIONS 
 
Term Meaning  

Acceptable risk A willingness to accept a level of risk to secure certain benefits, but with 
the confidence that it is being properly controlled and monitored. 

Adverse event Any event or circumstance leading to unintentional harm or suffering 

Aggregated data 
analysis 

The collection of data from incidents, complaints and claims which have 
been analysed both separately and all together, and in a number of 
different ways e.g. by location, specialty, cause, etc, and its subsequent 
review to identify trends. 

Chief executive 

The person who has delegated responsibility from the board of directors 
for the management of governance arrangements within the Trust, and 
is ultimately responsible for ensuring that the Trust meets its obligations 
with regards to the safe and effective delivery of services.  This is 
delegated to responsible individuals within the Trust. 

Claim A demand for compensation following an adverse incident resulting in 
personal injury, damage to property or loss.  

Clinical and Research 
Effectiveness committee 

A Trust governance committee authorised by and accountable to the 
risk and quality governance committee 

CODE Quality Scheme 
The scheme provides an objective measure of the quality and safety of 
care being delivered in each clinical area, providing an opportunity to 
celebrate excellence and identify areas requiring improvement. 

Complaint A formal expression of dissatisfaction, whether verbal or written, and 
whether justified or not. 

Concerns 
Issues raised which are not within the complaint criteria or where the 
person raising concerns does not want the issues to be treated as a 
complaint. 

CQUINS; commissioning 
for quality and 
innovation  

The payment policy which enables commissioners to reward 
excellence, by linking a proportion of English healthcare providers' 
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income to the achievement of local quality improvement goals. 

DATIX 

The Trust’s database and software for managing governance 
information. It has interlinked modules for: 

• Incident, adverse event and near miss reporting 

• Risk assessment/risk register 

• Patient experience and feedback 

• Complaints, compliments, comments and concerns 

• Claims handling 

Deep dive To perform an extensive analysis of a subject or problem 
Executive Review Group 
(ERG) 

A process by which there is a triage of early analysis of any serious 
grade 3+ significant incidents, claims and complaints on a weekly basis, 
It receives the outcomes of the root cause analyses of investigations 
commissioned by the Executive.  The group is led by the Executive 
medical director and Executive director of nursing and quality.  
Guidance on further management of the incident and its outcomes will 
be provided. 

Governance 
The rules and practices by which the board of directors ensures 
accountability, fairness, and transparency in the organisation’s 
relationship with its stakeholders 

Hazard Situations with the potential to cause harm 

Incident An event or circumstance which could have resulted, or did result, in 
unnecessary damage, loss or harm to a patient, staff, visitor or member 
of the public. It may be clinical in origin, (i.e. relating to the direct care of 
a patient, for example a medication error, medical equipment failure, 
patient fall etc) or non-clinical in origin (i.e. property loss, theft, fire, 
verbal abuse or threatening behaviour) or an incident involving a 
member of staff or a member of the public etc.  

Near miss Any occurrence which does not result in injury, patient death, 
dissatisfaction, property loss or damage but had the potential to do so.  

Patient Experience 
committee 

A Trust governance committee authorised by and accountable to the 
risk and quality governance committee 

Patient Safety  
Committee  

A Trust governance committee authorised by and accountable to the 
risk and quality governance committee 

Quality 
 

The common and enduring definition of quality care is that of Darzi 
(2008) who stated that “High quality care should be as safe and 
effective as possible, with patients treated with compassion dignity and 
respect. As well as clinical quality and safety, quality means care that is 
personal to each individual” 

Risk  
The uncertainty of outcome, whether positive opportunity or negative 
threat, of actions and events. It is the combination of likelihood and 
consequence (impact), including perceived importance  

Risk assessment A systematic and effective method of identifying, evaluating and 
controlling risks 
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Risk management The culture, processes and structures that are directed towards 
realising potential opportunities whilst managing adverse effects.   

Risk register The record of risks 

Root cause analysis 
(RCA) 

A structured investigation process that aims to assist in the identification 
of the underlying cause of a particular event or problem by determining 
why the failure occurred. 

SBAR  Situation, Background, Assessment, Recommendation; a technique that 
can be used to facilitate prompt and appropriate communication. 

Terms of reference 
(TOR) 

The purpose and structure of a committee or meeting for a team of 
people who have worked together to share a goal. 

Triangulation  The technique that facilitates validation of data through cross 
verification from more than one source 
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4.0 STRATEGY 
 

4.1 Objectives of this strategy 2017-2020 
The Trust has a holistic approach to Risk Management across the organisation, which 
embraces financial, corporate, reputational, clinical, non-clinical and project risks. The 
Trust takes all reasonable steps in the management of risk with the overall objective of 
protecting patients, staff and its assets.  The primary concern is the provision of a safe 
environment together with working policies and practices, which take into account 
assessed risks. 

In order to achieve this objective the Trust has adopted a pro-active approach.  The 
key objectives of this strategy are set out in the driver diagram at Appendix 1.  This is 
supported by the Policy set out in section two of this document.   

This 2017-2020 Risk Management Strategy has five elements, based on the Health 
Foundation 2014 Policy for monitoring and measuring safety. Each element has key 
milestones in place in order to: 

a) Ascertain whether it has been safe for patients, staff and others in the past 
b) Identify whether our systems and processes are reliable 
c) Ensure sensitivity to operations so that we are safe in the present 
d) Anticipate and prepare to ensure that we will be safe in the future 
e) Integration and learning to ensure we are responding and learning as 

appropriate 

The work will be prioritised over the next three years to link with major parallel 
strategies e.g.  the 5 year strategy.  The operational delivery of the incident reporting 
and risk register system, electronic patient record and prescribing systems across the 
in-patient and outpatient setting will all assist and support the delivery of safer care 
and practice.  

4.2 Previous Safety Record 
The Christie has a mature system of investigating incidents, complaints & Patient 
Advice and Liaison Service (PALS) contacts and claims using root cause analysis 
techniques to identify any learning and put in place actions to mitigate a further 
recurrence. The risk and quality governance committee and its immediate sub-
committees are well established in their role of over-seeing safety, risk and experience 
issues. The Trust has been rated outstanding by the CQC and graded as segment one 
by demonstrating that we are a low risk organisation. There are systems in place for 
triangulation of information about harm. The Trust as a whole has robust policies and 
procedures in place, with ongoing monitoring arrangements. The trust has built on past 
success as a level 3 rated NHSLA trust and continues to monitor itself against the risk 
management standards. We continue to learn from the findings of our safety culture 
survey, implementing any actions identified where practicable. Our survey in 2016 
showed: 

• 73% of staff considered that safety at The Christie was either excellent or very 
good  

• 91% of staff thought they supported each other  
• 87% of staff said they were treated with respect by colleagues 
• 67% of staff thought we were actively working to improve safety 
• 67% of staff thought that mistakes had led to positive changes 
• 80% of staff thought that managers and supervisors consider staff suggestions for 

improving safety 
• 80% of staff will speak up when they see something that will negatively affect 

safety 
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• 78% of staff thought that hospital management provides a work climate that 
promotes safety 

Whilst we continue to be a high reporting and low harm organisation, we want to 
encourage more near miss reporting.  

To enhance what we have already achieved we will therefore: 

• Seek feedback from patients telling us how safe they feel and the quality of the 
care they receive 

• Improve the reporting of near miss incidents  
• Highlight notable practice 
• Ensure that investigation systems and processes include human factors 

techniques and act accordingly 
• Ensure that all Trust committees pertinent to the management of safety undertake 

a yearly review of their effectiveness and review their terms of reference and 
address any issues identified 

4.3 Reliability of systems and processes? 
The high level committee structure for the management of safety and risk is effective in 
ensuring that the Trust’s systems and processes are as safe as possible. Membership 
of these committees is multi-disciplinary and is chaired by medical leaders and includes 
representation by other key members of Trust staff.  There is an annual review of the 
effectiveness of the terms of reference and any issues are managed at that point. 
There are mature risk management policies and procedures in place, with an 
underpinning process to ensure that these policies consider all aspects of risk when in 
development or review. These policies and procedures were tested by the CQC during 
their comprehensive inspection in 2016. There is a mature system of audit of activity 
across the Trust, although on occasion the learning identified following these audits is 
not always acted upon and there are audits that do not progress to completion.  

To enhance what we have already achieved we will: 

• Review the systems of communication within and between divisions to ensure that 
systems and processes are consistently reliable across the Trust and at all levels of 
the organisation, using SBAR 

• Ensure that all Trust committees & sub-committees pertinent to the management of 
safety undertake a yearly review of the effectiveness of their terms of reference and 
address any issues  

• Review the grading matrix contained within the risk management strategy to ensure 
it remains current 

• Strengthen the integration of clinical audit and improvement into the risk 
management systems with escalation processes for audits not completed within 
deadlines and include re-audits within the annual clinical audit and improvement 
programme 
• Identify improvements arising from high risk clinical audits 

4.4 Sensitivity to operations - current position 
The Christie is a high performing organisation with regard to external inspections, 
assurance of compliance with standards and introducing new learning into the Trust. 
We are a high reporting, low risk organisation with regard to incidents that happen at 
the Trust. 

We are open to challenge and have patient representation on many of our committees 
and working groups. We are proactive about addressing issues raised with our PALS 
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and complaints service feedback, and by other means, e.g. Friends and Family Test; 
we also examine services to ensure we are delivering care well irrespective of any 
adverse feedback from staff, patients and families / carers. 

To enhance what we have already achieved we will: 

• Improve our system of feeding back  issues raised during ad hoc contacts such as 
during Executive Quality and Safety walk-rounds, unannounced CQC mock 
inspections and One-Day Every Patient surveys; 

• Reinforce the importance of safety huddles across the Trust in areas where multi-
professional teams work together to deliver care;  

• Engage fully in national and regional initiatives, for example the Sign up to Safety 2 
campaign; 

• Continue to ensure the alignment of clinical audit and improvement activity to clinical 
and organisational need; 

• Strengthen the oversight of parent committees/meetings, including the role of clinical 
teams within each Disease Group) to monitor status and progress; 

• Improve the strategic oversight of individual clinical audit and improvement 
programmes and reporting at departmental levels; 

• Review the arrangements for reporting the findings of external agency visits and how 
these are reported to the Quality Assurance Committee; 

• Disseminate the learning from local and national major continuity incidents. 

4.5 Anticipation and preparedness  
The Christie has a system of risk assessment, with Trust wide templates, training and 
support. Each department has a risk register, which informs divisional and corporate 
risk registers. The trust endorses the use of national quality systems where 
appropriate for example, radiotherapy  

The Trust is very good at responding to new external drivers and has a large 
repository of evidence regarding compliance with these requirements. We have 
performed well against external accreditations and inspections. 

There is an internal programme of assessing distance from target, for example quality 
walk-rounds, CQC peer inspections, accreditations. Some of these initiatives include 
patient and carer representation.  

To enhance what we have already achieved we will: 

• Require that all risks on risk registers are underpinned by a risk assessment that 
has been approved at a departmental or divisional meeting, according to grade. No 
new risks will be added to a risk register without an underpinning risk assessment;  

• Undertake an audit of risk assessments underpinning risks on registers 
• Continue to expand the risk assessment library for staff to consult when 

considering new risk assessments for their area; 
• Further develop the role of local risk champions at departmental level; 
• Review the training programmes already in place and introduce new training as 

required; 
• Set up a system of ‘safety clinics’ to highlight safety issues at local level 
• Review communication systems to ensure that any learning identified during the 

anticipation and preparedness work is cascaded throughout the Trust and fully 
embedded in all areas; 
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• Introduce an automated process for the approval of documents such as policies 
and procedures  

• Expand The Christie Quality Mark into Radiotherapy services  
• Embed The Christie CODE quality scheme within all in-patient areas 
• Implement The Christie CODE quality scheme for ambulatory services  
• Develop a The Christie CODE quality scheme for clinical teams 

4.6 Integration and learning - Are we responding and learning?  
The Christie has a mature system for responding to issues and making improvements. 
The learning from incidents, complaints, PALS concerns, claims and clinical audit is 
integrated into aggregated reports which are considered by the Trust’s risk management 
sub-committees and the Board’s Quality Assurance Committee. These reports facilitate 
the triangulation of safety information and are used to identify where improvements can 
be made, rather than being a repository of statistical information.  

To enhance what we have already achieved we will: 

• Review communication systems to ensure that any learning is cascaded 
throughout the Trust and fully embedded in all areas using the following: 

o Use of different electronic systems including the intranet to cascade key 
learning from the quarterly aggregated reports to all areas 

o Divisional board agendas to consider a case study / patient story each 
quarter; 

o Regular grand round presentation of case study / patient story for learning 
o Introduce a global safety email to notify staff of urgent issues 
o Reintroduce a section of the Trust team brief for ‘Safety Matters’ 
o Have a minimum of two awareness campaigns each year 

• Work with our partners to systematically share learning across the patient’s 
pathway 

• Review the Trust essential training to ensure that it remains current to the evolving 
needs of Trust staff and Trust governance processes 

• Include the outcomes of audits, eg supporting staff during incidents, claims and 
inquests to the Quality Assurance Committee 

4.7 Milestones 
 4.7.1 By the end of year one, we will have: 

• Reviewed and consulted staff about the effectiveness of communication systems to 
ensure that both reactive and proactive messages about safety reach all areas of the 
Trust 

• Reviewed practice to ensure that all risks are underpinned by a risk assessment that 
has been approved at departmental level  

• Undertaken an audit of risk assessments on the Trust’s risk register 
• Reviewed the feedback from training in human factors and agreed the approach 

needed for the future 
• Reviewed the outcomes of Executive quality and safety walkrounds, including 

seeking feedback from staff 
• Reviewed the list of ‘Never at the Christie Events’ 
• Evaluated the current system for reviewing and learning from inpatient deaths 
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• Introduced a health and safety clinic to highlight safety issues at local level and 
provide appropriate support 

• Expanded The Christie Quality Mark into Radiotherapy services  
• Embedded The Christie CODE quality scheme within all in-patient areas 

 

4.7.2 By the end of year two we will have: 

• Reviewed the content of the risk assessment library to facilitate the production of risk 
assessments 

• Audited the process for managing ‘Never at the Christie Events’ 
• Introduced an automated process for the approval of documents such as policies 

and procedures  
• Implemented a Christie CODE quality scheme for ambulatory services 
• Ensured Divisional board agendas have a case study / patient story each quarter 
• Implemented an automated reminder system for risks within Datix 
• Undertaken a further survey regarding the safety culture within the Trust in order to 

identify progress since the previous survey 
 

4.7.3 By the end of year three we will have: 

• Mature systems of communication of safety and risk issues, both reactive and 
proactive, across the organisation 

• Developed a system for proactive sharing of risk with partner organisations across 
the patient’s pathway 

• Human factors methodology firmly embedded in Trust systems and processes 
• Identified and commenced specific and targeted improvement initiatives based on the 

finding of the safety culture survey  
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SECTION TWO RISK MANAGEMENT POLICY 
This risk management Policy underpins the delivery of the 2017-2020 risk management 
strategy. 

5.0 DUTIES 

5.1 Board of Directors 
The Board of Directors monitors the totality of the Quality governance framework and 
the three yearly governance review; is responsible for the effectiveness of internal 
controls; ensuring that the Trust has effective systems for identifying and managing all 
risks.  The Board has established a risk management structure to help deliver its 
responsibility for implementing risk management systems within the Trust.  

The Board of Directors is required to produce a statement of assurance that it is doing 
its “reasonable best”, to manage the Trust’s affairs efficiently and effectively through 
the implementation of internal controls to manage risk. 

The Board of Directors is responsible for maintaining the Board Assurance Policy.  
This responsibility is delegated to the Company Secretary. 

To inform the Annual Governance Statement (AGS) made by the Chief Executive in 
the annual accounts, the Board of Directors must be able to demonstrate that they 
have been informed through the assurance Policy about all significant risks and that 
they have arrived at their conclusions on the totality of risk based on the evidence 
presented to them. 

5.2 Chief Executive 
The Chief Executive has overall accountability to the Board of Directors for: 

• governance and quality within the Trust 
• safeguarding the public funds and the organisation’s assets  
• compliance with health and safety legislation  
• ensuring all reasonable actions are taken to minimise risks to patients, staff and the 

public 

Operationally, the Chief Executive has delegated responsibility for implementation of 
risk management to the Executive Director of Nursing and Quality and financial risk 
management to the Executive Director of Finance and Business Development.  

5.3 Executive Director of Nursing and Quality 
The executive director of nursing and quality has delegated authority for leading risk 
management within the Trust, including:  

• Complaints, claims and inquests 
• Clinical Audit and improvement  
• Compliance with external regulatory activity 
• Health and safety 
• Safeguarding vulnerable adults 
• Safeguarding children and child protection 

5.4 Executive Director of Finance and Business Development 
The Executive Director of Finance and Business Development has responsibility for:  

• Financial governance and all associated financial risks 
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• Ensuring that the Trust carries out its business of providing healthcare within sound 
financial governance arrangements that are controlled and monitored through robust 
audit and accounting mechanisms that are open to public scrutiny on an annual basis. 

5.5 Director of Workforce 
The Director of workforce has overall responsibility for non-clinical risk management in 
relation to: 

• Organisational development 
• Implementation of training, development and human resource policies to ensure 

effective work performance standards 

5.6 Executive Directors 
Executive directors are responsible for the management of all strategic and operational 
risks within their own portfolios. 

5.7 Non-Executive Directors 
The non-executive directors have the responsibility to ensure that the chief executive 
and the executive directors are held to account for their risk management 
responsibilities.  

5.8 Directors/ Deputy Chief Operating Officers  
The directors and deputy chief operating officers are accountable for the effective 
management of risk within their areas of responsibility and for the systematic review of 
the effectiveness of their risk management systems. 

The directors and deputy chief operating officers must ensure the Trust’s risk 
management processes are fully implemented within their services, risk registers are 
maintained, and are able to ensure principal risks to the Trust’s objectives are 
systematically identified, evaluated, eliminated or reduced and managed.  

They must encourage the proactive management of risks through the development, 
implementation and monitoring of risk education and training programmes and the 
effective functioning of their governance committees. 

5.9 Clinical Directors, Matrons, Service Managers, Clinical and Non-clinical 
Departmental Managers  

Clinical Directors, Matrons, Service managers and clinical and non-clinical 
departmental managers and ward managers have responsibility for ensuring 
compliance with the standards and overall risk management system, as laid down in 
the risk management strategy, by:  

• Ensuring that appropriate and effective risk management processes are in place in 
their area of responsibility 

• That all staff are aware of the risks within their work environment and of their 
personal responsibilities 

• Having work-plans in place to ensure risks have been identified, treated and 
mitigated 

• Maintaining local and divisional risk registers and review these at least quarterly to 
ensure timely and systematic risk management and communication of risk 

• Escalating risks from local to divisional level and corporate level, according to their 
impact 
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• Ensuring that national requirements as described by regulatory bodies are met by 
the appropriate dates and compliance with these objectives by all employees is 
measured on an annual basis  

• Ensuring adequate resources are made available to provide safe systems of work.  
This will include making provision for risk assessments, implementing appropriate 
control measures, raising outstanding concerns, ensuring safe working procedures 
/ practices and continued monitoring and revision of same 

• Ensuring learning from all incidents, complaints and claims is disseminated to 
reduce the risk of recurrence and continuously strive for the highest level of patient 
safety and quality 

Ensuring that staff have time to undertake both best practice)and essential training  

5.10 Director of Capital, Estates and Facilities 
The Director of Capital, Estates and Facilities is responsible for the management of all 
property expenses claims and works with the health and safety and emergency 
planning manager regarding non-clinical risk.  

• Accountability for safe working environment 
• Environmental risk management  
• Capital, Estates and Facilities Management issues 

5.11 Chief Information Officer 
The Chief Information Officer provides support to the Executive Director of Nursing 
and Quality and the Executive Director of Finance and Business Development to 
ensure: 

• Safety of electronic clinical systems 
• Compliance with the initiatives detailed in the NHS Information Authority toolkit 
• On-going notification to the Information Commissioner’s Office 
• Freedom of Information requests are acted upon 
• Information governance standards and training requirements are met 

5.12 Health and Safety and Emergency Planning Manager and Patient Safety and 
Experience Manager 

These postholders have overall responsibility and professional leadership for 
implementing this Risk Management Strategy, on behalf of the Executive Director of 
Nursing and Quality.  

They will lead the strategic direction, development, implementation and evaluation of 
this strategy. 

5.13 Complaints and Risk Teams 
Risk Management systems and processes, including health and safety, will be 
overseen by the complaints and risk teams.  The teams act as a central reference 
point for all risk management issues.  Additional support will be provided by subject 
matter experts.   

The complaints and risk teams receive and collate information on risks within the 
Trust, monitor new developments in risk management, develop knowledge and 
expertise through the provision of training and act as a liaison point for risk 
management issues both within the Trust and with external agencies.   

Risk management strategy and Policy 2017-2020 
RM01 Version 3.0 
 

138



 

5.14 Fire Safety Advisor  
The fire safety advisor is responsible for ensuring the Trust is complying with all fire-
related legislation.  This includes: 

• Maintaining and monitoring the fire risk assessment 
• Monitoring all buildings 
• Delivering training to all staff on fire prevention 
• Developing policies and procedures for Trust-wide implementation 
• Advising management on any areas of concern 
• Ensuring action is taken to rectify any works needed 
• Production of reports for the Trust health & safety committee 

5.15 Local Security Management Specialist (LSMS) 
The LSMS has responsibility with the Head of Estates and Facilities for management 
of security to include the following: 

• Implementation of the security policy  
• Responsibility for interrogation of incident data for security related events, 

identifying themes and influencing specific action plans 
• Production of security reports for the Trust health and safety committee 
• Conducting security related risk assessments and prioritising expenditure and 

formulating bids to mitigate risks identified 
• Delivering relevant training programmes to staff 
• Ensuring compliance against external performance assessment specifically relating 

to security 

5.16 Responsibility of all Employees, Agency and Contractors (“Staff”) 
It is the responsibility of each individual member of staff to: 

• Be familiar with the Trust’s risk management strategy, departmental clinical policies 
and health and safety procedures and comply with these 

• Comply with all Trust rules, regulations and instructions to protect health, safety 
and welfare of anyone affected by the Trust’s business, including themselves.  This 
includes the duty to report any concerns that could potentially cause harm or affect 
Trust activities 

• Neither intentionally, nor recklessly interfere with nor misuse any equipment 
provided for the protection of safety and health 

• Utilise the risk management processes as a mechanism to highlight areas they 
believe need to be improved 

• Report incidents / accidents and near misses using the recognised channels as set 
out in the incident reporting and investigation policy and co-operate with any 
investigations.  The Trust supports the culture which accepts that the reporting of 
adverse incidents or near misses is based on fair blame 

• Provide safe clinical practice in diagnosis and treatment 
• Be aware of and make others aware of emergency procedures e.g. resuscitation, 

evacuation and fire precaution procedures appertaining to their particular 
department or location or arising from their own working practices 

 
6.0 COMMITTEES AND SUB COMMITTEES WITH RISK MANAGEMENT 
RESPONSIBILITIES 
Ongoing assurance and operational aspects of risk management are delegated to the 
following Trust approved committees. 
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6.1 Quality Assurance Committee 
The quality assurance committee is a wholly Non-Executive led formal sub-committee 
of the Board. It has responsibility for monitoring and reviewing the governance 
processes in the organisation to fully assure the Board of Directors that the most 
efficient, effective and economic risk, control and governance processes are in place, 
and that the associated assurance processes are optimal.   

The quality assurance committee receives a report of the activity of the risk & quality 
governance committee in order to fulfil the assurance of risk management processes. 

6.2 Audit Committee 
The audit committee is a wholly Non-Executive led formal sub-committee of the Board. 
It has primary responsibility for financial risk and associated controls, corporate 
governance and financial assurance. 

6.3 Management Board 
Management Board is a formal sub-committee of the Board of Directors, responsible 
for ongoing operational governance.  

6.4 Risk and Quality Governance Committee (R&QGC) 
The R&QGC is a sub-committee of the Management Board with responsibility for 
monitoring and review of the risk, control and governance processes which have been 
established in the organisation, and the associated assurance processes.   

The remit of this committee is to help the Board of Directors be fully assured that the 
most efficient, effective and economic risk, control and governance processes are in 
place, and that the associated assurance processes are optimal.  The R&QGC 
receives reports from the patient safety, patient experience and clinical & research 
effectiveness committees. 

6.5 Patient Safety Committee 
The patient safety committee is a sub-committee of the Risk & Quality Governance 
Committee. It provides assurance that a comprehensive approach to improving patient 
safety is in place.  

The committee has the powers to investigate any clinical or non-clinical activity within 
its terms of reference.  It is authorised to seek any information it requires from any 
employee and all employees are directed to co-operate with any request made by the 
Committee. 

6.6 Patient Experience Committee  
The patient experience committee is a sub-committee of the Risk & Quality 
Governance Committee. It provides assurance that a comprehensive approach to 
improving patient experience is in place. 

The Committee has the powers to investigate any clinical or non-clinical activity within 
its terms of reference.  It is authorised to seek any information it requires from any 
employee and all employees are directed to co-operate with any request made by the 
Committee 

6.7 Clinical & Research Effectiveness Committee  
The clinical and research effectiveness committee is a sub-committee of the Risk & 
Quality Governance Committee. It provides assurance that a comprehensive approach 
to improving clinical & research effectiveness is in place. 
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The Committee has the powers to investigate any clinical or non-clinical activity within 
its terms of reference.  It is authorised to seek any information it requires from any 
employee and all employees are directed to co-operate with any request made by the 
Committee.  

6.8 Workforce Committee 
The Workforce Committee provides assurance to the Capital & Workforce Planning 
Group (C&WP) on the strategic direction and priorities of the Trust in relation to planning, 
performing and engaging with the workforce, and to lead the development, 
implementation and evaluation of the Workforce Plan for the Trust. 

 
7.0 SUPPORTING POLICY 

7.1 Board Assurance Framework   
The board assurance framework (BAF) records those risks associated with the 
delivery of strategic objectives and documents the controls in place to manage those 
risks, any gaps in those controls, the assurance of the controls in place and any gaps 
in assurance. The BAF links with the corporate risk register and allows the Board to 
determine where to make efficient use of resources to improve quality and safety of 
care.  It provides a structure for the evidence to support the production of the annual 
governance statement. 

The BAF is monitored by the audit and quality assurance committees and the Board of 
Directors at each meeting.  The Company Secretary is the Custodian of the BAF.  

 
8.0 LEVELS OF RISK MANAGEMENT ACROSS THE TRUST 
Risk information is collated within the Datixweb system and is monitored and 
addressed at three levels across the Trust. The updating of risk information within 
Datixweb and the underpinning risk assessments is an on-going process managed in 
real time.   

8.1 Board & corporate level 
The Board of Directors is informed of the ‘significant risks’ that are key to the delivery 
of the strategic objectives.  These are held on the Board Assurance Framework which 
is reviewed at each of the Board meetings and quarterly at Audit and Quality 
Assurance Committee meetings.  

The Board and the risk and quality governance committee receive a ‘Key Risks 
Report’, on a monthly basis as part of the integrated performance report. All risks 
graded 15 and above must be reported to the Board within the monthly key risks 
report. 

A risk score, although not a precise measure, aids identification of the most serious 
risks.   

The corporate risk register contains those risks identified through corporate and 
departmental/ward risk assessments processes and which are thought to have a 
potential impact across the whole of the Trust or are a threat to the delivery of strategic 
objectives.  

Risks within the corporate risk register are managed by the Trust individual with that 
risk within their sphere of responsibility. However, the corporate risk register is the 
responsibility of the Board of Directors and is maintained by the Quality and Standards 
team.   
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The Key Risk Report is submitted to the R&QGC on a monthly basis for discussion 
and noting. Any risks that cannot be controlled and involve substantial risk to achieving 
the corporate objectives are escalated to the Board and added to the Board Assurance 
Framework via the lead officer for R&QGC. 

8.2 Divisional level 
Risks that score 10+, or form a trend as identified by the divisional risk registers, will 
be addressed by the divisional board meetings on a monthly basis.   

Any risks which cannot be controlled locally are escalated to R&QGC and 
Management Board via the ‘Key Risks Report’ and exception report. 

8.3 Clinical and non-clinical departmental level 
The clinical and non-clinical departmental management teams will risk assess any 
issues pertinent to their areas and maintain and monitor risk registers, managing risks 
scored 1-9.   

Risk assessment will be completed in line with the Trust guidance using the Trust’s 
risk assessment template.  Matrons and senior managers will escalate risks graded 10 
and above for discussion at Divisional Boards 

 
9.0 ACCOUNTABILITY AND REPORTING STRUCTURES  
The diagram in Appendix 2 shows the governance arrangements for The Christie NHS 
Foundation Trust.  

 
10.0 RISK MANAGEMENT APPROACH 

10.1 Fair Blame 
The Trust promotes a ‘fair blame’ culture.  An open and honest approach to reporting 
incidents and concerns is encouraged in accordance with the principles of ‘An 
Organisation with a Memory’ and in accordance with the Incident reporting and 
investigation policy.  

It is recognised that whilst it is easy to promote a culture of learning and closing the 
loop with regard to risk management, the effect on staff directly involved in an incident 
or enquiry should not be underestimated and support is provided in line with the 
Supporting Staff involved in a complaint, claim or incident policy.   

Exceptional cases will arise where there is clear evidence of wilful or gross neglect 
contravening the Trust’s policies and procedures and/or Professional Codes of 
Conduct, or where there is repeated evidence of poor performance despite 
intervention/support.  These will be dealt with on an individual basis in accordance with 
Human Resources policies. 

10.2 Duty of Candour  
'Duty of candour' supports a culture of openness, honesty, and transparency and 
includes apologising and explaining what happened.  Being open with patients often 
defuses the situation and allows open communication and learning to avoid 
recurrence. 

Patients and/or carers should receive an apology as soon as possible, within 10 
working days, after a patient safety incident has occurred.  Staff should feel able to 
apologise on the spot; saying sorry is not an admission of liability and it is the right 
thing to do.  
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This culture is promoted throughout the Trust in line with the Duty of Candour Policy  

10.3 Reporting Concerns 
All employees must ensure they are familiar with the Raising Concerns at Work Policy 
for raising concerns of matters relating to fitness to practice for reasons of conduct, 
health or competence.  

 
 
11.0 PROCESS FOR THE MANAGEMENT OF RISK 
The Trust employs a number of mechanisms to systematically assess and manage its 
risks, all of which combined provide the Board of Directors with the required assurance 
that risks to objectives are being appropriately managed.  These processes broadly fall 
into proactive and reactive risk processes. 

11.1 Proactive risk processes 
The proactive risk management process has 3 stages: 

a. The identification of risk, as set out in section 12.1  
b. The assessment of risk as set out in sections 12.2 to 12.4 
c. The management and monitoring of this risk information using risk registers as set 

out in section 13 of this strategy. 

The following are elements of the proactive risk assessment process: 

• Strategies, policies and procedures - There are a range of policies that support 
the management of risk in the Trust.  These are available on the Trust’s intranet 
site.  Policies that link closely to the risk management strategy are detailed under 
Associated Documents at section 1.0 of this risk management strategy & policy. 

• Resilience Management – The Trust has in place a comprehensive Major 
Incident Plan, as well as a range of plans and other associated documents that are 
designed to ensure the resilience of the Trust in a range of scenarios that would 
limit the operating capacity of the organisation.  These plans are tested in line with 
the requirements of the Civil Contingencies Act, and learning from these tests is 
communicated back into relevant groups to ensure the processes are refined. 

• Implementation of clinical guidance – The Trust has mechanisms in place to 
implement the latest guidance and recommendations – these processes are 
covered by the Management of National Clinical Guidelines policy. 

• Standards and Accreditation – The Trust ensures that it meets (and aims to 
exceed) a range of standards and accreditations.  Many of these are covered by 
the Management of external agency visits, inspections and accreditations policy. 

• Audit Activity (clinical, internal and external) – There is extensive audit activity 
within the Trust covering a range of issues.  Findings from these reviews are fed 
back to appropriate members of staff, and reports made to the clinical and 
research effectiveness committee and the Board of Director’s assurance 
committees.  

• Reports to Risk and Quality Governance Committee and/or Management 
Board on key Trust priorities – Monthly reports are made identifying potential 
risks to the Trust’s strategic priorities, and what actions are being taken to 
minimise these risks.  
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• ‘True for us’ Learning - The Trust seeks to learn from the experiences of other 
organisations.  For example, published reports from key regulators are always 
reviewed, with findings compared to existing Trust practice. 

• Training – Extensive training activity takes place in the Trust on a range of 
subjects.  Much of this is regulated by professional bodies such as the GMC, NMC 
etc, while some is linked to individual personal development plans, or to the 
implementation of Trust policies.  As a minimum all staff receives appropriate 
essential training as described in the Corporate Essential Training Policy. 

• Risk Registers - The Trust has a robust process for the management of the Trust-
wide risk register.  The Trust-wide risk register is underpinned by comprehensive 
risk assessment systems in all areas, and is collated within the electronic Datixweb 
risk management system. 

11.2 Reactive risk processes 
Learning and potential risks are identified from adverse events or complaints and 
concerns reported by patients and / or their carers to the Trust. 

A weekly process for the early triage of incidents, complaints and claims is undertaken 
by an Executive Review Group.  This group receives the outcomes of root cause 
analyses of investigations commissioned by the Executive. 

Incidents - The Trust has a system for reporting adverse incidents, including serious 
incidents, set out in the Incident Reporting and Investigation Policy.  All notified 
incidents are graded using a simple risk assessment matrix, consistent with that used 
for risk assessment. 

Complaints - The Trust has a well-established complaints process, set out within the 
Complaints Policy which ensures that all concerns are responded to within the 
approved timescales.  All serious complaints are the subject of a full root cause 
analysis.  Information and action plans arising from complaints are used to develop or 
change the service delivery.   

Claims & litigation - The Quality and Standards team works closely with the divisions 
to enable the early identification of potential legal claims against the Trust as set out 
in the Claims Policy.    

Inquests - The Quality and Standards team work with Trust clinicians and HM 
Coroner to ensure the best outcomes for families and the Trust from the inquest 
process, as set out in the Inquest Policy.  Any concerns or recommendations raised 
by the Coroner are communicated appropriately to ensure that remedial action is 
taken.   

Debriefing/Post Event Analysis - Potential risks and learning are identified following 
all reactive risk management activities as an integral part of these processes. 
Appropriate management action put in place to reduce or eliminate the possibility of a 
similar occurrence.   

Root cause analysis training is provided by the Trust and can be booked via the 
ESR (electronic staff record) system. 

12.0 SYSTEMATIC RISK ASSESSMENT APPROACH 
The Trust has a holistic approach to ensure that the same process for assessing risk is 
undertaken across the organisation for all types of risk. Although it is not possible to 
eliminate all risks, Trust staff have a duty to protect themselves, colleagues, patients 
and visitors as far as ‘reasonably practicable’.  
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This continual, systematic approach to risk assessment ensures consistency. It has 
the following elements. 

12.1 Risk Identification and Categories of Risk 
The identification of risk is an on-going and proactive process and is the responsibility 
of staff at all levels within the organisation. Risks are defined as the chance of anything 
happening that would have a negative impact upon our ability to provide high quality 
health services in terms of access, effectiveness, efficiency, appropriateness and 
safety.   

Risks may fall into the following categories: 

• Clinical  
• Corporate  
• Emergency preparedness 
• Financial 
• Health and safety  
• Human resource 
• Infection control 

• Information governance 
• Information technology 
• Operational  
• Project   
• Reputational  
• Security 
• Strategic 

Risks can be identified in a number of ways within the internal environment; for example, 
workshops, questionnaires, SWOT analysis, audits, analysis of incidents (including near 
misses), claims and complaints.   

Risks can also be identified through information received from a number of external sources (e.g. 
Health & Safety Executive (HSE), Care Quality Commission (CQC), Royal College visits, 
Postgraduate Medical Education and Training visits, articles in professional journals, newspapers 
or other areas of the media etc.) 

Managers and supervisors must systematically collate all the risks within their areas of 
responsibility and clearly document them on a Trust-approved general risk assessment form, 
considering the following points as prompts to identify risks: 

• What are the divisional and/or corporate objectives? 
• What are the risks to achieving these objectives or affect service provision? 
• What are the risks within the work or care environment? 
• What are the risks associated with the equipment in use or the task being undertaken? 
• Who could be harmed and how? 
• Are any groups of staff, patients or visitors at greater risk? 
• Have risks been identified in incidents, complaints or claims? 
• Are there any hazardous substances used? 
• What are the training requirements? 

12.2 Risk quantification & assessment 
Risk assessment analyses hazards, (which are situations with the potential to cause harm) 
and risks (which are defined as the likelihood of meeting that hazard).  The process identifies 
controls in place or needed and thereby the Trust can assure the public, patients and 
stakeholders that it is effective and efficient and delivering the objectives of the organisation. It 
will also aid decision-making and resource prioritisation.   

 The Trust uses a 5 step process for risk assessment: 

1. Identify the hazards (what can go wrong?) 
2. Decide who might be harmed and how  
3. Identify the controls in place; is there a need for further action? 
4. Record your findings, proposed action and identify who will lead on what action. Record the 

date of implementation. 
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5. Review your assessment periodically, at least annually and update if necessary 
 

In order to manage the risks identified during the assessment process, it may be necessary to 
take action and put controls in place.  Appropriate control measures ensure risks are 
eliminated or minimised as far as possible.  With suitable controls in place the level of risk may 
be reduced to an acceptable level.  

Managers must consider the level, type and cost of the control measures required to manage 
a specific risk, the benefit these may have on the likelihood of the risk occurring and potential 
consequences if it should occur.  There may be cases where the cost of controlling risk far 
outweighs the benefit.   

All risk assessments must be documented on the general risk assessment form. As a 
minimum risk assessments must be reviewed annually. Template and sample risk 
assessments are uploaded into the risk assessment library. Once uploaded the sample risk 
assessments will not be updated, although the template ones will be as appropriate. 

Risk assessment training is provided by the Quality and Standards team and can be booked 
via the ESR (electronic staff record) system. 

12.3 Risk evaluation 
The NHS has adopted the AS/NZS 4360:2004 Risk Management Standard which measures 
risk using a combination of consequence (also described as impact or severity) and the 
likelihood (or probability or frequency) of an event occurring.  Risk is therefore assessed in 
terms of Consequence x Likelihood and facilitates the construction of a risk matrix for 
evaluating the level of risk -low/moderate/high/extreme, and the priority for action. 

The following grids are examples of the impact matrix (refer appendix 6 for more detailed 
examples across difference categories of incidents and the likelihood matrix 
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Consequence / Impact 

5=Catastrophic ►Fatality  

4=Major ►Major injury / long term incapacity / disability (e.g. loss of limb) 
  

3=Moderate ►Moderate injury or illness requiring professional intervention 
  

2=Minor ►Minor injury or illness – first aid treatment  
needed  

1=Insignificant Adverse event requiring no/minimal intervention or treatment.  

 
Likelihood 
 

5=Almost Certain A persistent issue  
(more than once a month) 

4=Likely  Will probably occur  
(once or twice every six months) 

3=Possible May occur occasionally  
(once or twice per year) 

2=Unlikely Do not expect it to happen but it is possible  
(once every 3 to 5 years) 

1=Rare Can’t believe this will ever happen  
(that is to say not in the next 5 years) 

 

Risk grades are determined by multiplying the consequence / impact score by the score for 
likelihood (C x L).  Prioritisation of risk management activity should be influenced by the risk 
score.   

 
Likelihood score  1 Rare 2 Unlikely 3 Possible 4 Likely 5 Almost certain 
Consequence 
score      

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  
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12.4 Risk ranking, risk acceptability and management responsibility 
Management responsibility for individual risks will be assigned according to the risk ranking.  
The general acceptability of a derived risk is shown in the table below.  Risks that are 
unacceptable shall be subject to suitable risk reduction measures. 

 
Score Ranking Descriptor Assignment of management 

responsibility 

15-25 Extreme Unacceptable level of risk. 

Mandatory elimination or control to 
reduce risk to an acceptable level. 

Take immediate action outside routine 
meeting schedule. 

Escalate following discussions, consider 
as board assurance Policy item. 

Monitored at corporate level, R&QGC. 

Senior manager responsibility (Band 8 
and above). 

10-14 High Undesirable level of risk. 

Attempts should be made to eliminate or 
control to reduce risk to an acceptable 
level. Shall only be acceptable when 
further risk reduction is impractical. 

Managed at divisional board level. 

Senior Manager responsibility (Band 8 
and above) 

4-9 Moderate Attempts should be made to eliminate or 
control the risk. 

Proactively managed by matrons, heads 
of department, service level (Band 7 and 
above) 

1-3 Low Acceptable; no further action required or 
where cost of further reduction outweighs 
benefits gained. 

Proactively managed by all staff. 

Review by head of department. 

 
 

13.0 RISK REGISTER 
The Datix-web risk register is used to collate risk information and facilitate risk management 
risk within the Trust at corporate, divisional and departmental level.  It is used to monitor that 
appropriate action is taken to control, reduce or eliminate each risk.  All registers must be 
continuously updated as circumstances change, new risks arise and established risks are 
treated 

 All Trust risk registers must be populated with risks from the following sources: 
• Claim 
• Complaint 
• External recommendations 
• Incident reports 
• Internal audit 

• Legislation 
• Local risk registers 
• Non conformity 
• Risk assessments 
• Safety Alert 

 
The risk register has the following components: 

• Numerical identifier     
• Responsible division and 

department 
• Named lead 
• The source of the risk 

• A description of the risk 
• The initial, current and residual risk score 
• Risk control measures in place 
• Date of review / closure 
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Access to Datix is via the intranet and requires a password.  All managers with access 
to the risk register module on Datix can view risks for other divisions.  This will help to 
ensure consistency of scoring across the Trust and sharing of risk management 
information.  

13.1 Corporate risk register check wording above to ensure consistency 
The corporate risk register is derived from those risks agreed by the Directors / Deputy 
Chief Operating Officers to potentially have Trust wide impact or an impact on the 
delivery of strategic objectives.  

A twice yearly extract of the corporate risk register is presented to the risk & quality 
governance committee.  

13.2 Divisional and Departmental risk registers 
Each division is required to have a divisional risk register based on extreme and high 
level corporate risks and local risk assessment scores.   

Ward and departmental managers are responsible for managing risks locally using risk 
registers for each clinical and non-clinical area and for reviewing and updating these 
registers.  Departmental managers must address risk issues as they arise wherever 
possible and put into place treatment plans as risks are identified.   

13.3 Review of the organisation-wide risk register 
Risks scoring 15+ on the risk register are formally reviewed at each meeting of the risk 
and quality governance committee when a representative from the division will be 
required to attend to present their intended risk treatment action plan as requested.   

A report of a review of the full register (i.e. all risks recorded on Datix) for each division 
is submitted at least once a year to the risk and quality governance committee in the 
form of a presentation to highlight current risks and changes made since the previous 
report.  This ensures that the Board of Directors and senior management are aware of 
the significant risks for the Trust.  

Risks that are overdue for review will be reported through the performance 
management process. 

13.4 Escalation of Risk  
All extreme ≥15 level risks must be reviewed monthly by the Director / Deputy Chief 
Operating Officer in each division and reported to the divisional boards and risk and 
quality governance committee.   

All risks graded 10+ on the risk register must be reviewed quarterly by each division 
and documented clearly in the divisional board meeting minutes. 
All risks graded 1-9 on the risk register must be reviewed quarterly by each team or 
department and any issues escalated to divisional level as appropriate. 
Risks which materially change the content of the corporate risk register may be 
brought to the attention of the Board of Directors at any time, initially via the private 
section of the Board.  The Board will prescribe or approve a suggested course of 
action in such circumstances. 

Any serious risks to corporate and divisional objectives must be brought to the 
immediate attention of the appropriate management.  Risks which apply, or have the 
capacity to apply, to all or the greater part of the Trust and which normally have to be 
managed or resolved at corporate level must be brought to the attention of the risk and 
quality governance committee for inclusion on the corporate risk register.  
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14.0 AGGREGATING DATA AND LEARNING FROM INCIDENTS, COMPLAINTS AND 
CLAIMS 
This section of the strategy sets out how the systematic triangulation and analysis of 
aggregated data can be used to minimise the risk of a recurrence and underpin the trust’s 
commitment to improving safety by learning and sharing lessons. 

Root cause analysis can be used on aggregated incidents, complaints, PALS information 
and claims in order to analyse the trends and identify changes in practice. 

The following routine reports will be written and circulated as set out below. 

14.1 Monthly report to Board of Directors and Management Board  
This report contains as a minimum: 
• Total number of patient safety incidents in the previous month where harm was 

sustained 
• The number of serious incident panels held in the preceding month 
• The number of Never Events that happened in the preceding month 
• Number of complaints per month and by year 
• Number of complaints relating to care and treatment 
• Number of PALS contacts per month 
• Number of claims by month and by year and the value of any payment made in the 

preceding month 
• A summary of the incidents pertinent to patient safety that were subject to an 

executive review in the preceding month 
• The number of inquests and the inquest finding 

14.2 Quarterly aggregated patient safety & experience report 
This report is presented to the Risk and Quality Governance Committee, the Patient 
Safety Committee, the Patient Experience Committee, the Clinical and Research 
Effectiveness Committee, the Education and Training Committee and The Quality 
Assurance Committee. It contains as a minimum: 

Methodology – How the data has been collated and produced and will indicate if any 
specific topics/themes were looked at during the collation of data.  These may be 
identified in response to specific requests or concerns from executive directors or senior 
managers within the trust.  Any difficulties or anomalies in the data collection should be 
explained if possible.   

Quantitative analysis – Numerical data 
• Number of patient safety incidents and type 
• Number of staff and others safety incidents and type  
• Top 10 categories of incidents 
• Top 10 locations of incidents 
• Breakdown of complaints by division 
• Number of new and ongoing claims 
• Number of PALS contacts 
• Clinical audit outcomes 
• Status of implementation of NICE publications 

Qualitative analysis – A discussion of the ‘deep dive’ review of issues highlighted in the 
preceding quarterly report that has been presented to the relevant Trust committee for 
consideration, for example 
• An increase in particular incident trends or incidents occurring in a particular location 
• Issues raised in complaints or PALS contacts, this report to be commissioned at the 

Patient Experience Committee 
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• Breakdown of issues raised in claims 
• A description of SI panels and executive reviews that took place in the quarter, root 

causes and associated learning 
• A summary of any risks added to the risk register as a result of the content of the 

report 
• A description of any training undertaken / implemented as a result of the content of 

the preceding report 

14.3 Process for communicating reports/learning points 
Lessons learned arising from incidents, complaints, concerns and claims can be shared 
by the following routes:  
• Presentation of the reports described above to the various Trust committees 
• Team brief 
• Divisional board meetings and divisional performance review meetings, 

ward/departmental and staff  meetings 
• Health and safety committee 
• Training sessions  
• Ad hoc reports will also be produced by the governance team at the request of any 

manager, committee or divisional board, often in response to developing trends or 
concerns. 

 
15.0 CONSULTATION, APPROVAL AND RATIFICATION PROCESS  
This risk management strategy and policy has been developed by the Quality and 
Standards team in conjunction with colleagues from the divisions. 

The draft strategy has been widely circulated to the executive directors, service 
managers, matrons and members of the risk and quality governance committee and its 
sub-committees and feedback comments incorporated.   

The policy will be discussed at risk and quality governance committee in September 
2017, who will then recommend it for approval and ratified by the Board of Directors in 
September 2017. 

 
16.0 DISSEMINATION & IMPLEMENTATION  

16.1 Dissemination 
• Once ratified the document will be sent to the web team who will replace the 

historical version which will subsequently be archived 
• Awareness will be raised at team brief, via an email to all clinicians, departmental 

managers, and at on-going essential training sessions 

16.2 Implementation 
This strategy will be effective from the date of ratification. 

16.3 Training/Awareness 
A programme of risk management training is provided for all employees, as outlined 
within the Trust training needs analysis which includes description of risk management 
training requirements including 

• Relevant staff groups 
• Frequency of training 
• Attendance and follow up of non-attendance 
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All employees currently receive an introduction to health and safety at corporate 
induction and a handbook which contains information about the risk management 
systems and processes.   

Senior management (executive and non-executive directors and general managers) 
receive risk awareness training annually as part of an on-going programme of events 
for the Board of Directors.   

Monitoring of compliance with the training needs analysis and the processes the 
organisation follows should gaps in compliance be identified are managed by the 
Learning and Development Department as described in the Corporate Essential 
Training Policy.   

17.0 PROCESS FOR MONITORING EFFECTIVE IMPLEMENTATION OF THE 
STRATEGY 

Process for monitoring compliance with the requirements of this risk management 
strategy and policy. 

 

Indicator Measurement Tool 
/ Process 

Audit 
Period 

Monitoring 
Committee 

Trust progress against strategic 
and operational objectives  

Board reports on 
progress against 
strategic and 
operational 
objectives  

Six monthly Management Board  

Achievement of key 
performance and quality 
indicators  

Integrated 
performance & 
quality report  

Monthly  Management Board  

Compliance with Care Quality 
Commission requirements 

Board annual 
declaration  

Annual  Board of Directors 

Compliance with the Trust’s 
Health and Safety Policy and 
management arrangements 

Included within 
annual health, safety 
and security report  

Annual  Health and safety 
Committee  

Risks scoring 15+ – risk control, 
contingency measures 
introduced and effectiveness  

Risk & Quality 
Governance 
Committee  

Monthly  Management Board  

Communication and learning 
from risk 

Integrated 
performance and 
quality report 

Grand Rounds 

Team Brief 

Divisional and 
Corporate meetings 

Annual Board of Directors 

Annual review of risk 
management process and 
compliance within the Trust  

Annual Review of 
implementation of 
Risk Management 

Annual  Management Board  
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- Process for the management of 
risk locally which reflects the 
organisation-wide strategy 

- Process for assessing all types of 
risk 

- Process for ensuring a continual, 
systematic approach to all risk 
assessments 

Strategy  

Annual review of effectiveness 
of terms of reference of the risk 
and quality governance 
committee  

Annual audit  Annual  Risk & Quality 
Governance 
Committee  

Compliance with the Trust’s 
requirements for essential  
training 

Integrated 
performance and 
quality report 

Monthly Risk & Quality 
Governance 
Committee  
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18.0 VERSION CONTROL SHEET 
 
Version Date Author Status Comment 
RM01.1 07/11 Jane Hadfield, 

risk and health 
and safety 
manager 

Draft JG and JH changes  
 

RM01.1 04/08/11 Jane Hadfield, 
risk and health 
and safety 
manager 

Draft Governance Team Away Day  
JB review and changes 

RM01.1 05/08/11 “ Draft JH & JG post away day 
amendments  

RM01.1 09/08/11 “ Draft JH reformatting layout/flow 
RM01.1 12/08/11 “ Draft JG Final review  
RM01.1 30/09/12 “ Closed Ratified 
RM01.2 11/11 “ Archived Minor amendments following 

comment received at 
Management Board in 
September. 
Pg 10 – change in titles following 
Trust re-structure 
Pg 21 – Additional assurance 
measures included 
Pg 23 – New organisational 
structure added following Trust 
re-structure 

RM01.3 12/11 Julie Gray Draft Changes to TOR 
RM1.4 03/12 Eve Scott Archived Minor changes to add clarity 

following publication of new 
NHSLA risk management 
standards. Approved by R&QGC 
March 2012. 

RM01 
V2 

09/2014 Eve Scott  Archived Update of the risk Management 
Strategy 

RM01 
V2 

09/2014 Jackie Bird Archived Final review of draft 2014-17 
strategy 

 12/2014 Eve Scott Archived Minor amendment to clarify the 
risk grading matrix in App 13 

RM2.2 04/2016 Eve Scott Archived Addition of ‘aggregated learning 
section and substituting detail of 
T)R for committees into links to 
intranet 

RM3.0 09/2017  Active Full review  
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19.0 APPENDICES   

   Appendix 1 - Driver Diagram  
 
 
 

 

 

 

 
 

 
 

Further improve  
the risk management  

systems for 
 

Improved  
Safety,  

Experience 
and Outcomes 

Accountability, 
Leadership & 
Culture 

Identification, 
assessment, 
monitoring 

Training, 
Learning from 
Experience, 
Sharing  

Leadership attention, behaviour, accountability and 
resources 
Patient centered activity at all times across all levels 
of the organisation 
Behaviours that support a ‘fair blame’ culture 
Teamwork and enthusiasm  
Clearly defined policy & protocol 
Link risk assessment with Board Assurance 
Framework 

High risk areas identified via the Divisions/Risk & 
Quality Governance Committee  
Improve statistical analysis of risk 
Risk assessment tool/register used at all levels 
100% compliance with policy 
Identification of themes 

Fit for purpose training needs analysis, monitoring & 
escalation 
Risk assessment/risk register training 
Root cause analysis/human factors training 
Patient information and support 
Clinical audit and Improvement against high level risks 
Quality improvement programme  
Staff feedback/debriefings  

Improving 
Clinical Quality, 
Response  

Increase ward level ownership  
Risk profile followed across the organisation 
Development of ‘Incident Response Team’ 
Annual audit/clinical indicator monitoring via 
Patient Safety, Patient Experience & Clinical 
Research & Effectiveness Committees 
SMART Action plans developed and monitored 
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Appendix 2 - Trust accountability structure – 2017 
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Appendix 3 – Trust Organogram - 2017 
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Appendix 4 – Annual Audit of Committee effectiveness template 
 
Source: Terms of Reference, Attendance Register, Agenda Items, Minutes of meetings, Action Plans, 
Annual Work Plans, Committee standards of conduct 
 
Notes to Auditors/ Group Chairs regarding Action planning process: 
Where this audit identifies any areas of non-compliance an action plan must be developed and 
incorporated into the committee / groups annual work plan. 
 
The responsibility for implementing and monitoring the action plan will rest with the committee/group 
Chair.  It is the Chair’s responsibility to escalate the action plan to the relevant committee/group it is 
accountable to and for that committee/group to monitor progress. 
 
Committee:          Auditor:                             Date: 
 
Frequency, Attendance & Quorum 
1; Are terms of reference up to date? 
If no, provide details 
 
2; Is the membership appropriate to fulfil the responsibilities within the terms of reference? 
 
3; Have the number of meetings held been in accordance with the terms of reference? 
If no, provide details 
 
4; What is the minimum number of meetings each member must attend each year? 
 
5; How many members failed to attend the minimum number of meetings? 
 
6; For those failing to attend the minimum number of meetings what action was taken? 
 
7; What is the meeting quorum? 
 
8; Were meetings held that were not quorate? 
 
If yes, was this recorded in the minutes? 
 
Were decisions ratified at the next meeting? (if applicable) 
 
 
9; Do minutes reflect members: 
Present? 
 
Giving apologies? 
 
Absent? 
10; Were papers tabled at meetings for agenda items? 
 
If yes, how many papers were tabled at how many meetings? 
 
Number of papers:                                     Number of meetings: 
 
Topics for which papers were tabled: 
Meeting Date Agenda Ref Topic 
   

 

11; Do reports follow Trust templates for reporting? 
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Circulation of Minutes & Identified Action Taken (sample 50% of annual meetings) 
12; Are minutes circulated to other committees for information as described in the terms of 
reference? 
Provide details: 
 
13; Do the minutes identify decisions made? 
 
Meeting Date Minute Ref Topic of Decision 
   

 

14; Do the minutes identify the lead person(s) for action to be taken? 
 
15; Do the minutes identify whether actions were carried out within the agreed timeframe? 
 
Meeting Date Minute 

Ref 
Topic Summary of 

Action 
Outcome 

     
 

16; Where actions have not been completed what are the identified reasons? 
 
17; Identify what True for Us reviews have been conducted and if applicable which reports have 
been considered by this Board/Committee/Group? 
 
If yes, 
 
Title Recommendations Compliance 
   

 
 
18; If applicable do minutes identify discussion of Patient issues and Clinical outcomes? 
 
If yes, 
 
Topic Minute Reference 
  

 

Related Links & Reporting Mechanisms 
19; Which committee does this committee/group report to? 
 
20; Do the minutes demonstrate evidence of escalation of issues as per the terms of reference 
reporting mechanism? 
 
21; Where escalation to another committee has been identified, does that committee’s minutes 
evidence receipt of the issue? 
 
Date Min Ref Topic 
   

 
 
22; Do any sub committees report to this committee? 
If yes, provide details: 
 
Are the minutes of the sub committees received within one month? 
 
Do the minutes of the receiving committee show evidence of discussion around the key issues if the sub 
committees business? 
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Responsibilities & Primary Purpose 
23; Does the committee/group have an annual work plan? 
 
24; Does the committee agenda follow the work plan? 
 
If no, are items escalated to the relevant committee? 
 
25; Does the work plan reflect the identified responsibilities of the group? 
If no, provide details: 
 
26; Do minutes reflect the work plan & responsibilities in the terms of reference? 
If no, provide details (Including corrective action) 
 
 
 
 
Additional comments from the Auditor: 
 
 
 
 
Recommendations: 
 
 
 
 
 
Methodology statement: 
 
 
 
 
 
Feedback to the Chair provided on: 
 
 
 
 
 
Question to Committee: 
 
 
 
 
 
Is the committee/group achieving its primary purpose? 
Committee to determine based on results of audit    Yes / No 
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Appendix 5 – Risk Management Committees -Terms of Reference  
Put all TOR on intranet and set up hyperlinks to each one 
 
Quality Assurance Committee 
 
Audit Committee 
 
Management Board 
 
Risk & Quality Governance Committee 

 
 Patient Safety Committee 
  

Patient Experience Committee 
 

 Clinical & Research Effectiveness Committee 
 
 Workforce Committee 
 
 
 Executive Review Group terms of reference 
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Appendix 6 – Incident and risk grading Tool 

 
The risk score is assessed in terms of Likelihood x Consequence 
 
LIKELIHOOD 
 

Likelihood 
score 

1 2 3 4 5 

Descriptor Rare Unlikely Possible Likely Almost 
certain 

Frequency  
How often 
might it/does it 
happen  
 

This will probably 
never happen/recur  

Not in the next five 
years 

 

 

Do not expect it to 
happen/recur but it 
is possible it may do 
so 

Once every two to 
five years 

 

Might happen or 
recur occasionally 

Once or twice a year 

 

Will probably 
happen/recur but it 
is not a persisting 
issue 

Once or twice every 
six months 

Will undoubtedly 
happen/recur, 
possibly 
frequently 

More than once a 
month 

 
CONSEQUENCE / IMPACT 
 
Impact score 1 2 3 4 5 
Descriptor Negligible Minor Moderate Major Catastrophic 

Adverse 
Publicity / 
Reputation 

►Rumours 
►Potential for public 
concern 
 

►Local Media – 
short term – minor 
effect on public 
attitudes / staff 
morale 
►Elements of public 
expectation not 
being met 

►Local media – 
long term – 
moderate effect – 
impact on public 
perception of Trust 
& 
staff morale 

►National media <3 
days – public 
confidence in 
organisation 
undermined – 
use of services 
affected 
 

►National / 
International 
adverse publicity 
>3 days. 
►MP concerned 
(questions in the 
House) 
►Total loss of 
public  confidence 
 

Business 
Objectives 
 

►Interruption does 
not impact on 
delivery of patient 
care / ability to 
provide service 
►Insignificant cost 
increase / schedule 
slippage 

►<5% over project 
budget / schedule 
slippage 
 

►5 – 10% over 
project budget / 
schedule slippage 
 

►10 – 25% over 
project budget / 
schedule slippage 
 

►>25% over 
project budget / 
schedule slippage 
 

Business/ 
Service 
Interruption 

►Loss/Interruption 
of >1 hour; no 
impact on delivery of 
patient care / 
ability to provide 
services 
 

►Short term 
disruption, of >8 
hours, with minor 
impact 
 

►Loss / interruption 
of >1 day 
►Disruption causes 
unacceptable impact 
on patient care 
►Non-permanent 
loss of ability to 
provide service 
 

►Loss / interruption 
of > 1 week. 
►Sustained loss of 
service which has 
serious impact on 
delivery of patient 
care 
resulting in major 
contingency plans 
being 
invoked 
►Temporary 
service closure 

►Permanent loss 
of core service / 
facility 
►Disruption to 
facility leading to 
significant ‘knock-
on’ effect across 
local health 
economy 
►Extended 
service closure 

Claims 
Potential for 
settlement / litigation 
<£500 

►Claim <£10K ►Claim(s) between 
£10K - £100K 
 

►Claim(s) between 
£100K - £1M 
 

►Single major 
claim >£1m 
 

Complaints / 
PALS 
 

Query/suggestion 

Verbal concerns 
resolved by the end 
of the next working 
day 

Following 
investigation the 
complaint issues are 

Allegation that 
service received 
substandard 

Simple 
complaints 
which can be 
resolved quickly 

Single issue 
complaints with  
allegation of lack of 
appropriate care 

Serious complaints  
containing one issue 

Simple complaint 
where more than 

Multiple issue 
complaints with 
allegations of lack 
of care 

Serious complaints  
containing more 
than one issue 

Multiple issue, 
complex 
complaints 

Serious 
complaint where 
more than one 
complaint has 
been received 
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considered to be 
unfounded 

 

 

one complaint has 
been received 
regarding the same 
subject from 
different 
complainants 

 

regarding the 
same subject 
from different 
complainants 

Risk to 
organisational 
reputation 

Estates 

►None or 
minimal remedial 
action required 
and/or new/recent 
upgrade 
 
►Estimated time 
to failure may be 
circa > 10 years 

►Normal wear 
and tear 
 
►Sound, 
operationally safe 
and exhibits only 
minor 
deterioration 
 
►Estimated time 
to failure may be 
circa < 10 years 

►Reasonable, 
physical damage / 
deterioration 
 
►Reassignment 
of life may be 
acceptable based 
on technical tests 
or residual 
robustness 
 
►Estimated time 
to failure may be 
circa < 5 years 

►Major physical 
damage/deteriorat
ion 
 
►Failure 
apparent / 
assessed as 
imminent or 
unacceptable built 
environment 
 
►Not appropriate 
to reassign life 
 
►Estimated time 
to failure may be 
circa < 1 year 

►Failure 
occurred 
 
►Unaccept-
able built 
environment 
 
►Not 
appropriate to 
reassign life 
 
►Estimated 
time to failure 
may be circa < 
6 months 

Financial 

►Loss of < £100k 
►Theft or damage 
of personal property 
<£50 

►Loss of £100k < 
£500k 
►Theft or loss of 
personal property 
<£750 

Loss of £500k < 
£1m 
►Theft or loss or 
personal property 
>£750 

Loss of £1m < £5m 
► Purchasers failing 
to pay on time 

►Loss ≥ £5m 
►Loss of 
contract / 
payment by 
results 

Fire Safety  

►Minor short 
term (<1day) 
shortfall in fire 
safety system. 
 
►Complies with 
mandatory fire 
safety 
requirements and 
statutory safety 
legislation 
 
 
 

►Temporary (<1 
month) shortfall in 
fire safety system 
/ single detector 
etc (non patient 
area) 
 
►Complies with 
mandatory fire 
safety 
requirements and 
statutory safety 
legislation with 
minor deviations 
of a non-serious 
nature 
 
 

►Fire code non-
compliance / lack 
of single detector 
– patient area etc. 
 
►Known 
contravention of 
one or more 
requirements  

►Significant 
failure of critical 
component of fire 
safety system 
(patient area) 
 
 
 

►Failure of 
multiple critical 
components of 
fire safety 
system (high 
risk patient 
area) 
 
 
 

Information 
Governance/ 
IT 

►Breach of 
confidentiality – no 
adverse outcome. 
►Unplanned loss of 
IT facilities < half a 
day 
►Health records / 
documentation 
incident – no 
adverse outcome 

►Minor breach of 
confidentiality – 
readily 
resolvable 
►Unplanned loss of 
IT facilities < 1 day 
►Health records 
incident / 
documentation 
incident – readily 
resolvable 

►Moderate breach 
of confidentiality – 
complaint initiated 
►Health records 
documentation 
incident – patient 
care affected with 
short term 
consequence 
 

►Serious breach of 
confidentiality – 
more than one 
person 
►Unplanned loss of 
IT facilities >1 day 
but less than one 
week 
►Health records / 
documentation 
incident 
– patient care 
affected with major 
consequence 
 

►Serious breach 
of confidentiality – 
large numbers 
►Unplanned loss 
of IT facilities >1 
week 
►Health records 
/ documentation 
incident 
– catastrophic 
consequence 

Injury -  
Physical or 
psychological 

►Adverse event 
requiring no/minimal 
intervention or 
treatment. 
 

►Minor injury or 
illness which was 
remedied with first 
aid treatment 
►Health associated 
infection which did 
not result in 
permanent harm 
►Affects 1-2 people 

►Moderate injury or 
illness requiring 
professional 
intervention 
►No staff attending 
essential / key 
training 
►RIDDOR / Agency 
reportable incident  

►Major injury / long 
term incapacity / 
disability (e.g. loss 
of limb) 
►>14 days off work 
►Affects 16 – 50 
people 
►Grade 4 pressure 
ulcer 

►Fatality as a 
result of the 
incident 
►Multiple 
permanent 
injuries or 
irreversible health 
effects 
►An event 
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►1-3 days off work 
►Grade 2 pressure 
ulcer 

►4-14 days off work 
►Adverse event 
which impacts on a 
small number of 
patients 
►Affects 3-15 
people 
►Grade 3 pressure 
ulcer 

 affecting >50 
people 
 

Inspection/ 
Statutory 
Duty 

►Small number of 
recommendations 
which focus on 
minor quality 
improvement issues 
►No or minimal 
impact or breach of 
guidance / statutory 
duty 
►Minor non-
compliance with 
standards 
 

►Minor 
recommendations 
which can be 
implemented by low 
level of 
management action 
►Breach of 
statutory legislation 
►No audit trail to 
demonstrate that 
objectives are being 
met (NICE; HSE; 
NSF etc.) 

►Challenging 
recommendations 
which can be 
addressed with 
appropriate action 
plans 
►Single breach of 
statutory duty 
►Non-compliance 
with core standards 
<50% of objectives 
within standards met 
 

►Enforcement 
action 
►Multiple breaches 
of statutory duty 
►Improvement 
Notice 
►Critical Report 
►Low performance 
rating 
►Major non 
compliance with 
core 
standards 
 

►Multiple 
breaches of 
statutory duty 
►Prosecution 
►Severely critical 
report 
►Zero 
performance 
rating 
►Complete 
systems change 
required 
►No objectives / 
standards being 
met 

Patient 
experience 

►Reduced level of 
patient experience 
which is not due to 
delivery of clinical 
care 
 

►Unsatisfactory 
patient experience 
directly 
due to clinical care – 
readily resolvable 
►Increase in length 
of hospital stay by 1-
3 days 

►Unsatisfactory 
management of 
patient care – local 
resolution (with 
potential to go to 
independent review) 
►Increased length 
of hospital stay by 4 
– 15 days 

►Unsatisfactory 
management of 
patient 
care with long term 
effects 
►increased length 
of hospital stay >15 
days 
►Misdiagnosis 
 

►Incident leading 
to death 
►Totally 
unsatisfactory 
level or quality of 
treatment / 
service 
 

Projects 

►Insignificant 
schedule from 
baseline plan 
►Insignificant cost 
increase 
►Insignificant 
impact on value 
and/or time to 
realise declared 
benefits against 
profile 
 

►<5% variance in 
schedule from 
baseline plan 
 ►<5% variance 
against project 
budget 
►<5% variance on 
value and/or time to 
realise declared 
benefits against 
profile 

►5 - 10% variance 
in schedule from 
baseline plan 
►5 - 10% variance 
against project 
budget 
►5 - 10% variance 
on value and/or time 
to realise declared 
benefits against 
profile 
 

►10 - 25% variance 
in schedule from 
baseline plan 
►10 - 25% variance 
against project 
budget 
►10 - 25% variance 
on value and/or time 
to realise declared 
benefits against 
profile 
 

►> 25% variance 
in schedule from 
baseline plan 
►> 25% variance 
against project 
budget 
►> 25% variance 
on value and/or 
time to realise 
declared benefits 
against profile 
 

Safeguarding 

►Safeguarding 
Children/Young 
People & Vulnerable 
Adults 

►No safeguarding 
action is taking 
place and/or 
safeguarding issues 
have been fully 
addressed. 
►One incident of 
undignified care, 
delays in service 
due to a one-off 
shortage of staffing 
►Concern for 
welfare resolved 
with discussion with 
parent/carer or 
universal services 
 

►Concern for safety 
triggering CAF 
►Need for further 
support for child/ 
young person &/or 
vulnerable adult. 
►Neglect of health 
needs with minimal 
impact to health and 
welfare i.e. missed 
appointments, non-
compliance with 
treatment. 
►Concern re 
financial abuse of 
vulnerable adult with 
mental capacity 
where the “victim” is 
unwilling to notify 
Police/LA. 
►One-off verbal 
abuse with multiple 
victims and against 
staff. 

►Moderate physical 
injury inflicted. 
►Neglect of health 
needs with 
significant impact to 
health & welfare i.e. 
missed 
appointments, non-
compliance with 
treatment. 
►Safeguarding 
Protection Plan 
is/remains in place. 
►Significant self-
neglect requiring 
hospitalisation  
►Concern of 
financial abuse 
and/or neglect 
(including misuse of 
medication) of 
vulnerable adult 
without mental 
capacity. 

►Major/significan
t injury inflicted or 
sustained. 
►Protection Plan 
is being 
implemented. 
►Legal action is 
being taken.  
►The abusive 
behaviour is 
persistent and / or 
deliberate 
►The incidents 
are increasing in 
frequency and/or 
severity. 
►Serious 
allegation made 
against an 
employee of the 
Trust towards a 
child/young 
person vulnerable 
adult. 

Security 

►Security 
incident with no 
adverse outcome 
 

►Security 
incident managed 
locally 
 
►Controlled drug 
discrepancy – 

►Security 
incident leading to 
compromised staff 
/ patient safety. 
 
►Controlled drug 

►Serious 
compromise of 
staff / patient 
safety 
 

►Infant / young 
person 
abduction 
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accounted for discrepancy – not 

accounted for 

Staffing & 
Competence 

►Short term low 
staffing level (<1 
day) 
– temporary 
disruption to patient 
care 
►Minor competency 
related failure 
reduces service 
quality <1 day 
►Low staff morale 
affecting one 
person 

►On-going low 
staffing level - minor 
reduction in quality 
of patient care 
►Unresolved trend 
relating to 
competency 
reducing service 
quality 
►75% - 95% staff 
attendance at 
essential / key 
training 
►Low staff morale 
(1% - 25% of staff) 

►Late delivery of 
key objective / 
service due to lack 
of staff 
►50% - 75% staff 
attendance at 
mandatory / key 
training 
►Unsafe staffing 
level 
►Error due to 
ineffective training / 
competency we 
removed 
►Low staff morale 
(25% - 50% of staff) 

►Uncertain delivery 
of key objective / 
service due to lack 
of staff 
►25%-50% staff 
attendance at 
mandatory / key 
training 
►Unsafe staffing 
level >5days 
►Serious error due 
to ineffective training 
and / or competency 
►Very low staff 
morale (50% – 75% 
of staff) 

►Non-delivery of 
key objective / 
service due to 
lack of staff 
►Ongoing 
unsafe staffing 
levels 
►Loss of several 
key staff 
►Critical error 
due to lack of 
staff or 
insufficient 
training and / or 
competency 
►Less than 25% 
attendance at 
mandatory / key 
training on an 
ongoing basis 
►Very low staff 
morale (>75%) 
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Agenda Item 32/17a 
Meeting of the Board of Directors 

Thursday 28th September 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 32/17a 

 
Meeting of the Board of Directors 

Thursday 28th September 2017 
 
 

Board Assurance Framework 2017/18 
 
 
1 Introduction 

The board assurance framework (BAF) 2017/18 was presented to the board in June 
and the Audit Committee in July. 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 June are;   

• 2.1 Risk to Christie Research profile and funding if fail to perform strongly 
against national metrics – risk re-described, updates to key controls and 
assurance. Risk score reduced from 8 to 6. 

• 3.1 Non delivery of the School of Oncology strategy due to increased 
pressure within operational service delivery – description amended 

• 5.6 Reputational damage caused by an adverse CQC inspection at The 
Christie Clinic – update to key controls 

 
 

2 Suggested updates in September 
There are no suggested updates to the risks following discussion in September. 

 
 
3 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.  Need to 
maintain Gram negative bacteraemia. 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 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 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 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 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 12 9
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2.1 Risk to Christie Research profile and funding if  fail 
to perform strongly against national metrics   EMD 2 3

New performance management system implemented (Jan 17) to track real time 
delivery; new set-up review group established (Aug 2017) to make 
recommendations for improvements; regular review at disease team quarterly 
assurance meetings; SLAs being established with each service department 
involved in set up and delivery. 

None identified 6

Weekly review of 70 day performance. All industry metrics 
reported through to the Research Divisional Board and 
Management Board; quarterly review of Disease Group 
performance

None identified 8 8 6

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 Gaps in assurance 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

3.1
Non delivery of the School of Oncology strategy 
due to increased pressure within operational 
service delivery

EMD 2 3

Refresh of the School of Oncology strategy in consultation with the divisions. ERG 
work to identify true costs of supporting trainees in practice. Ongoing Job Planning 
activity to increase transparency of educational input. Ongoing work with senior 
managers and divisions to look at longer term models to backfill posts

Continuing difficulty in back 
filling senior staff despite 
funding availability

6 School of oncology board reports to Management Board. None identified 6 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. Build progressing 
to time.

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 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 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 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 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 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 confirmed 8th / 9th 
March.

None identified 6 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 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 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 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 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 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 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. Mock inspection 
completed 12th September by Christie team. Inspection date delayed.

No permanent clinical director 
in post 12 Governance reports to TCC Board None identified 12 12 4

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 15 10

Corporate objective 5 - To provide leadership within the local network of cancer care
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6.1 Key performance targets not achieved COO 2 4
Executive led monthly divisional performance review meetings. Integrated 
performance & quality report to Management Board and Board of Directors monthly. 
Digital Maturity board meeting monthly (includes cyber security)

None identified 8 Continued achievement of all key performance targets None identified 8 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 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 Autumn 
2017. Additional staff appointed

Internal capability & expertise 
to support system going 
forward. CWP built on an 
outdated platform

12 Reports to Management Board & Board of Directors. 
Review of CIO and CCIO roles None identified 12 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 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 Greater Manchester Health & Social Care 
Partnership  committees

None identified 6 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 9

7.4 Risk of non compliance against PDR action plan to 
achieve Trust standard DoW 3 2 Performance review meetings.  Information shared with managers on compliance. 

Redesigned systems and paperwork. Trustwide performance at 86% 6 Regular reporting to Management Board and Board of 
Directors through the performance report. None identified 6 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 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 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 16 4
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