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DRAFT Public minutes of the meeting of the Board of Directors of The Christie NHS Foundation Trust
held on Thursday 25th January 2018 at 12.45pm in the trust administration meeting room centre, The
Christie NHS Foundation Trust
Present:

Christine Outram (CO)
Neil Large (NL)
Kathryn Riddle (KR)
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)
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

Observing:

Kerri Farnsworth (KF)
Roger Bowman (RB)
Matt Bilney (MB)

Insight Programme for aspirant NHS NEDs
Public governor
Staff governor

Presentation: The Power of Participation - Ben Heyworth, Macmillan Survivorship Network Manager &
Rachel Daniel, Head of Corporate Affairs & Engagement
BH & RD introduced themselves. RD outlined the breadth of engagement undertaken at The Christie,
including volunteers, fundraisers, the website, and user involvement. Benefits include gathering opinions,
providing evidence for business cases, design of services & uniting people in support of the Christie. RD
talked about the process of engagement and the programmes of work that exist to provide information &
updates. There is a formalised structure to gather & feedback information. Social media, media relations,
newsletters & website are used to inform and to bring comments back in to the organisation. There is also
consultation & engagement through our membership with 12 focus groups per year and an annual members
meeting. The role of the volunteers was also outlined. We have 200 current volunteers including lay members
on committees, there is a formal recruitment & placement process with on-going reviews & training.
Our social media accounts encourages communication between patients & patients and patients & staff.
BH talked about direct user engagement. He outlined what world class user involvement involves including
the use of plain English, new ways of communication (social media), equal partnership between individuals &
organisations, consistency across the whole organisation, creative approaches through technology, ways to
ensure the patient voice is embedded into new ways of working, and using the knowledge of those we treat
as patients to know their needs. BH described what co-production is. This involves a very different
conversation and is about working together. He described the 100 voices project which is a co-produced
project. The project is developed by patients and delivered by patients. There is great feedback from patients
and a therapeutic element to the work. There are other cancer centres also doing very similar things. BH
described that there is lots of evidence that this approach can be of therapeutic benefit to patients living with
& beyond cancer as reflection promotes recovery & wellbeing.
RD summarised the ways we facilitate engagement and the structures we have in place.
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Questions were invited.
CO asked about links to patient recorded outcomes (PROM’s) and how outcomes improve when you listen to
patients. BH referred to the evidence from ‘Narrative therapy’ when patients tell their story it helps their
wellbeing. WM noted that this is another dimension of empowering patients after treatment.
TK asked if we capture the thoughts of the family & carers of those who have died. WM responded that all
organisations comply with national guidance around this and that the bereavement team will ask questions
about concerns around care that then get passed on to the PALs team & followed up where necessary.
NL asked how we get patients to share bad experience. BH responded that patients tell the narrative of their
experience and it is non-judgemental. The facilitators have to learn how to deal with people who want to make
1 particular point.
The project will produce tiles with 100 words taken from patients narratives that will eventually be displayed
somewhere in the trust.
CO thanked RD & BH for their presentation.
No

Item

01/18
a

Standard business
Apologies
None were noted

b

Declarations of interest
No declarations of interest were made.

c

Minutes of the previous meeting held on 30th November 2017
The minutes of the meeting held on 30th November 2017 were accepted. NL asked about
the reference to activity being down but income up & JF responded that this relates to
transplants and is continuing. We are negotiating with commissioners around payment for
activity. WM noted that the new NHS England Medical Director’s name is Steve Powis not
Harris.

d

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 in the meeting.

02/18
a

Key reports
Chief executive’s report
RGS highlighted a few issues;
• RGS informed the board that we were successful in getting Neil Bayman to be NHS
Twitter curator for a week from 5th February. RGS asked for those who are active on
twitter to support this. CO added that this is a very useful opportunity. NB is a clinical
oncologist working in lung cancer and an associate medical director.
• Board were reminded that the Paterson fire report has been released following the fire
last April. The cause related to the contractors on the roof & further work is being done
to look at lessons learned.
• Planning approval has been granted at the Manchester City Council planning
committee in January for the tiered car parking. CO thanked the team for their hard
work in getting this approved as well as Andrew Simcock one of our partner governors
who coordinated the neighbourhood forum.
Questions were invited.
NL asked about how the business case for the 3rd satellite will take account of the existing
satellites at Oldham & Salford. JF responded that there will be reference to them as well as
looking at lessons learned from the previous developments.
KW asked about the future of the Vanguard. RGS responded that this will end at the end of
March, however, there will be a further 2 years evaluation process. GM Cancer board are
talking about continuing the new model testing & looking at how this is supported &
maintained. There’s a national element and an agreement has been made with partners to
4

Action

No

Item
carry on connections to lead common elements of work.
CH added that the devolved authority is the source of funding.
b

Executive Medical Directors report
WM highlighted that we were very pleased with successes in the recent national round of
Clinical Excellence Awards (CEA’s). This is a reflection of the calibre of our medical staff &
their achievements.
WM noted the bid made through iMatch in partnership with the University of Manchester,
Manchester University Foundation Trust, The Christie & a number of companies with the
aim of driving advances in cell therapy. We should hear very soon if this was successful.
NL asked how issues with potential conflicts of interest with drug companies are managed
in relation to The School of Oncology winning a bid for £100k from Vertex
Pharmaceuticals to deliver an international Cystic Fibrosis Conference in April 2018.
WM responded that winning this bid reflects the standing of the School of Oncology & their
experience. There’s a code of conduct that covers this but that we need to look at how this
is controlled. CH agreed that we will take this back to the School for assurance. We need to
look at wider implications of any business we get in. WM will ask the School of oncology to
update the board in their next report.
RA noted that it is great that we are getting national CEAs and asked what the process for
local CEA’s is. WM responded that this is set out by the national body & we follow their
process. This is well established. We had a round in Autumn, we assessed the applications
that are scored independently and a panel was established. WM added that we encourage
our doctors to use the national awards system. NL noted that to get 5 national awards is
very good.

c

Action

WM

Integrated performance report – month 9
FN reported on a successful month:
Quality: 98.8% patient satisfaction survey, chemotherapy treatment turnaround 91.7%,
pharmacy turnaround at 70.9% - the drop is predicted due to the change over to the new
pharmacy company, a detailed action plan is in place to recover this. There was 1 cancelled
operation on the day due to a complex patient over running and staff PDR’s are at 88.5%.
The exception reports describe cancelled operations on the day, length of stay, pharmacy
waiting times, infection control and CIP.
There have been 0 MRSA bacteraemia case in December, 1 CDiff cases (unavoidable) and
8 cases E-Coli pre 48 hours, 1 case E-Coli post 48 hours.
Safe staffing levels have been achieved; there has been 0 SI panel, 0 SI incidents, 5
executive reviews, 4 complaints, 4 inquests and there are 3 risks at 16 and 1 risk at 20
(relates to CIP).
Access: all targets have been achieved. 89.2% for 62 days meaning the quarter position
was achieved.
Length of stay is 7.05 days, patients treated YTD is slightly below plan (-0.82%), sickness is
at 3.87% and agency spend is under the agency cost ceiling at 74.5%.
Finance: The EBITDA surplus is £17.568m (£1.662m under plan), I&E surplus is £6.772m
(£2.154m under plan). Cash balance is £37.197m.
83.3% of CIP has been achieved in year (75.4% recurrently). There are weekly meetings to
look at CIP to ensure we achieve the target. Debtor days are at 24.
Ratings: Governance SOF (single oversight framework) 1, Financial sustainability risk rating
SOF 1
Questions were invited.
CO thanked the team for producing the report that is clear & understandable.
RA asked about the high bed occupancy over last 3 months and the rise in LOS and asked
if this means we need more beds. FN responded that we need to look at a more timely
discharge process, we do have enough beds but the patient flow needs to continue to
improve.
NL asked about the individual areas where 62 day performance is not as good. FN
responded that the teams are looking closely at certain specialties, particularly
gynaecology. Shared pathways are also being looked at. A recent meeting led by
Manchester Cancer brought together providers to look at a GM approach to some of the
problems. NL asked for more detail in 6 months on 62 day progress.
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FN

No

Item

03/18
a

Approvals

The Christie Strategy 2018-2023
CH presented the key elements & tasks within the vision for the next 5 years. CH showed a
slide that brings together the Vision, strategic objectives and principles & behaviours. This
shows where we want to be, how we intend to get there and what standards we aspire to.
The content has been widely discussed at time outs and with staff, governors and board.
RA, CO and NL highlighted some wording where there could be changes to make it clearer.
CH added that all the ambitions are doable but they all need to stand up in their own right
with respect to business cases.
CO asked board to approve the Christie Strategy 2018-2023.
Approved.

04/18
a

Board assurance

Board assurance framework 2017/18
RGS presented the BAF. There has been a minor change to the risk score relating to falls.
This was discussed in the Quality Assurance Committee. Planning approval for the tiered
car parking is reflected in the assurance for risk 8.1. There are no major changes.
Board were asked to suggest any other possible updates to the BAF following discussion in
the November and January meetings. None were raised.

05/18

Any other business
RB asked the board that in view of the collapse of Carillion are the board satisfied that
Interserve are resilient. RGS responded that we haven’t identified any significant risks, we
have been reviewing arrangements with Interserve as they have been refinanced. The
major contract (Proton building) is coming to an end and is low risk. Arrangements with
other projects also have manageable risks. JF added that we have used the P21
procurement process that also provides protection. There is no issue with PFI’s as was the
case with Carillion as our builds are not PFI.
RB asked about the The Presidents Club debacle and whether the charity is vetting its
practices. RGS responded that this is for the Trustees of the charity & they manage risk
through strict policies and procedures.
Date of the next meeting:
Thursday 29th March 2018
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Action

Agenda item 06/18d
Public Meeting of the Board of Directors - 2018
Action plan rolling programme after January 2018 meeting
Month

March 2018

April 2018

From Agenda No

Issue

Responsible
Director

Annual reporting cycle Corporate planning (corporate objectives /
BAF 2018/19)
Annual reporting cycle Letter of representation & independence
Annual reporting cycle Register of directors interests
Annual reporting cycle Integrated performance report
Annual reporting cycle Declaration of independence (non-executive
directors only)
Annual reporting cycle
Six monthly compliance with NICE safe
staffing guidelines
Workforce plan
EPR update
Annual reporting cycle Integrated performance report
Annual reporting cycle Annual compliance with the CQC
requirements
Register of matters approved by the board
Annual reporting cycle Research report on key issues, progress
against objectives and future plans
Annual reporting cycle Annual Corporate Objectives
Staff friends & family test
WRES update
Modern Slavery Act update

May 2018

Annual reporting cycle Integrated performance report
Annual reporting cycle Annual reports from audit & quality assurance
committees
7

Action

To Agenda no

Executive
directors
Chair
Chair
COO
Chair

Approve next year's annual
plan
Directors to sign
Report for approval
Monthly report
For completion by NEDs

08/18a
08/18a
07/18c
08/18a

Chair
CN&EDoQ

Approve
Review

08/18b
09/18a

DoW

Update

09/18b
09/18c

COO
CN&EDoQ

Monthly report
Declaration / approval

CEO
EMD

April 2017 to March 2018
Review

CEO

Review 2017/18 progress

DoW
DoW
CEO

Results
Annual update
Chief Executive's report

COO
Committee
chairs

Monthly report
Assurance

08/18c

Month

From Agenda No

Issue

Responsible
Director

Annual reporting cycle Annual report, financial statements and quality
accounts (incl Annual governance statement /
Statement on code of governance)
Monitor provider licence Self certification declarations
Annual reporting cycle Education report

Annual reporting cycle Integrated performance report
Responsible Officer report

Action

EDoF&BD

Approve

EDoF&BD
EMD

To approve the declarations
Review - to include update on
the policy for managing
potential conflicts of interest
when securing bids to host
conferences funded by
pharmaceutical companies

62 day cancer target

COO

Monthly report
Medical Appraisal &
Revalidation Annual report
6 month update on progress

July 2018 - no meeting

Integrated performance report

COO

Monthly report

By email

August 2018 - no meeting

Integrated performance report

COO

Monthly report

By email

June 2018

02/18c

Sepember 2018

October 2018

November 2018

COO
IEMD

To Agenda no

Annual reporting cycle Integrated performance report
Compliance with NICE Safe Staffing
Guidelines
14/16f, 19/17c & 30/17b Organisational development plan (incl WRES
& Personal Development Reviews (PDR))
Annual reporting cycle Risk Management strategy
Corporate objectives & board assurance
framework
Annual reporting cycle Research report on key issues, progress
against objectives and future plans
Freedom to speak up

Annual reporting cycle

Annual reporting cycle Integrated performance report
Annual reporting cycle Education report on key issues, progress
against objectives and future plans
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COO
CN&EDoQ

Monthly report
Six month review

DoW

Six month review

CN&EDoQ

Annual review

CEO

Interim review

EMD

Six month review

FtSUG
COO
EMD

Annual report
Monthly report
Six month review

Month

January 2019

From Agenda No

Issue

Responsible
Director

Annual reporting cycle Integrated performance report

COO
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Action

Monthly report

To Agenda no

Action log following the board of directors meeting held on
Thursday 25th January 2018 Public
Public
No.

Agenda

Action

1

02/18b

To update the board on the policy for managing potential
conflicts of interest when securing bids to host conferences
funded by pharmaceutical companies

2

02/18c

Six month update on progress in regard to the 62 day cancer
target

10

By who

Progress

Board review

EMD

Update in School of
Oncology report to May
board

May Board 2018

COO

Update in the Integrated
Performance report

March Board 2018

Agenda item 07/18a
Meeting of the Board of Directors
Thursday 29th March, 2018
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.

CP&ME - Christie Physics and Medical
Engineering
GDPR - General Data Protection Regulation
OECI - Organisation of European Cancer
Institutes
CQC - CQC - Care Quality Commission
PIR - Provider Information Request
iMATCH - Innovate Manchester Advanced
Therapy Centre Hub
C&WPG - Capital and Workforce Planning
Group
CRUK - Cancer Research UK
MDT - Multi Disciplinary Team
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Agenda item 07/18a
Meeting of the Board of Directors
Thursday 29th March 2018
Chief executive’s report
1.

Awards and Events
Healthcare Scientist of the Year
The Healthcare Science awards evening took place on the 5th March. Professor Ran
Mackay, Director of Christie Physics and Medical Engineering (CP&ME) won the joint
healthcare scientist of the year award which was presented by Professor Sue Hill, NHS
England’s Chief Scientist.
The award celebrates exceptional individuals who have used their skills and scientific
ability for a maximum patient or service user benefit, as recognised by their peers. The
judges were looking for Healthcare Scientists who have engaged and collaborated with
the wider multi-professional groups over a significant period of time and beyond the
boundaries of their service to demonstrate the broader contribution that scientists can
make to the NHS.
Staff Health and Wellbeing Event
The annual Staff Health and Wellbeing Event took place on the 22nd March. The event
showcased the latest ideas, innovations and workshops to help guide staff on their
future health and wellbeing choices both at work and home.
More information can be found at
http://intranet.xchristie.nhs.uk/departments/hr/wellbeing.aspx
General Data Protection Regulation (GDPR)
The new General Data Protection Regulation becomes enforceable from 25th May
2018 and the Trust is currently undertaking a programme of work towards gaining
compliance with the regulation. Data flow mapping workshops are commencing from
27th February and throughout March, which will define the data processing being
undertaken across the Trust and further areas for work to achieve compliance.
For further information on GDPR, please see this FAQs document.
OECI accreditation
The Organisation of European Cancer Institutes (OECI) carried out a two day
accreditation visit to The Christie on the 8th and 9th March. This was a re-accreditation
visit as we first achieved accreditation in 2010. We had good feedback at the visit and
we now await the written draft report which is due in April.
Further information on the OECI can be found at http://www.oeci.eu/
Christie Ball
The Christie Charity hosted its annual fundraising ball on Saturday 10th March at the
Principal Hotel in Manchester city centre. The ball was sponsored by AX Paris and
Law Print & Packaging and raised £155,000 which will go towards the development of
a state-of-the-art research centre to replace the Paterson building. The event had a
1920's theme.
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On the evening Living Ventures and the Tim Bacon Foundation, in memory of their
dear colleague Tim, also announced that they were donating £500,000 to The Christie
and Chair, Chris Outram thanked them for their continuing support.
Professor Rob Bristow attended and spoke to the guests about the impact of research.
Award-winning singer Lemar headlined the evening which was hosted by TV presenter
and former Strictly Come Dancing star Naga Munchetty. BBC Radio 5 live presenter
Phil Williams conducted the auction with singer and supporter Natalie McGrath and
acoustic roaming band Wanderland Band entertaining guests.
More information can be found at http://www.christie.nhs.uk/the-christie-charity/
Best Proffered Paper award
Amy Walkman, who has recently qualified as a therapy radiographer, has just been
awarded the prestigious Best Proffered Paper based on pre-registration research at
The College of Radiographers Annual Radiotherapy Conference. Her paper was titled
‘Aiming to standardise bladder and bowel preparations for prostate cancer patients
receiving external beam radiotherapy - a scope of practice in the South West of
England.’ Amy is a recent recipient of the radiotherapy student of the year award given
by the college having been nominated by The University of the West of England where
she studied. She joined The Christie as a Band 5 radiographer in Autumn 2017.
More information can be found at https://www.sor.org/
2.

Correspondence from the Care Quality Commission
The CQC wrote to the Trust on the 28th February 2018 with regards to a routine
Provider Information Request (PIR) submission. This request is part of the routine
work programme of the CQC and is the pre-cursor to a forthcoming inspection. The
Trust this year can expect an unannounced core services inspection and an
announced well-led inspection. The completed routine PIR has to be submitted by 5pm
on Wednesday 21st March 2018. The organisation has responded well to this request
in providing the required information. Further information on the CQC approach to
inspections can be found at www.cqc.org.uk

3.

Innovate Manchester Advanced Therapy Centre Hub (iMATCH)
The Christie-led iMATCH consortium has been awarded £6.8m of funding, from the
Industrial Strategy Challenge Fund, to coordinate a strategy to scale-up advanced
therapies.
The initiative, which will focus on advanced therapies for illnesses including cancer,
genetic and degenerative diseases, went live at the beginning of March. The award
was made in response to a competitive call for bids from Innovate UK.
The consortium includes The University of Manchester (including input from Cancer
Research UK Manchester Institute and Manchester Cancer Research Centre),
Manchester University NHS Foundation Trust (including Royal Manchester Children’s
Hospital and Manchester Royal Infirmary) and nine life science focused businesses.
The three British centres*, awarded funding for this scale-up, will work together,
coordinated by the Cell and Gene Therapy Catapult, to ensure project benefits are
implemented nationally as part of the bid requirements.
iMATCH Project Director is Dr Fiona Thistlethwaite.
*The other centres are: Northern Alliance Advanced Therapies Treatment Centre
(Newcastle, Leeds and Scotland) and the Midlands and Wales Advanced Therapies
Treatment Centre (Birmingham, Nottingham and Wales).
Further information can be found at http://www.christie.nhs.uk/aboutus/news/press/multi-million-pound-government-award-to-manchester-healthconsortium/
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4.

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.
Become a Cancer Champion
The Christie has signed up to a groundbreaking scheme to recruit an army of ‘Cancer
Champions’ in Greater Manchester. The recruitment drive, launched by Greater
Manchester Cancer Vanguard Innovation, sees individuals use their passion and
commitment to support people at risk of developing cancer. More than 2,000
individuals and 50 organisations have joined the scheme to date. Please watch
https://cht-easycast.xchristie.nhs.uk/videos/liz-benbow_34781/ for more information
about becoming a Cancer Champion, or visit https://www.icangm.co.uk/.
Further information can be found at http://www.gmcancervanguardinnovation.org/

5.

Greater Manchester Health and Social Care Partnership
The national tender process for genomic lab re-designation closes in April. The
genomic services from Manchester, Liverpool and Preston are combining to develop a
comprehensive bid that will demonstrate accelerated adoption of genomic medicine in
cancer and rare diseases. The Christie genomic services and medical leadership are
key components of the cancer infrastructure and expertise and we are committed to
aligning with our partner providers to ensure the Northwest genomic services lead the
UK.
The first Greater Manchester Haematology diagnosis board took place in February.
The Greater Manchester Haematology services expressed strong support in the
collaborative and inclusive approach to the development and delivery of
Haematological diagnosis services. The Christie has appointed an additional
Haematologist to support the clinical capacity of the partnership. The post will work
across the key and lead provider and provide dedicated reporting capacity to ensure
the highest quality reports and the shortest turnaround times for the partnership. A
unified digital system are underway alongside a growth in capacity to ensure quick
turnaround times and supported MDTs.
The Christie is working closely with partners on the reorganisation of Urology and
Gynaecology surgery. Capacity has been developed at The Christie to accommodate
the first phase of additional prostate surgery on the path to the Christie being the
dedicated Prostate surgical centre for Greater Manchester.
Further information can be found at http://www.gmhsc.org.uk/

6.

Site Developments
Proton Beam Therapy Centre
Building works remain on programme to achieve practical completion on 9th April
2018. Works are focused on internal finishes and external cladding. The MRI scanner
and CT scanner have now been handed over to the Trust. Varian is continuing with
the technical commissioning of the Cyclotron and gantries.
A programme of trust works to commission the building will take place from the 10th
April. It is planned that the MR/CT area of the first floor will be operational from 28th
May.
Outpatients Redevelopment
The phase 1 works to the ground floor of the Proton building commenced in January
and is progressing to programme. Internal partitions have now been constructed, and
the mechanical and electrical install is advanced. The work is due for completion in
July 2018. Design work is continuing to the Central Phlebotomy Suite, with work
expected to commence mid-2018.
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The Christie @ Cheshire East
Initial feasibility proposals have now developed for a new Satellite Cancer Centre at
East Cheshire Hospital in Macclesfield. A business case for design fees was
submitted and approved by Capital and Workforce Planning Group (C&WPG) in
February 2018 to further review the scope of the project based on both capital and
revenue costs presented.
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 has been
replaced and is operational. Linac 2 was decommissioned in February and the
builders work to the room has commenced.
Builders work will be complete by the end of March 2018 in readiness for the delivery
of the new Linear Accelerator in April.
Paterson Redevelopment
A number of strategic meetings continue to be held with the University of Manchester
and CRUK to consider the options for redevelopment of the Paterson building.
A programme board has now been established which includes representation from The
Christie, University of Manchester and Cancer Research UK. The first meeting was
held on 12th March.
A site boundary fence has now been erected along Wilmslow Road to secure the site
and clearance of the roof area is due to take place in April 2018.
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Greater Manchester Cancer
Vanguard Innovation
Chief Executive Officer Briefing on
Greater Manchester Cancer Vanguard Innovation
March 2018
As the two-year programme draws to a close, recent key developments in Vanguard
Innovation projects include:
Prevention
The iCan digital platform icangm.co.uk continues to support our campaign to recruit ‘cancer
champions’. More than 2,500 people have been recruited so far, along with 50 organisations,
of which The Christie is one. A project to convert ‘likes’ on the cancer champions’ Facebook
page into cancer champion sign-ups on the iCan website has begun. A number of
promotional events to recruit more people were held in January and February, funded
through small grants, and will continue throughout March. A short promotional video has
been produced along with seven photo case studies which will be hosted on the iCan site.
Early diagnosis
Our project team has completed a film that illustrates the benefits of the latest digital
technology in the field of pathology. The film was very well received by the Greater
Manchester pathology board and has already had 1,100 views since it was placed on the
Vanguard Innovation YouTube channel. All seven trusts in Greater Manchester that provide
pathology services contributed to our digital pathology project, and the film examines the
benefits of the technology for both clinicians and patients.
The findings from our one-stop early diagnosis clinic, known as Query Cancer, were very
positive and will be taken into account as the Greater Manchester system develops a larger
coordinated programme of work focusing on the optimal early diagnosis pathway. The Query
Cancer pilot treated 71 patients of whom 10 received a cancer diagnosis on the day they
attended. The Query Cancer findings will be viewed alongside Vanguard Innovation’s
Bolton-based Faster Diagnosis project, based on the straight-to-test system, and the ACE2
(Accelerate, Coordinate, Evaluate) early diagnosis work that has also been taking place in
Greater Manchester.
Primary care online cancer education platform
Gateway-C, the online platform that gives education and training to support primary care
staff in detecting the early signs of cancer, has secured funding from Health Education
England to be rolled out across the north of England. The platform has proved highly popular
and successful in Greater Manchester and Eastern Cheshire where 73 per cent of GP
surgeries have enrolled on its course. The latest funding will see Gateway-C extended to the
seven cancer alliances in northern England.
Living with and beyond cancer
A highly successful stakeholder event for patients and carers took place at The Christie in
mid-January and delivered data analysis and feedback from the living with and beyond
cancer pilots. Our project team’s focus was on the delivery of the Recovery Package in
Greater Manchester and the event featured a number of breakout sessions for people
affected by cancer to air their views. A review of the event is here.
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Communications and engagement
We continue to deliver on our commitment to share learning by holding regular ‘communities
of practice’ meetings with the 16 cancer alliances. These events allow us to disseminate
learning. The latest event in February was attended by more than 100 colleagues, the
majority clinicians, and all the alliances were represented. Progress was made in securing
consensus on optimal timed pathways for colorectal, lung, oesophageal and prostate cancer.
The Vanguard partners will continue to work together over the coming year to provide
national leadership.
Our website has had more than 2,000 page views in the last 30 days and our Twitter
following now stands at more than 1,300.
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Agenda item 07/18b
Meeting of the Board of Directors
Thursday 29th March 2018
Executive Medical Director’s Report
1.

Research Update
In January the NIHR Central Commissioning Facility (CCF) and NIHR Office for Clinical
Research Infrastructure (NOCRI) visited Manchester CRF. The medical and operational
directors from The Christie CRF attended the meeting which provided an update on the 5
year strategy and training. NIHR have taken away a proposal for training for clinical
research managers to consider as a national programme. The outreach project was
outlined with a discussion regarding additional funding to develop the model. The CCF
were impressed by the collaborative bid and progress to-date.
A staff engagement event was held in January for employees working at the four
Manchester CRF sites. The 100 staff who attended heard about the 5 year strategy and
role of core infrastructure posts. Further collaborative events will be planned.
NIHR Manchester CRF is launching a placement programme for 6th formers and
graduates later this month, held at the Christie. The aim is to provide insight into clinical
research and the role of the CRF with the aim of encouraging careers in clinical research
for the future. Further placements will occur in Summer and Autumn 2018. We had over
150 interested graduates within one hour of the placements being advertised. Our plan is
to role placements out across the four CRFs in 2019.
At the end of February, over 75 scientists and clinicians with an interest in immunooncology met at The Christie in a first step towards the creation of a Manchester-wide
network to drive forward research in this area. The meeting was organised by Dr Fiona
Thistlethwaite and Dr Anne Armstrong.
Global biopharmaceutical group, Debiopharm, toured facilities and met key research
personnel at The Christie on a visit to Manchester this month. This included the NIHR
Clinical Research Facility at The Christie, the Centre for Process Innovation and the
Manchester Cancer Research Centre.

2.

New Appointment
Professor Neil Burnet has been appointed as Chair in Clinical Academic Proton Therapy
at The University of Manchester. His move to Manchester will greatly strengthen the
proton therapy research team, ahead of the opening of the NHS’s first high-energy
treatment centre at The Christie this summer. Professor Burnet’s clinical interests are
tumours of the central nervous system, including pituitary tumours, and the delivery in
advanced radiotherapy techniques to improve patient outcomes. His research focuses on
distinguishing the physical and biological determinants of radiotherapy toxicity, and the
genetic determinants of individual variation in normal tissue radiosensitivity.

3.

School of Oncology Update
We have just received very positive feedback on the November 2017 Undergraduate
Medical Education QA visit. The assessors commended the newly developed application
for medical students and junior doctors (Edukit App) and also the development of the
supervisor and student of the year awards. The team behind Edukit development, led by
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Louise Booth & Rob Boyle, have won the ‘Effective Information Sharing and Security’
Award at the ‘I’ innovation awards.
Other successes include the future for Gateway-C. Health Education England (North)
awarded the initiative a grant of £551K to continue Gateway-C’s development and to roll
is out across the 7 northern cancer alliances. CRUK have added a further award of £25K
to build a module to support early detection of myeloma, and a further £50K to evaluate
the local roll out.
The Library has also benefited from an award from HEE. Mary Hill was successful in her
bid for £25k to develop a quiet area in the library and this work will be completed before
the end of March 2018.
4.

Medical Advisor appointment: The Christie Private Clinic
Following Professor O’Dwyer’s resignation last year from the role of clinical director at the
Christie Clinic, this has been revised and is now a medical director position consistent
with counterparts at other UK HCA centres. The individual will be a member of the Joint
Venture Board and while based in Manchester, will have closer interaction with other HCA
oncology centres. Interviews were held this month with several interested applicants and
Dr John Logue, past director of clinical oncology, was successfully appointed.
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Integrated Performance &
Quality Report
February 2018

Caring

Safe

Responsive

Effective
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Well Led

Month 11 (February) 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
62 day performance for February has been achieved. Our length of stay remains slightly above
plan. There is one risk rated at 20, 1 risk rated at 16 and 3 risks rated at 15 in month, full
descriptions of the risks can be found in section 2.
Quality
In month the patient satisfaction survey results remain high with a 98.0% positive response score.
Patient safety
There have been no cases of MRSA bacteraemia and no cases of C-difficile in month.
Finance
The Trust is exceeding the NHSI Control Total by £9,045k and our position assumes meeting all
criteria for Sustainability and Transformation Fund (STF) core funding.
Our overall Income and Expenditure position is reporting a surplus of £31,970k, which is £8,466k
above plan. This position is reflective of the initial indicative position as a result of the transactions
associated with the Paterson fire.
The recurrent CIP is at 85.7% and is behind trajectory. The risk of delivery against the CIP target
is currently at a score of 15. Weekly meetings are taking place to monitor progress, with additional
measures being implemented.
Under the Single Oversight Framework, our Use of Resources score is 1.
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1. Responsive
1.1
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1.1.1
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62 Day Standard

1.1.2

Cancer Standards – 62 Days – (Networked
Services)

1.1.3
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85%

1.1.6

Diagnostic Waiting Times – CT
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17-18 Q2
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Predicted

17-18 Q4

1.2.1

Internal 31 Day Standard
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Threshold

1.2.8

Non Elective (Rolling 12 Months LOS)
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1.2.10 Longest Inpatient Length of Stay (LOS) (at month end)
st

th

Patient admitted on 1 January 2018 and as of 28 February 2018 had been an inpatient for 58 days.
1.2.11 LOS Over 30 Days

1.2.12 LOS Over 30 Days
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Predicted

1.3

Activity

1.3.1

Summary Activity – In Month & YTD
February

Core /
Unbundled

Core

Unbundled

Point of Delivery High Level

Total Plan

Total Activity

Variance

% Variance

Total Plan £

Total Actual £

Variance £

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

874
424
399
16
1292
7281
2055
162
4004
1257
330
918
670
5391
7919
32,993

894
396
461
4
1307
6528
2106
173
4330
1222
325
1116
516
5133
7651
32,162

20
-28
62
-12
15
-753
51
11
326
-35
-5
197
-154
-258
-268
-831

2.29%
-6.65%
15.43%
-74.44%
1.15%
-10.34%
2.48%
6.99%
8.14%
-2.82%
-1.61%
21.47%
-23.02%
-4.78%
-3.38%
-2.52%

£548,928
£2,198,125
£990,074
£79,669
£269,366
£748,556
£64,071
£178,450
£448,725
£140,854
£37,261
£188,931
£64,868
£1,575,528
£1,131,854
£8,665,261

£611,806
£2,087,284
£1,070,077
£30,965
£276,260
£663,812
£73,284
£154,551
£485,072
£136,886
£36,611
£216,131
£33,583
£1,512,240
£1,165,969
£8,554,530

£62,878
-£110,841
£80,002
-£48,704
£6,894
-£84,745
£9,213
-£23,898
£36,347
-£3,969
-£651
£27,201
-£31,285
-£63,288
£34,115
-£110,730

Point of Delivery High Level

Total Plan

Total Activity

Variance

% Variance

Total Plan £

Total Actual £

Variance £

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

2753
1336
1312
51
4007
22596
6698
511
12603
4019
1030
2845
2111
17116
25310
104,300

2705
1183
1630
32
4180
22045
7336
491
13699
4284
1062
3117
1930
16797
25392
105,883

-48
-153
318
-19
173
-551
638
-20
1096
265
32
272
-181
-319
82
1,583

-1.75%
-11.48%
24.22%
-37.77%
4.31%
-2.44%
9.52%
-3.82%
8.69%
6.60%
3.10%
9.54%
-8.59%
-1.86%
0.32%
1.52%

£1,729,124
£6,924,094
£3,253,101
£261,769
£834,103
£2,319,992
£207,604
£562,116
£1,412,365
£450,192
£116,215
£584,555
£204,334
£5,013,446
£3,617,579
£27,490,589

£1,838,809
£7,413,127
£3,679,578
£198,576
£878,031
£2,263,063
£252,860
£439,781
£1,534,659
£479,885
£119,629
£627,553
£120,170
£4,794,826
£3,682,881
£28,323,429

£109,686
£489,033
£426,477
-£63,194
£43,929
-£56,929
£45,256
-£122,335
£122,294
£29,692
£3,414
£42,998
-£84,163
-£218,620
£65,302
£832,840

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

Q3
Core /
Unbundled

Core

Unbundled

Figures are an extract from the Trust’s total activity position.
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YTD
Core /
Unbundled

Core

Unbundled

Point of Delivery High Level

Total Plan

Total Activity

Variance

% Variance

Total Plan £

Total Actual £

Variance £

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

10051
4879
4764
187
14649
82654
24343
1864
45109
14867
3738
10418
7708
60899
93625
379,755

9864
4304
5495
121
15119
80546
26421
1898
50385
15845
3980
11684
7014
60476
90789
383,941

-187
-575
731
-66
470
-2108
2078
35
5276
978
242
1265
-694
-423
-2836
4,186

-1.86%
-11.78%
15.35%
-35.18%
3.21%
-2.55%
8.53%
1.86%
11.70%
6.58%
6.48%
12.14%
-9.01%
-0.69%
-3.03%
1.10%

£6,312,673
£25,278,440
£11,810,171
£950,336
£3,049,658
£8,487,636
£755,071
£2,052,170
£5,055,136
£1,665,332
£421,696
£2,140,845
£745,981
£17,830,022
£13,381,995
£99,937,162

£6,708,002
£26,519,407
£13,064,254
£732,910
£3,186,828
£8,260,498
£916,328
£1,690,357
£5,644,652
£1,774,923
£448,293
£2,381,417
£500,609
£17,527,448
£13,208,490
£102,564,417

£395,328
£1,240,967
£1,254,084
-£217,426
£137,169
-£227,137
£161,257
-£361,813
£589,516
£109,591
£26,598
£240,572
-£245,372
-£302,574
-£173,504
£2,627,255

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

st

1.3.2

1 Cut Data

1.3.3

External Referrals
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1.3.4

Activity Against Plan
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Infection Control
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Plan

Plan

1.4.1

MRSA Bacteraemia

1.4.2

C-Difficile
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1.4.6
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1.4.7

Pseudomonas Aeuriginosa
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Threshold (National)

1.5
1.5.1

•
•

•

•
•

•

Financial Summary In Month
Income & Expenditure

1.6

Balance Sheet & Liquidity

•

Cash balances stand at £37,816k (119.1% of
plan).
Debtor days have increased to 28 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 80.4% of the
internal plan.

•

•

1.5.2

CIP delivery stands at 101.2% in year and
85.7% recurrently.
EBITDA position has a surplus of £31,970k
(£8466k above plan).
This position is
reflective of the initial indicative position as a
result of the transactions associated with the
Paterson fire.
I&E surplus is £9863k (£1,047k below plan),
as a result of a net impact of the EBITDA
position and the impairment charge of £7,900k
within non operating expenditure.
Agency spend in month is above the NHSI
ceiling for the third time this financial year, but
is cumulatively below the NHSI ceiling.
NHSI Control Total is achieving (£9,045k
above plan) and our position assumes
meeting all criteria for Sustainability and
Transformation Fund (STF) core funding.
Under the Single Oversight Framework, the
Trust’s finance score is 1.

Trust Performance against NHSI Control
Total
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Liquidity Days - Actual
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Plan

1.6.1

Exchequer Cash Balances

1.6.2

£40,000

100.0%

£35,000

90.0%
80.0%

£30,000

70.0%
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Cash Balances

1.6.3

Cash Flow Plan

Medical staff

Aged Debt
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>180 Days
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Nurse staff

Clinical staff

Non clinical staff

Total agency/other

1.7

CIP

The annual target for CIP in 2018-19 is £9.5m in year and £7.5m recurrently. As at month 11, £9,617,898
has been achieved and removed from budget in year and £6,371,383 has been achieved recurrently.

• Within month 11, 21 PIDs were submitted and 21 PIDs were completed in month to release £1.1M in-year
savings and £73K recurrently.
• There are 11 active schemes which are anticipated to deliver a further £465K of in year savings and
£424K recurrently.
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1.8

Agency

In February there were a total of 92 shifts reported as over the individual agency worker pay cap.
1.9

Exception Reports
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2. Safe
2.1

2.1.1

2.2

Safe Staffing

Breakdown by ward

Bed Occupancy
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2.3

2.3.1

Clinical Incidents

Pressure Ulcers – (Cumulative Totals)

2.3.2

30

35

25

30

Inpatient Falls – (Cumulative Totals)

25

20

20
15

15
10

10

5

5

0

0

2016/17 Total

2017/18 Total

17/18 Reduction Trajectory

2016/17 Total

2017/18 Total

17/18 Reduction Trajectory

2.4
Clinical Governance
2.4.1 Inquests

2.4.2

Claims & payments

The High Court approved the settlement of £7 million for a claim arising out of radiotherapy treatment for a
brain tumour given over 20 years ago. While the patient received the correct dose of radiotherapy, it was
given in 10 rather than the intended 20 treatments.
2.4.3

Serious Incident Panels

None
2.4.4

Serious Incidents Reported

None
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Top Operational Risks

Risk

1


Failure to meet 62 day
target, resulting in delays to
patient care, reduced patient
care and reputational risk of
non-compliance with
national cancer target at
Trust and Manchester
Cancer level.

2


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

3


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

Target date
for reduction
of risk score

2.4.6

Current risk
score

Executive Reviews

Risk Number

2.4.5

Control measures

•
•
20

16

31st Mar
2018

31st Mar
2018

•
•
•
•
•
•
•
•
•
•

st

15

31 Mar
2018

•
•
•
•
•

4


Impact on patient care due
to gaps in ANP service as a
result of recruitment and
retention issues.

th

15

30 Mar
2018

•
•
•
•
•
•

Daily PTL meetings
Additional capacity for theatres and outpatients, including weekend
lists and third sessions
Review of all breach pathways
Review of referral pathways
Recruitment of additional consultant staff across specialties
Weekly escalation meeting with exec team
Off duty planned in advance, bank shifts available via health roster.
Monthly monitoring in place in relation to roster compliance.
Weekly and daily review with matrons.
Working with HR on workforce planning, retention and recruitment
schemes. A Recruitment & Retention action plan is being developed
Trial of Assistant Practitioner role on 1 inpatient area.
Over established HCA roles commenced in January to provide
support.
Utilisation of beds flexibly to manage peaks in demand.
Bed modelling to understand current and future bed capacity
requirements to inform new build.
Communication with local hospitals to ensure the treatment plan of
patients under their care is appropriate.
Monitor the impact of the patient flow policy
Close working with junior doctor team to maintain service to teams
A, B, C, EAS, brachytherapy, brachytherapy clinic and out of hours
cover.
Recruitment in progress, high demand for the role nationally.
Trainee ANPs in post to qualify summer 2018.
Almost certain use of temporary staff.
Possible delay to training updates.
Review of services provided by team.
The Trust has established a workforce planning and transformation
project sponsored by the Medical Director to explore potential for
new care models and roles, and identify their potential within clinical
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Target date
for reduction
of risk score

Current risk
score

Risk Number

Risk

Control measures

services/ pathways. Work is underway to carry out a base line
assessment to collect up to date workforce intelligence to then use
to develop new models of care utilising our workforce in new and
different ways. The project is a longer term solution taking place
over the next two years.
•

5


2017/18 Recurrent Trust
Wide Cost Improvement
Programme not achieved

15

31st Mar
2018

•
•
•
•
•

2.4.7

Weekly escalation meetings in place. Cash releasing schemes
accelerated across divisions
Opportunities progressed for diversification of income across trust.
Key cash releasing transformation programs prioritised. Increased
drive on reducing costs and risk assessed recurrent cost reduction.
A Mutually Agreed Resignation Scheme (MARS) in process and due
for completion March 2018
A trust wide Vacancy Control Panel is in place
In year underspends have been declared to the cost improvement
programme

Exception Reports
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3. Effective
3.1
Clinical Effectiveness
3.1.1 Treatment Survival
100.00%
99.00%
98.00%
97.00%
96.00%
95.00%
94.00%
93.00%
92.00%
91.00%
90.00%

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

Radical XRT 90 day survival rate

Palliative XRT 30 day survival rate

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

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

Final chemotherapy 30 day survival rate

3.1.2

30 day post surgery survival rate

Wrong Route Chemotherapy

3.1.3

100
90
80
70
60
50
40
30
20
10
0

14.00%
12.00%
10.00%
8.00%
6.00%
4.00%
2.00%
0.00%

Intrathecal administrations

3.1.4

Critical Care Unit Mortality Rates

Unit mortality

Wrong route chemotherapy

Total mortality

Inpatient Deaths

Christie Onsite Deaths: March 2018
The Christie process for learning from deaths follows the NHSI guidance, 2017. All in-patient deaths are
screened and where flagged by one or more triggers an independent structured case note review (SCR) is
undertaken. Reviews are discussed by the Mortality Surveillance Group and the findings and actions from
these are reported to the Executive Review meetings. Quarterly reports are made to Patient Safety and the
Trust Quality Assurance Committees.
The monthly performance report includes details of deaths in the previous month. Quarterly reports after
completion of the mortality review process will be included when due.
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1.

Deaths which occurred in February 2018
Feb 18
Number of NHS Christie
onsite deaths

Number of deaths to date
that have triggered
Structured Case-note Review
(SCR)
Note: screening is ongoing so
further triggers may be
identified

2.

•

Elective/planned admission

1

Non Elective/emergency admission

12

TOTAL

13

Mortuary screened triggers (including
reported to coroner) – 5
Bereaved families raised concern – 0
Medical triggers – 5
Nursing triggers - 0

•
•
•

10

(note there may be more than one trigger)

Learning from deaths: national mortality review quarterly report (Q3)

The table shows the validated outcomes for SCRs in relation to the final avoidability ratings ( additional
reviews may still be in process). Q3 data is highlighted.

RCP 2 = strongly avoidable;
RCP 3 = > 50% avoidable;
RCP 5 = strongly unavoidable; RCP 6 = unavoidable

Month
(2017-18)

Key:
RCP 1 = definitely avoidable;
RCP 4 = <50% avoidable
LD = learning disability

Total
Death
s (not
LD)

SCR
final
(not LD)

Deaths
Avoidab
le > 50%
(not LD)

RCP
1

RCP
2

RCP
3

RCP
4

RCP
5

Apr

23
22
26
22
28
22
27
16
22

8
9
14
9
10
9
13
9
4

0
0
0
1
0
0
1
0
0

0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
1
0
0

0
0
0
1
0
0
0
0
0

0
0
1
0
2
0
2
0
0

1
0
1
2
1
0
2
0
0

May
Jun
Jul
Aug
Sep
Oct
Nov
Dec

RCP
6

LD
Death
s

LD
Deaths
Review
ed

LD Deaths
Avoidable
> 50%

7
9
12
6
7
9
8
9
4

1
0
0
0
0
0
0
0
0

1
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0

One death in Q3 was deemed to have high likelihood of avoidability (RCP grade 2) where there had been
identified lapses in care. In this case these contributed to worsening renal function. This was referred to a
trust Serious Incident Panel and reported to Management Board February 2018.
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4. Caring
4.1

4.1.1

Patient Satisfaction Surveys & Outpatient Satisfaction Surveys

Patient Satisfaction – recommended.

4.1.2

100.00%

4.50%

99.00%

4.00%

98.00%

3.50%

97.00%

3.00%

96.00%

2.50%

95.00%

2.00%

94.00%

1.50%

93.00%

1.00%

92.00%

0.50%

91.00%

0.00%

Recommended %

4.2

Patient Satisfaction – not recommended

Not Recommended %

Threshold

Complaints
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Threshold

4.2.1

Complaints Comparison

4.2.2
180

12

160

10

140

8

120
100

6

80

4

60
40

2

20

0

0

2017/18 Total

4.3
4.3.1

2016/17 Total

2017/18 Total

2016/17 Total

Friends & Family Test
Inpatients

4.3.2

99.00%

97.00%

98.00%

96.50%

97.00%

96.00%

Outpatients

95.50%

96.00%

95.00%

95.00%

94.50%

94.00%

94.00%

93.00%

93.50%

92.00%

93.00%

91.00%

92.50%

Threshold

4.3.3

PALS Contacts

% Recommended

Threshold

Inpatients by Ward
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% Recommended

4.4

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

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

% recommend as a place to work

4.5

% response

% recommend as a place for treatment

Executive Walk rounds

th

6 February 2018 – Communications & Marketing Team – Director of Finance & Business Development
Things to be proud of:
•
Very supportive of each other and work well as a team
•
Many opportunities to develop professionally at the Trust
•
Involvement in a wide range of activities, charity, volunteers etc.
•
Opportunity to interact with patients and make a difference – very grounding
•
Development of the Digital Strategy and related improvements
•
The opportunities that come from working in an organisation with a strong brand/reputation
Challenges:
•
Involvement earlier in projects to enable the team to more effectively support the organisation
•
Lack of awareness around the organisation of the varied roles within the department and what services are
provided
•
People knowingly not involving the team in developments
•
Working environment – damp in the meeting room often attended by external staff
•
Visibility within the organisation when based off site
Things to take forward:
•
Damp issue in the meeting room and large puddle outside the entrance to the department – highways
agency
•
Interface between the Comms/Marketing team and staff engagement team
•
Organisational awareness of the function of the comms/marketing team – consider a business partner model
nd

22 February 2018 – Car Park – Chief Operating Officer
Things to be proud of
•
Small team providing as positive a patient experience as possible for car parking under challenging
circumstances and in all weathers
•
Extremely patient and resilient team who deal with distressed and sometimes angry visitors, staff, and other
road users on a daily basis
•
Team are considering options to provide parking alternatives such as park and ride
Challenges
•
Car park D is generally full between 9:30 and 16:00 every week day, resulting in queues on Wilmslow Road
which is also restricted due to the cycle lanes
•
Visitors queuing to enter the car park are blocking the bus stop to avoid restricting traffic flow
•
The numbers of parking spaces approved by the council are fewer than the visible capacity resulting in
visitors parking outside bays if the attendants are not present to explain/supervise
•
Number and proximity of disabled car parking spaces
•
Staff rotas to provide the required car park cover taking account of sick/annual leave
Things to take forward/consider
•
Conflict management training for car park attendants
•
More outside wheelchairs as it is challenging to keep them available at all points
•
Obtain warmer coats
•
Investigate possibility of moving the bus stop on Wilmslow Road
•
Investigate possibility of providing golf cart type shuttle rides from the car park
nd

22 February 2018 – Security – Chief Operating Officer
Things to be proud of
•
Very committed, resourceful and extremely patient focussed team
•
Staff require additional knowledge to cover additional roles out of hours
Challenges
•
One phone located in office, visitors can’t see staff are occupied (second on order)
•
Office reorganisation to improve efficiency and visibility (underway)
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•
At night not always sufficient staff to carry out roles, especially 2 man jobs
•
Staffing levels with increasing locations and cameras
Things to take forward/consider
•
Investigate if power-assisted bed mover available?
•
Request reminder from the Director of Nursing to ward staff that it isn’t appropriate for security staff to go to
patient beds at night
th

26 February 2018 – MDT Coordinators - Performance – Director of Workforce
Things to be proud of
•
Small tight-knit team that work well together and enjoy their jobs
•
Efficiently co-ordinate and manage attendance and resources for 15 MDT meetings, the largest of which
crosses 7 trusts, discusses 60 patients and takes 3½ hours!
•
Provide cover for MDT’s co-ordinated by others in the team and treating the additional knowledge required as
a learning opportunity
•
Good relationships and positive feedback from consultants about the co-ordination of the MDTs
Challenges
•
Managing regularly occurring technology issues without specific IT training (and meetings sometimes start
before IT support desk is staffed)
•
Having to hunt for basic stationery to do the job – paper-clips, staples, pens and paper
•
Co-ordinating resources such as imaging from other trusts who are sometimes last minute and using faxes
•
Trolleys provided following last MDT are not suitable for going outside and don’t have a lid to protect health
records if it is raining
Things to take forward/consider
•
Consider updating of video conferencing equipment which is old and unreliable
•
Pursue lids for trolleys
th

26 February 2018 – Patient Pathway Trackers - Performance – Director of Workforce
Things to be proud of
•
Very hard-working team that carry out stressful jobs under pressure
•
Team value making a difference by ensuring patients are treated equitably
•
Team leader provides excellent holistic support to the team
Challenges
•
Using portable VDIs rather than boxes which waste a lot of time as they often can’t connect, break down or
throw you out of the system (unclear why working boxes were changed and now told they have to buy if they
want new ones)
•
Impact of forthcoming change from 31 to 24 day target
•
Poor heating control in the office – either too hot or too cold
Things to take forward/consider
•
Remove large bookcases which are not used and create a barrier which divides the office in two
•
Promote staff awareness of the targets and the role of the team so that they don’t have to explain the
importance and aren’t perceived as being a nuisance when they chase (across trusts if possible)
•
Review timeliness and consistency of processes for other managers who cover when Team leader is off
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5. Well Led
5.1

Trust Headcount & FTE

2900
2800
2700
2600
2500
2400
2300

Total Headcount

5.2

Total FTE

Establishment

Trust Sickness

5.00%
4.50%
4.00%
3.50%
3.00%
2.50%
2.00%
1.50%
1.00%
0.50%
0.00%

Threshold

Trust total
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5.3

PDRs

5.4

Essential Training

5.5

Staff Turnover
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5.6

Exception Reports
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Owners
Fiona Noden, Chief Operating Officer
Wendy Makin, Medical Director
Joanne Fitzpatrick, Director of Finance & Business Development
Jackie Bird, Chief Nurse and Executive Director of Quality
Eve Lightfoot, Director of Workforce
Marie Hosey, Assistant Chief Operating Officer – Performance & Operational Standards
Report Produced by Andrew Gibson – Deputy Head of Performance
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Agenda item 08/18a
Meeting of the Board of Directors
Thursday 29th March 2018

Report of

Chief executive

Paper Prepared By

Company secretary

Subject/Title

Board Governance:
• Letters of representation - appendix 1
• Register of interests - appendix 2
• Fit & Proper Persons declaration – appendix 3
• Declaration of independence (non-executive
directors only) – appendix 4

Background Papers

None

Purpose of Paper

To request completion of the letters of representation,
register of interests and fit & proper persons declaration
from each Board member and the declaration of
independence by the non-executive directors.

Action/Decision Required

To note

Link to:



NHS Strategies and Policy

Monitor Code of Governance

Link to:



Trust’s Strategic Direction



Corporate Objectives

Objective 7

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

None

You are reminded not to use
acronyms or abbreviations wherever
possible. However, if they appear in
the attached paper, please list them in
the adjacent box.
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Agenda item 08/18a
Meeting of the Board of Directors
Thursday 29th March 2018
Directors’ representations

1.

Representation by all members of the board
Under the terms of authorisation as a Foundation Trust it is necessary for the board to
confirm their awareness of all significant matters within the organisation and disclose any
matters of consequence to the organisation. This is done for the previous 12 months.
A draft of the letter is attached as appendix 1. All board members are asked to sign this
letter to confirm the statements contained within it.

2.

Register of Commercial Interests and Affiliations
The register is required to comply with standing orders 8-10 (included in our constitution
as Annex 8) which cover declaration and register of interests, pecuniary interests and
standards of business conduct and is also part of The Christie response to the published
national guidelines on “Standards of business conduct for NHS staff”.
All board members are required to review their entry on the register and complete the
standard declaration (appendix 2). A summary of this information is published on The
Christie website.

3.

Fit and proper persons declaration
The fit and proper person’s requirement (FPPR) is a statutory requirement for all care
providers registered with the Care Quality Commission (CQC) to ensure the suitability of
all their directors and those acting in an equivalent capacity. The requirement was brought
into force for NHS bodies on 27th November 2014 by the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014, Regulation 5. The Regulations introduce the
following criteria for assessing fitness. A Director must:
•
•
•
•

•

be of good character
have the necessary qualifications, competence, skills and experience
be capable, by reason of their health, of undertaking the relevant position (after any
reasonable adjustments under the Equity Act 2010)
not have been responsible for, been privy to, contributed to or facilitated any serious
misconduct or mismanagement (whether unlawful or not) in the course of carrying on
a regulated activity or providing a service elsewhere which, if provided in England
would not be regulated activity
not be unfit, as per the ‘unfit’ criteria

Responsibility for ensuring the fitness of directors rests with the individual provider
organisation. The Trust needs to ensure the fitness of all its new directors on recruitment,
but the requirement will also be on-going in that we will need to constantly assure
ourselves of the continuing fitness of our directors. The Trust will also need to ensure
appropriate action is taken to react to information it might receive about a director which
might call into question his/her fitness. A one-off retrospective check was carried out in
respect of current directors given the introduction of the new requirement. The Chair is
required to sign off director appointments as meeting the requirement.
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All board members are required to complete the fit and proper persons declaration
(appendix 3).
4.

Declaration of independence by all non-executive directors
The board of directors is required to identify in the annual report each non-executive
director it considers to be independent. The board should determine whether each
director is independent in character and judgement and whether there are relationships or
circumstances which are likely to affect, or could appear to affect, the director’s
judgement. Each non-executive director will be asked to provide a declaration confirming
their independence. A draft declaration of independence form is attached as appendix 4.
The board of directors should confirm that it has received an appropriate declaration of
independence from each non-executive director and considers each non-executive
director to be independent.

5.

Recommendation
Each member of the board is asked to sign the relevant letter of representation (available
for signing at the board meeting), the declaration of their commercial interests and
affiliations and the fit and proper persons declaration. Non-executive directors will, in
addition, be asked to sign the declaration of independence.
The board is asked to confirm that it considers each non-executive director to be
independent.
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Appendix 1
[29th March 2018]

[

Wilmslow Road
Withington
Manchester
M20 4BX
Direct Tel: 0161 446 3043
Hospital Tel: 0845 226 3000
Email: louise.westcott@christie.nhs.uk
Internet: www.christie.nhs.uk

]

Dear Chris/Roger,
Disclosure of significant matters of a strategic, operational or governance nature
I confirm that to the best of my knowledge and belief I have informed the board about all
significant matters of a strategic, operational or governance nature that I have become aware of
as part of my employment on behalf of the Trust. There are no matters of consequence that I
have not already disclosed to the board or one of its committees.
Through meetings of the board and its committees held throughout the year I can confirm that to
my knowledge and belief the Trust operates sound governance in relation to risk and
performance management and board roles, structures and capacity.
I have also reviewed my declaration of interests in the Trust’s register and can confirm that it is
accurate as at today’s date and no conflict of interest exists.
[As chair of the [audit/quality assurance] committee I have been responsible for ensuring that
assurance is provided to the board on all matters of [corporate and financial/clinical and research]
governance and risk. I can confirm that, to the best of my knowledge and belief, the board has
been advised about all significant matters.]
Yours sincerely
[Neil Large
Non-executive director
Chair of the Audit Committee]
[Kieran Walshe
Non-executive director
Chair of the Quality Assurance Committee]
[Kathryn Riddle / Jane Maher / Robert Ainsworth / Tarun Kapur
Non-executive director]
[others Title]
[Chris Outram
Chair – letter to Roger]
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Appendix 2

Board of Directors’ Register of Interests
2018
Name of company,
partnership, local
authority of other body or
organisation

Nature of the interest
(shareholder, director,
partner, advisor, employee
etc)

Type of interest (direct or
indirect and whether it is
pecuniary or non-pecuniary)

I confirm that I have understood the Trust Code of Conduct for Directors and Employees and in
making this declaration to The Christie; I confirm compliance with the requirements of the register
of interests.
I accept that in submitting this declaration, it does not remove my personal responsibility of
ensuring I am not in a position or situation which may result in a potential breach of this policy.

Signed:………………………………………………

Name: ………………………………………………

Title:………………………………………………….
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Date:…………………………….

Please note that checks may be made relating to any interests declared to ensure they comply with the fit
and proper persons requirements.

Appendix 3
Fit and Proper Person Declaration
In line with the requirement for Directors of an NHS Foundation Trust to be a fit and proper
person, I hereby declare
Declaration

Confirmed

I am of good character by virtue of the following:
•

I have not been convicted in the United Kingdom of any offence or been
convicted elsewhere of any offence which, if committed in any part of
the United Kingdom, would constitute an offence

•

I have not been erased, removed or struck-off a register of
professionals maintained by a regulator of health or social care.

•

I have not been sentenced to imprisonment for three months or more
within the last five years

•

I am not an undischarged bankrupt

•

I am not the subject of a bankruptcy order or an interim bankruptcy
order

•

I do not have an undischarged arrangement with creditors

•

I am not included on any barring list preventing them from working with
children or vulnerable adults

I have the qualifications, skills and experience necessary for the position I hold
on the Board
I am capable of undertaking the relevant position, after any reasonable
adjustments under the Equality Act 2010
I have not been responsible for any misconduct or mismanagement in the
course of any employment with a CQC registered provider
I am not prohibited from holding the relevant position under any other law. e.g.
under the Companies Act or the Charities Act.
Signed
Name
Position
Date
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Appendix 4

Declaration of independence
2018
Name:
Title of Post: Non executive director

Please state if you:
■ have been an employee of the NHS foundation trust within the last five years;

■ have, or have had within the last three years, a material business relationship with the NHS
foundation trust either directly, or as a partner, shareholder, director or senior employee of a body
that has such a relationship with the NHS foundation trust;
■ have received or receives additional remuneration from the NHS foundation trust apart from a
director’s fee, participates in the NHS foundation trust’s performance-related pay scheme, or is a
member of the NHS foundation trust’s pension scheme;
■ have close family ties with any of the NHS foundation trust’s advisers, directors or senior
employees;
■ hold cross-directorships or has significant links with other directors through involvement in other
companies or bodies;
■ have served on the board for more than nine years from the date of their first election;
■ are an appointed representative of the NHS foundation trust’s university medical or dental
school.

Signed: ……………………………………………

Date: ………………………………………
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Agenda item 08/18b
Meeting of the Board of Directors
Thursday 29th March 2018

Report of

Company secretary

Paper Prepared By

Louise Westcott, Company secretary

Subject/Title

Annual board reporting cycle 2018/19

Background Papers

Annual board reporting cycle 2017/18

Purpose of Paper

To summarise the board of directors month by
month strategic and regulatory requirements /
priorities for 2018/19

Action/Decision Required

To approve the annual board reporting cycle
2018/19

Link to:



Monitor Code of Governance

NHS Strategies and Policy

Link to:



Trust’s Strategic Direction



Corporate Objectives

All corporate objectives

Impact on resources and risk and
assurance profile
You are reminded that resources are
broader than finance and also include
people, property and information.
You are reminded not to use acronyms
or abbreviations wherever possible.
CoG – council of governors
However, if they appear in the attached
paper, please list them in the adjacent Q - quarter
box.
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Agenda item 08/18b

Meeting of the Board of Directors
Thursday 29th March 2018
Annual board reporting cycle 2018/19

1.

Introduction
The annual board reporting cycle 2018/19 is based on the Intelligent Board format
which has been used as the basis for the board reporting cycle since The Christie
NHS Foundation Trust was authorised in April 2007.
The reporting cycle presents a framework for our board governance requirements
and is updated annually to reflect any changes made to reporting deadlines.

2.

Approval
The board is asked to approve the annual board reporting cycle 2018/19.
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The Christie NHS Foundation Trust - Annual board reporting cycle 2017/18
Apr 2018 – Sep 2018
Item
*Integrated performance report – quality accounts (patient
experience, clinical effectiveness and patient safety),
strategy, finance, efficiency, workforce, access and targets,
research and development and additional reports
Strategic planning:
5 year strategy

April 2018

May 2018

June 2018

July 2018

Aug 2018

Sept 2018







By e-mail











Corporate plan and objectives
Board Assurance Framework



Annual Plan
Finance & investment (included in DoF report)

By e-mail

Quarterly

Financial plans – revenue and capital
External developments & relationships
Regulatory requirements:
Annual compliance - CQC regulations & key lines of enquiry

Declaration

Annual reports from audit & governance committees

Draft

Approve

Annual Governance Statement

Draft

Approve

Annual report, financial statements and quality accounts

Draft

Approve

Statement on code of governance

Draft

Approve

Letter of representation & independence
Exec development
session
Set July agenda

Board development / time out days

Other Items

Registers of approvals
Register of sealings
Approve SOs and SFIs
(after approval by audit)
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Service reviews
/ Update on 5
year strategy

Annual board reporting cycle
Oct 2018 – Mar 2019
Item

October 2018

Nov 2018

Dec 2018

Jan 2019

Feb 2019

March 2019

*Integrated performance report – quality accounts (patient
experience, clinical effectiveness and patient safety),
strategy, finance, efficiency, workforce, access and targets,
research and development and additional reports
Strategic and annual items:





By e-mail



By e-mail


Reported in corporate
objectives

5 year strategy
Corporate plan and objectives

Interim review

Board Assurance Framework



Annual Plan
Finance & investment

Approve next year’s


Draft



Approve next year’s

Approve/ submit
Quarterly

Quarterly

Review this year plans
Draft plans- revenue &
capital (Board time out)

Financial plans – revenue and capital

First draft for next
year

External developments & relationships
Regulatory requirements:
Annual compliance- CQC regulations & key lines of enquiry
Annual reports from audit & governance committees
Annual Governance Statement
Annual report, financial statements and quality accounts
Statement on code of governance
Letter of representation & independence
Board development / time out days

Directors to sign
Set joint board
/ CoG agenda

Approve annual
plan

Other Items
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Review revenue &
capital plans

Review board
effectiveness
Governance
(Register of interests
/ F&PP)
Review annual
reporting cycle

Agenda Item 08/18c
Meeting of the Board of Directors
Thursday 29th March 2018

Report of

Chief Executive Officer

Paper Prepared By

Louise Westcott, Company Secretary

Subject/Title

Corporate Objectives & Board Assurance Framework 2018/19

Background Papers

Corporate objectives, board assurance framework 2017/18,
operational plan and revenue and capital plan 2017/18.

Purpose of Paper

To receive the annual objectives 2018/19 and to consider the
refreshed Board Assurance Framework (BAF) 2018/19

Action/Decision Required

To approve the corporate objectives and board assurance
framework 2018/19

Link to:



•

NHS Cancer Reform Strategy

•

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

•

Trust’s strategic direction

•

Divisional implementation plans

•

2020 vision strategy

•

Key stakeholder relationships

NHS Strategies and Policy

Link to:



Trust’s Strategic Direction



Corporate Objectives

Resource Impact
Risk Rating
BAF
You are reminded not to use CN&EDoQ
acronyms or abbreviations wherever EDoF&BD
possible. However, if they appear in
the attached paper, please list them EMD
in the adjacent box.
COO
DoW
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Board assurance framework
Chief nurse & executive director of quality
Executive director of finance & business
development
Executive medical director
Chief operating officer
Director of workforce
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Agenda item 08/18c
Meeting of the Board of Directors
Thursday 29th March 2018

Corporate objectives and Board Assurance Framework 2018/19

1.

Introduction
This paper outlines the corporate objectives (and annual objectives) for 2018/19
(appendix 1) and the Board Assurance Framework 2018/19 (appendix 2).

2.

Background
The 2025 Vision describes where the Trust wants to be, whilst the Five Year
Strategic Plan defines how the Trust intends to get there. The eight Corporate
Objectives, whilst reviewed annually, have remained relatively consistent over the
last five years and represent a half-way house between strategic and annual
planning.

3.

Corporate objectives 2018/19
The Corporate Objectives are a fundamental element in the development of the
Operational Plan (to be submitted to NHSI on 30th April 2018) and enabling the
executives and divisions to align their proposed programme of activity to the Trust’s
ambitions.
The eight Corporate Objectives are provided at Appendix 1 and the proposed
cascade to the annual executive objectives which will then be fed into Divisional
Objectives. Monitoring of the objectives has been through the integrated performance
report and reports to board. Assurance is managed through the board assurance
framework.

4.

Board Assurance Framework
The board assurance framework (BAF) 2018/19 is presented to board and assurance
committees at each meeting. The executive team undertake further review of the
framework through the executive team meeting monthly.
The BAF 2018/19 represents risks to the refreshed corporate objectives and has not
changed significantly from 2017/18. It will continue to be reviewed at each meeting
and appropriate changes made.

5.

Recommendation
The board of directors is asked to approve the corporate objectives (and annual
objectives) and to note the opening position for 2018/19 for the board assurance
framework (BAF) which reflects the risks to achievement of the corporate objectives.
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Executive Objectives 18/19
1. To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients
living with and beyond cancer
Annual objective

Measure

Timescale

Director

31.3.19

CN&EDoQ

31.3.19

CN&EDoQ

31.3.19

CN&EDoQ

31.3.19

CN&EDoQ

1.1

Develop standards for patient and public
experience

To commence Quality Mark re-accreditation of chemotherapy
services across Greater Manchester & Cheshire

1.2

To support the divisions in the delivery of the
Quality Strategy

To realise the year 1 goals of the 2017/20 Quality Plan

1.3

To continue to develop plans to deliver
Improving Outcomes Guidance requirements
for cancer care

Maintain Peer Review standards and undertake self-assessment of
IOG and Quality Standards for cancer.

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

The Trust to maintain the care quality standards that have delivered
the Trust’s Outstanding CQC rating.

Ensure all wards provide high quality care and
treatment

To continue ward CODE re-accreditation scheme assessments.

31.3.19

CN&EDoQ

To commence the development of a Team CODE accreditation

31.3.19

CN&EDoQ

Implement Enhanced Supportive Care Strategy in line with plan

31.3.18

EMD

Implementation of patient care plans and recovery package towards
completion of treatment, and modeling new after care pathways

31.3.19

EMD /
CN&EDoQ

To develop a trustwide plan to capture data &
respond to late consequences of treatment

Compliance with external reporting and regular reports to the board
of directors

31.3.19

EMD

To deliver improvements to the patient
environment

To complete the capital development and operational plan for the
new outpatient department

30.9.18

EDoF&BD/
COO

To complete the business case for Phase 2 Out Patients

31.12.18

COO

1.4

1.5

1.6

1.7

1.8

Ensure patients receive excellent supportive
care

73

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

Measure

Timescale

Director

To improve patient circulation areas (New OP and diagnostic village)

31.7.18

COO

To improve access to emergency services (ESC / OAU)

31.10.18

COO

Increase the access to the latest imaging services

31.3.19

COO

To deliver improvement to the core estate infrastructure based on
service needs

31.3.19

EDoF&BD

2. To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey
Annual objective
2.1

2.2

Work in collaboration with regional,
national and international research
partners to provide world class cancer
research

Deliver Christie Research strategy

Measure

Timescale

Director

Improved Capability: Deliver Phase 3 of the Academic Investment
Plan (AIP)

31.3.19

EMD

Effective partnerships: work with the Manchester Cancer Research
Centre, the CRUK Manchester Institute and Manchester University to
deliver against our Biomedical Research Centre, Experimental
Cancer Medicine Centre (ECMC) and CRUK Major Centre to deliver
our strategic objectives and priorities

31.08.19

EMD

Effective Leadership: Manchester Academic Health Science Centre
(MAHSC) Cancer Domain – continue development of themes for
2022 BRC re-accreditation and in particular deliver a GM cancer
conference for late 2018

31.12.18

EMD

GM Cancer Board – deliver research priorities set out in the GM
Cancer Plan e.g. 100k Genome Project and NCRN recruitment
targets

31.03.19

EMD

Deliver Big Data Platform Project

31.03.19

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

Measure

Timescale

Director

Increase % of Investigator led research by 10% with particular
focus on biomarker driven Phase 2 studies

31.03.19

EMD

Deliver the Innovate UK sponsored iMATCH project for advanced
therapy treatment

31.09.19

EMD

Expand the Christie late effects research portfolio across tumour
groups and modalities

31.03.19

EMD

Develop a cancer discovery commercialization programme

31.03.09

EMD

Develop proton beam research portfolio

31.08.19

EMD

Expand the Clinical Research Facility (CRF) and increase
experimental medicine activity

31.03.19

EMD

2.3

Performance - increase research activity and
income

Increase activity and levels of commercial income by 10 % and 15%
respectively

31.03.19

EMD

2.4

Reduce disparity in research participation

Develop and deliver the CRF ‘outreach’ service to reduce social
inequality and increase science quality

31.03.19

EMD

2.5

Deliver agreed infrastructure plans to facilitate
World leading research

Develop facility plans in collaboration with UoM and other
stakeholders to provide research facilities on the Paterson Building
site.

31.03.19

EDoF&BD

Develop financial model to fund the development of the Paterson
Building

31.03.19

EDoF&BD
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3. To be an international leader in professional and public education for cancer care
Annual objective
3.1

3.2

3.3
3.4

To increase the provision and range of
professional education and training

Lead Cancer Education for the Greater
Manchester on behalf on the GM cancer
Board and the Health and Social Care
Partnership

Deliver of education apprenticeship strategy
Creation of an internal development
programme for educators and leaders in
cancer care

Measure

Timescale

Director

To maintain HEE rating of excellent for learning environment for
students and trainees

31.3.19

EMD

Increase the level of commercial activity of the School of Oncology
by 5%

31.3.19

EMD

To deliver the new MSc in specialist practice (Cancer pathway) with
Manchester University, and develop 6 new modules

31.3.19

EMD

To increase the number of people accessing technology enhance
learning through the School online platform by 10%

31.3.19

EMD

To deliver a coordinated international fellowship programme

31.3.19

EMD

To expand the footprint of Gateway-C across the north

31.3.19

EMD

To develop the Cancer Education Board of GM Cancer to ensure
engagement across the whole cancer system

31.3.19

EMD

To implement a comprehensive cancer education strategy for
Greater Manchester

30.9.18

EMD

Deliver the apprenticeship strategy to meet the target of 60
apprenticeship starts annually

31.3.19

Create and launch an education and training development
programme for Christie experts
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31.3.19

EMD /
DoW
EMD

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

Measure

Timescale

Director

‘Develop and measure agreed clinical
standards for all disease groups’

Publication of Clinical Outcomes Unit papers

31.3.19

EMD

Development of the Clinical Outcomes Centre capabilities

31.3.19

EDoF&BD

4.2

Attract high quality overseas staff to The
Christie

Enable staff to travel overseas and promote reciprocal visits from
comparable centres of excellence

31.3.19

EMD

4.3

To further integrate cancer research between
the University of Manchester and The Christie

Develop a partnership approach for the design and integration of
services in the Paterson Rebuild Project

31.3.19

EMD

4.4

Achieve European Academy of Cancer
Sciences (EACS) status

Improve Christie Research status internationally through EACS
membership

31.3.19

EMD

Timescale

Director

4.1

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

Measure

5.1

Implement the GM Urology Strategy

Establishment of GM Prostate Centre

31.3.19

COO

5.2

Refresh of chemotherapy delivery strategy

Align localisation of chemotherapy with the refreshed strategy

31.3.19

COO

Development of governance arrangements for delivery of trials at the
outreach centres

31.3.19

COO

31.3.19

COO

31.3.19

EDoF&BD /
COO

Continue to progress the development of the Proton Therapy service
to time and on budget.

31.3.19

EDoF&BD /
COO

Delivery of year 3 partnership plan with Alliance Medical

31.3.19

COO

5.3

Development of Haematology strategy

Develop Haematology Strategy in line with Manchester Cancer plans

5.4

Implement Radiotherapy Strategy

Development of business case for south sector provision

5.5

Delivery of National PET Service
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5. To provide leadership within the local network of cancer care
Annual objective

Measure
Develop PET strategy to address phase 2 of the national
procurement

5.6

Explore opportunities to form partnerships with
non-surgical oncology services outside GM

Review of radiotherapy network opportunities

Timescale

Director

31.3.19

COO

31.3.19

EDoF&BD /
MD

Timescale

Director

6. To maintain excellent operational, quality and financial performance
Annual objective
6.1

6.2

6.3

6.4

To develop and deliver our financial strategy

Continue to improve relationships with
commissioners

To identify and deliver transformational change

Achieve and sustain upper quartile
performance targets

Measure
Maintain a rating of 1 within the NHSI theme of Finance and use of
Resources

31.3.19

Successful implementation of the CPP LPP

31.3.19

Delivery of Trust profit share in line with 1819 plan for TCPC and
CPP

31.3.19

Production of TCPC strategic plan for next 5 years.

31.3.19

Agreement of 1718 commissioner contract with NHSE and CCG
which secures activity growth

31.3.19

Meaningful engagement with GM commissioning hub

31.3.19

EDoF&BD

Deliver service and patient improvements, measured through staff
and patient surveys

31.3.19

COO

Deliver trust wide recurrent efficiency savings of £6.5m

31.3.19

COO

31.3.19

Exec team

Achieve performance targets:
•

Maintain rating of 1 and segmentation of 1within the Single
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EDoF&BD
EDoF&BD
EDoF&BD
EDoF&BD
EDoF&BD

6. To maintain excellent operational, quality and financial performance
Annual objective

Measure

Timescale

Director

Oversight framework
•

Delivery of control total

•

Delivery of Finance and Performance control total Achieve
national and local CQUIN targets

•

Achieve national research performance metrics for clinical
trials

•

Maintain a low level of clinical negligence claims.

•

Quality Impact Assessments undertaken for all efficiency
schemes signed off by Medical Director/Executive Director of
Nursing and Quality

•

No breaches of national agency cap rates

•

Survey results place The Christie in the top decile of
performance nationally (friends & family, staff and patients)

6.5

To deliver and implement Operational Plan in
line with NHSI guidance and GMCA

All Guidance requirements for operational planning fulfilled

31.3.19

6.6

Implementation of the International Business
Strategy

Secure overseas contracts.

31.3.19

Ensure future communication materials fully capture the work
delivered to date.

31.3.19

Approval of refreshed IT Strategy

31.3.19

EDoF&BD

Implement plans to improve digital maturity

31.3.19

EDoF&BD

6.7

Establish digital strategy and deliver the first
year.
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EDoF&BD
EDoF&BD
EDoF&BD

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

Measure

7.1

To remain in the upper quartile for all domains of the NHS National
staff survey and Staff FFT

Deliver Workforce Plan year 1 objectives

Timescale

Director

31.3.19

PDR levels to be compliant with Trust threshold

DoW

Essential Training levels to be compliant with Trust threshold
Retention rates to benchmark equally against NHS average
Sickness rates to be compliant with Trust threshold

7.2

7.3

7.4

To develop an effective strategy to support motivation, engagement
and retention of staff

31.3.19

To refresh the Health & wellbeing strategy

31.3.19

Promoting equality and diversity in the work
place

To demonstrate progress against indicators within the NHS
Workforce Race Equality Standard (WRES).

31.3.19

Deliver Leadership Plan year 1 objectives

Development pathways created for medical, non-medical and clinical
leaders

31.3.19

To gain a baseline understanding of the key workforce planning
priorities

31.3.19

To effectively plan and resource services
through the creation of innovative roles and
structures

To establish a clinical workforce task group
Reduction of 2017 workforce risks (Nursing, ANPs, Junior Drs)

80

DoW
DoW
DoW

DoW

EMD & DoW

8. To play our part in the local health care economy and community
Annual objective
8.1

8.2

Play our part as a corporate citizen

Promoting The Christie as a good local
neighbour

Measure

Timescale

Director

Proactively engage with Greater Manchester Combined Authority

31.3.19

Exec team

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

31.3.19

Implement Green Travel Plan

31.3.19

Develop phased plan to improve car parking for patients, staff and
local residents

31.3.19

Regularly engage local residents regarding the Trust’s plans

31.3.19
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DoW
EDoF&BD
EDoF&BD
EDoF&BD

DRAFT
BOARD ASSURANCE FRAMEWORK 2018-2019

Target risk score

Position at end of Q4

Position at end of Q3

Gaps in assurance

Position at end of Q2

Assurance

Position at end of Q1

Key Gaps in Controls

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

Number

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

Risk to patients and reputational risk to trust of
exceeding the HCAI thresholds (stretched target of
18)

CN&EDoQ

4

3

Patients with known or suspected HCAI are isolated. Medicines management policy contains
prescribing guidelines to minimise risk of predisposition to C-Diff & other HCAI's. Need to maintain
None identified
Gram negative bacteraemia. RCA undertaken for each known case. Induction training & bespoke
training if issues identified. Close working with NHS England at NIPR meetings.

1.2 Lack of preparedness for a CQC inspection leading
NEW to a poor performance

CN&EDoQ

2

3

Timetable of mock inspections arranged. Responded to the CQC Routine Provider Information
Request (RPIR).

None identified

6

Previous Outstanding rating

None identified

1.3

Failure to learn from patient feedback (patient
satisfaction survey / external patient surveys /
complaints / PALS)

CN&EDoQ

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
None identified
plans developed and monitored from national surveys. Complaints and PALs procedures in place.
Friends & Family Test performance target (40% response rate).

4

Management Board and Board of Directors monthly Integrated
performance and quality report. National survey results
presented to Board of Directors. Action plans monitored
through the Patient Experience Committee

None identified

4

1.4

Non achievement of the quality outcomes for the
2018-19 CQUINS indicators.

CN&EDoQ

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.

8

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

8

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. Trust aim to maintain 16/17 levels.
Tissue viability nurse post out to advert. System for assessment of ulcers / grading used. Training
across the trust (focus on theatres/critical care). Each Pressure Ulcer reviewed through Executive None identified
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.

Regular reports to Quality Assurance committee and board
(through the integrated performance report). 2016/17 saw a
41% reduction in the number of falls from the previous year. No
12
None identified
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.

9

4 Outpatient Board regular updates on progress to Management Board

2.1

Risk to Christie Research profile and funding if fail
to perform strongly against national metrics

2.2
Failure to deliver the Paterson building replacement
NEW

Exec Lead
EMD

2

EDoF&BD /
EMD(S)

2

8

None identified

Impact

Principal Risks

Likelihood

1.7 Commissioning decision making impacting on
EDoF&BD
4
3 Monthly meetings with CCGs & NHSE. Agreed contract for 18/19
NEW patient care
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

None identified

Key Control established
Key Gaps in Controls
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
None identified
3
at disease team quarterly assurance meetings; SLAs being established with each service
department involved in set up and delivery.
Programme board established with UoM & CRUK. Funding plan agreed in principle. OBC to Board
4
None identified
in June 18.

None identified

4

12 Agreed contract for 18/19

None identified

6

Gaps in assurance

6

8

Regular reports to Board

Assurance
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
Regular reports to Board

Target risk score

2

Position at end of Q4

COO

Position at end of Q3

3

Position at end of Q2

4

12

Position at end of Q1

Risk that efficiences and improvements in patient
1.6
experience relating to the move to the new
NEW
outpatients department won't be achieved

CN&EDoQ

None identified

Opening Position

1.5 Risk of exceeding the thresholds for nurse sensitive
NEW indicators (falls, pressure ulcers)

None identified

Levels reported through performance report to Management
12 Board and Board of Directors and quarterly to NHS
Improvement.

Current Risk Score

1.1

None identified

6

None identified

4

3.1
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6

School of oncology board reports to Management Board.

None identified

Target risk score

Position at end of Q4

Position at end of Q3

Position at end of Q2

Gaps in assurance

Position at end of Q1

2

Assurance

Opening Position

EMD

Key Control established
Key Gaps in Controls
Refresh of the School of Oncology strategy in consultation with the divisions. ERG work to identify
Continuing difficulty in back
true costs of supporting trainees in practice. Ongoing Job Planning activity to increase transparency
3
filling senior staff despite
of educational input. Ongoing work with senior managers and divisions to look at longer term
funding availability
models to backfill posts

Current Risk Score

Exec Lead

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

Impact

Principal Risks

Likelihood

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

6

4.1

4.2

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

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

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..
COO

3

4.3

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

EDoF&BD

3

4.4

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

EDoF&BD

2

4.5

OECI reaccreditation not achieved

CN&EDoQ

2

4.6

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

Project board established. Process for risk escalation defined. Build and equipment contract signed
None identified
and agreed. Operational plan being progressed. Build progressing to time.

EMD(S)

2

2 different service delivery
models in GM.

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

4

8

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

None identified

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

None identified

Revenue funding secured through NHSE. Reviewing options for hotel accommodation 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.
Out to tender - expect award in coming months.
Work centrally coordinated based on OECI measures. Accrediattion visit undertaken March 2018.
3
Awaiting feedback.
Regular (bi-annual) board reports. Participation in OECI . Baseline measures identified and
3 presented to Board of Directors. Discussion at time out in March 2017. Looking at how we can be
part of International Benchmarking.
4

Continue to provide commissioned services
15

None identified

Target risk score

Position at end of Q4

Position at end of Q3

Gaps in assurance

Position at end of Q2

4

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

Position at end of Q1

2

Key Gaps in Controls

Opening Position

EDoF&BD

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

8

None identified

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

10

Out of scope of project.

None identified

12

Reports to research governance committee and commissioner
meetings

None identified

12

None identified

8

PBT steering group and Strategic Plan Implementation Board.

None identified

8

None identified

6

Previous accreditation achieved.

None identified

6

6

Designated as the most technologically advanced cancer centre
None identified
in the world outside North America. In segment 1 (Single
oversight framework). Board discussion

6

Availability of comprehensive
data with which to compare
ourselves

Target risk score

Position at end of Q4

Position at end of Q3

Gaps in assurance

Position at end of Q2

Assurance

Position at end of Q1

Key Gaps in Controls

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

Uncertainty around impact.

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

8

None identified

8

EMD(S)

2

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

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

5.3 Impact of GM pathology on The Christie Pathology
NEW Partnership objectives

COO/
EDoF&BD

3

4

The Christie Pathology Partnership board established. Operational management reviewed.
Attendance at meetings. Working with partners in GM around HMDS and Genomics services

None identified

12

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

8

5.4

Tariff structure resulting in a recurrent loss of
income

EDoF&BD

2

5

Participating at national level to influence development of specialist tariffs. Contract for 17-18
agreed. Tariff agreed. Activity growth confirmed.

Changes in specialist
commissioning as a
consequence of GM Devolution

10

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

10

5.5

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

COO /
EDoF&BD /
EMD

3

Concerns regarding operational management and turnover of senior operational leaders at TCC
4 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

4

COO

4

4 Weekly reports to Executive Team. Quarterly reports to Board of Directors

None identified

16 Regular reports to Board

None identified

4

5.1

GM devolution changes have an adverse impact on
The Christie objectives

5.2

The Christie Pharmacy Company objectives not
5.6
achieved impacting on clinical service, patient
NEW
experience and Trust reputation
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6.1

6.2

Key performance targets not achieved

Financial performance target not achieved

COO

EDoF&BD

2

4

None identified

Exec led monthly divisional performance review meetings. Finance report to Management Board
and Board of Directors monthly. Agency Cap monitored weekly by Executive Team & reported
through Risk & Quality Governance and Management Board

None identified

Commissioner contract signed for 2018/19. Agreement of control total for 2018/19 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

4

COO

4

EDoF&BD

3

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

EDoF&BD

2

4

COO

3

6.7 Failure to implement Christie Private Care strategy
NEW resulting in detrimental impact on profit share

EDoF&BD

6.8 Introduction of a system control total resulting in a
NEW deterioration of our SOF score

EDoF&BD

6.4

Current EPR unable to support delivery of
operational objectives

Lack of preparedness for the introduction of the
6.5
General Data Protection Regulation (GDPR)
NEW
resulting in a financial penalties
Adverse impact on the Trust reputation from non
6.6 achievment of the 62 day target following
NEW implementation of the new national breach allocation
policy

Continued achievement of all key performance targets

None identified

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

None identified

GDPR task & finish group established with trustwide representation. NCC group undertaking data
flow mapping. Awareness sessions taking place. Risk assessment undertaken

Target risk score

Position at end of Q4

Position at end of Q3

Position at end of Q2

4

4
Monthly board report. Portfolio board reviewing progress on CIP
None identified
delivery

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

None identified

4

Internal capability & expertise to
Reports to Management Board & Board of Directors. Review of
support system going forward.
12
None identified
CWP built on an outdated
CIO and CCIO roles
platform

8

16

Regular reports to Board

None identified

8

Shadow monitoring of new target in Q1 18/19. Monitoring will commence from Q2. Weekly
4 monitoring of target across all specialties. Weekly reports to Executive Team. Discussion at Risk & None identified
Quality Governance. Monthly reports to Management Board & Board of Directors.

12 Regular reports to Board

None identified

8

2

4 JV Board meetings. Approval of CPC strategy. Approval of capital investment to expand theatres.

None identified

8

Regular reports to Board

None identified

8

3

4 Attendance at GM meetings (PFB / GM DoF's / GM Dir of Ops)

Lack of clarity around
implications of a system control
total

12 Regular reports to Board

None identified

8

Current Risk Score

Non delivery of transformation schemes (CIP)

Gaps in assurance

16

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
4 developed on a transformational basis across inpatient, outpatient and trust wide pathways. Targets None identified
for identification and delivery of savings have been agreed at Transformation Board. Escalation
meetings established. Director of Transormation appointed.

6.3

8

Assurance

Position at end of Q1

Key Gaps in Controls

Opening Position

Key Control established

Executive led monthly divisional performance review meetings. Integrated performance & quality
report to Management Board and Board of Directors monthly. Digital Maturity board meeting
4
monthly (includes cyber security). Wholly owned subsiduary established to provide pharmacy
dispensing services.

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

Gaps in assurance

None identified

8

7.2

DoW

2

7.3

Underutilisation of the apprenticeship levy

DoW

3

7.4

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

DoW

3

Working with GM health & social care devolution and attending relevant meetings. Communication
2 with existing staff in teams impacted by proposed shared service models (HR, Finance, Pathology,
Radiology, Pharmacy, IT). Engagement with trade unions.
Workforce committee monitoring progress. Divisional engagement. School of Oncology leading
3
across the trust and externally with the development of higher apprenticeships.
Performance review meetings. Information shared with managers on compliance. Redesigned
2
systems and paperwork.

Target risk score

Position at end of Q4

Position at end of Q3

3 Adherence with sickness management policy monitored through performance review meetings.

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

Assurance
Monthly sickness levels as reported in Integrated performance
and quality report
No current impact on recruitment & retention. Involvement in
key Greater Manchester Health & Social Care Partnership
committees

Position at end of Q2

3

Target reductions in sickness levels not achieved

Key Gaps in Controls

Position at end of Q1

DoW / COO

7.1

Key Control established

Opening Position

Exec Lead

Impact

Principal Risks

Likelihood

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

None identified

9

None identified

4

None identified

9

Regular reporting to Management Board and Board of Directors
None identified
through the performance report.

6

None identified

9

None identified

4

None identified

9

Regular report to board

Trustwide performance at
88.5%

6

8.1

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

EDoF&BD

3

Close working with Manchester City Council (MCC) on implementing the green travel plan . The
strategic planning framework approved and includes current and future requirements for travel to
3 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.
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None identified

9

Target risk score

Position at end of Q4

Position at end of Q3

Gaps in assurance

Position at end of Q2

Assurance

Met the 15/16, 16/17 & 17/18 green travel milestones.
Agreement by MCC of strategic development plan. 5 year
Capital Plan delivery. Monitored through Management Board &
None identified
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. Plans for
tiered car parking approved Jan 18.

Position at end of Q1

Key Gaps in Controls

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

6
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Agenda Item 09/18a

Meeting of the Board of Directors
Thursday 29th March 2018
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. This information is presented
to the Board of Directors on a monthly basis in the integrated Quality & Performance Report.

•

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 three times daily reviews of planned staffing as
well as a review of hospital-wide activity.

•

NHS Improvement has set The Christie ceiling for agency expenditure at 3%, at the end of
Q3 (17/18) for nursing it was 0.05%

•

The good practice from the division of Cancer Centre Services has continued and there has
been minimal agency nursing expenditure over the last calendar year 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 5651 inpatient episodes and there
were 3 complaints where nurses or nursing care were mentioned compared with the previous
six months where there were 5144 inpatient episodes and 8 complaints.

•

Recruitment of staff to meet turnover is still viewed as the biggest challenge by ward
managers and this is being managed through a structured approach to over-recruitment
when there are suitable candidates.

•

There is recruitment and retention group led by one of the operational service leads in
Human Resources who are using many different methodologies in their approach to
recruitment including social media and this has been successful. There is a dedicated theatre
recruitment day in April. From a retention perspective newly employed nurses and new
registrants have been invited to a six monthly event with the Chief Nurse & Executive
Director of Quality to understand further if we have delivered on the opportunities and
development that were offered during their recruitment. What we need to offer further that will
ensure The Christie continues to be their choice of employer.
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•

The output of individual ward reviews has been captured in a summary table and can be
viewed at Appendix 1 with the full data being available through the Board of Directors
SharePoint. 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.

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 and they have latterly been updated by NHS Improvement in January 2018.
https://improvement.nhs.uk/resources/safe-staffing-improvement-resources-adult-inpatientacute-care/
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
and the later publication of Right staff, with the right skills, in the right place at the right time
in July 2016. 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 February 2018 NHS Improvement updated their guidance on agency staffing rules, these
rules set a ceiling on total agency spending by each trust and are set in the light of each
trusts’ agency spend percentage of their total staff spend. The Chief Nurse & Executive
Director of Quality has a performance objective to ensure there is oversight and
management of nursing agency usage and in the past six months this has been 0.05% of the
agency usage within the Trust.
https://improvement.nhs.uk/resources/reducing-expenditure-on-nhs-agency-staff-rules-andprice-caps/
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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 a 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 required information to discharge this duty.
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 16th February 2018 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 August 2017 to January 2018 on no occasion did staffing issues need to
be escalated to the Chief Nurse and Executive Director of Quality.
In addition to bank usage to cover vacancies and sickness leave, there was a total agency
expenditure of £105,321 by Networked Services (August 2017 to January 2018). The agency
expenditure for Cancer Centre Services was £4383 for this same period.
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 high number of data sets which
provides for much more reliable data.
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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.

WTE baseline recommendations from bi-annual SNCT data sets since 2010 (OCCU utilise a critical care
acuity system which determines RNs only)
1
Data Set
1
4
10
11
12
OAU
OCCU
PW
Jun 10
Jan 11
Jun 11
Jan 12
Jun 12
Jan 13
Jun 13
Jan 14
Jun 14
Jan 15
Jul 15
Jan 16
Jul 16
Jan 17
Jul 17

Aug 17-Jan 18
Budgeted
Nursing
Establishment
February 2018
(incl. Band 7)

13.51
11.37
9.02
8.56
8.10
9.51

39.30
41.04
50.52
40.67
48.60
40.89
40.54
46.09

32.48
30.76
32.65
32.24
30.97
38.16
31.49
33.20
33.60
31.40
33.50
34.29
32.14
30.98
33.56

35.17
35.89
32.57
30.38
33.60
33.57
36.28
32.00
37.16
38.28
36.90
38.83
40.13
40.68
37.22

37.11
38.84
37.12
36.05
34.73
33.54
32.35
34.70
34.71
41.85
36.92
39.59
39.92
40.81
40.12

29.84
28.74
29.59
30.06
33.64
29.60
29.38
30.36
33.36
35.39
33.25
34.23
34.36
31.93
31.74

33.09
32.76
*
31.29
29.38
29.35

50.27
42.84
50.72
54.69
48.08
49.23
57.01

10.92

42.95

29.94

38.17

41.78

30.62

30.97

55.17

14.36

44.47

32.35

36.30

39.08

37.15

35.63

53.23

* 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

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
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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.
Medical Oncology

Registered Nurse CHPPD

Care Staff CHPPD

All CHPPD

Christie (Ward 4)

5.2

2.5

7.7

Marsden

6.9

1.9

8.7

Haematology

Registered Nurse CHPPD

Care Staff CHPPD

All CHPPD

Christie (PW)

6.0

2.1

8.1

Marsden

7.9

3.3

11.2

CCU

Registered Nurse CHPPD

Care Staff CHPPD

All CHPPD

Christie (OCCU)

26.9

3.6

30.5

Marsden

26.7

2.4

29.1

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 (AHP), 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 be developed to
capture this data.
Alternatively, if comparing new activity against an existing post is not feasible, AHP time for
the new activity would be calculated and then extrapolated into a WTE.
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 all ward
managers 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.
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
Budgeted WTE Nursing Establishment
SNCT WTE Nursing Requirement
*SNCT makes no allowance for minimum safe
staffing
**Using alternative acuity tool
Current Skill Mix (RN-Non RN)

Ward 1

Ward 4

Ward 10

Ward 11

Ward 12

PW

OAU

OCCU

14.36

44.47

32.35

36.3

39.08

53.23

37.15

35.63

10.92*

42.95

29.94

38.17

41.78

55.17

30.62

NA**

67:33

69:31

71:29

75:25

70:30

79:21

71:29

95:5

Patient Flow

Moderate

Moderate

High

Moderate

Moderate

Moderate

High

High

Current Supervisory Status of Band 7

100%

70%

100%

70%

70%

100%

100%

60%

RN – 2.58%

RN – 6%

RN – 3.57%

RN – 1.7%

RN – 3.46%

RN – 3.06%

RN – 3.19%

RN – 3.55%

Care staff –
22.11%

Care staff –
8.765

Care staff –
8.35%

Care staff –
5.75%

Care staff –
1.58%

Care staff –
11.49%

Care staff –
5.95%

Care staff –
3.22%

RN – 11.86%

RN – 13%

RN – 0%

RN – 10.29%

RN – 6.19%

RN – 12.48%

RN – 7%

RN – 9.83%

Care staff –
0%

Care staff –
0%

Care staff –
9.96%

Care staff –
20.52%

Care staff –
6.56%

Care staff –
8.83%

Care staff –
10%

Care staff –
31.58%

RN shifts* 145
non-RN shifts*
5.5

RN shifts* 360
non-RN shifts*
230

RN shifts* 126
non-RN shifts*
67

RN shifts* 110
non-RN shifts*
325

RN shifts* 299
non-RN shifts*
120

RN shifts* 406
non-RN shifts*
372

RN shifts* 192
non-RN shifts*
102

RN shifts* 17
non-RN shifts*
5.5

RN – 89.26%

RN – 88.26%

RN – 78.05%

RN – 72.84%

RN – 76.95%

RN – 72.10%

RN – 83.26%

RN – 92.63%

Care staff –
95.45%

Care staff –
85.04%

Care staff –
78.92%

Care staff –
85.29%

Care staff –
78.80%

Care staff –
83.42%

Care staff –
85.96%

Care staff –
88.24%

RN – 100%

RN – 90.48%

RN – 95.45%

RN – 76.47%

RN – 80.95%

RN – 84.62%

RN – 72%

RN – 68.97%

Care staff –
25%

Care staff –
92.31%

Care staff –
88.89%

Care staff –
100%

Care staff –
100%

Care staff –
60%

Care staff –
70%

Care staff –
50%

RN – 99.57%

RN – 91.7%

RN – 98.99%

RN – 96.47%

RN – 97.77%

RN – 91.57%

RN – 99.5%

RN – 97.58

Care staff –
91.81%

Care staff –
96.77%

Care staff –
98.69%

Care staff –
97.08%

Care staff –
98.46%

Care staff –
94.72%

Care staff –
99.25%

Care staff –
96.9%

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

0

2

0

1

0

0

0

0

Nurse Sensitive Indicator – moderate (or above) falls

0

0

0

0

0

0

0

0

% Sickness Rate (since last review)

% Staff Turnover (since last review)

Bank Use (since last review)
*7.5 hour shift

% Mandatory Training Compliance

% PDR Compliance

% Correlation between actual and planned nursing
hours
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Nurse Sensitive Indicator – medication
administration errors attributable to nurses
Nurse Sensitive Indicator – complaints regarding
nursing care
Nurse Sensitive Indicator – MRSA bacteraemia
Nurse Sensitive Indicator – avoidable Clostridium
Difficile
Friends & Family Test – Patients (average since last
review)
Adequacy of current nursing establishment Professional Judgement of Ward Manager

Ward 1

Ward 4

Ward 10

Ward 11

Ward 12

PW

OAU

OCCU

2

10

4

16

10

35

12

6

1

0

0

1

0

0

0

1

0

0

1

0

0

0

0

0

0

0

0

0

0

0

0

0

99.18%

97.99%

98.07%

96.23%

91.10%

99.24%

98.4%

NA

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 my professional judgement I believe that the current establishments for both Ward 1
and Ward 10 are sufficient to maintain this service.
I feel the team on wards 1 and 10 deliver excellent patient centred care which is
reflected in the outstanding feedback we receive from patients and their relatives,
Friends and Family Test, and letters of thanks given to the Ward and through formal
processes.
From March 2018 all Nursing staff from Wards 10 & 1 will commence a Surgical rotation
between both wards, this is to ensure that all surgical nurses and allied support staff are
equipped with the best possible skill set and knowledge base to nurse all surgical
patients regardless of speciality that are admitted to the Christie. This will offer
assurance to all consultant teams when at times surgical patients are located on their
sister ward due to bed pressures.
Going forward the review of staffing on the 2 wards will be undertaken jointly to reflect a
‘one team’ approach
Ward 4
Although the current budgeted establish is at the correct level for Ward 4, since the
BMRU beds are in frequent use by medical patients due to bed pressures, even if all
current established posts were filled we would not cover the extra staff required to keep
these beds open for use for medical patients. We therefore rely on further bank shifts,
pool staff or agency to accommodate this.
Ward 11
As a senior nurse for Ward 11 I feel that the staffing budget of 36.3 WTE is at the
correct level for this clinical area. We often carry a high number of vacancies throughout
the year and we therefore recruit a high number of newly qualified nurses which affects
the skill mix. This is being reviewed for wards 11, 12, and 4, with the possible
introduction of an educational facilitator who will work clinically with new starters and
assist them in their essential training.
Ward 12
As the leader for ward 12 I feel the staffing establishment is at the correct level to
facilitate the needs of the clinical service. However, due to a number of vacancies and
constantly working with high bed occupancy, staff morale is low.
Recruitment is currently a concern and maternity leave is rarely back filled. Vacancies
have had an impact on being able to complete preferred off duties. Unfilled shifts, which
are released to nurse bank, are in the main filled by established ward 12 staff prepared
to do extra bank shifts
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Palatine Ward
The staffing establishment is at the correct level.
Palatine Ward FFT scores remain excellent and we are proud of our consistently high
patient satisfaction scores.
Whilst we have vacancies, we are awaiting new starters to come into post. However
recruitment of nurses remains a challenge, especially recruitment of experienced
nurses.
Band 6’s are currently 100% clinical, however we aim to re-introduce their management
time once staffing improves. This has increased the challenge with maintenance of
PDRs and essential training, along with management of absence.
Oncology Assessment Unit
Staffing establishment is at the correct level on the Oncology Assessment Unit. This
judgement is based on the following evidence:
The last 6 months has seen a new band 7 appointed and 6 new band 5 nurses, 4 of
which are newly qualified. The ward team has been under a significant amount of
pressure to support the new staff. They have worked extremely hard to continue to
provide a safe service.
As staffing numbers have increased since the last review the ward morale has
improved. It is preferable that Band 6 Ward Sisters are allocated some supervisory
time. However this is not regularly rostered.
The appointment of the Clinical Practice Facilitator has been successful in transitioning
staff new to the unit - expediting newly qualified staff to develop the skills required on
the unit in addition to relieving the pressure of the existing ward staff. It is envisaged
this will also help with recruitment and retention.
OCCU
In my professional judgement, as Senior Sister of OCCU, the nursing establishment has
ensured safe staffing levels and service provision needs have been met.
I am hopeful that the Band 6 clinical co-ordinator will be able to resume supervisory
status during times of peak activity once all new staff are in post and this will allow
OCCU to flex staffing to accommodate peaks and troughs in our service demands.
I focus on staff recruitment and retention, with the well-being and development of staff
essential to our OCCU philosophy. This strategy appears to be successful, with
recruitment and retention of staff having markedly improved.
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Agenda item 09/18b
Meeting of the Board of Directors
Thursday 29th March 2018
Workforce Plan

1. Introduction
In September 2017 the Board of Directors approved the Trust’s 3 year Workforce Plan.
The plan focuses on a number of key components to support the Trust in effective
planning and resourcing, performance management and engagement of the Christie
workforce. Each key component has a set of underpinning objectives with metrics for
achieving delivery. The 5 overarching objectives are:
Planning
1. To effectively plan and resource services through the creation of more innovative
roles and structures
2. To attract and resource high performing staff, using competence and values based
recruitment
Performing
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
Engaging
4. To support an effective strategy to support motivation and retention of staff
5. To support staff to maintain their physical and mental health and wellbeing
This report examines the results of the NHS Staff Survey 2017. Results have been
mapped to the objectives in the Trust’s Workforce Plan to demonstrate progress and
impact of the Workforce Plan on staff experience.
Within the performing component of the Trust Workforce Plan, there is a focus on
leadership at all levels and one of the key objectives is the development of a Leadership
plan. This report also describes to the management board the plan to ensure that The
Christie will attract, identify, develop and retain leadership capacity and capability of the
highest quality.
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NHS Staff Survey Update
1. Introduction
This paper reports progress on our Workforce plan and provides an update on the National
Staff survey 2017 responses.
2. Benchmarking
Once again, despite a challenging economic climate, the Trust has sustained some strong
results overall.
Appendix A displays a summary of the key findings benchmarked against the national
average for all trusts, trusts within the Greater Manchester STP and other specialist cancer
trusts. It is evident that in almost all key findings The Christie scored more positively (or
equivalent) to the national average.
3.

Measuring Progress and Impact

Objective 1 – Plan & resource services through the creation of more innovative roles
and structures
How the Trust plans and resources services has a direct impact on staff experience. Staff
responses to questions about job design and working patterns are a good indicator as to the
effectiveness of roles and organisational structures.
Results overall show that staff are satisfied with their roles:Question (Q)/ Key Finding (KF)

2017

2016

Q:I always know what my responsibilities
are
Q: I am trusted to do my job
Q: I am able to do my job to a standard I
am personally pleased with
Q: I am satisfied with the opportunities for
flexible working patterns

85%

86%

National
Average
(All Trusts)
87%

90%
80%

91%
82%

91%
79%

55%

56%

51%

Work being undertaken in this area includes:•
•

Commencement of a workforce planning and transformation project sponsored by
the Medical Director to explore potential for new care models and roles, and identify
their potential within clinical services/ pathways
A training module has been designed to support managers to align service re-design
and workforce planning which will be delivered as part of the ‘Managing for Success’
development program

Objective 2 - To attract and resource high performing staff, using competence and
values based recruitment
The reputation of the Trust and the recommendations from the current workforce has an
impact on our ability to attract high calibre staff. The Staff survey demonstrates higher than
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average levels in whether staff would recommend the Trust as a place to work or receive
treatment.
Question (Q)/ Key Finding (KF)

2017

2016

National
Average
(All Trusts)

KF: Staff Recommendation of the
organisation as a place to work or receive
treatment (score out of 5)

4.18

4.23

3.74

Work being undertaken in this area includes:•
•
•
•

Nurse recruitment and retention project and development of a nurse recruitment and
retention plan
Work between HR and Communications to develop a targeted recruitment campaign
for nursing
Review of recruitment processes and procurement of TRAC (recruitment and
applicant tracking system)
Participation in North West Streamlining recruitment project

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
There has been a marked improvement this year in the number of staff reporting that they
have had an appraisal in the last 12 months. The figure has increased from 87% in 2016 to
91%. This is significantly higher than the national average. However the results indicate that
we can do more to enhance the quality of appraisals that staff receive.
Question (Q)/ Key Finding (KF)

2017

2016

KF: % Appraised in last 12 months
KF: Quality of appraisals (score out of 5)
KF: Quality of non-mandatory training,
learning or development (score out of 5)
Q: % saying their manager definitely
supported them to receive training, learning
or development
Q: % having received non-mandatory
training, learning or development in the last
12 months

91%
3.12
4.07

87%
3.16
4.10

National
Average
(All Trusts)
87%
3.11
4.05

55%

60%

52%

73%

73%

71%

Work being undertaken in this area includes:•
•
•
•

Development of a Trust Leadership Plan
Review of performance and development review policy and procedures
Revision and re-launch of the Trust’s management development program –
Managing for Success
Development of Trust approach to Talent Management
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•

Improved access and quality of essential training through development of online
training via ESR portal

Objective 4 – To develop an effective strategy to support motivation and retention of
staff
There are a number key findings from the survey that can be used to measure staff
motivation and engagement.
The trust's overall engagement score of 4.00 was slightly lower than the Trust’s score in
2016 (4.03) but remains significantly better than the national average (3.78).
Question (Q)/ Key Finding (KF)

2017

2016

KF: Staff motivation at work (score out of 5)
KF: % of staff able to contribute towards
improvement at work
KF: Staff satisfaction with level of
responsibility and involvement (score out of
5)
KF: Effective team working (score out of 5)
KF: Staff satisfaction with resourcing and
support (score out of 5)
KF: Recognition and value of staff by
managers and the organisation (score out
of 5)
KF: % Reporting good communications
from managers
KF: Support from immediate managers
(score out of 5)
Overall Staff Engagement (score out of 5)

3.90
76%

3.94
78%

National
Average
(All Trusts)
3.90
70%

3.94

3.97

3.90

3.83
3.40

3.85
3.49

3.74
3.31

3.57

3.60

3.46

41

42

33%

3.87

3.87

3.77

4.00

4.03

3.78

Work being undertaken in this area includes:•

•
•

An engagement pulse survey has been developed and trialled in radiotherapy to
enable us to understand our staff in terms of workload pressures, interactions,
relationships and emotional responses to work. This pulse survey will be rolled out
across the organisation.
Working with teams across the organisation to embed the Christie pledges, principles
and behaviours to ensure that individuals can recognise how their role links to our
strategic vision.
Participation in the National Fab Change Week which encourages staff to make a
pledge for an idea or suggestion to enable positive change across our services now
and in the future

Patient Satisfaction
There is a strong correlation between high staff engagement and patient satisfaction. Our
overall performance for patient satisfaction continues to be excellent as shown below:-
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Objective 5 – To support staff to maintain their physical and mental health & wellbeing
Results show that staff at the Trust, believe that the organisation and managers take action
on health and wellbeing issues when compared to other Trusts.
Question (Q)/ Key Finding (KF)

2017

2016

KF: % staff feeling unwell due to work
related stress
KF: % staff attending work in last 3 months
despite feeling unwell because they felt
pressure
KF19: Organisation and management
interest in action on health and wellbeing
(score out of 5)

36%

32%

National
Average
(All Trusts)
38%

48%

47%

53%

3.75

3.80

3.63

Work being undertaken in this area includes:•
•

•

•
•

Staff Annual wellbeing day in April focused on mental wellness, physical activity,
cancer awareness and lifestyle choices.
We have supported various national health and wellbeing initiatives and embedded
these in the trust, such as Public Health England’s campaigns, promoting
mindfulness apps for staff, promotion of national campaign awareness days such as
No Smoking Day and support for World Mental Health Day.
The engagement team worked with Estates and Facilities to develop a weekly
walking group in partnership with Transport for Greater Manchester which
encourages staff to take a break from their work in their lunch break which has a
positive effect on their mental health and wellbeing.
To encourage healthy and active lifestyles, a number of sports activities and
opportunities have been implemented across the organisation such as a weekly
football night, annual rounders competition and a tennis competition.
Implemented resilience training for managers

The Trust continues to maintain low levels of absence and is on trajectory to meet its target
for 2017/9
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4.
Next Steps
A plan is in place in order to disseminate the results across the organisation through a
variety of mechanisms such as a breakfast seminar, tailored divisional communications and
general communications via Team Brief, the staff intranet, Chinwag and the Christie
Commitment Champions.
As last year, a local analysis of all of the questions benchmarked against the Trust’s
response will be provided to the divisions to communicate locally and to identify priorities for
improvement. These priorities and progress against plans will be managed through existing
performance review meetings. Corporately an action plan will be developed to address the
key areas that require focus to make further improvements in year and to ensure we build
upon the fantastic results to date.
5.
Recommendations
The Board are asked to note the results of the 2017 NHS Staff Survey and the progress
against the current Workforce plan and support the arrangements for continued
improvement and monitoring.
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Appendix A

National staff survey results, highlights
Invitations to complete the National Staff Survey were sent to 2676 staff. 1259 staff took part
in this survey. This is a response rate of 47% which is below average for acute specialist
trusts in England (53%), and compares with a response rate of 49% in the 2016 survey.
A total of 88 questions were used in the 2017 national survey and these responses were
grouped into 32 key findings which are used to compare the performance of the Trust
against other Trusts.
In comparison to the 2016 results, the Christie is:

•
•
•

Better in 1 key finding
Worse in 2 key
findings
No Change in 29 key
findings

Better
Worse
No Change

Compared to other Acute Specialist Trusts, the Christie is:
•
•
•

Better than average in
16 key findings
Worse than average
in 2 key findings
Average for 14 key
findings

Better than average
Worse than average
Average
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Compared to all Trusts, the Christie is:
•
•
•

Better than average in
29 key findings
Worse than average
in 3 key findings
Average for 1 key
findings
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Top five ranking scores
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Bottom five ranking scores

National Benchmarking
It is evident that in almost all key findings the Christie scored more positively (or equivalent)
to the national average. Areas where a positive difference is particularly notable include:
Key Finding

Christie

Staff recommendation of the organisation as a place to work
or receive treatment
Recognition and value of staff by managers and the
organisation

4.19

National
Average
3.74

3.59

3.46
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Key Finding

Christie

Percentage of staff reporting good communication between
senior management and staff
Percentage of staff able to contribute towards improvements
at work
Percentage of staff appraised in last 12 months
Fairness and effectiveness of procedures for reporting errors,
near misses and incidents
Overall Staff Engagement Score

42%

National
Average
33%

77%

70%

91%
3.91

87%
3.73

4.00

3.78

There were only 3 areas where The Christie scores did not match or exceed the national
average. These were:
•
•
•

Percentage of staff working extra hours (76% compared with national avg. of 72%)
Percentage of staff/colleagues reporting most recent experience of violence (63%
compared with national avg. of 72%)
Percentage of staff/colleagues reporting most recent experience of harassment,
bullying or abuse (45% compared with national avg, of 48%)

Regional Benchmarking
When benchmarked regionally with Greater Manchester NHS organisations, The Christie
rates above the GM average in 29 out of the 33 key findings
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Key
finding
number

Key finding

Christie Score

Specialist acute average
National Average score
score

GM Score

Narrative

KF1

Staff recommendation of the
organisation as a place to work or
receive treatment

4.19

4.16

3.74

3.28

Better than Specialist acute, national
and GM average

KF2

Staff satisfaction with the quality of
work and care they are able to deliver

4.01

4.02

3.90

3.96

worse than specialist acute but better
than national average and GM average

KF3

Percentage of staff agreeing that their
role makes a difference to patients /
service users

92%

91%

90%

90%

Better than Specialist acute, national
and GM average

KF4

Staff motivation at work

3.94

3.94

3.9

3.89

3.59

3.53

3.46

3.46

42%

36%

33%

34%

77%

73%

70%

71%

KF5
KF6
KF7
KF8

Recognition and value of staff by
managers and the organisation
Percentage of staff reporting good
communication between senior
management and staff
Percentage of staff able to contribute
towards improvements at work
Staff satisfaction with level of
responsibility and involvement

Same as specialist acute and better
than national and GM average
Better than Specialist acute, national
and GM average
Better than Specialist acute, GM and
national average
Better than Specialist acute, national
and GM average
Better than Specialist acute, national
and GM average
Better than Specialist acute, national
and GM average
Better than Specialist acute, national
and GM average
Better than Specialist acute, national
and GM average
Worse than specialist acute but better
than national and GM average
Better than Specialist acute, national
and GM average
Same as specialist acute and better
than national and GM average

3.97

3.94

3.89

3.93

KF9

Effective team working

3.85

3.79

3.74

3.74

KF10

Support from immediate managers

3.89

3.81

3.77

3.75

KF11

Percentage of staff appraised in last 12
months

91%

88%

87%

88%

KF12

Quality of appraisals

3.12

3.45

3.11

3.04

4.09

4.08

4.05

4.06

3.41

3.41

3.31

3.32

55%

54%

52%

52%

Better than Specialist acute , national
and GM average

KF13
KF14
KF15

Quality of non-mandatory training,
learning or development
Staff satisfaction with resourcing and
support
Percentage of staff satisfied with the
opportunities for flexible working
patterns

KF16

Percentage of staff working extra hours

76%

75%

72%

71%

Worse than specialist acute, national
and GM average, meaning more staff
are working extra hours

KF17

Percentage of staff feeling unwell due
to work related stress in last 12 months

36%

35%

38%

38%

Worse than specialist acute and better
than national and GM average

KF18

Percentage of staff attending work in
the last 3 months despite feeling
unwell because they felt pressure from
their manager, colleagues or
themselves

48%

50%

53%

52%

Better than Specialist acute, national
and GM average

KF19

Organisation and management interest
in and action on health and wellbeing

3.75

3.73

3.63

3.61

Better than specialist acute and worse
than national and GM average

7%

9%

13%

11%

Better than specialist acute, national
and GM average

88%

88%

84%

84%

Better than specialist acute and
national average

3%

7%

15%

13%

Better than specialist acute, national
and GM average

1%

1%

2%

2%

Better than specialist acute, national
and GM average

63%

70%

72%

69%

Worse than specialist acute, national
and GM average

13%

21%

28%

25%

Better than specialist acute, national
and GM average

20%

23%

24%

24%

Better than specialist acute, GM and
national average

45%

48%

48%

47%

Worse than specialist acute, national
and GM national average meaning not
as many are reporting most recent
experience

27%

28%

29%

30%

The same as specialist acute and better
than national and GM average

92%

92%

90%

91%

The same as specialist acute and better
than national and GM average

3.91

3.8

3.73

3.74

Better than specialist acute, national
and GM average

3.85

3.71

3.67

3.67

3.86

3.83

3.7

3.72

4.00

3.95

3.78

3.81

KF20

KF21

KF22

KF23

KF24

KF25

KF26

KF27

KF28

KF29

KF30
KF31
KF32

Percentage of staff experiencing
discrimination at work in the last 12
months
Percentage of staff believing that the
organisation provides equal
opportunities for career progression or
promotion
Percentage of staff experiencing
physical violence from patients,
relatives or the public in last 12 months
Percentage of staff experiencing
physical violence from staff in last 12
months
Percentage of staff/colleagues
reporting most recent experience of
violence
Percentage of staff experiencing
harassment, bullying or abuse from
patients, relatives or the public in last
12 months
Percentage of staff experiencing
harassment, bullying or abuse from
staff in last 12 months
Percentage of staff/colleagues
reporting most recent experience of
harassment, bullying or abuse
Percentage of staff witnessing
potentially harmful errors, near misses
or incidents in last month
Percentage of staff reporting errors,
near misses or incidents witnessed in
the last month
Fairness and effectiveness of
procedures for reporting errors, near
misses and incidents
Staff confidence and security in
reporting unsafe clinical practice
Effective use of patient / service user
feedback
Overall engagement score
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Better than specialist acute, national
and GM average
Better than specialist acute , national
and GM average
Better than specialist acute, national
and GM average

Leadership Plan
1.
Introduction
The Christie strategic vision focuses on leading cancer care, the Christie experience, local
and specialist care and achieving best outcomes. In order to achieve this vision, the strategic
approach of the Trust requires excellent leadership to be in place, in all of our staff
regardless of their role or level of seniority.
In September 2017 the Board of Directors approved the Trust’s Workforce plan which
provides the strategic direction and our ambition for our workforce. Within the performing
component of the Trust Workforce Plan, there is a focus on leadership at all levels and one
of the key objectives is the development of a Leadership plan. The purpose of this paper is
to describe to the management board the plan to deliver this.
The plan details the associated work required over the next two years. It focuses on activity
relating to the development of our staff in terms of their performance as leaders and provides
insight into the skills, abilities and behaviours that our leaders at every level need and what
opportunities we can provide in order to achieve our organisational aims and objectives. Full
details of the plan can be found in Appendix B of this paper.
2.
Background
The plan was developed using the outcomes of the leadership culture assessment work
which was presented to the management board in October 2017. The outcomes focussed on
the five key themes of leadership: vision, principles and behaviours; goals and performance;
teamwork; learning and innovation and support and compassion. These themes have been
used throughout the plan to ensure that focus remains on achieving great leaders, as well as
aligning them with our Trust vision, strategic objectives and The Christie Commitment.
A summary of the outcomes of the leadership culture assessment and five key themes can
be found in the Leadership Plan.
In order to meet the needs of the trust, there has been engagement in the development of
the leadership plan across the organisation. This has included engagement with senior
service managers and leads (both clinical and non-clinical); workforce committee;
management board and staff side.
3.
Actions to date
Work has been on going to develop our workforce and the aim of the leadership plan is to
pull this into a simple framework with clear objectives & metrics to demonstrate how we do
this. A summary of activity to date:
•
•
•

An in house leadership programme has been in place for some time.
Roll out of new managing for success suite of training to equip managers at all levels
with essential softer skills to support managing through change, difficult
conversations, engaging their teams, recruiting effectively and managing talent.
Roll out of project management, developing innovation and financial skills training to
support more effective processes and developing new and efficient ways of working.
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•
•

Development and roll out of a mentoring programme with the first training day
completed, to enable staff to be mentors both to other internal employees and also to
employees external to the Christie.
Changes have been made to the annual staff survey to include questions relating
specifically to leadership, to provide further insight and baseline data to inform new
activities.

4.
Key objectives and metrics
Each key theme has a set of 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 objectives of the plan are described below:
Vision, principles and behaviours
It is essential that we recruit those individuals who align with our ambitions and vision, and
that all staff understand our strategic aims from the start of their career journey with us.
Once in post we must support our workforce to develop and have a framework for career
progression. Key activities will include updated recruitment and on-boarding processes, and
PDR and talent management processes will be developed.
Objective 1:
To ensure that all staff have leadership skills in
line with the vision, principles and behaviours of
the organisation

Metric
By May 2018 a new induction programme will be rolled out,
to communicate the trust vision, principles and behaviours
to new staff at the start of their career journey.
By September 2018 an updated PDR process will be in
place, which clearly focuses staff on the vision, principles
and behaviours of the Trust as well as inspiring career
progression conversations.
By April 2019, a talent matrix will be developed to provide
strategic planning for future succession planning to roles.

Goals and performance
Mechanisms must be established to enable managers to be confident and empowered to
support staff development and make decisions whilst being clear about expectations. Key
activities will include implementation of clear frameworks of leadership competency; with
tools to support staff in understanding their levels of performance and developmental needs.
Objective 2:
To ensure a culture is created in which goals and
expected standards of performance are clear, and
align to the Trust overall strategic objectives

Metric
By September 2018 a leadership competency framework
will be implemented to guide staff in identifying their
leadership development

Teamwork
It is key that opportunities are made available for staff to experience working in new ways
and to develop a greater understanding of the strategic aims of the organisation, beyond
their divisional team as well as gaining a greater understanding of the wider strategic system
within which we operate. Activities will include opening up greater opportunities for staff to
develop a wider experience of cross boundary working, both within the organisation as well
as across the system.
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Objective 3:
To ensure our staff are equipped to deliver
services in partnership and within multidisciplinary teams to enable leaders to work
across boundaries, prioritising patient care across
the system

Metric
By April 2019 there will be opportunities for development
that include widening experience of working across
organisational boundaries and within the wider system

Learning and Innovation
In order to continually progress as an organisation, our staff are key in generating new ideas
and different ways of working. Key activities will include developing and delivering increased
training to support staff in quality improvement and innovation as well as providing increased
opportunity for staff involvement in sharing ideas of quality improvement.
Objective 4:
To develop all staff with knowledge of
improvement and innovation methods and support
them to apply these skills in their work

Metric
By April 2018 leadership training opportunities will include
project management and innovation techniques and action
learning.
In 2018 to develop a Quality Improvement Hub to support
staff who are undertaking quality improvement.

Support and compassion
We need to work together as one Christie team with a shared focus on achieving the best
possible outcomes. Key activities will include delivery of a range of development activities to
guide staff to achieving great leadership skills.
Objective 5:
To ensure our staff are compassionate, inclusive
and effective leaders at all levels, ensuring
everyone takes responsibility for high quality care

Metric
A mentor scheme will be established by January 2019,
providing access to mentors.
By April 2018, introduce new opportunities to support
managers in developing softer skills.

Support for leadership development
We need to ensure that staff are fully supported by targeting development activity to ensure
it is effective and impactful. Key activities will include successful development of a leadership
programme, which has effective means of evaluation.
Objective 6:
To implement support systems for leadership
development and learning at all levels to ensure a
consistent approach to leadership which is based
on needs, through targeted, effective and
supportive methods

Metric
Implement a new training programme in leadership skills by
May 2018, for roll out throughout 2018-19.

5.
Next steps
This plan has been developed to support the objectives of the Workforce Plan and an update
on progress will be presented at a future meeting.
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Appendix B

Leadership Plan
2018 -2020
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1. Introduction
Strong and effective leadership at all levels and teams across our workforce and services
are pivotal in enabling us to achieve our strategic objectives and our ambition to be a world
leading comprehensive cancer centre.

Putting patients at the heart of everything we do, our workforce is integral in delivering the
best possible outcomes, care and experience for our patients. The Christie is committed to
ensuring our workforce has the leadership behaviours and skills to improve the quality and
delivery of safe, effective and personal care, within a supportive and compassionate culture
of learning, continuous improvement and innovation.

The aim of the Leadership Development Plan is to set strategic direction and establish a
means by which The Christie will attract, identify, develop and retain leadership capacity and
capability of the highest quality. This will ensure that the workforce has the ability to drive our
ambition of becoming a truly World Class Comprehensive Cancer Centre.

The leadership plan applies to everyone working at The Christie and wherever they work in
the service. We recognise that it is essential that we work collectively within multi-disciplinary
teams, with patients and service users and in partnership across health and social care
settings, locally, nationally and internationally.

This plan makes best use of the Healthcare Leadership model (Leadership Academy), to
cover all research based aspects of effective leadership and it aligns to The Christie vision,
principles and behaviours and strategy as well as the Workforce, Education, Transformation
and Quality plans to enable a united and cohesive approach across the organisation.
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2. Leadership at The Christie
Over the past twelve months, there has been an assessment of the culture and leadership
across the organisation, based on the NHSI Leadership Development Framework (2016),
using multiple methods of information collation.

The assessment evidenced the strengths of the leadership within The Christie at present,
which include:
•

The strong sense of common purpose to deliver world class, excellent patient care
within our staff.

•

There are areas across the Trust which reported highly positive experiences in terms
of staff involvement in decision making, resulting in increased motivation and staff
engagement.

•

Staff have positive team-working experiences, with good quality team meetings that
were reported to improve performance of teams, and to strengthen social bonds.

•

It is evident that the Christie invests heavily in learning and development, with many
staff feeling encouraged and supported to learn and develop.

•

Staff generally pride themselves on their capacity to care. This lays strong
foundations for a caring compassionate organisational culture.

The assessment also informed the areas where further work could enhance the culture
within the organisation. These outcomes have informed the detail and objectives of this
Leadership Plan. See Appendix A for a brief summary of development area outcomes.

3. Leadership Framework
To support the development of our leaders and set expectations, a competency framework
has been developed to provide the focus for, and to inform the assessment of leadership
behaviours, future talent development programmes and developmental interventions. See
Appendix B. The framework supports our staff to understand the values, principles and
behaviours that are expected and how these relate to the competencies required to be a
leader within The Christie. These link directly to the Leadership Academy resources, to
support staff to establish where they can develop further as well as providing links to the
opportunities offered, to enable that development.
4. The Development Approach
All Christie staff will have opportunities to develop their leadership skills and achieve their
potential. Identifying and effectively managing talent and potential is how we will attract,
develop and retain skilled and valuable employees, ensuring succession plans are in place
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for the future. The graphic below is how we will approach leadership development through
targeted, learning whereby we identify the needs of our staff (utilising career conversations
and pathways, PDR, 360 appraisal and the leadership framework); provide relevant learning
experiences which are then supported through on going mentoring and coaching.

It is key that the learning experiences offered to our staff are delivered in a variety of
methods and formal training in the classroom should be enhanced with other development
opportunities such as work experiences and effective support and feedback within the day to
day working environment. Learning from formal training, needs to be consolidated through
practical experience to apply and implement what has been learnt.
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5. Leadership Development Programme
In order to support the development of leaders at every level, a leadership development
programme will provide opportunities to support staff to achieve the required skills and
behaviours expected for effective and high quality leadership. The design of the programme
will provide a clear leadership career path for all staff, clinical and non-clinical. Programmes
will be developed and delivered on a modular basis, so that learning can be tailored to meet
the specific needs of individuals, their job role and development needs, identified via
appraisal and other feedback mechanisms as well as their aspirations for their future career.
The content of the programme will be centred around the five themes of collective
leadership; Vision & Values, Goals, performance & decision making, Teamwork, Learning
and Innovation and Support and Compassion.

6. Measurement of the plan
Progress against the plan will be monitored via the Workforce Committee, and informed by:
•

Findings from annual staff surveys

•

Recruitment, retention, exit interviews and succession planning data analysis

•

Feedback from external quality assurance and quality improvement visits

•

Divisional performance reviews

•

Performance development appraisals

•

Evaluation of learning programmes

•

Further internal assessment of organisational culture and leadership

Objective 1
To ensure that all staff have leadership skills in line with the vision, principles and
behaviours of the organisation
Deliverables 2018-20
•

Develop transparent, systematic internal recruitment and support processes for effective
recruitment and on-boarding of leaders based on principles and behaviours

•

Embed leadership requirements into the annual PDR and appraisal process (including
revalidation where applicable) for all staff, to ensure that those who work for us
understand their leadership role and to ensure all staff are supported to develop effective
leadership behaviours

•

Develop talent processes and a talent management plan for all staff to enable effective
succession planning based around required vision, principles and behaviours of our
leaders

Objective 2
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To ensure a culture is created in which goals and expected standards of performance
are clear, and align to the Trust overall strategic objectives
Deliverables 2018-20
•

Establish a competency framework to identify expected leadership qualities and
behaviours to assist managers, individuals and teams to enable the most appropriate
development programmes, support and activity to be provided

•

Identify measures of collective leadership as part of the Christie CODE accreditation
scheme

Objective 3
To ensure our staff are equipped to deliver services in partnership and within multidisciplinary teams to enable leaders to work across boundaries, prioritising patient
care across the system
Deliverables 2018-20
•

Enable opportunities where appropriate for involvement and development in systems
leadership across organisational boundaries

•

Support processes for secondment opportunities to provide increased insight for
employees and to develop a wider range of skills and abilities

Objective 4
To develop all staff with knowledge of improvement and innovation methods and
support them to apply these skills in their work
Deliverables 2018-20
•

In line with the Quality Plan, 2017, support the development of a ‘Quality Improvement
Hub’ to assist staff who are undertaking quality improvement projects

•

Identify opportunities for peer to peer learning and exchange of ideas for those on
leadership development pathways and programmes

Objective 5
To ensure our staff are compassionate, inclusive and effective leaders at all levels,
ensuring everyone takes responsibility for high quality care
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Deliverables 2018-20
•

All staff undertaking leadership development programmes will have a range of
opportunities, guided by their manager or mentor, which support them to apply learning
into their everyday practice

•

Design and deliver schemes for staff mentoring, and coaching supported by the
development of a process for effective career conversations

•

Identify funding, resources and training for developing staff as mentors and coaches

•

Ensure that all staff, at all levels, have fair and equitable access to leadership
programmes based on their individual learning needs, annual appraisal outcome and
stage of readiness

•

Design and deliver a range of development activities to support managers with softer skill
development

•

Identify opportunities to recognise those demonstrating exceptional leadership

•

Ensure an inclusive approach is further developed, increasing opportunities for staff in
minority groups, in line with our Workforce Race Equality Scheme and equality objectives.

Objective 6
To implement support systems for leadership development and learning at all levels to
ensure a consistent approach to leadership which is based on needs, through
targeted, effective and supportive methods
Deliverables 2018-20
•

Enable access to NHS Leadership Academy resources, to assist managers to identify
individual and team leadership strengths and learning needs.

•

Design the content and delivery of an in-house leadership programme to ensure that it
aligns to the new Leadership Framework

•

Identify effective evaluation criteria at the outset of the development all in-house
leadership development programmes, to ensure that they are fit for purpose and are
achieving the intended outcomes
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Appendix A: Culture and leadership assessment
The table below identifies the key findings from the culture and collective leadership assessment undertaken during 2017.
Leadership Theme

Christie
pledges

The Christie outcomes and areas of focus for our future leaders

Vision and Values
Everyone being dedicated to and acting upon a shared vision and
set of values, focused on constant commitment to high quality
care

•
•

Strengthen promotion and understanding of our vision and values
Create a clearer understanding of the Trust objectives for non-patient
facing staff.

Goals, Performance and Decision making
High levels of dialogue, debate and discussion to achieve shared
understanding about quality problems and solutions. Additionally,
individuals take a collective responsibility for delivering safe,
effective, high quality and compassionate care and for making
improvements.
Team Work
The presence of clearly aligned goals at every level, with all staff
receiving helpful and developmental feedback. High performing
teams work closely and interdependently to achieve shared
objectives, with clarity of direction and within a supportive
organisational context
Learning and Innovation
Everyone takes responsibility for improving quality, learning and
developing better ways of doing things

•

Ensure all individuals across the Trust have opportunities to be involved
in decision making and the development of innovative ideas

•

Encourage and enable increased cooperation and collaboration across
organisational boundaries. Enable increased understanding and
appreciation of the roles of others, broadening perspectives and learning
from others were all thought to be useful in enhancing ‘between team’
working.

•

Ensure PDRs focus on development for all staff, to identify learning and
development needs as well as future career aspirations
Provide a more targeted and structured approach to leadership and
management development focussed not on classroom or online courses
but giving staff opportunities within their day to day work.
Tackle challenges around workload and time pressures resulting in
difficulty being released for training.
Recognise the emotional impact that work can have on the health and
wellbeing of staff.
Provide skills for managers to better tackle performance issues within
teams and reward more effectively through recognition for good work.
Improve managers’ confidence in having difficult conversations, engaging
their staff and leading them through change.

•
•
•

Support and Compassion
In collective leadership cultures, staff treat one another with the
same high levels of respect, care and compassion that they
show to patients

•
•
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Appendix B: Basis for the Leadership Competency Framework
Leadership
Theme

Vision and
Values

Goals and
Performance

Christie Commitment

Proud to work at The Christie
staff will be advocates of The Christie both as a
place to be cared for and as a place to work

Achievement and Recognition
staff will understand what is expected of them and
how they are contributing to organisational success

Christie Principles and
behaviours

Leadership Competencies
(Leadership Academy)

We will work together as
one Christie Team

Inspiring shared purpose

We share knowledge and
learning

Sharing the vision

We promote a fair culture

Holding to account

We promote a clean and
tidy environment
Influencing for results

Team Work

Learning
and
Innovation

Support and
Compassion

Connecting our service

Communication and Engagement
staff will be kept informed and will have the
opportunity to be involved in decisions which directly
affect them or their work

We listen to our patients
and each other

Learning and Development
staff have opportunities for personal development to
support them in their current roles and future
careers. Managers will undertake specific
development programmes to ensure that they
effectively lead and manage their staff

We look for new ideas and
better ways of working

Developing capability

We support staff to
develop to their full
potential

Evaluating information

Healthy Workplace
staff work in partnership to support their own and
others’ health and wellbeing. Staff work in an open
and fair culture where they are listened to and
encouraged to raise concerns

Engaging the team

We treat everyone with
compassion, dignity and
respect

Leading with care

We always give the best
quality care
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Leadership Behaviours (Leadership Academy)

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Staying true to NHS and Christie principles and values
Holding to principles and values under pressure
Taking personal risks to stand up for the shared purpose
Making courageous challenges for the benefit of the service
Communicating to create credibility and trust
Creating clear direction
Making long term goals desirable
Inspiring confidence for the future
Setting clear expectations
Managing and supporting performance
Challenging for continuous improvement
Creating a mind set for innovative change
Engaging with others to convince or persuade
Adapting my approach to connect with diverse groups
Developing collaborative agendas and consensus
Building sustainable commitments
Recognising how my area of work relates to other parts of the system
Understanding the culture and politics across my organisation
Adapting to different standards and approaches outside of my organisation
Working strategically across the system
Involving the team
Fostering creative participation
Cooperating to raise the game
Stretching the team for excellence and innovation
Providing opportunities for people to develop
Taking multiple steps to develop team members
Building long term capability
Creating systems for succession to all key roles
Gathering data
Scanning widely
Thinking creatively
Developing new concepts
Caring for the Team
Recognising underlying reasons for behaviour
Providing opportunities for mutual support
Spreading a caring environment beyond my own area
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Agenda item 09/18c
Meeting of the Board of Directors
Thursday 28th March 2018
Electronic Patient Record (EPR) Update
1.

Introduction
This report provides an update on the development of the Electronic Patient Record (EPR)
business case following the last briefing to the board in September 2017.
The objectives for this case are: •
•
•
•
•
•

Delivery of an integrated EPR with our Clinical Web Portal (CWP) being at the core of
this.
Delivery of a digital service to our clinicians and patients on and off site.
Provide improved clinical and operational information, reporting and analytics
Research and feedback into the patient record to improve treatment
Supporting a digital service for all service users
Service transformation supported by digital technology and innovation.

Key points within the case will include.
•
The difference with the development of the EPR going forward is that it will be delivered
through full agile methodology, engaging with the clinical and operational workforce
within the Christie to drive and embed the change that this can bring.
•
The opportunity offered through the Christie-led EPR is to further empower the clinicians
to deliver outstanding care to patients. This will be facilitated through additional insight
presented within the EPR to improve outcomes.
2.

Background
In September 2017 the Board supported the recommendation to develop the in-house EPR
(CWP) going forward due to its richness of functionality and its user adoption across the Trust
over commercial EPRs. However there is a need to modernise and develop the platform.
A two-part EPR business case has been in draft since December 2017 however with the arrival
of the new CIO, it was agreed at the Digital Maturity Board in December that a comprehensive
review on content of the case and benefits of the investment was required.
Areas of focus: • Collection and use of Christie data for clinical care and research
CWP has and continues to be developed in line with clinical requirements and has been
designed to be intuitive for cancer clinicians. This has resulted in the high levels of clinical
engagement and utilisation of the system. The power and the potential of CWP is its ability
to directly collect clinician validated data and in the future potentially combine patient
reported outcome and experience measures. In light of recent opportunities within the
MCRC this will also start to change the focus of the future development of CWP and make
data available in real time to enable research findings to present within the system.
Importantly this will start to reshape thinking on information collected and how it will be used
within the EPR for care delivery.
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•

Integration and interoperability
The objective of removing all paper is an extensive interoperability design, for example
the outpatients’ project has the ambition to be completely paperless, for this to be
achievable, we need to improve the integration and the interoperability of existing and
any new systems we acquire. Therefore a clearer approach on an interoperability plan
within the case is needed.
Good interoperability can help to reduce the delays in clinical process, it reduces
repetition and it streamlines care. It helps to improve the long-term outcome for a patient
and can potentially reduce the length of hospital stay. It also future proofs and paves the
way towards innovative new technological working practices. Only the right information
at the right place and time creates value. This will improve the accuracy, data quality
and value of the Trusts data.

•

Security and resilience
The ambition of an entirely digital hospital is achievable; however consideration needs
to be given to where and how we store the data, the networking and power that is
delivered within the buildings and the devices that will feed the EPR. All these open the
opportunity of cyber threats and all need to be designed, implemented and supported
with this thinking in mind. The investment in the development of the service and the
business continuity plans that wrap around the clinical systems that we are developing,
procuring and have in place already needs to be considered and incorporated.
The development of CWP has single points of expertise, which we have started to
address with the recruitment of a number of in-house developers. Further investment in
phase 2 of CWP’s development will see the Trust working alongside a development
partner. The development partner will bring in agile standards and build capacity and
resilience to the development and design of CWP.
With the successful bid, which secured £1.5m of capital from NHS Digital, the
Informatics teams throughout 2018 will be implementing a network upgrade, perimeter
firewall upgrades and software deployment tools and processes to further strengthen
the Trust infrastructure.

•

Estate and Governance
The delivery of an entirely digital hospital and its success will depend greatly on the
investment made in both estate and the level of governance to develop the right
ecosystem for the design and development of digital solutions. CWP will be using agile
methods to deliver the solution going forward.
This means clinical teams will work for periods of time within informatics teams to design
CWP and shape its direction. This will be a new culture of delivery. When working in
creative and technical fields, space is needed for focused, detailed work.

There will be a wider programme focus on commercial applications such as ward based
prescribing, replacement PAS and infrastructure projects etc. There is one clear principle all
projects will be clinically led and supported by a formal PMO function which will ensure
governance and control, including standards, approvals, financial monitoring, assurance,
provision of health checks, commercial sourcing etc. This will be reinforced by collaborative
working between Informatics, Transformation and Clinical services, building a culture of
trust, and respect and delivery.
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3. Year One Delivery
The diagram below illustrates the key deliverables for year one of the roll out of the business
case.

CWP - enhanced
to include
•Full order
Comms
•Referral Triage
Process
Improvement
•eWhiteboards &
Bed Managment

Outpatient
Systems and
Processes
programme to
include
•Text reminders
for
appointments
•Patient
booking/flow
integration

New intitiatives
Clinical data
capture through
devices and
eforms

•Protons
Outcomes/MDT
development
•Pet CT software
enhancements
•Christie
Innovation
Centre
•Chemotherapy
Scheduling

Resiliance and
security

Real World Data
Office Focus
findings back in
to CWP

•Network upgrade
•Wireless
deployment
•N3 to HSCN
•NHS Mail /
Collaboration
tools
•Single login
•EPR
Modernisation

Underpinning the above is an IT service re-design and programme governance

4.

Benefits
Some of the benefits that can be realised through the investment in an EPR include: • Improved care through growing knowledge and analytics through patient reported
outcomes
• Income stream through research opportunities
• Infrastructure building blocks to go entirely paperless
• Order Communications – avoidance of unnecessary/duplicate exams
o Including demand management
o Lab time saving with specimen labels,
• Reduced data duplication.

5.

Next Steps
The business case will be finalised over the coming months and presented to the Board of
Directors in May, which will include investment requirements and benefits realisation, together
with a timeframe for delivery.

6.

Recommendation
The Board is asked to note the content of the report.
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Agenda Item 10/18a
Meeting of the Board of Directors
Thursday 29th March 2018

Board Assurance Framework 2017/18

1

Introduction
The board assurance framework (BAF) 2017/18 was presented to the Board and
Quality Assurance committee in January and the Audit Committee in February.
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 January are;
• 4.1 – Failure to meet DH/Treasury timescales of the construction of the
Proton Beam Therapy (PBT) build – update to gaps in control
• 4.6 – OECI accreditation not achieved – updates to key controls as a result of
the accreditation visit taking place on 8th & 9th March.
• 5.6 – Reputational damage caused by an adverse CQC inspection at The
Christie Clinic – updates to key controls as a result of unannounced
inspection taking place w/c 12th March 2018.

2

3

Suggested updates in March
The Board are asked to consider any recommendations from the Quality Assurance
Committee meeting in March as well as making the following updates;
•

5.3 – re-describe the risk as ‘Impact of GM Pathology on The Christie
Pathology Partnerships objectives’. Increase the likelihood score from 3 to 4
resulting in an increased risk score of 12

•

6.2 – Financial performance target not achieved – reduce likelihood score
from 4 to 1 resulting in a reduced risk score of 4

•

6.3 – Non delivery of transformation schemes (CIP) – increase the likelihood
score to 5 and reduce the impact score to 3 resulting in a reduced risk score
of 15

•

7.4 – Risk of non-compliance against PDR action plan to achieve Trust
standard – increase the likelihood score to 5 resulting in an increased risk
score of 10

•

8.2 – Targets set by the NHS sustainable development unit (SDU) guidance
are not achieved – consider removal of this risk

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

Failure to learn from patient feedback (patient
satisfaction survey / external patient surveys /
complaints / PALS)

EDoN&Q

2

2

1.3

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

EDoN&Q

1.4

Not achieving projected reduction in the number of
falls

EDoN&Q

1.5

Risk of exceeding the thresholds for the number of
pressure ulcers

EDoN&Q

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

12

12

12

12

12

Target risk score

Position at end of Q4

Position at end of Q3

1.2

Levels reported through performance report to
12 Management Board and Board of Directors and quarterly
to NHS Improvement.

None identified

4

Management Board and Board of Directors monthly
Integrated performance and quality report. National survey
None identified
results presented to Board of Directors. Action plans
monitored through the Patient Experience Committee

4

4

4

4

4

2

Leads nominated for each CQUIN goal. CQUINs steering group (strategic and
operational) are in place with strategic and operational representation agreed.
4
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

8

8

3

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

9

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

9

6

4

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 &
3 Quality. New system of mattresses has been implemented (allows to change from a None identified
static to dynamic mattress). Nursing e-proforma changed so staff cannot put ‘selfmanagement’ as code thereby ensuring that pressure area management question
is asked of each patient on each shift.

Regular reports to Quality Assurance committee and board
(through the integrated performance report). No grade 3 or
12 4 hospital aquired pressure ulcers. Outturn position at end None identified
of 16/17 was the same number of pressure ulcers as in the
previous year with a slightly higher level of activity.

12

12

12

12

9

Position at end of Q3

4

Position at end of Q2

EDoN&Q

Position at end of Q1

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

Gaps in assurance

Current Risk Score

1.1

Assurance

Opening Position

Key Control established
Key Gaps in Controls
Patients with known or suspected HCAI are isolated. Medicines management policy
contains prescribing guidelines to minimise risk of predisposition to C-Diff. Need to
None identified
3 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.

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

Number

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

8

6

Gaps in assurance

Position at end of Q3

None identified

6

6

6

6

Weekly review of 70 day performance. All industry metrics
reported through to the Research Divisional Board and
None identified
Management Board; quarterly review of Disease Group
performance

Target risk score

8

Gaps in assurance

Position at end of Q4

Position at end of Q2

6

Position at end of Q2

None identified

Assurance

Position at end of Q1

2

Key Gaps in Controls

Position at end of Q1

EMD

Key Control established
New performance management system implemented (Jan 17) to track real time
delivery; new set-up review group established (Aug 2017) to make
3 recommendations for improvements; regular review at disease team quarterly
assurance meetings; SLAs being established with each service department
involved in set up and delivery.

Opening Position

Risk to Christie Research profile and funding if fail
to perform strongly against national metrics

Impact

Exec Lead

Opening Position

2.1

Principal Risks

Likelihood

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

6

3.1

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

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

133

Continuing difficulty in back
filling senior staff despite
funding availability

6

Assurance

School of oncology board reports to Management Board.

Target risk score

2

Key Gaps in Controls

Position at end of Q4

EMD

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

6

EDoF&BD

2

Project board established. Process for risk escalation defined. Build and equipment
4 contract signed and agreed. Operational plan being progressed. Build progressing Commissioning of equipment
to time.

4.2

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

EDoF&BD

4

2

4.3

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

COO

3

5

Working with NHSE on a pro-active communication plan. Ramp up plan developed
None identified
and linked with UCLH
Gynaecology - Commissioning agreement for gynae-oncology surgical services to
2 different service delivery
be provided across 2 sites, namely The Christie and CMFT. GM transformation
models in GM.
team completed review of service delivery..
Urology - urology service specification complete. Awaiting commissioner decision
regarding delivery model

None identified

8

8

Continue to provide commissioned services

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

EDoF&BD

3

4.5

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

EDoF&BD

2

4.6

OECI reaccreditation not achieved

EDoN&Q

2

4.7

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

EMD(S)

2

4

Communicating with specialist commissioners on how to access funding. Informed
None identified
lead clinicians to ensure no patients are enrolled on inappropriate trials.

Revenue funding secured through NHSE. Reviewing options for hotel
accommodation in the city centre. Ronald McDonald approached to explore options
None identified
for increasing capacity - initial agreement to prioritise PBT families. Fundraising
approach being explored to expand current accommodation.
Work centrally coordinated based on OECI measures. Funding identified. Project
group formed. Reaccreditation submission made and acknowledged by OECI.
3
None identified
Considered at November OECI board, accreditation visit undertaken March 2018.
Await decision.
4

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

Availability of comprehensive
data with which to compare
ourselves

8

8

8

8

8

None identified

8

8

8

8

6

15

15

15

15

10

Target risk score

Position at end of Q4

None identified

None identified

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

Out of scope of project (One Manchester), been able to discuss current provision of
None identified
services with review team. Review complete. Surgical strategy complete
4.4

Position at end of Q3

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

Gaps in assurance

Position at end of Q2

4.1

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

Position at end of Q1

Key Gaps in Controls

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

Out of scope of project.

None identified

12

Reports to research governance committee and
commissioner meetings

None identified

12

12

12

12

12

8

PBT steering group and Strategic Plan Implementation
Board.

None identified

8

8

8

8

8

6

Previous accreditation achieved. Evidence considered.
Accreditation visit undertaken 8th / 9th March - initial
feedback positive.

None identified

6

6

6

6

6

6

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

None identified

6

6

6

6

6

5.3
5.4

3
2

EDoF&BD
EMD

2

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

Uncertainty around impact.

10

10

10

8

None identified

12

12

12

12

8

Target risk score

10

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

Position at end of Q4

Position at end of Q3

COO /
EDoF&BD
COO/
EDoF&BD

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

Current Risk Score

2

Position at end of Q2

Non-delivery of our refreshed chemotherapy
strategy
The Christie Pathology Partnership objectives not
achieved impacting on clinical service
Not delivering the operational, clinical and financial
objectives of the system leader role in the ACC
Vanguard

EMD(S)

Key Gaps in Controls

Position at end of Q1

5.2

GM devolution changes have an adverse impact
on The Christie objectives

Key Control established

Opening Position

5.1

Exec Lead

Impact

Principal Risks

Likelihood

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

None identified

12 Reports to Management Board

None identified

8

Reports to BoD from The Christie Pathology Partnership
board meetings.

None identified

8

8

8

8

8

None identified

10

Regular reports to Management board and Cancer System
None identified
Board

10

10

10

10

10

5.5

Tariff structure resulting in a recurrent loss of
income

EDoF&BD

2

5

Changes in specialist
Participating at national level to influence development of specialist tariffs. Contract
To continue to report through Manaagment Board and
10
commissioning as a
for 17-18 agreed. Tariff agreed. Activity growth confirmed.
Board of Directors via the Finance report.
consequence of GM Devolution

None identified

10

10

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 through JV Board. COO appointed. Mock inspection
No permanent clinical director
completed 12th September by Christie team. Inspection undertaken w/c 12th March in post
2018. Await report.

None identified

12

12

12

12

4
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12 Governance reports to TCC Board

Position at end of Q3

8

8

8

4

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

None identified

4 Commissioner contract signed for 2017/18. Agreement of control total for 2017/18 Changes in specialist
16
Monthly board report. Portfolio board reviewing progress
with NHSI. Growth monies allocated to divisions to ensure delivery of activity target. commissioning as a
on CIP delivery
CIP target set.
consequence of GM Devolution

16

16

16

16

4

None identified

Executive led monthly divisional performance review meetings. Integrated
performance & quality report to Management Board and Board of Directors monthly.
None identified
Digital Maturity board meeting monthly (includes cyber security). Wholly owned
subsiduary established to provide pharmacy dispensing services.

6.3

Non delivery of transformation schemes (CIP)

6.4

Current EPR unable to support delivery of
operational objectives

EDoF&BD

4

COO

4

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

EDoF&BD

3

Internal capability & expertise
External analysis undertaken to identify options to address issues with CWP
to support system going
4 (clinical web portal). Option appraisal to Board of Directors in Autumn 2017.
forward. CWP built on an
Additional staff appointed. New CIO appointed. Business case expected April 2018.
outdated platform

16

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

16

16

16

16

4

12

Reports to Management Board & Board of Directors.
Review of CIO and CCIO roles

None identified

12

12

12

12

8

Gaps in assurance

Position at end of Q3

Financial performance target not achieved

Position at end of Q2

6.2

None identified

Position at end of Q1

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

8

Target risk score

Position at end of Q2

8

4

Assurance

Position at end of Q4

Position at end of Q1

None identified

2

Key Gaps in Controls

Current Risk Score

Continued achievement of all key performance targets

COO

Key Control established

Opening Position

Key performance targets not achieved

Impact

6.1

Gaps in assurance

Exec Lead

Likelihood

Principal Risks

Opening Position

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

None identified

9

9

9

9

9

DoW / COO

3

3

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

2

2

7.3

Underutilisation of the apprenticeship levy

DoW

3

3

7.4

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

DoW

3

2

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

Key Gaps in Controls

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

Target risk score

Target reductions in sickness levels not achieved

Exec Lead

Position at end of Q4

Impact

7.1

Principal Risks

Current Risk Score

Likelihood

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

None identified

9

None identified

4

No current impact on recruitment & retention. Involvement
None identified
in key Greater Manchester Health & Social Care
Partnership committees

6

6

6

4

4

None identified

9

Regular report to board

None identified

9

9

9

9

9

Trustwide performance at
87.6%

6

Regular reporting to Management Board and Board of
Directors through the performance report.

None identified

6

6

6

6

6

Gaps in assurance

EDoF&BD

3

8.2

Targets set by the NHS sustainable development
unit (SDU) guidance are not achieved.

EDoF&BD

3

Sustainable development management committee meet quarterly. National returns
Not achieving target for energy
2 submitted. Quarterly reports on each requirement produced and progress
& carbon reduction
monitored.
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9

6

Sustainable development and carbon reduction quarterly
key issue reports to board of directors

None identified

9

9

9

9

6

6

6

6

6

6

Target risk score

Position at end of Q4

Position at end of Q3

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

Position at end of Q2

8.1

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
3
None identified
off site are being considered. Communication with residents through the
Neighbourhood Forum and newsletters. Green travel plan and sustainability plan in
place.

Assurance

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
None identified
of Directors. Continue to meet green travel targets.
Monthly meetings with Manchester City Council (MCC).
Capital programme shared with MCC and Board of
Directors. Plans for tiered car parking approved Jan 18.

Position at end of Q1

Key Gaps in Controls

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

Corporate objective 8 - To play our part in the local healthcare economy and community
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Agenda item 10/18b
Meeting of the Board of Directors
Thursday 29th March 2018

Report of

Committee chair

Paper Prepared By

Company secretary’s office

Subject/Title

To receive the Quality Assurance Committee key
issues report from the meeting held on Thursday
25th January 2018

Background Papers

N/A

Purpose of Paper

To note the discussions held

Action/Decision Required

To note

Link to:



NHS Strategies and Policy

Link to:

Corporate Plan and Objectives




Board Assurance framework

Trust’s Strategic Direction
Corporate Objectives

Impact on resources and risk and None
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 MIAA – Mersey Internal Audit Agency
the attached paper, please list them
in the adjacent box.
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Agenda item 10/18b

Meeting of the Board of Directors
Thursday 29th March 2018
Quality Assurance Committee – Key Issues Report
Board of Directors’ Key Issues Report
Report Date:
29.03.18

Committee: Quality Assurance Committee

Date of last
meeting:
25.01.18

Membership Numbers: Quorate
Apologies were received from Dr. Neil Bayman, Ruth Parker (MIAA)
and Anne-Marie Harrop (MIAA).

1

Key risks /
The Committee considered the following:
areas reviewed Assurance
• Report from the risk and quality governance committee
• Raising concerns at work policy audit 2017
• Learning from deaths quarterly report
• Internal audit progress report
• Internal referral systems
Improvement:
• Consent practice / audit presentation
• Sugar matters presentation

2

Assurance
level assigned

Internal audit progress report
The draft radiotherapy quality spot check received significant
assurance. The review identified 1 high risk recommendation which
was found not to be detrimental to key controls. The majority of the
recommendations have already been implemented.
Board assurance framework
Report noted. There were two minor updates since the last meeting:
1.4 – not achieving projected reduction in the number of falls. The
likelihood score was increased to 3 due to current performance
being just over threshold.
8.1 – Impact on our ability to obtain planning approval for future capital
developments – this was updated to reflect the recent approval
of the tiered car park application.

3

Action / review

There were no risks to escalate to board.

4

Report
compiled on
behalf of

Committee Chair: Professor Kieran Walshe
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