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DRAFT Public minutes of the meeting of the Board of Directors of The Christie NHS Foundation
Trust held on Thursday 29th March 2018 at 12.45pm in the trust administration meeting room
centre, The Christie NHS Foundation Trust
Present:
Christine Outram (CO)
Chairman
Neil Large (NL)
Non-Executive Director
Kathryn Riddle (KR)
Non-Executive Director
Prof Kieran Walshe (KW)
Non-executive director
Jane Maher (JM)
Non-Executive Director
Robert Ainsworth (RA)
Non-Executive Director
Tarun Kapur (TK)
Non-Executive Director
Roger Spencer (RGS)
Chief Executive
Fiona Noden (FN)
Chief Operating Officer
Jackie Bird (JB)
Executive Director of Nursing and Quality
Joanne Fitzpatrick (JF)
Executive Director of Finance & Business Development
Chris Harrison (CH)
Executive Medical Director
Wendy Makin (WM)
Executive Medical Director
Eve Lightfoot (EL)
Director of Workforce
In
Caroline Moss (minutes)
Assistant company secretary
Attendance:
Observing:

Roger Bowman
Kerri Farnsworth
Eileen Jessop

Governor for Trafford
NED insight programme
Chief Information Officer

Presentation: Delivering high quality patient centre care and experience – Aislinn Giles (AG) & Gerry
Campbell (GC), Oncology Assessment Unit
CO welcomed AG and GC to the meeting. AG is the senior sister on the OAU and has worked at The
Christie for just under a year. Her background is in oncology; she spent the last 6 years at The Royal
Marsden across a variety of medical and surgical oncology wards. GC has worked at The Christie for
21 years, the last 10 as an advanced nurse practitioner. Her role on the OAU was developed 3 years
ago to support the new acute physician service.
The OAU is a 21 bedded emergency unit which averages 400-500 patients per month; patients are
from a mix of specialities. Routes of admissions include referral from outpatient areas, other hospitals
and via the hotline. The unit provides an environment for patients to get a senior review quickly and
are assessed by highly trained nurses. Patients can stay on the unit for up to 72 hours following which
they will either be discharged or transferred to an appropriate ward.
GC advised that her role involves developing new ways of working to improve patient safety, care and
flow. She reported on a model to provide a twice weekly enhanced supportive care clinic which has
allowed low risk neutropenic patients to be discharged home with early follow-up. This work has been
audited and presented at an international conference in Vienna. With the medical acute physicians
the ward has a special interest in acute kidney injury and its effects on oncology patients; trust and
patient guidelines have been developed and a trust wide AKI clinical nurse specialist is being
appointed.
Due to the nature of oncology immunocompromised patients, there is a large focus on neutropenic
sepsis. The unit works closely with the sepsis lead nurse who provides training for the ward. All OAU
nurses are either competent or undergoing training; compliance rates are on average 90%. The
remaining 10% are mainly due to difficult venous access; here is an escalation process in place to
ensure timely access is obtained.
There was a spike in activity over the winter months. From the hotline data there were 608 non-elective
admissions in December with over 2000 calls to the hotline service. The excellent work of the hotline
when triaging patients, and the work with the patient flow team to move patients through the trust to free
up beds, means there were only 23 diverts to local hospitals throughout December. Despite this busy
period the OAU remained a low harm environment. The red flag staffing events were due to staffing
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over the winter months and at all times mitigation plans were put in place and patients remained safe.
Sickness episodes were short term and not work related. During this period the unit was maintained at
a safe staffing level.
Due to the variety of patients cared for on the unit a significant amount of staff training is required. A
new clinical practice facilitator has been recruited to ensure these needs are met. A ‘live’ training board
has been introduced to show staff competency at a glance; current team compliance is 86%.
The unit has changed its handover process to a new safer model. The change includes a staff safety
huddle including doctors and Allied Health Professionals (AHP) to review patients’ basic information
and risks. The unit has bedside handover which has led to patients feeling more included in their care.
The unit has introduced a daily MDT huddle on the ward which provides early intervention for patients
who require complex discharge planning or rapid discharge and has improved patient flow around the
hospital.
The OAU was the inpatient infection control winner for February. This was due to a combination of
hand hygiene results, environmental inspections and engagement with the infection control team. The
unit is proud to have been accredited with the Gold CODE standard for the last 2 years. They will be
going through their annual reaccreditation in April. They have also achieved a 100% score in the
friends and family survey and receive lovely comments from patients.
AG showed a video of a patient giving direct feedback of her experience of being admitted to the OAU.
KR commented on the excellent practice of the MDT huddle and bedside handover. RA asked if they
could change anything what that would be. AG commented that a larger environment (including natural
light for the male side of the ward) would improve the patient experience and enable better team
working. KW asked what happens to patients who go to local hospitals and how involved are we in
advising on the management of those patients. AG explained that every effort is made to admit
patients to The Christie. The PAT suite is used as a holding area until beds are available as staff there
are trained to manage oncological emergency admissions. Oncology teams responsible for patients
link with hospitals and their Acute Oncology teams and there are messages on the website to aid
communication. Following a further question from KW, AG confirmed patients are triaged through the
hotline and every effort is made, including escalation to management, to ensure patients are not sent
elsewhere.
CO thanked AG and GC for their presentation.
No
Item
06/18 Standard business
a Apologies
Apologies were received from Louise Westcott.
b Declarations of interest
No declarations of interest were made.
c Minutes of the previous meeting held on 25th January 2018
The minutes of the meeting held on 25th January 2018 were accepted as a correct
record.
d Action plan rolling programme, action log & matters arising
The items on the rolling programme were captured on the agenda. Progress against
the two items on the action log were noted.
07/18 Key reports
a Chief executive’s report
RGS highlighted the following items from his report;
• Professor Ran Mackay, director of Christie physics and medical engineering, has
won the Healthcare Scientist of the Year award. This is a very prestigious award
in the healthcare scientist calendar.
• OECI re-accreditation – the organisation carried out a comprehensive visit during
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No

•

Item
March. The trust first received accreditation 5 years ago and has gone through a
rigorous process for re-accreditation. Feedback following the visit was positive
although there were a number of areas where we could do better. The final OECI
report is expected in April.
A provider information request (PIR) has been received from the CQC. We have
responded and provided the required information. It will be 2 years in May since
the comprehensive inspection and this information request is a precursor for the
next review.

CO congratulated Ran Mackay on behalf of the board. She also commended the
charity team involved in organising The Christie Ball which was an excellent event.

b

c

CO reported that she had attended an NHS providers event where the new chief
inspector of hospitals, Dr Ted Baker, had described a new approach to relationship
building between organisations and the CQC.
Executive Medical Directors report
WM highlighted the following from her report:
• The National Institute for Health Research (NIHR) visited the Manchester Clinical
Research Facility in January. The visit went extremely well.
• The School of Oncology received positive feedback from the undergraduate
medical education (UME) visit in November 2017. The only negative comment
related to the school asking medical students for feedback which they pointed out
is undertaken collectively by UME.
• Gateway C has been awarded a grant to continue its development and will be
rolled out across other cancer alliances.
• The Christie Private Clinic has undertaken a review of its senior medical post and
has appointed a medical advisor position consistent with other HCA centres in the
UK. Dr John Logue, Professor of clinical oncology, has been appointed. He will
be a member of the JV board.
Integrated performance report – month 11
FN reported on a good performance in month. Patient satisfaction is excellent at 98%
and chemotherapy treatments are performing well at 91.6%. Pharmacy has had a
challenging month with performance at 73.3%; an action plan to support turn around
has been developed to ensure the service can be provided in a timely manner. There
have been no cancelled operations in month. Staff PDRs have shown a slight
improvement but are still below target at 87.6%.
In regard to infection control there have been no cases of MRSA bacteraemia, no
cases of Cdiff and 2 cases of Ecoli. There is one operational risk at 20 which is
against the delivery of the 62 day performance target for the quarter. All safe staffing
levels have been achieved. There have been no SI panels or incidents but there were
6 executive reviews, 6 complaints and 3 inquests.
All access standards (18 weeks, 31 and 62 days) have been achieved; length of stay
is above plan at 7.01 days but is coming down. Patients treated year to date is just
above plan at 1.10%. Sickness absence is at 3.42% and the NHSI expenditure ceiling
is 90.9%.
We have a financial surplus of £31.9m which is higher than plan. The I&E surplus is
at £9.8m and we have a cash balance of £37.8m. Our debtor days are 28.
CIP has over-achieved for non-recurrent schemes but is behind recurrently at 85.7%.
We have scored a single oversight framework rating of 1 for both governance and
financial sustainability.
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Item
CO was pleased to note that there have been no cancelled operations in month. KR
commented on an increase in staff sickness levels and asked if the organisation is
being realistic in regard to the number of staff expected to be off work, especially over
the winter months. FN agreed this is a tight target but we are performing better than
many other organisations. She commented that the trust manages sickness very well.
Support is offered not only to staff who are off sick but also to those staff covering the
work. EL confirmed the trust manages sickness in a robust but fair and consistent
way taking into account the impact this has on colleagues. TK asked if figures are
‘skewed’ by long term absences. FN confirmed the absence target would be within
trajectory if only short term absences were counted.

Action

KR asked for an update on car parking. JF reported that following approval of the
staff tiered car park application a business case is being developed. In terms of
patient car parking the trust is looking at the possibility of introducing a shuttle bus
service and a drop off zone at the new Oak Road entrance with car park attendant
assistance for disabled drivers. FN commented on how well staff interact and support
patients with parking issues.

08/18
a

b

c

09/18
a

CO asked FN for an update on the 62 day target, the changes being made to how
waiting times are counted and the impact this will have on the organisation. FN
advised that a change in the waiting time definition is being introduced and she will be
making a report on these changes at the next meeting. She reported that we failed
the 62 day performance indicator in January but there has been a consistent
improvement over the last 2 months. The new 24 day target will be better for patients;
the issue is how we achieve this. There is a lot of support from clinicians. She
advised that if we can shave 7 days from referral to treatment it will be of great benefit
to patients.
Approvals
Board governance
RGS reminded the committee that there is a requirement for board members to selfcertify against a number of governance requirements. Directors were asked to
complete the appropriate documentation and return these to the company secretary’s
office. The non-executive directors have an additional requirement to declare their
independence.
Annual reporting cycle 2018/19
RGS advised the annual reporting cycle is a summary of what the board can expect to
see during the next 12 months and has been updated for the coming year.
Approved
Corporate objectives and board assurance framework 2018/19
RGS asked the board to note the annual objectives and to consider the refreshed BAF
for the coming year. He asked for any comments or changes to month 1. The board
approved the corporate objectives and BAF for 2018/19. Approved
Other reports
Six monthly compliance with NICE safe staffing guidance
JB confirmed the following outcomes of the six monthly review of the safe staffing
guidelines:
• All ward budgeted nursing establishments were correct and appropriate and all
ward establishments were better than recommended.
• There is an agreed staffing escalation process in place on a shift by shift basis;
there were no issues escalated to the chief nurse (all issues were dealt with
locally)
• Fewer agency staff are being used (in the last 6 months nursing was responsible
for only 0.05% of the whole staffing agency expenditure). Ward leaders prefer to
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No
•
•
•

Item
use bank staff to ensure patients receive a better experience.
Recruitment and retention is being managed through a structured approach to
over-recruitment when suitable candidates are available.
The number of IP episodes has increased (5651), there have been 3 complaints
relating to nurses or nursing care.
The output of individual wards has been captured.
An establishment review
summary is included in the papers at Appendix 1 and narrative comments from
ward managers at Appendix 2.

Action

JB asked the board to approve the findings of the safe staffing review and approve the
nurse establishment levels. CO thanked JB for her clear report. WPM, having heard
in the presentation from the OAU about the new facilitator role to develop new nurses,
asked if this is one of the recruitment challenges for all areas when experienced
oncology nurses leave the organisation. JB reported that the model has been
factored into all inpatient wards. WPM commented that this is a very good model.
RA asked if the establishment level on Ward 12 is correct as it seems to have a high
number of vacancies, high bed occupancy and low staff morale. JB commented that
most hospitals are reporting low staff morale due to staff turnover. Ward 12 has now
filled its vacancies so is in a much better position. She confirmed there are funds
available to cover maternity leave and staff have been made aware of the process to
access this.
RGS commented on an excellent report and noted there are nursing pressures across
all organisations. Colleagues elsewhere are a long way from being able to produce
such a positive report. Pressure points at The Christie are being ably managed.

b

TK expressed his concern at the use of the term ‘low staff morale’. He felt that
managers should not be repeating this as it can have a detrimental effect on other
staff; he pointed out the term is not always true. JB reported that she had promised
ward managers that their comments would be published verbatim. She will feedback
to ward managers the comments and discussion from the board meeting.
Workforce plan
EL advised the committee that her report would cover two areas; update on the
workforce plan and staff survey results.
Staff survey results:
The organisation continues to be consistent with strong results from the staff survey.
The trust scored 4th highest as a place to work and 6th with the engagement score.
Highlights from the survey and benchmarking information are available in the
appendices to the report. Across Greater Manchester the trust scored positively in
most areas. EL highlighted the following:
Strong performance around objective 4 – retention of staff. Findings show the
responses are above the national average and links to patient satisfaction. There
were a few points around work undertaken locally across clinical areas and how this
can make a positive impact across the trust. There were good results around support
for physical and mental health well-being; the annual well-being day shows increased
attendance year on year.
The survey results are positive but it is acknowledged that there are areas which
require further work e.g. staff PDRs (the percentage undertaken has increased but
there have been comments around the quality of the process).
A plan is in place to disseminate the results across the organisation. Additional
analysis will be undertaken to ascertain the results by departments / ward and any
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No

Item
areas for development will be managed via the performance process.
Workforce plan and leadership:
Objective 3 – support staff development. The OAU presentation highlighted some
good developments in this area and this has been captured in the leadership plan at
Appendix B. Also captured is an assessment of 5 key themes of radiotherapy which
are in the same format as other plans and have clear objectives and metrics.
CO asked for any comments on the staff survey. TK asked how the trust chooses its
staff well-being ideas. EL indicated the well-being plan is based on feedback from
staff. KR commented that a few results appear to have gone down by 1% and are not
necessarily above the national average. She acknowledged the change is very small
but suggested this is something to watch. CO acknowledged that we do well but there
is always room for improvement. If we are to continue to progress to be an
outstanding, internationally renowned cancer centre then our staff are the way to do
this. It is important to review areas singled out and those that don’t meet the national
average e.g. working extra hours, reporting experiences of violence, harassment,
bullying and abuse (although there are fewer instances of these than reported
elsewhere). EL reported that the workforce committee is looking at additional data to
see if there are any hotspots or trends. Corporate and divisional action plans are
being developed. NL felt these are excellent results. EL confirmed the trust
benchmarks itself against other specialist trusts but has also compared itself across
Greater Manchester. EL commented that there was a lot of feedback around pay.
She confirmed all comments are analysed including those around pay, terms and
conditions, workload pressures, capacity and staffing. KW felt it would be good to see
some examples of these in a future report.

c

The committee agreed it was a good, clear plan.
Electronic Patient Record (EPR) briefing
CO welcomed Eileen Jessop (EJ) to the meeting. JF introduced EJ who is the trust’s
new chief information officer attending to update the board on progress with the EPR
business case which is due for further discussion by the board in May.
EJ reminded the committee that the board had supported the recommendation to
develop the in-house EPR system. This decision offers the opportunity to adapt the
functionality to suit the organisation thereby empowering the clinicians to deliver
outstanding patient care. The ambition is to provide a robust digital service for staff
and patients on and off the site thereby driving up quality of information both internally
and nationally. The ambition of an entirely digital hospital is achievable but
consideration needs to be given to building capacity and resilience into the
development and design of the system. NHSE has invested in making organisations
more secure; investment is also required to ensure there is business continuity when
paperless working is achieved.
The delivery of a digital hospital depends on the investment made in the estate and
design of digital solutions. Clinical teams will work with in-house developers to design
the CWP system. There will also be focus on capacity and capability, governance,
value for money, savings for the organisation and how to manage the wider
commercial aspect.
JM asked what the main worries are. EJ explained that her concerns are around the
volume of change which needs to be managed to ensure the organisation can cope.
The priority is investment in the infrastructure if we are going to roll out lots of digital
technology across the organisation. EJ reported she had learnt a lot from previous
experience of setting up a digital platform. RA asked how we will get involvement
from the clinicians who will be using the system. EJ explained the clinicians are
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Item
invested in the in-house system and have been involved in its design; implementation
is being led by consultant and nursing teams. EJ is currently meeting with clinical staff
to discuss the delivery of the digital agenda. JF reminded the committee that Dr
Rhidian Bramley’s role will be to help with this. FN advised that the transformation
team is also involved.

Action

KW commented that not long ago there was discussion about procuring the EPR
system from an external provider as reservations had been expressed about the
robustness of the in-house software and development team supporting it. EJ noted
that an extensive piece of work had been undertaken to evaluate the functionality of
the home grown development compared to a commercial option. She agreed there
would be a worry if there was reliance on a single developer. However she will ensure
the trust is building a quality and secure code. The trust will also be employing a
partner company to work with our local developers. KW asked who owns the
intellectual property rights. EJ confirmed that The Christie is the IP owner.
Following further discussion WPM commented that the organisation is starting from a
good position and the process would have been much harder had we decided to buy
an external system which would need to be Christie-fied. The clinical community are
very much behind the investment in CWP which they see as a Christie product.

10/18
a

b

11/18

CO confirmed this is an important priority for the Trust. The business case will be
discussed at the May meeting.
Board assurance
Board assurance framework 2017/18
RGS advised that this is the last month for looking at the 2017/18 board assurance
framework. The BAF was tightened up following discussions held at meetings in
January and February. The board was asked to consider the 5 recommended
updates. Noted and approved
Quality assurance committee key issues report – January 2018
JB reported that, following discussion at the last meeting, the company secretary had
decided that the quality assurance committee key issues report should be included in
the public board papers. KW suggested that if the minutes are not appended then a
fuller version of the key issues report should be produced. JB to discuss this with the
Company Secretary
Any other business
None.
Date of the next meeting:
Thursday 26th April 2018
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Agenda item 12/18d
Public Meeting of the Board of Directors - 2018
Action plan rolling programme after March 2018 meeting
Month

April 2018

May 2018

June 2018

From Agenda No

Issue

Responsible
Director

Action

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 Medical directors report - Research update
(key issues, progress against objectives and
future plans)
Annual reporting cycle Annual Corporate Objectives
Modern Slavery Act update

COO
CN&EDoQ

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

COO
Committee
chairs
EDoF&BD

Approve

WRES update
Monitor provider licence Self certification declarations
Annual reporting cycle Medical directors report - Education update (to
include policy for managing potential conflicts
of iinterest when securing bids to host
conferences funded by pharmaceutical
companies)

DoW
EDoF&BD
DoSoO

Annual update
To approve the declarations
Review

Annual reporting cycle Integrated performance report
Responsible Officer report

Monthly report
Declaration / approval

13/18c
14/18a

CEO
DoR

April 2017 to March 2018
Review

15/18a
13/18b

CEO
CEO

Review 2017/18 progress
Chief Executive's report

15/18b
13/18a

COO
IEMD
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To Agenda
no

Monthly report
Assurance

Monthly report
Medical Appraisal &
Revalidation Annual report

Month

From Agenda No

02/18c

Issue

Responsible
Director

Action

To Agenda
no

62 day cancer target
Staff friends & family test annual resurvey
update

COO
DoW

6 month update on progress
Results

July 2018 - no meeting

Integrated performance report

COO

Monthly report

By email

August 2018 - no meeting

Integrated performance report

COO

Monthly report

By email

Sepember 2018

October 2018

November 2018

January 2019
March 2019

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 Medical directors report - Research review
(key issues, progress against objectives and
future plans)
Freedom to speak up

Annual reporting cycle

Annual reporting cycle Integrated performance report
Annual reporting cycle Medical directors report - Education review
(key issues, progress against objectives and
future plans)
Annual reporting cycle Integrated performance report

COO
CN&EDoQ

Monthly report
Six month review

DoW

Six month review

CN&EDoQ

Annual review

CEO

Interim review

DoR

Six month review

FtSUG

Annual report

COO
DoSoO

Monthly report
Six month review

COO

Annual reporting cycle Corporate planning (corporate objectives /
BAF 2019/20)
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
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Executive
directors
Chair
Chair
COO
Chair
Chair

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

Month

From Agenda No

Issue

Responsible
Director

Six monthly compliance with NICE safe
staffing guidelines
Workforce plan
EPR update
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Action

CN&EDoQ

Review

DoW

Update

To Agenda
no

14

Action log following the board of directors meeting held on
Thursday 29th March 2018
Public
No.

Agenda

Action

By who

Progress

Board review

COO

Integrated performance
report

April 2018

Complete

1

07/18c

Report on changes to the waiting time definition

2

09/18a

Ward manager comments about low staff morale discussed;
board asked for their comments to be fed back.

CN&EDoQ

Discuss presentation of quality assurance committee
assurance to board with company secretary

CN&EDoQ

3

10/18b

15

JB to feedback

Complete

April 2018
April 2018
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Agenda item 13/18a
Meeting of the Board of Directors
Thursday 26th April, 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.

NCRI - National Cancer Research Institute
TfGM - Transport for Greater Manchester
OECI - Organisation of European Cancer
Institutes
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Agenda item 13/18a
Meeting of the Board of Directors
26th April, 2018
Chief executive’s report
1.

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

2.

National Cancer Research Institute (NCRI )Visit
On the 10th April, the National Cancer Research Institute (NCRI) senior team - which
included their CEO, Karen Kennedy - spent a day with the Christie Senior Research
Team and Execs. The NCRI are a UK-based partnership of cancer research funders
working together to accelerate research progress for patient and public benefit.
Their purpose is to improve the health and quality of life by accelerating progress in
cancer-related research through collaboration, working as a single voice across
industry, government and public sectors. The visit included a showcase of The Christie
and MCRC key activity, achievements, challenges and the sharing of respective future
strategic ambition. A number of mutual areas of interest were identified through the
day which will be pursued. These included increasing the level of research in Living
with and Beyond cancer; focusing on team based science with stronger synergies
between basic, clinical and translational research and working together on surfacing
the key challenges and emerging priorities for cancer research.
Further information can be found at http://www.ncri.org.uk/

3.

Travel Choices Awards
On the 22nd March twenty businesses were celebrated for inspiring thousands of
people across Greater Manchester to opt for more sustainable journeys to work.
The companies picked up gold, silver or bronze certificates from Transport for Greater
Manchester’s (TfGM’s) Travel Choices team for encouraging employees to walk, cycle,
car-share or take public transport
The Christie NHS Foundation Trust received the Gold Active Travel Award as we have
seen the use of sustainable travel for the daily commute increase by 9%, to a point
whereby nearly half of all staff travel to work sustainably.
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The award was an acknowledgment of the active travel initiatives including: walking
Wednesday, increase secure cycle storage, Improvements to shower and changing
facilities, free bicycle training and bicycle maintenance
Further information can be found at http://aboutmanchester.co.uk/celebration-forsustainable-and-inspirational-companies/
4.

Christie Quality Mark
During February our three radiotherapy services in Salford, Oldham and Withington
were assessed to see if they met the Christie Quality Mark accreditation standards.
The Quality mark was developed by a focus group of patients and carers who set out
what standards they expected to see to be assured that the standard of care at
outreach services were the same as if they were being treated at the main site at
Withington. During the last year a small team have worked on the evidence based
assurance standards for radiotherapy and following a rigorous accreditation process I
am pleased to advise all three sites were awarded the Christie Quality Mark.
Further information can be found at http://www.christie.nhs.uk/about-us/about-thechristie/christie-quality/the-christie-code-quality-scheme/

5.

Establishing Patient-Centred Quality Standards for Cancer – Organisation of
European Cancer Institutes (OECI)
On the 18th April 2018 Our Chief Nurse attended an OECI accreditation and
designation working group looking into the development of patient centred quality
standards. The meeting is the start of a debate to begin to define a position on the
quality criteria, effectiveness and patient centredness of different types of cancer
networks. The outcome of the work will lead to a decision as to whether the OECI
should extend their accreditation programme to comprehensive cancer networks which
meet certain quality criteria.
Further information can be found at http://www.oeci.eu/

6.

NHS at 70 Parliamentary Awards
We have submitted four applications for the NHS at 70 Parliamentary Awards. Our
clinical staff have been entered in four categories; The Care and Compassion Award,
The Person-Centred Champion Award, The Future NHS Award and The Lifetime
Achievement Award. We are pleased to report that all of these have been supported
by our local MP Jeff Smith to progress to local judging.
Further information can be found at https://www.england.nhs.uk/nhs70/getinvolved/nhs-organisations/parliamentary-awards/

7.

Apprenticeships
The Trust’s target of 63 new Apprenticeship starts since April 2017 has been achieved.
We have significantly increased our apprenticeships from 12 in 2016-17 to 63 in 201718 a 425% increase.
Nationally since the introduction of the apprenticeship levy the number of
apprenticeship starts for public sector organisations has decreased by 41% therefore
we are extremely pleased that we have been able to reach our target. Our future plans
include further work to increase the numbers of higher apprenticeships, apprenticeship
programme evaluation and workforce planning.
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8.

Cancer Vanguard
The two-year Vanguard Innovation programme has come to a conclusion. In
summary, its key achievements include:
•
•
•

•
•
•
•

More than 2,500 people have been recruited as ‘cancer champions’, people who
use their commitment to spread key health messages in their communities. More
than 50 organisations, including The Christie, have also signed up to the movement
A website has been created to help people who have received a cancer diagnosis
receive support and advice after treatment
Gateway-C, an online GP education and training tool, has been rolled out across
Greater Manchester and 73 per cent of practices have enrolled on its courses.
Health Education England funding will allow it to be rolled out across the cancer
alliances in the north of England
An online support tool, known as Can-GUIDE, has been developed to allow
patients to make more informed decisions about palliative and end-of-life care
All seven Greater Manchester providers of pathology services piloted a digital
pathology service, reporting on more than 1,500 cases
A one-stop early cancer diagnosis clinic, known as Query Cancer, was piloted in
south Manchester and treated 71 patients, of whom 10 received a cancer diagnosis
on the day they attended
A partnership with Macmillan secured £1.8m to test models of palliative care
delivery

Evaluation
All Vanguard Innovation projects were required to include robust evaluation. A number
of project evaluations have been completed and evaluation will continue across the
national Cancer Vanguard until 2020. Decisions about the future of individual
Vanguard Innovation projects will be taken as part of the implementation of the Greater
Manchester Cancer Plan.
Meanwhile, a national Cancer Vanguard review document is being produced which will
capture and share learning. In addition, the Communities of Practice group is now a
well-established forum that will continue to disseminate the learning from the national
Cancer Vanguard among the cancer alliances.
Further information can be found at http://www.gmcancervanguardinnovation.org/
9.

Greater Manchester Health and Social Care Partnership
The national tender process for genomic lab re-designation submission has moved to
the end of 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 has lead on the
development of a North West genomic medicine network to link cancer clinicians with
the Manchester Genomics hub. 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 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. A managed
implementation.
Further information can be found at http://www.gmhsc.org.uk/
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10.

Site Developments
Proton beam therapy centre
The building works to the proton beam therapy centre were completed on programme
and the building was handed over on 9Th April. A programme of Trust works to
commission the building is now in progress.
The MR and CT scanners were delivered to the Trust earlier this year and it is planned
that these areas of the first floor will be operational from 28th May. Varian is now
commissioning their equipment to enable first patient treatment in the autumn.
Outpatients’ redevelopment
The phase 1 works to the ground floor in the proton building started on 15th January
and is due to be handed over in August 2018. The internal partitions are now being
constructed, with many of the exam rooms and patient areas taking shape. Work is
also continuing with the mechanical and electrical install.

Design work is continuing to the central phlebotomy suite, with building work expected
to commence mid-2018. Options for phase 2 are currently being explored and a
business case is due to be presented to June Management Board. Phase 2 will also
include a new entrance to the radiotherapy department.
Tiered parking
The planning application for the car park was approved by the Manchester City Council
Planning Committee on 11th January 2018. The scheme had good support from the
committee and ward councillors. A condition of the planning approval was an
extension of the controlled parking zone. Manchester City Council is now commencing
a programme of review with residents to determine the extent and location of the
expansion.
The Christie at Cheshire East
Initial feasibility proposals have been developed for a new satellite cancer centre at
East Cheshire Hospital in Macclesfield. A business case for additional fees was
submitted and approved by capital and workforce planning group in February 2018 to
further review the scope of the project based on both capital and revenue costs
presented. A further business case will be presented to June capital and workforce
planning group.
Linear accelerators 1 and 2
Linear accelerators 1 and 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 now
been replaced and is operational. linac 2 was decommissioned in February and work to
the room has commenced. Builders’ work for linac 2 was completed in readiness for
the delivery of the new linear accelerator on 14th April 2018. Commissioning of the
equipment will be in progress until September 2018.
Paterson redevelopment
Plans to replace the fire-hit Paterson building with a new integrated research facility
were announced recently. The multi-million pound development will be led by The
Christie on behalf of the Manchester Cancer Research Centre, the partnership
between The Christie, The University of Manchester and Cancer Research UK. A
neighborhood drop in session was held on Tuesday 10th April to engage local
residents. A site boundary fence has now been erected along Wilmslow Road and the
demolition and clearance of the roof area is due to take place. Work to secure formal
approvals is now underway and it is anticipated that the project will be completed in
early 2021. For more details about the vision for this new development, please watch
this video: https://www.youtube.com/watch?v=IQWugqBXKeo&feature=youtu.be
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SLAVERY AND HUMAN TRAFFICKING STATEMENT
Introduction from the Board
We are committed to improving our practices to combat slavery and human trafficking.
Organisations Structure
The Christie is a specialist cancer centre serving a population of 3.2 million across Greater
Manchester and Cheshire covering 13 Clinical Commissioning Groups (CCG’s). We are an NHS
Foundation Trust with over 2,600 employees and an annual turnover of £293m.
Our business
We are a specialist cancer centre and we treat approximately 44,000 patients a year. We are a
world pioneer in the care, treatment and research of cancer. We operate out of our main site in
Withington, South Manchester and have satellite radiotherapy centres at Salford and Oldham as
well as chemotherapy and outpatient services at sites across 15 hospitals in Greater Manchester
and Cheshire. We also provide a mobile chemotherapy service.
Our policies on slavery and human trafficking
We are committed to ensuring that there is no modern slavery or human trafficking in any part of
our business and in so far as is possible to requiring our suppliers hold similar ethos.
The Christie NHS Foundation Trusts’ guidance on Modern Slavery is to:
• Comply with legislation and regulatory requirements
• Make suppliers and service providers aware that we promote the requirements of the
legislation
• Consider modern slavery factors when making procurement decisions
• Develop awareness of modern slavery issues
We will:
• Aim to include modern slavery conditions or criteria in specification and tender documents
wherever possible,
• Evaluate specifications and tenders with appropriate weight given to modern slavery points,
• Encourage suppliers and contractors to take their own action and understand their
obligations to the new requirements.
Trust staff must:
• Contact and work with the Procurement department when looking to work with new suppliers
so appropriate checks can be undertaken.
Procurement staff will:
• Undertake awareness training where possible.
• Aim to check and draft specifications to include a commitment from suppliers to support the
requirements of the act.
• Will not award contracts where suppliers do not demonstrate their commitment to ensuring
that slavery and human trafficking are not taking place in their own business or supply
chains.
This statement is made pursuant to section 54(1) of the Modern Slavery Act 2015 and constitutes
our slavery and human trafficking statement for the financial year ending 31 March 2019.

SIGNATURE:
POSITION:
DATE:

Chief Executive Officer, The Christie NHS Foundation Trust
26th April 2018
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Agenda item 13/18b
Meeting of the Board of Directors
Thursday 26 April 2018
Medical Directors Report
Research Update - April 2018

This month the medical directors report provides the Board with an update on research activity and
in particular, highlight key achievements along with emerging challenges.
The report provides a specific briefing on the following areas:
a)
b)
c)
d)
e)

an update on the MCRC strategy and associated plans for greater integrated working across
site groups (para 4-9)
recent success in securing £9m for the establishment of an advanced therapy treatment
centre at The Christie (para 10-11)
the transfer of Christie based MAHSC-Clinical Trials Unit to the University of Manchester
(para 17)
delivery against national performance metrics (para 18-26), and
Prof Ran MacKay receiving the accolade of NHS Healthcare scientist of the year at the NHS
England Healthcare Science Awards (para 27)

Context
The Christie’s ambition is to develop a comprehensive research programme and research
infrastructure to be positioned as one of the world’s leading comprehensive cancer centres. The
Trust five-year strategic plan objectives set out this ambition to work with partners to be:
o
o
o
o
o

A Biomedical Research Centre (BRC) for Cancer Research
One of three Cancer Research UK’s cancer research ‘major-centres’
One of the largest commercial trials units in the UK
One of the largest single site early phase trials units in the world
One of six high performing Academic Health Science Centres in the country

Strategic Developments
a.

Manchester Cancer Research Centre
The MCRC strategy continues to closely integrate, multidisciplinary research matrix of five
cross-cutting themes that support and underpin discovery, translational and clinical research
in a number of prioritised tumour-specific areas (e.g. breast, prostate, ovarian, melanoma,
haem/onc and lung cancer).
With Professor Bristow’s lead, the MCRC has been driving further integration through a
‘Team Science’ approach. Integrating the basic and translational science of the academic
research partners into the clinical powerhouse of The Christie will lean heavily on new
strategies to uplift the clinical research and trials domains within the Centre’s tumour site
disease groups. An “added-value” strategic approach has already been enacted by Professor
Bristow involving a series of strategy-based, One Manchester “town meetings” for tumour
site groups and cross-disciplinary programs. These allow research teams to develop 3-year
unique Mancunian and site-based clinical “change of state” research ambition with MCRC-
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supported genomic studies, bio-banking, setting up of real-time clinical outcome, and
applying cancer economics. This is buttressed by a new international clinical cancer
fellowship scheme being implemented in 2018 and aligning radiomic and genomic and
PROMs research with the SAP Big Data project at The Christie.
Further integration of the MCRC across campuses is being levered by a pop-up office into
the Michael Smith building on the Oxford Road campus to facilitate collaborations and
access to bio-banked samples with researchers in FBMH-UManchester. New initiatives have
also started in: aligning the Biomarkers Centre with Christie pathologists; bringing together a
team of researchers involved in hypoxia research to drive an Innovate UK Biocatalyst grant
with Pharma (OncoTherics); inserting a research strategy into the Greater Manchester
Cancer Plan; and, a re-thinking of an Oncologic Imaging strategy to augment and align the
research and clinical imaging on-going at The Christie and WMIC sites with FBMHUManchester. Altogether, this integration work will not only support MCRC and Christie
immediate objectives, but it will also be highly influential in developing integration and
synergy working practices for the Paterson Redevelopment Project. The outcomes of this
work will be used as exemplars of the outstanding research across the MCRC partnership.
Investment into Cancer Immunology is on-going with aligning novel biomarker-driven trials in
systemic- and radiotherapy (RT)-based immunotherapy through increased training
Fellowships and intra-UK collaborations with basic and translational immunologists including
the tumour immune and inflammation monitoring laboratory (TIIML; led by Dr Elaine Kilgour),
Tracey Hussell and colleagues in the MICCR.
Professors Jorgen Vesbo, Tracy Hussell and Anthony Whetton have progressed through the
EOI stage of the CRUK Early Detection funding round and have submitted full applications
“New paradigms and approaches to identification of markers of risk for early stage lung
cancer” looking at inflammatory signalling and proteomic changes (using a new disruptive
technology) in early lung cancer. This would use the sputum and swab samples that were
collected in parallel to the Early Detection blood samples referred to earlier. An imminent
CRUK Early Detection Centre call is anticipated, with the aim to build a strong case for
Manchester to be an Early Detection centre for Northern England.
Under the leadership of Prof Bristow, MCRC will continue to raise its international profile with
the aim of being one of the world’s top five comprehensive cancer research centres and a
flagship for the cancer research across the three partner organisations. This will be achieved
by pump-priming excellence in team science, an increase in large program grant and
Innovate UK infrastructure applications, an increase in top-tier recruits and supporting homegrown talent.
b.

iMATCH (Innovate Manchester Advance Therapy Centre Hub)
c£9m has been awarded to a Manchester health consortium (iMATCH), led by The Christie,
to coordinate the scale-up of advanced therapies for cancer and non-cancer diseases. The
Advanced Therapies Treatment Centre (ATTC), based at The Christie, will design and run
larger clinical trials in this innovative area of personalised medicine. Manchester was one of
only three centres in Britain awarded funding by Innovate UK to develop an ATTC. iMATCH
will work with the two other centres, the Northern Alliance Advanced Therapies Treatment
Centre and the Midlands and Wales Advanced Therapies Treatment Centre to ensure project
benefits are implemented nationally as part of the bid requirements.
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The iMATCH consortium, running the 3 year project, comprises The University of
Manchester (including input from Cancer Research UK Manchester Institute and Manchester
Cancer Research Centre), Manchester University NHS Foundation Trust, and commercial
partners: AgenTus Therapeutics, Aptus Clinical, AstraZeneca (iDecide Programme),
Asymptote (part of GE Healthcare), Chaucer Life Sciences, Cellular Therapeutics, The
Christie Pathology Partnership, Datatrial and Formedix.
c.

Academic Investment Plan
The AIP - a commitment of up to £37.2m between The Christie and the University - was
developed in 2013 to build world leading academic strength across cancer research and in
particular, in precision medicine. Since the AIP’s development, a number of key academic
appointments have been made, which has in turn greatly strengthened Experimental Cancer
Therapeutics, Radiotherapy Related Research and discovery research in tumour specific
themes such as lung, prostate, melanoma and pancreatic.
A number of key appointments have been made in recent months. Examples include the
recruitment of Professor Silke Gillessen from St. Gallen to the Chair in Genitourinary
Oncology Systemic Therapy Research (start date July 1, 2018) where she will develop and
lead a programme of novel biomarker-driven systemic Phase II trials using moleculartargeted drugs and immunotherapy as part of the Urology/STR research group. Prof Neil
Burnet was also recently appointed as Chair in Clinical Academic Proton Therapy.
Additionally, MCRC is in negotiations with a world-leading bio-informatician, who, if
successfully appointed, will take a leading role developing and enhancing our informatics
capabilities, working directly with the Site Disease Teams on ‘real-time’ patient outcomes and
bridging across to discovery informatics in the University and the Christie through discovery
genomics within the NW England Genome Bid.

d.

100k Genome Project
As of the end of March 2018, the eligible cases for the 100,000 Genomes Project (where we
have eligible samples and the patient has given their consent to be part of the project)
equate to 78% of our recruitment target. Although we are still short of our target, recent staff
additions have increased resource to support patient consent; this will help to uplift our
recruitment in the final 6 months of the project. In February, a research practitioner started
working on the project at Salford Royal NHS and her dedicated time has already led to an
uplift in numbers at this site. NHS England has also agreed to fund two interns to support
recruitment and the implementation of a biopsy pathway at Manchester Foundation Trust
(Wythenshawe site).
In March 2018, Stockport NHS Foundation Trust joined the 100,000 Genomes Project. Their
sample collection pathway will be led by the clinical and service teams (as opposed to
research led) which will contribute to the regional learning around embedding Genomic
Medicine in routine clinical practice. This learning is extremely valuable and can be rolled out
at the end of the project to support more personalised medicine for cancer patients.

e.

MAHSC (Manchester) Clinical Trials Unit
Following funding and contractual negotiations, agreement has been reached for the transfer
of the MAHSC Clinical Trials Unit from The Christie to the University of Manchester. An
official business transfer date of 15th June 2018 has been agreed and over the next few
months, following a successful TUPE consultation exercise, staff will transfer. A due
diligence exercise for all trial contracts is also be undertaken by Christie and University legal
teams.
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Performance
Within disease group sites and across strategic research themes, we have continued to perform
strongly over quarters 3 and 4. Successes include:
•

The top UK and global recruiter in multiple trials:
o
UK: COMBI I (melanoma), AURORA (breast), ADCT – 402 (lymphoma) trials
o
Global: TAHOE (lung - joint top), STEM study; Atlantis (urology), First global centre to
dose first-in-class, first-in-human for an oral first in class CDK7 inhibitor (ECMT)

•

Achieved the first patient recruited in:
o
UK: BAY-94-9343, RIVA (lymphoma)
o
Globally: CT7001 (CARRICK), RXC004, Praer-1 (GI)

The number of studies continues to grow. An additional 65 new studies opened in the last 6
months. In March 2018, 653 studies were open to recruitment or in follow-up.
a.

Patient recruitment
Patient recruitment continues to perform strongly. In 2017/18 we recruited 2,657 patients,
over-achieving our target for the year. A breakdown by disease group (DG) is provided
below. DGs that significantly over-performed against target were breast, lung, head and
neck, gynea and melanoma.

NIHR Clinical Research Network recruitment for cancer studies is also strong across GM and
currently sits second in the national performance table.
b.

NIHR Time and target
The percentage of studies meeting ‘time and target’ - the national benchmark for patient
recruitment to commercial clinical trials - is 51.9% (n=53). Further engagement with
Investigators is required to understand how we can improve this position. The average
number of studies submitted per provider was 11. The Christie currently lies 9th nationally in
terms of the number of new commercial studies submitted with 53.
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Performance in Delivering Analysis – 2017/18 Q3
League

NHS Provider

Total Trials

1

1

94

2

1

The Newcastle Upon Tyne Hospitals NHS Foundation
Trust
Leeds Teaching Hospitals NHS Trust

% Trials Meeting
Target
68.1

84

83.1

3

1

King's College Hospital NHS Foundation Trust

81

61.3

4

1

Oxford University Hospitals NHS Foundation Trust

65

58.7

5

1

63

39.7

6

1

University Hospital Southampton NHS Foundation
Trust
Guy's and St Thomas' NHS Foundation Trust

58

58.6

7

1

Barts Health NHS Trust

57

66.7

8

1

Manchester University NHS Foundation Trust

56

62.5

9

1

The Christie NHS Foundation Trust

53

51.9

10

1

The Royal Marsden NHS Foundation Trust

48

53.5

11

1

Imperial College Healthcare NHS Trust

43

50.0

12

1

Nottingham University Hospitals NHS Trust

42

54.8

13

1

University Hospitals Birmingham NHS Foundation
Trust

41

62.5

c.

NIHR 70 day
Our 70 day performance - recruitment of the first patient to a trial from valid receipt of a
research application - has improved following the national process change initiated by the
HRA. We have seen a slight dip in the most recent quarter which is due to the process
bedding in and also the service departments causing delays due to capacity and capability
issues. We are working closely with service departments to ensure these delays are
removed.

d.

Income performance
The Christie continues to be one of the leading Trusts in terms of commercial research
income generation. For 2017/18, income derived from commercial trials has increased by
c£450k from the same period time in 2016/17 – from £7.036m to £7.496m. The division will
be moving towards an accruals accounting basis in 2018/19. Reporting in this way for
2017/18 will add an additional £3.4m, bringing the total for 2017/18 to £10.8m.
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e.

Improving performance
Improving study set-up processes: Wes Dale and Dr Fiona Thistlethwaite are leading a
review of strengths and weaknesses of our current process in relation to governance,
structures, delivery models and data access. Wendy Fisher Associates - who have deep
experience of working with public and private research organisations – have helped provide
an external perspective. A draft report with key recommendations is currently under
consideration.
Improving research IT: A significant step forward in modernising the division’s data
management was the introduction of the research-specific IT system, R-Peak, in January.
Replacing manual systems and the outdated platform, Research Tools, R-Peak creates and
future proofs single point collection and management of research studies in an easily
accessible way. The system, which is used at all Greater Manchester trusts with the GM
Clinical Research Network, collates study set-up, recruitment and performance data and
links to the national NIHR CRN system.

Research Group Achievements
a.

Radiotherapy Related Research (RRR)
Members of the RRR continue to receive local, national and international recognition for their
research from PhD students through to the senior leadership team. In the last six months the
following awards were received:
•
•
•
•
•
•
•
•
•
•
•

b.

Prof Ran MacKay received an NHS England Healthcare Science Award 2018 –
Healthcare Scientist of Year
Prof Neil Burnet appointed as Chair in Clinical Academic Proton Therapy
Dr Ananya Choudhury won an Outstanding Contribution award at the fifth annual
Greater Manchester Clinical Research Awards.
Corinne Johnson won the Donal Hollywood prize for the best proffered abstract at
ESTRO 2018
Dr Ahmed Salem won the ESTRO 2018 Accuray award for his abstract submitted
Dr Lingjian Yang won the 2017 BIR Nic McNally prize
Tracy Underwood (physicist) awarded 2017 Dean’s Prize (University of Manchester)
Dr Laura Forker application to Sarcoma UK’s Early Career Researcher Competition
was selected
Dr Lingjian Yang won the 2017 RCR Ross Prize
Swarti Pendharkar won a poster award at ARR 2017
John Warmenhoven won an award for best proffered talk at ARR 2017

Systemic Therapy Research (STR)
Following the publication of its new strategy in 2017, STR colleagues have met weekly under
the chairmanship of Dr Was Mansoor and Professor Fiona Blackhall to create an
environment in which high quality systemic therapy-based research is encouraged and a
step-change made in the number of investigator-led systemic therapy clinical trials available
to our patients.
Over recent months a number of achievements have been made, which include:
•

approval of c£1m of funding for 9 new international Clinical Research Fellowships to be
based within Medical Oncology and Haematology at The Christie NHS Foundation
Trust
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•

•

•

c.

the establishment of The Advanced Cell Therapies research group at The Christie NHS
Foundation Trust which played a key role in the Manchester bid for the Innovate UK
funding competition for establishing UK treatment centres for advanced therapies,
resulting in the award of £9 million in January 2018.
In early 2018, the inaugural meeting of the Manchester Oesophago-gastric research
group was held, with representation from Salford Royal, The Christie, University
Hospital South Manchester, MCRC and The University of Manchester. STR will
continue to support this group to help connect lab research to the clinic and define their
research strategy.
Over the last 6 months, STR group have designed and submitted 7 expressions of
interest applications for investigator-led studies; 6 of these have been invited to the
next stages of the application process.

Surgical Oncology related Research (SORR)
SORR currently has 19 portfolio registered studies. Year to date highlights include:
•

•

•

Clinical PhD student, Hema Sekhar led a paper on nodal stage migration in anal
cancer published in Lancet Oncology. This included collaboration across surgery
(Renehan), radiology (Kochhar), clinical oncology (Saunders) and advanced imaging
(van Herk).
Omer Aziz, colorectal surgeon, was part of a team (McMahon, Aziz, K Williams) that
secured a MRC National Productivity Investment Fund (NPIF) 2017 Studentship to
fund a PhD student for 3.5 years to investigate ‘Mass Spectrometry (MS) Imaging for
Colorectal Cancer Subtype Classification’. The commercial partner for this project is
Kratos Analytical Ltd.
One of our APEP medical students, Prakhar Srivastava, was The Christie student prize
winner.

Over the next period, the SORR research strategy will focus on three new areas:
•
•
•

d.

Further integration and enhancement of the links between SORR and the MCRC
Biobank – for example, in better and more streamlined delivery of clinical data linked
with tissue and blood samples;
Developing a better culture of study closure (for example, with ethics and funding
agencies) reporting, and registered closure of studies with audit and R&D;
Increase the research activities in surgery-related under-resourced disciplines such as
anaesthesia, pathology and radiology.

Experimental Cancer Medicine Centre (ECMC)
The goal for Manchester ECMC is to become one of the top three Experimental Cancer
Medicine Centres for the delivery of precision medicine in Europe by 2020 and one of the top
five in the world by 2025 through augmentation of its scientific and clinical experimental
cancer medicine capabilities by supporting over 500 patients/annum receiving investigative
medicinal products.
Good progress has been made in the last 6 months against this goal:
•
ECMC patient recruitment has achieved its in year targets
•
Funding for an additional 11 posts (7 nurses, 4 clinical trials administrators) all of which
are to be placed within the disease teams has been secured through the national
ECMC award and have all been appointed.
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•
•
•

We have been successful in securing BRC funding to augment our precision medicine
research through molecular profiling of DNA in patients tumour tissue and circulating
DNA in blood.
A c£3m expansion of the CRF facility was successfully delivered in early September.
This will increase capacity in the CRF by around 50%, allowing more patients access to
experimental cancer medicine treatments and supporting the strategic growth plans.
The Trust has recently approved a policy for the delivery of unlicensed medicinal
products outside of a clinical trial. This supports the vision of MCRC to deliver precision
medicine - and in particular, will assist the pre-clinical research within CRUK MI. An
implementation plan from April 2018 is underway.

Other achievements for Manchester ECMC include:
•
First global centre to dose first-in-class first-in-human for an oral first in class CDK7
inhibitor.
•
Dosed the first patient globally with a drug (RXC004) for hard to treat cancers in a
Phase 1/2a commercial (Redx Pharma) study.
•
First international students were enrolled on the MRes in Experimental Cancer
Medicine.
•
Delivered a plenary presentation at ESMO on Precision Medicine.
•
Selected as the only UK site for Roche to conduct its NHS familiarisation project with
Foundation One.
•
Licensing of a data visualisation tool (REACT) to CRUK CDD for use with Phase I
studies.
•
Completion of first preceptorship programme in Complex Immunotherapeutics.
e.

Christie Patient Centred Research (CPCR)
CPCR has received funding from Urology UK to evaluate the safety and efficacy of PSA
monitoring in the community following treatment for prostate cancer. The team has also
secured funding from ECMT to develop a Patient Reported Experience Measure (PREM) for
people enrolled in cancer clinical trials; as well as funding from the Pain Charitable funds to
embed a programme of research into the Enhanced Supportive Care service. They are
awaiting the outcome of 3 major funding grants. Five papers have been accepted for
publication by the team and 3 abstracts have been accepted for various conferences.
CPCR continue to support Christie staff to develop research capacity and capability. They
ran a series of four 'Writing for Publication' workshops attended by 21 staff; feedback was
excellent and future workshops are planned. CPCR is supporting 6 secondments with
Christie staff to develop patient centred research in a range of areas including IV access,
claustrophobia and MR scanning, and management of melanoma brain metastases.

f.

NIHR Biomedical Research Centre
Cancer Prevention & Early Detection - Major progress has been made in breast cancer risk
stratification (Lead G Evans), incorporating a polygenic risk score (PRS) from SNP18 with
mammographic density and standard risk factors in the Tyrer-Cuzick algorithm. The team
have demonstrated prospective risk prediction with greater rate and proportion of stage 2+
cancers in moderate and high risk women (5%+ 10-year risk), that justifies additional
screening. Additionally the team have demonstrated lower proportions of potential overdiagnosis in the higher risk groups with about half of the low risk group having low risk
cancers that may justify delays in screening.
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Advances in machine learning for mammographic assessment have also been made (Lead S
Astley). Planning for other risk stratification algorithms is underway and this includes
endometrial cancer (Lead E Crosbie) and collaboration with the Cambridge BRC for ovarian
cancer. An addition to the Risk programme includes the identification of young women at
high risk of developing breast cancer following a successful pitch to the MCRC, to secure
pump priming funds to support this important area of research (lead S Howell). There have
been major steps forward in setting up two large consortia to evaluate excess body weight
over the adult life-course and cancer risk (ABACus) and the impact of obesity on prognosis in
colorectal and endometrial cancers (OCTOPUS) (Lead A Renehan), working in collaboration
between Cancer and Health Bioinformatics. Dr Emma Crosbie has been given leadership of
an additional programme within the PED theme (Early Detection) as a former NIHR Clinician
Scientist who is currently shortlisted for a CRUK Advanced Clinician Scientist award. Dr Phil
Crosbie has been added as a key researcher who will focus on lung cancer PED.
Advanced Radiotherapy theme - Undertaking work that would not have been possible
without the BRC, researchers worked closely with the PPIE team to organise a series of
events across the north to understand patients’ perceptions of protons, willingness to
randomisation and willingness to travel to Manchester for treatment. Data gathered at these
focus groups was used in designing the UK’s first protons vs photons randomised trial
(TORPEDO). Completed the generation and validation of hypoxia signatures for bladder,
sarcoma and prostate cancers; biomarker driven trials are now being designed aiming to
personalise the radiotherapy of cancer patients and improve survival. Also completed was
the first study to link radiation dose to the heart base with poorer survival in lung cancer
patients. The study was carried out in an unselected series of >1,000 lung cancer patients
from the North West; the design aimed to reduce biases and included lower socioeconomic
status and currently under-served groups.
Cancer precision medicine theme - recruitment is on track (including one Nurse and one
clinical trials coordinator) with two new starters due in May and June, two PhD students and
one Clinical Fellow started last year, and the final Clinical Fellow will start in August 2018.
CEP labs are now fully operational in Alderley Park, development and validation of a ‘toolkit’
of immune-oncology biomarkers is underway in the Tumour Inflammation and Immunology
Monitoring Laboratory (TIIML). The lab is already supporting two trials and contributed to
iMATCH award led by Fiona Thistlethwaite which it will support. TARGET trial is recruiting
well into Part B and the Molecular Tumour Board are meeting regularly. The web interface
(eTARGET) is working well and there have been two remote molecular tumour boards.
Currently in discussion with Pharmacy chains to take forward the Man in Vans/MRD Project.
Education
The success of the MRES programme has continued with applications for entry to 2018 course
closing early due to high demand. This year, The Christie NIHR CRF has hosted placements as
part of the NIHR Manchester BRC. The placements are designed to give hands on experience of
experimental medicine within an active research setting for healthcare personnel aspiring to be
researchers.
Christie Research continues to work closely with the School of Oncology to deliver a strategic
framework for the recruitment of clinical and academic fellows. A strategic case has been agreed
by the Management Board and a plan to deliver the strategy is now underway.
A dedicated education workstream has been set-up following the success of iMATCH (Innovate
Manchester Advanced Therapy Centre Hub). Safe delivery of advanced therapy at scale will be
achieved through the:
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•
•

development of an internal Christie Cell Therapies Education Programme into a broad
education programme in Advanced Therapies applicable to all individuals involved in the
delivery of ATMPs across the Manchester, and;
establishment of a modular MRes in Advanced Therapies.

Professor John Radford, Director of Research
Wes Dale, General Manager
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Integrated Performance &
Quality Report
March 2018

Caring

Safe

Responsive

Effective
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Well Led

Month 12 (March) 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 March has been achieved, however the 62 day performance for Q4 has
not been achieved, details within the exception report, and a more detailed briefing in section 6.2.
Our length of stay has reduced to slightly below plan. There is one risk rated at 20 which is related
to our 62 day performance, 2 risks rated at 16 and 2 risks rated at 15 in month. Full descriptions of
the risks can be found in section 2.
Quality
In month the patient satisfaction survey results remain high with a 98.5% positive response score.
Patient safety
There have been no cases of MRSA bacteraemia and two cases of C-difficile. One of the cases
has been deemed unavoidable and therefore not attributable to the Trust. The second case is still
under the review process.
Finance
The Trust is exceeding the NHSI Control Total by £62,408k 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 £69,502k, which is
£57,6006k above plan. This position is reflective of the anticipated transactions associated with
the Paterson fire, as well as Sustainability and Transformation Fund (STF) incentive funding of
£31,204k.
The recurrent CIP position is at 95.9% and is below the Q4 trajectory. More details around the
position are within the exception report in section 1.
Under the Single Oversight Framework, our Use of Resources score is 1.
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1. Responsive
1.1

1.1.1

National Standards

Cancer Standards – 62 Days – (Trust Level)

95.0%
90.0%
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62 Day Standard

1.1.2

Cancer Standards – 62 Days – (Networked
Services)

1.1.3

100.0%
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1.1.5
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85%

1.1.6

Diagnostic Waiting Times – CT

1.1.7

100.0%

100.0%

95.0%

95.0%
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42

17-18 Q2

17-18 Q4

Predicted

17-18 Q4

1.2.1

Internal 31 Day Standard

1.2.2
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1.2.4
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Cancelled Operations On The Day For NonClinical Reasons
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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

st

Patient admitted on 1 January 2018 and as of 31 March 2018 had been an inpatient for 89 days.
1.2.11 LOS Over 30 Days

1.2.12 LOS Over 30 Days
Discharged – Breakdown by Admission Type
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1.3

1.3.1

Activity

Summary Activity – In Month & YTD
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1.3.4

Activity Against Plan
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Infection Control
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Plan
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1.4.1

MRSA Bacteraemia

1.4.2
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17/18 Reduction Trajectory

1.4.7

Pseudomonas Aeuriginosa

5
4
3
2
1
0

Pseudomonas Aeuriginosa
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Threshold (National)

1.5
1.5.1

Financial Summary In Month
Income & Expenditure

• CIP delivery stands at 101.3% in year and 95.9%
recurrently.
• EBITDA position has a surplus of £86,578k
(£60,938k above plan). This position is reflective
of the anticipated transactions associated with
the Paterson fire, as well as Sustainability and
Transformation Fund (STF) incentive funding of
£31,204k.
• The month 12 I&E surplus is £69,502k (£57,600k
above plan), as a result of a net impact of the
EBITDA position and the impairment charge of
£2,670k within non operating expenditure.
• The Trust has achieved (£62,408k above plan)
the NHSI Control Total and our position assumes
meeting all criteria for STF core funding. As a
result of surpassing the NHSI Control Total, the
Trust has accrued £31,204k STF incentive
funding, in line with national guidance, within the
position.
• CIP delivery stands at 101.3% in year and 95.9%
recurrently.

• Agency spend in month is above the monthly
NHSI ceiling, but is cumulatively below the
annual NHSI ceiling.
• Under the Single Oversight Framework, the
Trust’s finance score is 1.
1.5.2

Trust Performance against NHSI Control
Total

80000
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20000
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0

Control Tot al - Actual (£000's)

1.6

Trust Plan

Balance Sheet & Liquidity
140.0

• Cash balances stand at £35,433k (121.0% of
plan).
• Debtor days have increased to 29 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 81.1% of the
internal plan.

120.0
100.0
80.0
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40.0
20.0
0.0

Liquidity Days - Actual
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Plan

1.6.1

Exchequer Cash Balances

1.6.2
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1.6.3

Medical staff

Cash Flow Plan
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Nurse staff

Clinical staff

Non clinical staff

Total agency/other

1.7

CIP

The annual target for CIP in 2017-18 was £9.5m in year and £7.5m recurrently. As at month 12, £9,619,148
has been achieved and removed from budget in year and £7,193,776 has been achieved recurrently.
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• Within month 12, 5 PIDs were submitted. 5 PIDs were completed in month to release £1,750k in-year
savings and £822K recurrently.
• There are 2 active schemes which are anticipated to deliver a further £425k of in year savings.
• The Trust has not achieved the Q4 target of 100% of CIP identified.

1.8

Agency

In month there were a total of 97 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

30

25

25

20

20

15

15

10

10

5

5

0

0

2016/17 Total
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17/18 Reduction Trajectory

Inpatient Falls – (Cumulative Totals)

2016/17 Total

2.4
Clinical Governance
2.4.1 Inquests

* A conclusion for an inquest held late in February was also received

2.4.2

Claims & payments

2.4.3

Serious Incident Panels

None
2.4.4

Serious Incidents Reported

None
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2017/18 Total

17/18 Reduction Trajectory

Top Operational Risks

Risk

1


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

Target date
for reduction
of score

2.4.6

Current score

Executive Reviews

Risk Number

2.4.5

Control measures

•
•
st

20

31
May
2018

•
•
•
•
•

2
NEW

3
NEW

4


Ability to maintain high
levels of patient care and
experience due to
increased staff turnover
and gaps as a result of
national shortages in
some occupations across
the clinical workforce.

Risk of significant
disruption of trust hosted
systems and data due to
network infrastructure
failure/poor performance.

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

16

31st
Jul
2018

•
•
•
•
•
•
•

16

30th
Apr
2018

•
•
•
•
•

st

15

31
Mar
2018

•
•
•
•

•
5


2017/18 Recurrent Trust
Wide Cost Improvement
Programme not achieved.

15

31st
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 executive team.
All rosters planned in advance to highlight gaps and utilise bank and
internal locums.
Monthly rostering compliance monitoring implemented.
Over established roles created( e.g. Nursing HCAs)
Trialling of Assistant Practitioner role.
Nurse recruitment and retention project established on an ongoing basis
meeting regularly and progressing actions.
Commencement of a Trust wide workforce planning and transformation
project focused specifically on our clinical services and our medical
workforce.
Slow down access to the data with the computer rooms.
Make some remedial changes to large databases (eg. CWP) to improve
access and performance.
Extra memory added to main clinical systems.
New fibre switches and servers have been ordered and are now on site.
A date specific plan for the installation has been compiled with a
statement of work of which work will begin w/b 23/04/18.
There has been no impact on CWP since 20/02/18.
Monitoring of the issue has increased – more teams have visibility and we
have the data on big display screens so we can react quicker.

Ensure patient flow policy is adhered to.
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.

Weekly escalation meetings in place. Cash releasing schemes
accelerated.
Key cash releasing transformation programs prioritised. Increased drive
on reducing costs and risk assessed recurrent cost reduction.
A Mutually Agreed Resignation Scheme (MARS) was launched in
December 2017.
Weekly Vacancy Control Panel introduced in December 2017 to assess all
vacancies prior to advertisement
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2.4.7

Exception Reports
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3. Effective
3.1
Clinical Effectiveness
3.1.1 Treatment Survival
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3.1.2

30 day post surgery survival rate

Wrong Route Chemotherapy
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Total mortality

3.1.4

Inpatient Deaths – 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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4. Caring
4.1

4.1.1

Patient Satisfaction Surveys & Outpatient Satisfaction Surveys

Patient Satisfaction – recommended.

4.1.2

100.00%
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4.2

4.2.1

Patient Satisfaction – not recommended
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4.2.2
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2016/17 Total

4.3

Friends & Family Test

4.3.1

Inpatients

4.3.2
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4.3.3

4.4

Outpatients
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Inpatients by Ward

Staff Friends & Family Test
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% recommend as a place to work

% response

% recommend as a place for treatment
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% Recommended

4.5

Executive Walk rounds
th

12 March 2018 – CCU – Chief Nurse & Executive Director of Quality
Things to be proud of:
•
Wonderful unit to work on, staff feel very well supported and valued.
•
Great team work – flexible cover for shifts, lots of job satisfaction. There is always someone to talk to if there
is a problem.
•
Rewarding work – to see patients walking out of the unit after they have been so poorly is incredible.
•
Get fantastic patient feedback
•
Staff are given many opportunities for learning and training – staff are given the support they need to develop
•
Good relationships across all levels of staff including with the doctors who are very approachable
•
Newly qualified staff all have mentors and this works well
Challenges:
•
Staff covering other wards when they are short staffed can be difficult. Surplus staff are absorbed onto wards
however this doesn’t work both ways because of the specialist skills required on the OCCU.
•
The outreach team come and support on the unit sometimes but they don’t always have recent experience of
ICU nursing.
•
There are periods where nurses are moved to other wards a lot and this can have a negative impact on
retention of staff. A staff tracking form is used to ensure that movement is fair and across both band 5 & 6
Registered Nurses.
•
Can sometimes feel a bit separate from the rest of the trust because of the specialist nature of the unit.
•
On the rare occasion that additional staff are needed it’s difficult to get the appropriately trained staff through
agencies
Things to take forward:
•
Better adherence to infection control standards for some consultant staff visiting the unit – sometimes have to
be reminded to take off jackets / be bare below the elbow etc. They do always respond when reminded.
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23 March 2018 – Main Outpatients – Executive Director of Finance & Business Development
Things to be proud of
•
Love the department; feel like ambassadors for the Christie. Proud to help patients.
•
Great communication between staff and patients – build good relationships with patients.
•
Good teamwork – staff happy and willing to help each other out, and staff work flexibly to meet service need
•
Visiting students are pleasantly surprised by OP activity, the amount that goes on, and how much they can
learn
•
The team is also proud to be the trust pilot site for the ‘Always Event’ quality improvement project
Challenges
•
Patients have long waits for pharmacy and for blood results. This can lead to the patient’s visit to the Christie
a long one.
•
Appointment scheduling can also be a source of annoyance for patients when they discover (from speaking
to one another) that several patients are given the same appointment time slot.
•
The staff also pointed out that Pat Seed Department patients, that are cannulated there, are often sent to
outpatients to have bloods taken again leading to delays for the patient. It would be a much better experience
for the patients if they could have their blood taken at the same time as cannulation
Things to take forward/consider
•
Pharmacy has already been asked for an action plan to improve their service.
•
Ensure that the issues raised are known to Outpatient Transformation Board to enable improvement in the
new outpatient facility when it opens.
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27 March 2018 – Surgical Secretaries – Executive Medical Director
Things to be proud of
•
Fantastic place to work, a lovely team and working environment. Team like coming to work. Working in
chambers is good.
•
There is approachable, flexible and supportive management. Hours can be flexed which also benefits
patients as calls can be made later in the day etc.
•
Job satisfaction especially in colorectal team : follow through of patients from the start to the end of their
treatment.
Challenges
•
Limitations of the EPRO system – it is difficult to change the format when producing letters. Team can no
longer add on new details (such as a new GP practice) without going through IT. This causes delays. Need
more licenses for the Spine to be able to access GP details without waiting for someone else with a licence
to do it on your behalf.
•
The printers do not allow concurrent faxing and printing which slows work flow.
•
Cover for leave and other absence can be a problem in some specialties, especially head & neck where
there is no identified cover. The loss of the band 3 in colorectal also causes some issues with cover.
•
There are capacity problems and difficulties with accommodating target patients in Plastics. This can be
stressful and leads to clinics being overbooked or patients being booked last minute.
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•

Environment: kitchen and toilet facilities have to be accessed in an adjacent department .The windows are
barred and cannot be opened (legacy of being the location of finance dept. some years ago). Changing this
would make a big difference to staff well-being. The recent improvements to flooring and lighting have been
appreciated.
Things to take forward/consider
•
Increased availability of bank staff to cover leave.
•
Removal of the bars from the windows in the office.
•
An additional printer / scanner would alleviate delays and queues for the 2 existing machines.
•
The team would like a water machine and options for facilities to include kitchenette/ toilet
•
Look at accommodation options for the PTS patients families and assess if this could be linked to the work
within the Proton project.

4.5.1

Exception Reports
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5. Well Led
5.1

Trust Headcount & FTE

2900
2800
2700
2600
2500
2400
2300
2200

Total Headcount

5.2

Total FTE

Establishment

Trust Sickness

5.00%
4.50%
4.00%
3.50%
3.00%
2.50%
2.00%

Threshold

Trust total

65

5.3

PDRs

5.4

Essential Training

5.5

Staff Turnover
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6. Appendix
6.1
6.1.1

62 Day by Tumour Group
Brain/CNS

100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
Q1

6.1.2

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard

Breast

100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
Q1

6.1.3

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard

Gynaecological

100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
Q1

6.1.4

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard

Haematological (Excluding Acute Leukaemia)

110.0%
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
Q1

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard
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6.1.5

Head & Neck

100.0%
80.0%
60.0%
40.0%
20.0%
0.0%
Q1

6.1.6

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard

Lower Gastrointestinal

100.0%
80.0%
60.0%
40.0%
20.0%
0.0%
Q1

6.1.7

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard

Lung

100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
Q1

6.1.8

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard

Other

100.0%
80.0%
60.0%
40.0%
20.0%
0.0%
Q1

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard
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6.1.9

Sarcoma

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
Q1

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard

6.1.10 Skin
100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
Q1

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard

6.1.11 Upper Gastrointestinal
100.0%
80.0%
60.0%
40.0%
20.0%
0.0%
Q1

Q2

Q3

Q4

17/18

CWT %

Adjusted Position

National Standard

DH Suggested Standard

6.1.12 Urological (Excluding Testicular)
100.0%
80.0%
60.0%
40.0%
20.0%
0.0%
Q1

Q2

Q3

Q4

CWT %

Adjusted Position

National Standard

DH Suggested Standard
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6.2

st

National breach allocation guidance 1 April 2018.

Cancer Waiting Times
National Breach Allocation Guidance from 1st April 2018

1. Purpose
This paper provides further detail on the changes in delivering National Cancer Waiting Times
standards with the introduction of the new National Beach Allocation Policy from 1st April 2018 and
the associated action plan that has been developed to support the organisation in delivering
against the changes to the CWT targets.
2. Background
National breach allocation guidance was issued in April 2016. The rationale for this was to bring
equity and reduce the overall number of patients waiting beyond 62 days for treatment. Across
Greater Manchester and Cheshire (GM&C) we already had a well-established and fully functional
patient focussed breach reallocation policy, which was implemented in 2011 (GM 2011). Despite
the well-developed system approach to breach allocation, GM&C have been advised by NHSI that
we are required to adopt the new national guidance. The existing Open Exeter system will cease
to upload records from 31st March 2018 (end Q4). All patients treated from 1st April 2018 must
therefore be uploaded onto the new system.
There are an additional 12 data fields in the new system, which will show inter provider transfer
(IPT) dates, however this will not be mandated until July 2018, when reporting against this
guidance also becomes mandatory. This will mean Trusts will not be able to provide cancer
performance on an individual Trust basis and across GM&C, unless all Trusts voluntarily complete
all fields.
3. Summary of Key Changes
The following section describes the key changes, and how performance will be managed.
3.1 2 Centre Pathways
At present, the majority of patient pathways span one or two Trusts. A 2 centre pathway is
described generally as a first seen Trust who undertakes the diagnostic elements of the pathway,
and a treating Trust who delivers the patient’s first definitive cancer treatment.
The following items describe the key changes in pathways involving 2 Trusts:
 Transfer for treatment timeframe will change (CaRP date) - In the GM 2011 breach
reallocation policy the maximum date for transfer is Day 42 of the pathway and in the new
CWT guidance this date will be Day 38.
 Currently, compliance (patients treated in time) would be shared between the first seen and
treating Trust. In the new guidance the first seen Trust will no longer receive any of the
treatment compliance, if transfer is after Day 38, and the patient is treated in time.
 GM 2011 - Patients transferred after Day 42 who breach the 62 day standard would be
reallocated in full to the first seen Trust. New CWT guidance - Reallocation for late transfer
(now Day 38) will only be applicable if the treating Trust delivers the first definitive treatment
within 24 Days – otherwise both Trusts share the breach.
The above changes will result in Trusts gaining breaches, and losing compliances (treatments in
time) differently to the way Trusts in GM&C currently calculate performance.
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3.2 3 Centre Pathways (or pathways involving more Trusts)
In GM&C there are a number of established ‘traditional’ 3 centre pathways. These pathways are
defined as 3 centres when ownership of the patient and their care is transferred to a ‘middle Trust’
who does not deliver the patients treatment.
The new guidance describes 3 centre pathways differently. The new definition includes pathways
where patients are transferred for diagnostic tests only, as well as the existing definition used in
GM&C. This is significantly different from the way GM&C have operated up to now.
In GM&C there are a number of diagnostic hubs that deliver specialist tests for other Trusts, whilst
overall responsibility for that patient remains with the referring Trust (i.e. patient sent for EBUS,
EUS, PET-CT or other diagnostics which is not delivered on all hospital sites).
In the new CWT guidance this would mean a much greater proportion of pathways become multicentre.
The allocation of breaches and compliances for multi-centre pathways in the new guidance is very
complex, and in some instances not yet defined. The 2011 GM&C breach reallocation policy has
defined transfer times in multi-centre pathways (Day 19/Day 38). This ensures breaches and
compliances can be determined easily. The new guidance is based on the length of time the
patient is with each Trust; regardless of the amount of care or diagnostics being delivered.
Trusts would not therefore have any ability to forward look and predict where any breach, or
compliance, would be allocated until after the patient has been treated and uploaded onto the new
CWT system.
4. Impact on the Trust
An internal assessment on the trust performance based on the new reallocation guidance
demonstrated that we would achieve the standard twice last year. As a trust our current internal
target for RTT is 31 days which we routinely achieve in terms of 85% of patients are treated within
this target. In essence to achieve the target in future we need to focus on an internal target of 24
days for treatment.
An assessment in relation to the 24 day target can be seen in figure 1. This demonstrates that
Medical Oncology is performing within an 80% tolerance, Clinical Oncology around 73% and
Surgery about 50%.
The Divisions are reviewing current pathways to look at how these pathways can be delivered
within 24 days. The clinical teams recommend that we should be aiming for all patients to be
managed to the same standard, as some metastatic patients are more clinically urgent than some
patients on a 62 day pathway.
In addition we would not have any ability to predict performance, or compliance, until after the
patient has been treated and uploaded onto the new CWT system.
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Figure 1. Performance against 24 day standard (based on 62 day pathways)

5. Conclusion
The challenge associated with the implementation this new reallocation guidance and the impact
on the trust performance is significant. A high level action plan has been developed through the
Divisional teams with further assessment, detail and consultation with disease groups. (appendix
1).
Our key objective is that we would want all patients to access treatment within a maximum of 24
days of referral for treatment, where it is clinical safe and in the best interest of the patient. We
have until 1st July to ensure clear plans are in place to be able to meet the CWT standards with the
implementation of the new reallocation policy. There are also potential financial implications in
terms of changes to pathways and there may be a requirement for investment to deliver new
pathways or to address capacity issues.
6. Recommendation
The board is asked to note the content of this report and support the action plan which will need
ongoing organisational input to aid pathway improvements.
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Appendix 1
Recommendation

24 Day Improvement Plan- April 2018
Timescale
Lead

Progress

Status

Networked Services
1

To inform all clinicians of the new 24 day standard at Consultant
meetings.

March
2018

with the challenge to look aim to see all
2 To review waits for first OPA
st
patients within 7 days to 1 appointment.

March
2018

Plus aiming for DTT to treat within 7days where safe to do so.

3

4
5
6

Radiotherapy planning - Review pooling patients plans for
radiotherapy, so that any clinician can sign off within tumour group.
Explore opportunities to review skill mix in delivery of treatment
planning processes.
Ensure clinical teams only accept referrals in line with agreed
pathways
Explore options to be able to pre book chemotherapy at same time
as OPA within 7 days of OPA.
Identify any pre-treatment test required at triage and arrange prior to
OPA.

Initially focus on patients and pathways with higher risk of breaching
24 day whilst individual disease pathways and capacity issues are
8
addressed.
Prostate/Brachy / UGI / Lung Sabre / Sarcoma

Complete

Data gathered to see where the issues lay within the
62 day standards.

Complete

May 2018

Review access times for all referrals per disease group

May 2018

Disease groups to review planning practices.
Review skill mix and explore opportunities to expand
roles to speed up radiotherapy planning

May 2018

Explore options to move triage into CWP and agree
timescales

May 2018

Review capacity and scheduling in Chemotherapy

May 2018

Explore opportunity to Develop Triage in CWP

May 2018

Identify capacity issues and how scheduling can be
improved.

May 2018

Continue to work closely with clinical teams to ensure
that patient care is not compromised.
Develop monthly monitoring reports by disease
group/directorate to disseminate with teams

DCOO

7 Improve access and waits for Radiotherapy planning scans

Meetings have been held with both Clinical Oncology
Clinicians and Medical Oncology Clinicians and all
informed of the new 24 day standard.

Clinical Support & Specialist Surgery

1

To inform all clinicians of the new 24 day standard at Consultant
meetings.

2 To move to 7 days for OPAs

March
2018

Interim
DCOO

June 2018
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Meeting has been held with the department
management team and the Clinical Director.
Further surgical meetings need to take place with the
Clinicians.
Interim Service Manager reviewing all OP activity,
DNA & cancellation rates to highlight opportunities

Complete

Recommendation
3

Urology pathway – to look into clinics being more regular for each
consultant (issue when referrals were for named consultants).

Lead

Timescale

Progress

June 2018

Deputy Service Managers to discuss this with
consultants/CNS/secretaries at weekly diary meetings

March
2018

It has been agreed that an additional 3 renal patients
per week would be discussed in the MDT meeting, in
the short term until the network configuration has been
agreed.

June 2018

See & Treat started Monday16.4.18.
Profile of follow ups collated. Meeting held with
Clinical Specialist Nurses (CNS). Competences to be
reviewed, to understand the level of clinical support the
CNS’s are able to deliver.
Agreement in place not to vet referrals for 62
days. Date to be agreed

4 To look into gaining more MDT capacity for urology patients.
Plastics service:
• Deputy Service Manager to support surgeons to understand the
model for “see and treat” patients for plastics clinics
• Review 12 month follow-ups in plastics to generate additional
5
capacity in clinics and new style innovative Nurse Led Community
Clinics, Nurse Led Follow Up at The Christie
• To look into direct booking into next available clinic for 62 day
referrals.
6 Weekly meetings, engaging with clinicians
7

8

Arranging meeting to understand colorectal pathway with regards
potential redesign opportunities.
To review 12 month follow up clinics in all specialities to create
additional immediate capacity.

Weekly

This is taking place and is ongoing.

April 2018

Meeting has been arranged with Lead Colorectal
Surgeon.

June 2018

Action has been clinically evaluated and a decision
has been agreed not to delay any 12 month reviews to
create capacity. Instead it is believed by developing
nurse led follow up clinics, this will be a more
sustainable solution.
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Status

Complete
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Fiona Noden, Chief Operating Officer
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Marie Hosey, Assistant Chief Operating Officer – Performance & Operational Standards
Report Produced by Andrew Gibson – Deputy Head of Performance
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Agenda item 14/18a
Meeting of the Board of Directors
Thursday 26th April 2018

Report of

Chief Nurse & Executive Director of Quality

Paper Prepared By

Associate Chief Nurse & Deputy Director of
Quality
Chief Nurse & Executive Director of Quality

Subject/Title

Annual compliance with the
Commission (CQC) requirements

Care

Quality

Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014
Background Papers
Care Quality Commission (Registration)
Regulations 2009

Purpose of Paper

To assure the Board of Directors of compliance
with meeting the required CQC outcomes

Action/Decision Required

For Approval

Link to:



NHS Improvement Single Oversight Framework
NHS Strategies and Policy

Link to:



Trust’s Strategic Direction



Corporate Objectives

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

Impact on resources and risk and assurance Assessment shows no impact on resources or risk
profile
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 Care Quality Commission (CQC)
they appear in the attached paper, please list
them in the adjacent box.
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Agenda item 14/18a
Meeting of the Board of Directors
Thursday 26th April 2018
Annual Compliance with the Care Quality Commission requirements
1.

Background
The Trust as part of its registration with the Care Quality Commission (CQC) is required to
demonstrate that it meets the outcome standards set out by the CQC under the Health and
Social Care Act 2008 (Regulated Activities) Regulations 2014 and the Care Quality
Commission (Registration) Regulations 2009.
The Board of directors through its governance processes has established an approach to
demonstrate on-going compliance and this is through the board subcommittees of Audit and
Quality Assurance, through operational governance committees, through the integrated
quality and performance report and through internal and external audit reports.

2.

CQC Comprehensive Inspection
In May 2016 the CQC carried out a comprehensive inspection of the Trust as part of its
planned activities. The Trust based on previously collated compliance evidence stored in the
‘Health Assure’ system was able to provide all of the information requested by the CQC
during the period of January to March 2016.
On 18th November 2016 The Christie NHS Foundation Trust was rated as ‘Outstanding’ by the
Care Quality Commission (CQC). This rating was based on evidence provided and care
witnessed during the comprehensive inspection which took place from 10th – 13th May 2016.

The Trust was judged to be fully compliant in all regulated activity and did not receive any
‘must do’ improvement actions. However, the CQC noted some actions that the Trust should
make to further improve our services. The plan of the ‘should do’ actions was completed and
approved by the Board of Directors in October 2017. The completed plan and evidence was
subsequently submitted to the CQC.
3.

On-going CQC monitoring
The outcome compliance standards have been reviewed and there have been no changes in
our services, treatment and care that would suggest that this is different than during the CQC
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inspection in May 2016 and therefore it is asserted that the Trust remains compliant with the
outcome standards.
CQC Outcome Standards and Compliance
Outcome Standard
Outcome 1: Respecting and involving people who use services
Outcome 2: Consent to care and treatment
Outcome 4: Care and welfare of people who use services
Outcome 5: Meeting nutritional needs
Outcome 6: Cooperating with other providers
Outcome 7: Safeguarding people who use services from abuse
Outcome 8: Cleanliness and infection control
Outcome 9: Management of medicines
Outcome 10: Safety and suitability of premises
Outcome 11: Safety, availability and suitability of equipment
Outcome 12: Requirements relating to workers
Outcome 13: Staffing
Outcome 14: Supporting workers
Outcome 16: Assessing and monitoring the quality of service provision
Outcome: 17 Complaints
Outcome: 21 Records

Compliance
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant
 Compliant

The CQC in July 2017 commenced regular reporting to Trusts through their Insight report.
Insight is a tool designed to make CQC more intelligence-driven as outlined in their 2016/21
strategy. It is designed to monitor where the performance of services may have improved or
declined so that the CQC can target their resources on where the risk to the quality of care
provided is greatest and to point to areas where the quality of care may be improving. CQC is
using the Insight dashboards for monitoring purposes and for informing engagement visits.
During our engagement visits over the last year there has been one request for further
information on one area in the insight report which was with regards to stoma reversal rates in
the National bowel cancer audit (NBOCAP). This matter was closed following information
provided to the CQC by the clinical lead. More information on the methodology of the insight
report can be found at:
https://qrp.cqc.org.uk/20180313%20Indicator%20guidance%20v1.12%20(PDF%20v1).pdf
Throughout 2017/18 Mersey Internal Audit, the Trust’s internal auditors have reported on a
number of quality audits which have tested CQC outcomes and the outcomes were as
follows:
Internal audit report
Quality metrics: The Christie CODE
Quality spot check: Ward 10
Quality spot check: Radiotherapy
Mortality Framework
Pressure Ulcer Management

Meeting issued
June 2017
November 2017
March 2018
March 2018

Audit assurance
Significant
Significant
Significant
Significant
Awaiting
Outcome

NHS Improvement’s Quality Assurance Framework has also been reviewed twice in 2017/18
(June/November) by the Quality Assurance Committee and there were no gaps in assurance.
Thereby providing another level of assurance around the well led domain.

80

4.

Board Training
The Board on the 2nd February 2018 during their Board development day as part of the well
led domain undertook training on:
• Risk awareness
• Equality, Diversity and Human Rights
• PREVENT and
• Data security awareness

5.

Conclusion and Recommendation
The Trust has met for 2017/18 and continues to meet the outcomes required by the CQC
under the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and the
Care Quality Commission (Registration) Regulations 2009.
The Board is asked to approve this assurance position.
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Agenda item 15/18a

Meeting of the Board of Directors
Thursday 26th April 2018

Report of

Chief executive

Paper Prepared By

Company secretary

Subject/Title

Register of matters approved by the board – 1st
April 2017 – 31st March 2018

Background Papers

Complete register from April 2007 (available on
request)

Purpose of Paper

To give a report in regard to matters approved
by the board from 1st April 2017 – 30th March
2018

Action/Decision Required

To approve the register of matters approved by
the board from 1st April 2017 – 30th March 2018

Link to:



NHS Strategies and Policy

To demonstrate the Trust is properly managed

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. However, if they appear in
the attached paper, please list them in
the adjacent box.

CQC
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care quality commission
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Register of matters approved by the board of directors in public– 1st April 2017 to 31st March 2018
Item

Date of meeting

Agenda item

201

27th April 2017

202

14/17a

Annual compliance with the Care Quality commission (CQC) requirements

Remarks/
Follow up
Approved

th

20/17a

Annual report & accounts 2016/17

Approved

th

24 May 2017

Subject and minute

203

24 May 2017

20/17b

NHS Improvement self-certification declarations

Approved

204

29th June 2017

25/17a

Medical appraisal and revalidation annual report 2016/17

Approved

205

29th June 2017

25/17b

Major incident update

Approved

25/17c

National inpatient survey 2016

Approved

206

th

29 June 2017
th

207

28 September 2017

31/17a

Risk Management Strategy 2017-20

Approved

208

25th January 2018

03/18a

The Christie Strategy 2018-2023

Approved

209

29th March 2018

08/18a

Board governance:
i. Fit & proper persons declaration
ii. Register of directors interests
iii. Directors letters of representation
iv. Declaration of independence

All approved for
signature

210

29th March 2018

08/18b

Annual reporting cycle 2018/19

Approved

211

29th March 2018

08/18c

Corporate objectives and board assurance framework 2018/19

Approved
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Agenda item 16/18a
Meeting of the Board of Directors
Thursday 26th April 2018
Report of

Chief executive

Paper Prepared By

Company secretary

Subject/Title

Review of corporate objectives and board assurance framework
2017/18

Background Papers

5 year strategy (developing and sustaining an International
Cancer Institute)
Divisional Implementation Plans
Board Assurance Framework 2017/18

Purpose of Paper

To note outcome against the corporate objectives for 2017/18

Action/Decision Required

To note outcome

Link to:
• NHS Strategies and Policy

•

NHS Cancer Reform Strategy

Link to:
• Trust’s Strategic Direction
• Corporate Objectives

•
•
•
•

Trust’s strategic direction
Divisional implementation plans
Key stakeholder relationships
2020 Vision

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.

COO
EMD
EDoN&Q
EDoF&BD
DoW
IMRT
CNS
MR
CT
BRC
AHP
MAHSC
PAS
IPU
GMCCN
YOU/HTU
CQUIN
CQC
FFT
ESR
MCC

Chief operating officer
Executive medical director
Executive director of nursing & quality
Executive director of finance & business development
Director of workforce
Intensity modulated radiotherapy
Central nervous system
Magnetic resonance
Computed tomography
Biomedical research centre
Allied health professionals
Manchester Academic Health Science Centre
Patient administration system
Integrated procedures unit
Greater Manchester & Cheshire Cancer Network
Young oncology unit/Haematology transplant unit
Commissioning for quality & innovation
Care Quality Commission
Friends & Family Test
Electronic staff record
Manchester City Council
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Agenda item 16/18a
Meeting of the Board of Directors
Thursday 26th April 2018
Review of Corporate Objectives and Board Assurance Framework 2017/18
1.

Introduction
The attached paper (appendix 1) sets out our achievements against the corporate
objectives for 2017/18.

2.

Background
Each year we agree a set of corporate objectives within the framework of our 5 year
strategy.
The board should note that the objectives set here are those of The Christie for its various
activities. As entities with their own identities (within the overall Christie umbrella), Christie
Private Care (CPC), Christie Pathology Partnership (CPP) and The Christie Charity have
their own objectives which are managed by the Joint Venture Boards and the Charitable
Funds Committee respectively.
Monitoring of the objectives has been through the performance report and consolidated
updates to the board. Assurance is managed through the board assurance framework.
This paper describes the end of year position.

3.

Exception report
Overall the corporate objectives from 2017/18 have been achieved, however 6 of the 75
components have not been fully achieved. These are:
Objective component
To realise the year 1 goals of the 2017/20
Quality Plan

Comment / action
Plan approved in Sept 17, year 1
goals will be measured Sept 18

1.8

Increase the access to the latest imaging
services

Awaiting contract award for NC2

4.2

To meet and achieve the requirements of the
OECI accreditation

Accreditation visit complete,
awaiting outcome

6.6

Establish commercial LLP vehicle

Not currently required

6.7

Approval of refreshed IT Strategy (to include
alignment with GM IT Strategy) by the Board
of Directors
Implement plans to improve digital maturity

Business case to Board of Directors
in May 18 that will deliver IT strategy

7.1

PDR / Essential Training / Sickness absence
levels to be compliant with Trust threshold

Managed through performance
reviews / BAF / reports to boards

1.2

4.

Board assurance framework 2017/18
The board assurance framework (BAF) 2017/18 was presented to the Board and Quality
Assurance committee in March. This is attached at appendix 2. Further review of the board
assurance framework has taken place by the executive team since the board meeting as
part of the review of the corporate objectives.
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Year-end risk scores have been added for all risks. All the risks identified are low risks with
none scored over 12. The final version of the 2017/18 BAF indicates where risks have
achieved their risk score and which risks are being carried over into the 2018/19.
5.

Recommendations
The board are asked to note:
1)

the achievements against the corporate objectives for 2017/18 and the closing position
of the risks associated with those objectives as set out in the Board Assurance
Framework;

2)

the actions taken against the 6 objective components not fully achieved.
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Appendix 1

Strategy themes and draft corporate objectives 2017/18
Strategy theme

2017/18 corporate objective

1. Leading cancer
care

1. To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and
clinical effectiveness for those patients living with and beyond cancer
2. To be an international leader in research and innovation which leads to direct patient benefits at all
stages of the cancer journey

2. The Christie
experience

3. To be an international leader in professional and public education for cancer care
4. To integrate our clinical, research and educational activities as an internationally recognised and
leading comprehensive cancer centre

3. Local & specialist
care

5. To provide leadership within the local network of cancer care
6. To maintain excellent operational, quality and financial performance

4. Best outcomes

7. To be an excellent place to work and attract the best staff
8. To play our part in the local health care economy and community

91

Key

COO

Chief operating officer

EMD

Executive medical director

CN&EDoQ

Chief Nurse & director of quality

EDoF&BD

Executive director of finance & business development

DoW

Director of workforce
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Corporate Objectives 2017/18
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

31.3.18

CN&EDoQ

Achieved

31.3.18

CN&EDoQ

Exception report

31.3.18

CN&EDoQ

Achieved

31.3.18

CN&EDoQ

Achieved

CN&EDoQ

Achieved

1.1

Develop standards for patient and
public experience

Assess all three radiotherapy sites against the radiotherapy
services quality mark.

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 selfassessment 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

Complete the ward CODE accreditation scheme assessments
on the existing uncertified Trust wards.

31.3.18

Implementation of the new national process for learning from
inpatient mortality

31.3.18

Implement Enhanced Supportive Care Strategy in line with
plan

31.3.18

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

31.3.18

1.4

1.5

1.6

1.7

1.8

Ensure patients receive excellent
supportive care

CN&EDoQ
/ EMD
EMD
EMD /

CN&EDoQ

Achieved
Achieved

Achieved

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

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

31.3.18

EMD

Achieved

To deliver improvements to the

Develop business case for new outpatient department

26.10.17

COO

Achieved

Increase the access to the latest imaging services

31.3.18

COO

Exception report
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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
patient environment

Measure

Timescale

Director

31.5.17

EDoF&BD/
COO

Achieved

31.7.17

EDoF&BD/
COO

Achieved

To deliver improvement to the core estate infrastructure

31.3.18

EDoF&BD

Achieved

To complete PBT core build and take delivery of the 4 gantries
in preparation for operational handover

31.3.18

EDoF&BD

Achieved

To complete the capital development and operational plan for
the Integrated Procedures Unit
To improve patient circulation areas (New Main entrance )

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

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

Measure

Timescale

Director

Improved Capability: Deliver Phase 2 of the Academic
Investment Plan (AIP) – recruit 3 new academic chairs;
Develop scheme to support Christie clinical researchers –
identify and fund 20 new research PAs

31.3.18

EMD

Achieved

Effective partnerships: work with the Manchester Cancer
Research Centre, the CRUK Manchester Paterson Institute
and Manchester University to:
• deliver the Biomedical Research Centre (BRC) thematic
priorities,
• ensure that the Manchester Experimental Cancer Medicine
Centre (ECMC) is the highest ECMC patient recruiter in the
UK
• deliver the CRUK Major Centre domain priorities
• deliver the Christie cancer projects of the NIHR Patient
Safety Translational Research Centre

31.3.18

EMD

Achieved

31.03.18

EMD

Achieved

Effective Leadership: Manchester Academic Health Science
Centre (MAHSC) Cancer Domain – establish a plan for 2022
BRC re-accreditation and deliver a GM international cancer
conference for late 2018
Health Innovation Manchester (HinM) – launch the GM
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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

Develop a Real World Data strategy for The Christie

31.03.18

EMD

Achieved

Develop new systematic therapy and cellular therapy strategies

31.03.18

EMD

Achieved

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

31.03.18

EMD

Achieved

Implement a new funding model for research to ensure
sustainability and growth

31.03.18

EMD

Achieved

Expand the Clinical Research Facility (CRF) and increase
experimental medicine activity to 350 recruited patients

31.03.18

EMD

Achieved

EMD

Achieved

EMD

Achieved

Research Hub and successfully transfer the MAHSC CTU to
Manchester University
GM Cancer Board – deliver research priorities set out in the
GM Cancer Plan e.g. recruit 700 patients into 100k Genome
project
2.2

2.3

2.4

Refresh Christie Research Strategy

Performance - increase research
activity and income

Reduce disparity in research
participation

Increase levels of commercial income by 15% and Christie
investigator led studies by 10%; Increase NIHR patient
recruitment by 5%; Increase the number of submitted
investigator led grant applications by 10%; increase the
number of academic publications by 10%
Develop and deliver the CRF ‘outreach’ service to reduce
social inequality and increase science quality by reaching all of
GM’s population (i) Investigate barriers and facilitators to
explain geographical and community disparity in research
participation; (ii) form an outreach team, initially focused on
cancer, to introduce Experimental Medicine.
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31.03.18

31.03.18

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

Development of education
apprenticeship schemes

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

31.3.18

EMD

Achieved

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

31.3.18

EMD

Achieved

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

31.3.18

EMD

Achieved

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

31.3.18

EMD

Achieved

To develop a coordinated international fellowship programme

31.3.18

EMD

Achieved

To launch Gateway-C for primary care, as part of the Vanguard
programme

31.3.18

EMD

Achieved

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

31.3.18

EMD

Achieved

To lead creation of a comprehensive cancer education strategy
for Greater Manchester and publish by June 2017

30.4.18

EMD

Achieved

Develop an apprenticeship strategy to meet the target of 60
apprenticeship starts annually

31.3.18

Create an action plan to mitigate the shortfall in CPD funding
for professionally registered staff

31.3.18

EMD

Achieved

31.3.18

EMD

Achieved

Create and launch an education and training development
programme for Christie experts
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EMD
DoW

Achieved

4. To integrate our clinical, research and educational activities as an internationally recognised and leading comprehensive cancer centre
Annual objective
4.1

Measure

Timescale

Director

31.3.18

EMD

Achieved

Develop and measure agreed
clinical standards for all disease
groups

Publication of Clinical Outcomes Unit papers

4.2

Achieve reaccreditation of OECI

To meet and achieve the requirements of the accreditation

31.3.18

CN&EDoQ

Exception report

4.3

Attract high quality overseas staff
to The Christie

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

31.3.18

EMD

Achieved

Measure

Timescale

Director

5. To provide leadership within the local network of cancer care
Annual objective
5.1

Provide leadership locally and
nationally against Vanguard objectives

Full engagement and leadership of Vanguard, delivery of key
milestones within the approved Value proposition

31.3.18

EDoF&BD

Achieved

5.2

Implement the GM Urology Strategy

Establishment of GM Prostate Centre

31.3.18

COO

Achieved

5.3

Refresh of chemotherapy delivery
strategy

Delivery of localisation of chemotherapy in line with the
refreshed strategy

31.3.18

COO

Achieved

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

31.3.18

COO

Achieved

5.4

Development of Haematology strategy

Develop Haematology Strategy in line with Manchester
Cancer plans

31.3.18

COO

Achieved

5.5

Implement Radiotherapy Strategy

Development of business case for south sector provision

31.3.18

COO

Achieved

5.6

Delivery of National PET Service

Delivery of year 3 partnership plan with Alliance Medical

31.3.18

COO

Achieved

Develop PET strategy to address phase 2 of the national
procurement

31.3.18

COO

Achieved

31.3.18

EMDS

Achieved

31.3.18

EMD

Achieved

5.7

Refresh Trusts’ strategic response to 5
Year Forward View

Completion of an updated 5 year strategy approved by the
BoD

5.8

Embedding / Reinforcing The
Christie’s position as at the heart of
GM Cancer.

Undertake review of Christie Internal Disease Group activities
and links with Tumour pathway boards
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6. To maintain excellent operational, quality and financial performance
Annual objective
6.1

6.2

6.3

6.4

6.5

To develop and deliver our
financial strategy

Improve relationships with
commissioners

To identify and deliver
transformational change

Achieve and sustain upper
quartile performance targets

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

Measure

Timescale

Director

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

31.3.18

EDoF&BD

Achieved

Agree site strategy prioritisation in line with clinical strategy

31.3.18

EDoF&BD

Achieved

Delivery of Trust profit share in line with 1718 plan for TCC and
CPP

31.3.18

EDoF&BD

Achieved

Production of TCC strategic plan for next 5 years.

31.3.18

EDoF&BD

Achieved

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

31.3.18

EDoF&BD

Achieved

Establish quarterly engagement events with CCG’s

31.3.18

EDoF&BD

Achieved

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

31.3.18

COO

Achieved

Deliver trust wide recurrent efficiency savings of £9.5m

31.3.18

COO

Achieved

31.3.18

Exec team

Achieved

31.3.18

EDoF&BD

Achieved

Achieve performance targets:
• Maintain rating of 1 and segmentation of 1 within the Single
Oversight framework
• 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)
All guidance requirements for operational planning fulfilled
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6. To maintain excellent operational, quality and financial performance
Annual objective
6.6

Implementation of the
International Business Strategy

Measure

Timescale

Director

31.3.18

EDoF&BD

Secure contract with international partner.

Achieved

Establish commercial LLP vehicle.
6.7

Deliver Informatics Strategy

Exception report

Approval of refreshed IT Strategy ( to include alignment with GM
IT Strategy ) by the Board of Directors

31.3.18

EDoF&BD

Implement plans to improve digital maturity

31.3.18

EDoF&BD

Exception report

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
Retention rates to benchmark equally against NHS average

31.3.18

DoW

Achieved

PDR levels to be complaint with Trust threshold
Essential Training levels to be compliant with Trust threshold

31.3.18

DoW

Exception report

To achieve the CQUINs wellbeing target for 2017.

31.3.18

DoW

Achieved

Sickness absence levels to be compliant with Trust threshold

31.3.18

DoW

Exception report

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

31.3.18

EMD & DoW

Achieved

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

31.3.18

DoW

Achieved

To evidence engagement and communications in relation to GM
corporate services proposals

31.3.18

DoW

Achieved

7.2

Review and refresh
Organisational Development
Strategy
(To support staff to maintain
their physical and mental health
and wellbeing)

Promoting equality and diversity
in the work place

Timescale
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Director

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

31.3.18

Exec team

Achieved

Continued engagement with Macmillan Cancer Improvement
Partnership (MCIP) Plan

31.3.18

EMD

Achieved

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

31.3.18

DoW

Achieved

Implement Green Travel Plan

31.3.18

EDoF&BD

Achieved

Regularly engage local residents regarding the Trust’s plans

31.3.18

EDoF&BD

Achieved
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BOARD ASSURANCE FRAMEWORK 2017-2018
Position at end of Q1

Position at end of Q2

Position at end of Q3

Position at end of Q4

Carried over

Target risk score

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

12

12

12

12

6

✓

12

None identified

4

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

None identified

4

4

4

4

4

✓

4

4

Leads nominated for each CQUIN goal. CQUINs steering group (strategic and
operational) are in place with strategic and operational representation agreed. Rigour
None identified
introduced around submission and quality assurance of quarterly reports. Timescales
established for provision of data. Achieved Q3 (await Q4 commissioner sign off).

8

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

8

8

8

8

8

✓

8

2

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
None identified
group looks at attribution of avoidable / unavoidable

8

Numbers reported through integrated performance report to
Management Board and Board of Directors. 2016/17 saw a
None identified
41% reduction in the number of falls from the previous year.
27 falls recorded against a target of 26.

6

6

6

9

8

✓

6

2

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

8

Regular reports to Quality Assurance committee and board
(through the integrated performance report). No grade 3 or 4
hospital aquired pressure ulcers. Outturn position at end of
None identified
16/17 was the same number of pressure ulcers as in the
previous year with a slightly higher level of activity. 27
pressure ulcers recorded against a target of 25

12

12

12

12

8

✓

6

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

EDoN&Q

2

3

1.2

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

2

1.4

Not achieving projected reduction in the number of
falls

EDoN&Q

4

Number
1.1

1.5

Principal Risks

Risk of exceeding the thresholds for the number of
pressure ulcers

Exec Lead

EDoN&Q

4

Key Control established
Patients with known or suspected HCAI are isolated. Medicines management policy
contains prescribing guidelines to minimise risk of predisposition to C-Diff. Need to
maintain Gram negative bacteraemia. RCA undertaken for each known case.
Induction training & bespoke training if issues identified. Close working with NHS
England at NIPR meetings.
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. Complaints in year 74
(compared to 85 in previous year).

Key Gaps in Controls

Current Risk Score
6

Impact

None identified

Likelihood

Opening Position

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

Assurance

Gaps in assurance

6

6

Target risk score

6

6

✓

6

Target risk score

6

Carried over

6

Carried over

6

Position at end of Q4

8

Position at end of Q4

Position at end of Q3

8

Position at end of Q3

None identified

Position at end of Q2

6

Weekly review of 70 day performance. All industry metrics
reported through to the Research Divisional Board and
Management Board; quarterly review of Disease Group
performance

Position at end of Q2

New performance management system implemented (Jan 17) to track real time
delivery; new set-up review group established (Aug 2017) to make recommendations
None identified
for improvements; regular review at disease team quarterly assurance meetings;
SLAs being established with each service department involved in set up and delivery.

Gaps in assurance

Position at end of Q1

3

Assurance

Position at end of Q1

2

Current Risk Score

EMD

Key Gaps in Controls

Opening Position

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

Key Control established

Opening Position

2.1

Exec Lead

Impact

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

✓

6

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

EMD

2

3

Key Control established

Key Gaps in Controls

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
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101

Continuing difficulty in back
filling senior staff despite
funding availability

Current Risk Score

Exec Lead

Impact

3.1

Principal Risks

Likelihood

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

6

Assurance

School of oncology board reports to Management Board.

Gaps in assurance

None identified

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

2

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 be
2 different service delivery
provided across 2 sites, namely The Christie and CMFT. GM transformation team
models in GM.
completed review of service delivery.

8

8

Continue to provide commissioned services
10

Urology - commissioning decision made. Christie to provide prostate services as key
None identified
provider under agreed specification. Programme of transfer of services agreed

4.4

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

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

EDoF&BD

3

4

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

Revenue funding secured through NHSE. Reviewing options for hotel
accommodation in the city centre. Ronald McDonald approached to explore options
4
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
Considered at November OECI board, accreditation visit undertaken March 2018.
Await decision.

Target risk score

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

Carried over

2

Position at end of Q4

EDoF&BD

Position at end of Q3

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

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

None identified

8

8

8

8

8

✓

8

None identified

8

8

8

8

8

X

8

15

15

15

15

10

✓

10

Gaps in assurance

None identified

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

None identified

12

Reports to research governance committee and
commissioner meetings

None identified

12

12

12

12

12

✓

12

None identified

8

PBT steering group and Strategic Plan Implementation
Board.

None identified

8

8

8

8

8

✓

8

None identified

6

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

None identified

6

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

✓

6

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

Non-delivery of our refreshed chemotherapy
strategy
The Christie Pathology Partnership objectives not
achieved impacting on clinical service

COO /
EDoF&BD
COO/
EDoF&BD

5.4

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

EDoF&BD
EMD

5.5

Tariff structure resulting in a recurrent loss of
income

EDoF&BD

5.6

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

COO /
EDoF&BD /
EMD

5.2
5.3

Option appriasal of mobile unit versus static/hospital based provision. Refreshed
chemotherapy strategy approved.
The Christie Pathology Partnership board established. Operational management
4
reviewed.

Position at end of Q4

Carried over

Target risk score

4

Position at end of Q3

2

8

Position at end of Q2

2

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

Current Risk Score

Key Gaps in Controls

Position at end of Q1

EMD(S)

Key Control established

Opening Position

5.1

GM devolution changes have an adverse impact on
The Christie objectives

Exec Lead

Impact

Principal Risks

Likelihood

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

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

10

10

10

10

8

✓

8

Assurance

Gaps in assurance

8

Reports to Management Board

None identified

12

12

12

12

8

✓

8

None identified

8

Reports to BoD from The Christie Pathology Partnership
board meetings.

None identified

8

8

8

8

8

x

8

2

Part of the National Cancer Vanguard with The Royal Marsden and UCLH. Project
4 team established. Detailed project plans in place. 2017-18 funding secured. Classed None identified
as innovation arm of cancer system board. Project completed

8

Regular reports to Management board and Cancer System
Board. Project completed.

None identified

10

10

10

10

8

x

10

2

5

Changes in specialist
commissioning as a
consequence of GM Devolution

10

To continue to report through Manaagment Board and
Board of Directors via the Finance report.

None identified

10

10

10

10

10

✓

10

2

Concerns regarding operational management and turnover of senior operational
leaders at TCC raised through JV Board. COO appointed. Mock inspection
4
completed 12th September by Christie team. Inspection undertaken w/c 12th March
2018. Await report.

No permanent clinical director
in post

8

Governance reports to TCC Board

None identified

12

12

12

12

12

✓

4

2

Participating at national level to influence development of specialist tariffs. Contract
for 17-18 agreed. Tariff agreed. Activity growth confirmed.
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None identified

6.3

Non delivery of transformation schemes (CIP)

6.4

Current EPR unable to support delivery of
operational objectives

COO

EDoF&BD

Current Risk Score

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

None identified

Target risk score

1

None identified

Carried over

EDoF&BD

Financial performance target not achieved

None identified

Continued achievement of all key performance targets

Position at end of Q4

6.2

4

Gaps in assurance

Position at end of Q3

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

None identified

Assurance

Position at end of Q2

1

Key Gaps in Controls

Position at end of Q1

COO

Key performance targets not achieved

Key Control established

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

Opening Position

6.1

Exec Lead

Impact

Principal Risks

Likelihood

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

8

8

8

8

4

✓

4

16

16

16

16

4

✓

4

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

Changes in specialist
commissioning as a
consequence of GM Devolution

4

5

Transformation team work across clinical and corporate divisions to identify and
achieve efficiency and improve environment. Progress monitored through
2 Management Board. Schemes developed on a transformational basis . Targets for
identification and delivery of savings have been agreed at Transformation Board.
Escalation meetings established. Director of Transformation appointed.

None identified

10

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

None identified

16

16

16

16

10

✓

4

2

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

8

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

None identified

12

12

12

12

8

✓

8

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

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

5

2

Target risk score

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

Carried over

7.2

None identified

Position at end of Q4

2

Assurance
Monthly sickness levels as reported in Integrated
10
performance and quality report

Position at end of Q3

5

Key Gaps in Controls

Position at end of Q2

DoW / COO

Key Control established
Adherence with sickness management policy monitored through performance review
meetings.
Working with GM health & social care partnership, 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.

Position at end of Q1

Target reductions in sickness levels not achieved

Exec Lead

Opening Position

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

9

9

9

10

✓

9

Gaps in assurance

None identified

4

No current impact on recruitment & retention. Involvement
in key Greater Manchester Health & Social Care
Partnership committees

None identified

6

6

6

4

4

✓

4

None identified

9

Regular report to board

None identified

9

9

9

9

9

✓

9

Trustwide performance at
87.6%

10

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

None identified

6

6

6

6

10

✓

6

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

EDoF&BD

3

2

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

target risk score achieved or better
target risk score not achieved & risk score 12 or below
target risk score not achieved & risk score over 12
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Target risk score

8.2

Carried over

2

Position at end of Q4

EDoF&BD

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
3 requirements for travel to site. Options for non-clinical staff accommodation off site
None identified
are being considered. Communication with residents through the Neighbourhood
Forum and newsletters. Green travel plan and sustainability plan in place.

Position at end of Q1

Key Gaps in Controls

Opening Position

Key Control established

6

Met the 15/16 & 16/17 green travel milestones. Agreement
by MCC of strategic development plan. 5 year Capital Plan
delivery. Monitored through Management Board & Board of
None identified
Directors. Monthly meetings with Manchester City Council
(MCC). Capital programme shared with MCC and Board of
Directors. Plans for tiered car parking approved Jan 2018.

9

9

9

9

6

✓

6

6

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

6

6

6

6

6

x

6

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

Assurance

Gaps in assurance

None identified
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