
Quality Report 2017-18



 
Part 1: Statement on quality from the Chief 
Executive   
Everything we do at The Christie is aimed at 
achieving the best quality care and outcomes for 
our patients.  I am pleased to introduce this year’s 
quality accounts which once again build on our 
established foundations of delivering high quality 
services which were rated as Outstanding by the 
Care Quality Commission in their Comprehensive 
Inspection in May 2016. 
 
Our track record of publishing information on the 
quality of our services continues, with our 
integrated quality and performance report 
published monthly which demonstrates our 
achievements on each of the three components of 
quality; patient experience, safety and 
effectiveness of care.  This annual report shows the 
progress we have made over the past 12 months 
and our quality improvement plans for the future.  
 
Through the on-going hard work and commitment 
of all our staff we continued to achieve all national 
targets in 2017/18 and we continue to be one of 
the top scoring trusts for quality of care in the 
national inpatient survey.  During the course of 
2017/18 we have continued to work hard on 
presenting readily available information for our 
patients about the quality of our services. 
Information screens outside each ward and 
department provide live information about safe 
staffing levels and achievement of safety standards.  
Feedback from our patients on the Friends and 
Family Test patients has consistently scored us at 
over 97% as a recommendation of a place for care.  
During 2017/18 a quality accreditation programme 
for the wards continued and all of our wards have 
been accredited to ‘Gold’ standard, the best that 
can be achieved.  All three of our radiotherapy 
centres have achieved The Christie Quality Mark 
accreditation which means our patients will have 

the same high standards of care whether they 
come to the main site at Withington or to the 
centres in Salford and Oldham. 
 
The board has a quality assurance committee 
which scrutinises, monitors and provides assurance 
on our quality programmes and further assurance 
is given by our governors’ quality committee 
through which our council of governors supports 
and advises on current quality and priorities for the 
future.  
 
It is the voices of our patients and their families 
that really make the difference both in assuring us 
that we get it right most of the time and more 
importantly letting us know when we get it wrong 
and allowing us to make changes.  We are 
extremely grateful to the many people who as 
health and social care partners, governors, 
members, patient representatives and our patients 
take the time to support and advise us. 
 
The board of directors is strongly committed to 
building on our existing high standards of quality 
and we aim to maintain our reputation for 
excellence throughout the coming years, especially 
at a time when any additional resources available 
to the NHS remain limited.  Our results show that 
we provide high quality care and we want to 
maintain this through the implementation of our 
quality plan for 2017-2020 which is a supporting 
plan to our 2025 strategy. 
 
I am pleased to present this report to you and to 
certify the accuracy of the data it contains. 

 
Roger Spencer 
Chief Executive Officer   
24th May 2018 

Quality report  
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Part 2: Priorities for improvement and statements 
of assurance from the board        
 
2.1 Quality priorities for 2017/18 
 

1. Delivering the Greater Manchester Cancer 
Strategy for Living with and Beyond Cancer    

 The above quality priority was agreed by 
Greater Manchester Cancer Provider Board 
as part of the Greater Manchester Cancer 
Plan.  

 The Christie will play its part in delivering the 
Greater Manchester Cancer Strategy for 
Living with and beyond cancer by ensuring 
the cancer recovery package is implemented 
for all patients by March 2019.  

 The recovery package consists of four 
elements three of which are hospital based 
and they are: 
• Holistic needs assessment and care 

planning, at diagnosis and at other 
significant points in the patient pathway 

• Treatment summaries, after significant 
phases of treatment 

• Health and wellbeing events, providing 
information and support 

 
This quality measure will be monitored and 
measured quarterly through Management 
Board. 

 
2. Reducing Healthcare Associated Infections   
 To reduce the incidence of healthcare 

associated infections (HCAI) by 10% by the 
end of March 2018 through the deployment 
of a multi-professional quality improvement 
collaborative 

 
           This quality measure will be monitored and 

measured quarterly through the Infection 
Control Committee. 

3. Improving inpatient care for patients with 
diabetes and those at risk of developing 
diabetes    
To improve inpatient care for patients with 
diabetes and those at risk of developing 
diabetes in an oncology setting to ensure 
that we: 
• Ensure glucose lowering medications 

are prescribed correctly and 
administered on time 

• Reduction in frequency of 
hypoglycaemia to reduce patient harm 
and improve care 

 
This quality measure will be monitored 
quarterly through the Patient Safety 
Committee. 

 
The findings from our quality priorities 2017/18 
are outlined below:  
 

1. Delivering the Greater Manchester Cancer 
Strategy for Living with and Beyond Cancer   
The Christie will play its part in delivering the 
Greater Manchester Cancer Strategy for 
Living With and Beyond Cancer by ensuring 
the cancer Recovery Package is implemented 
for all patients by March 2019.  
 
The Recovery Package consists of four 
elements, three of which are hospital based 
and they are: 
• Holistic needs assessment and care 

planning, at diagnosis and at other 
significant points in the patient 
pathway 

• Treatment summaries, after significant 
phases of treatment 

• Health and Wellbeing Events, 
providing information and support 
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This quality improvement is part of a two year 
programme which commenced in 2017/18 and will 
be monitored and measured quarterly through the 
Recovery Package Implementation Group.  We 
have successfully appointed a Macmillan Quality 
Facilitator to lead the project and are also 
recruiting a user involvement champion who will 
ensure that our patients have opportunity to shape 
and be involved in this work. 
 
Holistic needs assessments are an important 
screening of individual patient concerns that may 
lead to signposting to specific services and a 
formalised care plan. These have been undertaken 
in different formats but now The Christie will be 
utilising the Macmillan electronic tool (eHNA) in a 
consistent way that will allow sharing and capture 
of information. We are working with all clinical 
teams to ensure each has an agreed template for 
treatments summaries that is identifiable in our 
electronic noting, and that this important 
information is provided to our patients as well as 
the GP. 
 
Health and Well Being Events have been developed 
and run by a small number of Disease Groups for 
several years. While patients will be encouraged to 
access events nearer to home where possible, we 
are in the process of developing a generic model 
with supporting materials. These can available to 
any patient at completion of treatment or be 
adapted for specific groups, for example with rarer 
cancers. Alongside this we have a successful model 
for those with secondary breast cancer and will 
develop this further to meet needs for patients on 
ongoing treatments for a period of years. 
 
2. Reducing Healthcare Associated Infections   

 

Prevention and Control 2017-2018 
For 2017-208,the Director of Infection Prevention 
and Control set a target of reducing the incidence 

of healthcare associated infections (HCAI) by 10% 
by the end of March 2018 through the deployment 
of a multi-professional quality improvement 
collaborative. 
 
The Infection Prevention and Control Team has 
collaborated with senior nurses, ward managers, 
Infection Control Champions and other frontline 
staff in a collaborative group which has discussed, 
implemented and monitored small tests of change. 
Initiatives during the year have included: 
 
• a poster campaign aimed at telling staff what 

to do in the event of a patient with 
suspected C.difficile 

• a campaign aimed at improving patient hand 
hygiene 

• prevalence studies of urinary catheter use 
and infections 

• an educational package aimed at improving 
bed decontamination 

• An improved Out of Hours assistant 
promoting good isolation and IPC practices 

• Improved working with the Deep Clean 
team. 

• Formation of the Intravenous Strategy Group 
including Central Venous Access Device. 

• Diarrhoea awareness campaign 
 

During the course of the year we have seen a 
reduction in post-72 hour C.difficile cases by 62% 
from 29 cases to 18, which is lower than the 
threshold set of no more than 19. We have also 
seen a reduction in pre-72 hour cases of C.difficile 
which is likely due to improvements in stool 
sampling and assessment of our patients with 
diarrhoea. 
 
During the course of the year we have also seen a 
decrease in bloodstream infections caused by 
Vancomycin-resistant enterococcus (VRE).  Our 
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influenza activity has seen an increase in the latter 
part of the season in line with the rest of the 
country. 
 
This year has seen increases in some conditions 
such as E.coli bloodstream infections and MSSA 
bloodstream infections which are in line with the 
situation in the rest of the country. The infection 
prevention and control team (IPCT) have been 
involved with a pan-Manchester group which is 
looking at ways in which the national ambition to 
decrease E.Coli bloodstream infections can be 
achieved.  
 
A review into the increase in MSSA bloodstream 
infections was taken by the team towards the end 
of 2017 and the outcome of this work will inform 
the recommendations for the reduction of this 
infection in 2018-2019. The team also carried out a 
trial three month surveillance of central venous 
access devices (CVAD) on the Palatine Treatment 
unit aimed at identifying improvements in practice 
and the prevalence of infection. The surveillance of 
these devices will form an important part of the 
team’s work in 2018/19. 
 
The IPCT has continued its rigorous approach to 
auditing during the year with our frontline staff 
receiving training from the team to ensure our real-
time results continue to improve. Frontline 
ownership of infection prevention and control has 
been strengthened with the monthly audit carried 
out by Infection Control Champions and the team 
has been working with the wards and departments 
to ensure that real change is affected following 
environmental audits. This is reflected in the 
improved scored for our environmental audits. 
 
The team has also contributed to a major piece of 
work in the American Journal of Infection Control 
looking at ways in which to improve hand hygiene 

compliance using digital software and auditing 
tools. 
 
While not meeting the overall reduction target for 
all organisms, the team has seen some very 
significant results and will be building on this in the 
coming year. 
 
3. Improving inpatient care for patients with 

diabetes and those at risk of developing 
diabetes 

 
Sugar Matters – reducing potential harm to 
inpatients at the Christie with diabetes or at risk 
of developing diabetes 
One of our agreed quality objectives for 2017/18 
was to improve inpatient care for patients with 
diabetes and those at risk of developing diabetes. 
Our aims were to ensure blood glucose 
measurements were performance appropriately, 
glucose lowering medications are prescribed 
correctly and administered on time, and to see a 
reduction in frequency of hypoglycaemia and 
hyperglycaemia to reduce potential harm to 
patients and improve their care.   
 
By participating in the improvement science for 
academics programme, a multi-professional team 
of staff undertook a piece of focused improvement 
work, based around two main goals:  
 
• A reduction in “potential harm” to Christie 

in-patients with diabetes or at risk from 
developing diabetes from 75% to 25%  by 
June 2018  

• To increase the number of good diabetes 
days for Christie in-patients with diabetes or 
at risk from  diabetes from 15% to 75%  by 
June 2018  
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The number of patients with cancer is increasing. 
Alongside this the number of patients with diabetes 
is increasing. These are interlinked as patients with 
diabetes are more susceptible to developing 
certain cancers and patients with cancer are more 
likely to develop hyperglycemia (high blood sugars) 
as a result of the cancer itself and glucose raising 
treatments such as steroids, Total Parenteral 
Nutrition (TPN), octreotide. 

A pivotal factor in managing patients with, or at risk 
from, diabetes is appropriately monitoring capillary 
blood glucose (CBG) levels. In 2017, a trust wide 
audit demonstrated that appropriate CBG 
monitoring was only occurring in 30% of patients. 
An initial paper based audit tool was developed, 
tested and then converted to a more accurate and 
less labour-intensive electronic tool as part of a 
Quality Improvement Initiative (Haelo ISC4L). This 
audit tool integrates with the Christie Clinical Web 
Portal (CWP, local electronic patient record) and 
allows assessment and “one-click” data analysis of 
appropriate CBG monitoring for inpatients. As a 
result of weekly audits and analysis on the pilot 
ward, with regular feedback to the ward and the 
introduction of simple improvement measures- the 
Don’t forget Diabetes package (education tools and 
teaching from the Diabetes Specialist Nurse, 
regular updates on performance, diabetes 
champions) compliance with CBG monitoring 
improved to over 75% in 8 months. 

Potential harm to patients (a composite end point 
of; compliance to CBG monitoring, number of high 
or low blood glucose levels and correct drug 
prescription) has reduced from 75% to 40%.   

The initiative is being implemented across the 
Trust, by use of the CWP audit tool and tailoring of 
the Don’t Forget Diabetes package. There has been 
an improvement in CBG monitoring from 30% to 

60% on one further ward with plans for full ward 
roll out by mid-2018. 

The integrated CWP audit tool has allowed 
demonstration of significant improvement in CBG 
monitoring on the ward and has demonstrated the 
need for and allowed the development of a new 
CWP diabetes care plan which will be compulsory 
to complete for every in-patient with diabetes or at 
risk from diabetes.  

Staff satisfaction on the pilot ward, in terms of 
knowledge of diabetes and awareness of policy has 
increased since the start of the programme. 

Moving forward, these changes need to be spread 
and implemented across the Trust, in both an 
inpatient and outpatient setting; and the changes 
need to be sustainable once the Quality 
Improvement Initiative has finished. Development 
of new CWP Diabetes Care Plans, a quality standard 
for diabetes as part of the Christie Code 
accreditation scheme and integration of a 
connected glucometer system are all underway to 
enhance sustainability.  The Diabetes Specialist 
Nurse and team are integral to this service and 
maintaining the improvements and therefore the 
increasing workload and sustainability of the 
service in its current form need to be reviewed 
further.   

Our quality ambitions for 2018/19   
In deciding our quality ambitions for 2018/19 we 
undertook a range of approaches to agree the final 
three to be taken forward. We reviewed themes 
from our complaints and concerns through Patient 
Advice and Liaison Service (PALS). We asked our 
clinical staff to consider what the quality ambitions 
should be based on their interactions with the 
patients and the public and from their professional 
perspective. We reviewed the contribution 
required by the Trust to deliver aspects of the 
national and Greater Manchester cancer strategy. 
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We also consulted with our Governors quality 
committee to hear of any patient and public 
matters that we should consider.  
 
The Management Board, a board comprising of 
Executive Directors, Clinical Directors and senior 
managers agreed the final three quality ambitions 
and these have been shared with the Council of 
Governors and with staff across the Trust through 
the team brief. 
 
Our quality ambitions for 2018/19   

1. Delivering the Greater Manchester Cancer 
Strategy for Living with and Beyond Cancer 
The above quality priority was agreed by 
Greater Manchester Cancer Provider Board 
as part of the Greater Manchester Cancer 
Plan. 
• The Christie will play its part in 

delivering the Greater Manchester 
Cancer Strategy for Living With and 
Beyond Cancer by ensuring the cancer 
Recovery Package is implemented for all 
patients by March 2019.  

• The Recovery Package consists of four 
elements, three of which are hospital 
based and they are: 

• Holistic needs assessment and care 
planning, at diagnosis and at other 
significant points in the patient pathway 

• Treatment summaries, after significant 
phases of treatment 

• Health and wellbeing events, providing 
information and support 

 
This quality improvement is part of a two 
year programme which commenced in 
2017/18 and will be monitored and 
measured quarterly through the Recovery 
Package Implementation Group and 
Management Board. 

2. Improving Outpatient and Pharmacy 
Waiting Times for the benefit of our 
patients 
• Through our internal patient experience 

surveys, review of our performance 
metrics and review of our Patient Advice 
and Liaison Service and Complaints 
themes we know our outpatient and 
pharmacy waiting times do not meet 
our patients’ expectations or our 
internal quality standards.  

• Therefore by March 2019 we will 
improve our patients experience by: 
• 80% of outpatient pharmacy 

prescriptions will be available 
within one hour 

• 80% of outpatients will have been 
seen within 20 minutes of their 
appointment time 

 
This quality improvement will be monitored 
and measured monthly through the 
Management Board 

 
3. Ensuring Consultant Review following 

Emergency Admission to Hospital 
• As part of the 7 day hospital services 

review the Trust has been providing 
audit data to NHS Improvement. This 
dataset designed for acute trusts is no 
longer required for our specialist and 
triaged admissions. Assurance that we 
are meeting our standards for our 
patient population is still required. 

• Therefore by March 2019 we will ensure 
that: 

• 95% of patients are seen by a consultant 
within the first 24 hours of admission 

• We have clear clinical protocols for 
consultant reviews within 14 hours or 
earlier, and for subsequent senior input 
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• 95% of patients have documentary 
evidence of a plan of care agreed with 
the patient 

 
This quality improvement will be monitored 
and measured monthly through the 
Management Board 
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2.2 Statements of assurance from the board 
 

2.2.1 Review of services 
During 2017/18 The Christie provided 13 relevant 
health services: 
 

1. Critical care 
2. Haematology and transplantation 
3. Specialist surgery 
4. Endocrinology 
5. Clinical oncology 
6. Medical oncology 
7. Acute oncology 
8. Chemotherapy 
9. Radiotherapy including intensity 

modulated radiotherapy (IMRT) and  image 
guided radiotherapy (IGRT) 

10. Brachytherapy and molecular imaging  
11. Teenage and young oncology 
12. Radiology 
13. Christie Medical Physics & Engineering 

 
The Christie has reviewed all the data available to 
them on the quality of care in all 13 of these 
relevant services.  This takes place through monthly 
performance reviews and at our Management 
Board and Risk and Quality Governance committee.  
 
The income generated by the relevant health 
services reviewed in 2017/18 represents 100% of 
the total income generated from the provision of 
NHS services by The Christie for 2017/18. 
 
2.2.2    Participation in clinical audits and national 
confidential enquiries  
During 2017/18 12 national clinical audits and 2 
national confidential enquires covered relevant 
health services that The Christie NHS Foundation 
Trust provides.    

During 2017/18 The Christie participated in 100% 
national clinical audits and 100% national 

confidential enquiries of the national clinical audits 
and national confidential enquiries which it was 
eligible to participate in.  

The national clinical audits and national 
confidential enquiries that The Christie was eligible 
to participate in and participated in during 2017/18 
are as follows: 

The national clinical audits and national 
confidential enquiries that The Christie participated 
in during 2017/18 are as follows:  

1. Bowel cancer (NBOCAP) 
2. ICNARC Intensive Care National Audit and 

Research Centre Case Mix Programme (CMP) 
3. Lung cancer (NLCA) 
4. National Cardiac Arrest Audit (NCAA) 
5. National Emergency Laparotomy Audit (NELA) 
6. National Prostate Cancer Audit 
7. Oesophago-gastric cancer (NAOGC) 
8. Nephrectomy audit (BAUS) 
9. Radical prostatectomy audit (BAUS) 
10. Cystectomy audit (BAUS) 
11. National Comparative Audit of Blood 

Transfusion programme: Audit of red cell and 
platelet transfusion in adult haematology 
patients 

12. National Comparative Audit of Transfusion 
Associated Circulatory Overload (TACO) 

13. NCEPOD Cancer in Children Teenagers and 
Young Adults 

14. NCEPOD Care of Perioperative diabetes 
 

The national clinical audits and national 
confidential enquiries that The Christie participated 
in, and for which data collection was completed 
during 2017/18, are listed below alongside the 
number of cases submitted to each audit or 
enquiry as a percentage of the number of 
registered cases required by the terms of that audit 
or enquiry.    
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Name of audits and 
enquiries 

Numbers submitted (eligible) Percentage of Eligible 
Submitted 

NBOCAP 59/59 100% 

ICNARC (CMP)  64/64 100% 

NLCA  Treatment data only submitted via COSD 
data – recorded against trust first seen 

100% 

NCAA  8/8 100% 

NELA 21/21 100% 

NOGCA 513/513* 100% 

Nephrectomy  27/27 100% 

Radical prostatectomy 169/169 100% 

Cystectomy 20/20 100% 

NPCA  Data submitted via COSD – recorded 
against trust first seen 

100%  

NCABT (TACO) 40/40 100% 

NCABT (RCaPTiAHP) 53/53 100% 

NCEPOD (CiCTaYA)  10/12 83%** 

NCEPOD (PD) 2/3 67%** 

* 2 year period reported 

**The CiCTaYA audit required completion of a 14 and 16 page proforma by two consultants at the Christie. The 
Christie population meant that it had a much larger proportion of cases to complete than most trusts. Despite 
an extension of the timescale and the intervention of the medical director to encourage completion, two 
proformas were not returned.    
 
 

9

The Christie NHS Foundation Trust Quality Report 2017-18



The reports of 11 national clinical audits were 
reviewed by The Christie in 2017/18, and The 
Christie intends to take the following actions to 
improve the quality of healthcare provided 
(appendix 1 for actions).     

The reports of 187 local clinical audits were 
reviewed by The Christie in 2017/18 and The 
Christie intends to take the following actions to 
improve the quality of healthcare 
provided (appendix 1 for actions).    

 2.2.3 Participation in clinical research  
 The Christie has a long history of supporting 
research; this was recognised in 2007 with the 
creation of the Research and Development Division 
(R&D).  The R&D serves a population of 3.2 million 
and is the largest cancer research network in the 
country.  The success of research is demonstrated 
by recruitment of patients on to clinical trials, this 
includes recruitment of the first patient nationally 
and globally.  
 
The number of patients receiving health services 
provided or sub-contracted by The Christie in 
2017/18 that were recruited during this period to 
participate in research approved by a research 
ethics committee, was 2699.  This figure is lower 
than our 2016/17 figure; however this is due to the 
closure of two high recruiting studies over this time 
period.  It is also down to the increased complexity 
of trials and the greater proportion of early phase 
trials we now open which recruit low numbers of 
patients.  It is still significantly higher than the 
number of patients recruited during 2015/16, 
where we have seen a 22.4% increase in patient 
recruitment over that time period. 

2.2.4 Quality goals and the CQUIN framework.  
A proportion of The Christie’s income in 2017/18 
was conditional upon achieving quality 
improvement and innovation goals agreed 
between The Christie and any person or body they 
entered into a contract, agreement or arrangement 
with for the provision of relevant health services, 
through the Commissioning for Quality and 
Innovation payment framework. 
 
The total amount of income in 2017/18 that The 
Christie received was conditional upon achieving 
the CQUIN goals was £3,595,192. All the CQUINs 
were fully achieved in 2017/18.  In 2016/17 the 
total amount of income that The Christie NHS 
Foundation Trust received that was conditional 
upon achieving the CQUIN goals was £3,266.643. 
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2.2.5 Care Quality Commission  
The Christie NHS Foundation Trust is required to 
register with the Care Quality Commission (CQC) 
and its current registration status is registered to 
provide diagnostic and screening procedures, 
treatment of disease, disorder or injury and 
assessment or medical treatment for persons 
detained under the Mental Health Act 1983.  The 
Christie NHS Foundation Trust has no conditions on 
registration. 
 
The Care Quality Commission has not taken 
enforcement action against The Christie NHS 
Foundation Trust during 2017/18 
 
 
 
 

2.2.6 CQC Special Reviews   
The Christie NHS Foundation Trust has not 
participated in any special reviews or investigations 
by the Care Quality Commission during 2017/18  
 
2.2.7 CQC Responsive Inspection  
The Christie NHS Foundation trust has not been 
part of any responsive inspections during 2017/18 
 
2.2.8 CQC Inspection Programme 
The Christie NHS Foundation trust has not been 
part of any unannounced or announced inspections 
during 2017/18 
 
2.2.9 Data Quality   
The Christie submitted records during 2016/17 to 
the secondary uses service (SUS) for inclusion in the 
hospital episode statistics which are included in the 

INDICATOR Brief Description

Nationally standardised Dose banding 
for Adult Intravenous Anticancer 
Therapy (locally amended)

Year 2 of a national incentive to standardise the doses of SACT in all units across England in 
order to increase safety, to increase efficiency and to support the parity of care across all NHS 
providers of SACT in England

Quarterly Achieved

Hospital Pharmacy Transformation and 
Medicines Optimisation

To support the procedural and cultural changes required fully to optimise use of medicines 
commissioned by specialised services

Quarterly Achieved

INDICATOR Brief Description

Adult Critical Care Timely Discharge

To reduce delayed discharges from ACC to ward level care in the same hospital by improving 
bed management in ward based care, thus removing delays and improving flow. Discharges 
occurring directly to home will also be included as these are a reflection of a delay in discharge 
to a ward.

Quarterly Achieved

Anti-Microbial Resistance

Percentage of antibiotic prescriptions reviewed by the pharmacy / antimicrobial team within 72 
hours of a patient being identified as at risk of sepsis as defined by SIRS criteria. 
To collect data on antibiotic course lengths for carbapenems, piperacillin and tazobactam and 
Co-Amoxiclav.

Quarterly Achieved

Sepsis

To build on the previous year’s CQuIN to improve the prompt recognition and treatment of 
established in-patients with suspected sepsis and neutropenic sepsis receiving antibiotics within 
one hour of recognition. This will improve upon the national CQuIN target of 90 minutes set for 
patients in 2016/17.

Quarterly Achieved

Ambulatory Chemotherapy

To minimise unnecessary overnight stays for patients receiving Systemic anti- cancer therapies 
by increasing ambulatory care facilities for these patients.
To increase the availability of In- patient bed capacity and improve patient experience.
The programme focuses on both haematology and Solid Tumour SACT regimens that can be 
transferred from an In- patient stay to an ambulatory care setting using mobile infusion devices.

Quarterly Achieved

Transformation of Chemotherapy To develop a new model for the prescribing, scheduling, preparation, delivery and coding of 
chemotherapy. Quarterly Achieved

Integrated Procedures Unit

This scheme aims, through the new Integrated Procedures Unit (IPU), to review current practices 
and patient pathways.
The Trust will explore ways to maximise the use of the IPU to increase the provision of 
ambulatory care and increase day case admissions for Interventional Radiology (IR) and surgery.
The scheme will seek to increase productivity and increase the efficiency of bed management, 
and ensure that patients are provided with appropriate care in appropriate locations/settings.

Quarterly Achieved

NATIONAL SCHEMES
Reporting 

Frequency / 
Implementation 

Date

Performance 
2017/18 - Q3

LOCAL SCHEMES Reporting 
Frequency / 

Implementation 

Performance 
2017/18 - Q3
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latest published data.  The percentage of records in 
the published data: 

 

 
 % of records in published 

data which included the 
patient’s valid NHS number 

% of records in published 
data which included the 
patient’s valid general 
practitioner registration 
code 

Admitted patient care 99.9% 99.8% 
Outpatient care 99.9% 99.8% 
Accident and emergency care Not applicable Not applicable 

  
2.2.10 Information Governance MBH 
The Christie NHS Foundation Trust’s information 
governance assessment report overall score for 
2017/18 was 85% and was graded as 
green.   Mersey Internal Audit Agency the Trust’s 
internal auditors provided significant assurance to 
the evidence provided in the Information 
Governance Toolkit 
 
2.2.11 Payment by Results / IG Toolkit  
The Christie NHS Foundation Trust was not subject 
to the Payment by Results (PbR) clinical coding 
audit during the reporting period. 
 
An IG toolkit audit took place in November 2017, 
by the Health and Social Care Information Centre 
(HSCIC) the results of this audit are as follows: 
 

 % Correct 

Primary diagnosis 96.5% 

Secondary diagnosis 96.4% 

Primary procedure 95.9% 

Secondary procedure 96.2% 

2.2.12 Data quality  
The Christie NHS Foundation Trust as part of its 
quality improvements programme will be taking 
the following actions to improve data quality: 
• Consistency checks on patient demographics 

in the Medway system – actions in place to 
address incorrect information being sent 
from Trusts prior to uploading to national 
systems.  
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2.3    Reporting against core indicators   
  

NHS Outcomes 
Framework 

Indicator The Christie 
Performance 

2016/17 

The Christie 
Performance 

2017/18 

National 
average 

 

National 
Highest/ 
lowest 

The value and 
banding of the 
summary hospital-
level mortality 
indicator (“SHMI”)  
 
The percentage of 
patient deaths with 
palliative care coded 
at either diagnosis or 
specialty level 

Preventing people 
from dying 
prematurely.  
 
 
 
Enhancing quality of 
life for people with 
long-term 
conditions. 

This is not applicable to The Christie as we are a 
specialist cancer hospital. 

The Christie NHS Foundation Trust considers that this indicator is not applicable to the Trust as all our 
patients have a cancer diagnosis and are not part of the inclusion criteria. 
 
NHS Outcomes 
Framework 

Indicator The Christie 
Performance 

2016/17 

The Christie 
Performance 

2017/18 

National 
average 

National 
Highest/ 
lowest 

The Trusts patient 
reported outcome 
measures scores for: 

i. groin hernia 
surgery 

ii. varicose vein 
surgery 

iii. hip 
replacement 
surgery 

iv. knee 
replacement 
surgery 

Helping people 
to recover from 
episodes of ill 
health or 
following injury 

This is not applicable to The Christie as we are a 
specialist cancer hospital. 

The Christie NHS Foundation Trust considers that this indicator is not applicable to the Trust as all our 
patients have a cancer diagnosis and are not part of the inclusion criteria. 
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NHS Outcomes 
Framework 

Indicator The Christie 
Performance 

2016/17 

The Christie 
Performance 

2017/18 

National 
average 

National 
Highest/ 
lowest 

The percentage of patients 
aged: 

i. 0 to 15 
ii. 16 or over 

Readmitted to a hospital 
which forms part of the 
trust within 28 days of 
being discharged from 
hospital which forms part 
of the trust.  

Helping people 
to recover from 
episodes of ill 
health or 
following injury This is not applicable to The Christie as we are a 

specialist cancer hospital. 

The Christie NHS Foundation Trust considers that this indicator is not applicable to the Trust as all our 
patients have a cancer diagnosis and are not part of the inclusion criteria. 
 
 
 
NHS Outcomes 
Framework 

Indicator The Christie 
Performance 

2016/17 

The Christie 
Performance 

2017/18 

National 
average 
2016/17  

National 
Highest/   
 2016/17 

The Trust’s 
responsiveness to the 
personal needs of its 
patients 

Ensuring that 
people have a 
positive 
experience of 
care 

82.3%  n/a   
68.1% 

H 85.2% 
L –  60.0% 

The Christie NHS Foundation Trust considers that this data is as described for the following reasons: to 
show the percentage of patients receiving a good experience of care whilst under the care of The 
Christie. 
  
The Christie NHS Foundation Trust intends to take the following actions to improve this percentage 
and so the quality of its services, by continuing to monitor compliance to the above target and to take 
any remedial action if required: This will be reviewed through monthly Board level scrutiny of patient 
satisfaction surveys and the National Friends and Family test. 
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NHS Outcomes 
Framework 

Indicator The Christie 
Performance 

2016/17 

The Christie 
Performance 

2017/18  
 

National 
average 
2017/18  

National 
Highest/ 
lowest 

2017/18  
The percentage of staff 
employed by, or under 
contract to, the Trust who 
would recommend the 
trust as a provider of care 
to their family or friends.   

Ensuring 
that people 
have a 
positive 
experience 
of care.  

97.1 %  97.4 %  79.7% H –  98.1% 
L – 45.8 %  

The Christie NHS Foundation Trust considers that this data is as described for the following reasons: to 
show the percentage of staff who would recommend The Christie as an organisation that provides 
good quality care for their family or friends.  
 
The Christie NHS Foundation Trust intends to take the following actions to improve this percentage 
and so the quality of its services, by continuing to monitor compliance to the above target and to take 
any remedial action if required: This will be reviewed through quarterly Board level scrutiny of the 
outcomes of the National Staff Friends and Family Test. 
 
 
NHS Outcomes 
Framework 

Indicator The Christie 
Performance 

2016/17 

The Christie 
Performance 

2017/18   

National 
average 
 2016/17  

National 
Highest/ 
lowest 

2016/17  
The percentage of 
patients admitted as an 
inpatient to the Trust 
who would recommend 
the trust as a provider of 
care to their family or 
friends.   

Ensuring that 
people have 
a positive 
experience 
of care.  

 97.29%  97.42%   
 

95.42%  
 

H - 99.44%  
 L -74.76%  

The Christie NHS Foundation Trust considers that this data is as described for the following reasons: to 
show the percentage of patients admitted to the Trust who would recommend The Christie as an 
organisation that provides good quality care for their family or friends.  
 
The Christie NHS Foundation Trust intends to take the following actions to improve this percentage 
and so the quality of its services, by continuing to monitor compliance to the above target and to take 
any remedial action if required: This will be reviewed through monthly Board level scrutiny of the 
National Friends and Family test. 
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NHS Outcomes 
Framework 

Indicator The Christie 
Performance 

2016/17 

The Christie 
Performance 

2017/18  

National 
average 

  
2016/17 

National 
Highest/ 
lowest 

2016/17 
Percentage of patients 
who were admitted to 
hospital and who were risk 
assessed for venous 
thromboembolism  

Treating and 
caring for 
people in a safe 
environment 
and protecting 
them from 
avoidable harm.  

98.5% 97.4%  
95.5% 

H –100%  
L –79.1% 

The Christie NHS Foundation Trust considers that this data is as described for the following reasons: to 
show the percentage of patients admitted to The Christie that have had a full risk assessment of 
venous thromboembolism.   
 
The Christie NHS Foundation Trust intends to take the following actions to improve this percentage and 
so the quality of its services, by continuing to monitor compliance to the above target and to take any 
remedial action if required: This will be reviewed through monthly Board level scrutiny of the results of 
the venous thromboembolism assessments on admission. 
 
NHS Outcomes 
Framework 

Indicator The Christie 
Performance 

2016/17 

The Christie 
Performance 

2017/18  

National 
average 
2016/17  

  

National 
Highest/ 
lowest 

 2016/17 
Rate per 100,000 bed days 
of cases of C.difficile 
infection reported within 
the trust amongst patients 
aged 2 or over.   

Treating and 
caring for 
people in a safe 
environment 
and protecting 
them from 
avoidable harm. 

51.8 31.5   
 

13.1  
 

H –82.7    
L – 0.00  

The Christie NHS Foundation Trust set out its ambition to reduce its infection rates by 10% in 2017/18. 
During the course of the year we have seen a reduction in post-72 hour C.difficile cases by 62% from 
29 cases to 18, which is lower than the threshold set of no more than 19. We have also seen a 
reduction in pre-72 hour cases of C.difficile. Whilst The Christie performance is at the higher end of the 
national average all of the cases were deemed to be unavoidable and there were no lapses in care. 
 
The Christie NHS Foundation Trust intends to take the following actions to improve this percentage 
and so the quality of its services, by continuing to monitor compliance to the above target and to take 
any remedial action if required: This will be reviewed through monthly Board level scrutiny of the 
results of the C.difficile numbers and through the monthly review with our commissioners. 

16

The Christie NHS Foundation Trust Quality Report 2017-18



 
NHS Outcomes 
Framework 

Indicator The Christie 
Performance 

2016/17 

The Christie 
Performance 

2017/18 

National 
average  
2016/17  

National 
Highest/ 
lowest    

2016/17 
The number and, where 
available, rate of 
patient safety incidents 
reported within the 
trust during the 
reporting period, and 
the number and 
percentage of such 
patient safety incidents 
that resulted in severe 
harm or death.  

Treating and 
caring for people 
in a safe 
environment and 
protecting them 
from avoidable 
harm. 
 
 

1906 
 
 
 

2 
0.10% 

2059 
 
 
 

8 
0.39% 

48982 
 
 
 

81 
0.17% 

H - 6399 
L - 707  

 
 

H -18 
0.39% 

L- 0 
0% 

The Christie NHS Foundation Trust considers that this data is as described for the following reasons: to record the 
incidences of patient safety, the rate of incidences and the percentage of severe harm or death of patient safety 
incidences within The Christie. 
   
The Christie NHS Foundation Trust intends to take the following actions to improve this percentage and so the 
quality of its services, by continuing to monitor compliance to the above target and to take any remedial action if 
required This will be reviewed through the quarterly Patient Safety and Experience report.  
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Part 3: Other Information 
Review of quality performance in 2017/18 
 
Introduction 
In February 2009, The Christie adopted a 
framework for quality reporting (see diagram) 
which provides the framework for monthly quality 
accounts reporting as part of our regular 
performance reports and this annual document. 
The board of directors believes that quality of care 
should where possible be reported and scrutinised 
frequently so that adverse trends can be identified 
early.   
 
The monthly quality accounts for the Trust as a 
whole are reviewed at the management board with 
key senior clinical leaders, as well as the directors 
of research and education.  Quality metrics for 
individual divisions are reviewed as part of the 
regular performance review meetings with the 
executive team. Any matters of concern are 
followed up either through the divisional meetings 
or through the risk and quality governance 
committee.   
 
The board’s Quality Assurance Committee is 
responsible for providing board assurance on these 
issues.  Reports on quality of care are made to the 
council of governors meetings and a governor sub-
committee on quality receives reports and 
assurance of the quality work of the Trust.  The 
executive team regularly reviews the quality of care 
within the hospital through visits to clinical areas, 
through a programme of Executive walk rounds.  
Non-executives and governors also undertake 
regular visits to clinical areas to see at first hand 
the quality of care and environment and to hear 
directly from patients about their experience of the 
hospital.    
 
This section of our quality accounts draws on 
monthly performance reports and includes 

additional annual indicators for which annual 
reporting is appropriate. The data is drawn from 
regular surveys, audits or routine data systems that 
have been established to provide a focus on and 
assurance about quality of care.   
 

 
Patient experience  
Satisfaction levels with care provided at The 
Christie are extremely high and all our efforts are 
directed towards ensuring the best possible 
experience for patients at a time of enormous 
stress and worry for them and their families. 
  
PLACE Assessment    
 In line with Department of Health requirements, 
the trust assessed the quality of healthcare 
environment, using the Patient-Led Assessments of 
the Care Environment (PLACE) programme. The 
assessments take place every year, and results are 
published to help drive improvements in the care 
environment. The results show how hospitals are 
performing both nationally and in relation to other 
hospitals providing similar services. A training 
session was provided the week prior to the 
assessment for all patient and member assessors. 
The assessors were required to participate in the 
training in order to carry out the assessments, to 
avoid any confusion and provide clarity of the 
requirements 
 

Safety 

Effectiveness 

Experience 

 Education Research Clinical 
Service 

Components of Comprehensive Cancer 
Centre 
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On 10th April 2017, patients, carers, staff 
representatives and an external assessor (from 
Clatterbridge Cancer Centre) carried out the annual 
assessment. The assessment included all main in-
patient wards, outpatient areas, oak road 
treatment centre, the bereavement suite, general 
circulation areas (oak road foyer, lifts, corridors, 
public toilets) and external areas including car 
parks C and D. In addition the lunch services on 
three wards were assessed. All patient/carer 
representatives enjoyed the process and said that 

they would be happy to participate again or to be 
involved in the regular focus group meetings.  
 
The trust continues to perform extremely well and 
scores are well above the national average, in 
particularly the trust scored very highly in the 
cleanliness category. For next year there is an 
expectation that the trust will replace the patient 
entertainment system which will increase the 
privacy, dignity and wellbeing scores back to their 
usual level. Progress is monitored by the patient 
experience committee (PEC).  

 
 

PLACE Inspection Area The Christie score National Average 

Cleanliness 99.88% 98.38% 

Food 94.78% 89.68% 

Organisation Food 93.52% 88.80% 

Ward Food 95.31% 90.19% 

Privacy, Dignity & Wellbeing 82.52% 83.68% 

Condition, Appearance and 
Maintenance 

97.41% 94.02% 

Dementia 88.94% 76.71% 

Disability 89.46% 82.56% 

 
 
We are highly rated in surveys for respecting our 
patients’ privacy and dignity.   
 
We place particular emphasis on the feedback 
received directly from patients and their families 

whether that be through our own patient surveys, 
complaints, the results of national surveys or other 
mechanisms.  
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Patient experience stories to the board  
Throughout 2017/18 the board of directors were 
given presentations by Clinicians and Staff on 
specific cancer related subjects and the impacts 

these have on patients.  All presentations include a 
patient story. There were 9 presentations over the 
12 months are outlined below:  

 
Date Presenter Topic 

 2017  

27th April 2017 Claire Higham, Consultant in 
Endocrinology Living with and beyond cancer 

May 2017 Dr Rovel Colaco, consultant clinical 
oncologist 

“Paediatric radiotherapy –
challenges and conundrums.” 

29th June 2017 Dr Neil Bayman Improving patient experience 
of the lung cancer pathway 

July No meeting  

August No meeting  

28th September 2017 Prof Corinne Faivre-Finn PROM’s 

26th October 2017 One of our Patients Patient story video 

30th November 2017 Mr Chelliah Selvasekar, Consultant 
colorectal and laparoscopic surgeon 

 

Surgical education 

December No meeting  

25th January 2018 Ben Heyworth, Macmillan Survivorship 
Network Manager & Rachel Daniel, 
Head of Corporate Affairs & 
Engagement 

  

The Power of Participation 

29th March 2018 Aislinn Giles & Gerry Campbell, and one 
of our patients -Oncology Assessment 

Unit 

Delivering high quality patient 
centred care and experience 
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The Christie CODE    
The Christie CODE is our framework for measuring 
the quality of care provided to patients through 
observation, clear documentation and patient and 
staff experience.  
 
The CODE has enabled ward leaders and their 
teams to adopt quality assurance and improvement 
as the underpinning foundations of their everyday 
practice in a coherent, focused and systematic way, 
whilst supporting our culture of openness and 
candour.  
 
This framework strengthens professional 
leadership, empowers doctors, nurses, allied health 
professionals and other team members to lead and 
deliver quality improvements at ward level for 
patient benefit.  
 
There are 14 standards covering the fundamentals 
of nursing care, plus management and leadership. 
Each standard is based on current evidence of best 
practice, national legislation, and regulatory 
guidance.  
 
The aim of the Scheme is: 
• To put patients at the centre of everything 

we do  
• To celebrate excellence 
• To demonstrate commitment to quality 

improvement 
• To have methodological rigour and draw on 

the evidence base in the development of 
standards and in the process used to assess 
levels of performance  

• To share best practice 
• To be inclusive of all multi-disciplinary staff 

who make a substantial contribution to the 
delivery of clinical care 

 

All seven of our wards have now been accredited 
with ‘gold’ status and 4 of these have 
demonstrated maintenance of the CODE standards 
through annual re-accreditation. The remaining 
three wards will seek re-accreditation between 
May and August 2018  
 
Work is currently underway to develop The CODE 
for clinical teams 
 
More information on The Christie CODE can be 
found at 
http://www.christie.nhs.uk/about-us/about-the-
christie/christie-quality/the-christie-code-quality-
scheme/  
 
Quality Strategy 2017 - 2020  
Everything we do at The Christie is directed at 
achieving the best quality care and outcomes for 
our patients and The Care Quality Commission 
rating of ‘outstanding’ was underpinned by our 
Quality Strategy 2014-2017 which affirmed the 
organisation’s commitment to improving quality 
and delivering safe, effective and personal care, 
within a culture of learning and continuous service 
improvement. Having delivered against the 
objectives at completion of the three year tenure 
of the strategy and following consultation across 
the organisation, in September 2017 we launched 
the next three year plan for 2017 – 2020. 
 

Aimed at staff, patients’ carers and stakeholders 
this plan sets out how we will govern, measure, 
recognise, transform and improve quality in care,  
acknowledging the significant impact that excellent 
leadership, collaboration and the culture within our 
organisation has on the experience and outcomes 
for patients and the experience and empowerment 
of our staff.  

We will continue to strengthen professional 
leadership, empowering doctors, nurses, allied 
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health professionals and all our other clinical and 
non-clinical staff to lead and deliver quality 
improvements. This builds on the positive and 
proactive work that has already been undertaken 
to maintain patient safety, deliver effective 
treatments and enhance the patient experience. 
We will continue in our drive to improve the quality 
of care for our patients by ensuring cost 
effectiveness and efficiency through the creative 
use of finite resources. And as with everything we 
do at The Christie our service is underpinned by 
meaningful communication and the provision of 
care by compassionate, committed, and competent 
staff.  

 
The plan is constructed around 4 broad objectives 
which will drive achievement of the trust’s five year 
strategy and continued delivery of patient safety, 
effective treatment and a positive patient 
experience.   
 
Outcome 1 – To ensure a trust culture where high 
quality care and outstanding leadership are 
fundamental in all that we do. 
 
Outcome 2 – To promote and support quality 
initiatives and develop quality improvement 
incentives 
 
Outcome 3 – To use data to demonstrate best 
outcomes and achievement of established 
standards 
 
Outcome 4 - To ensure that the delivery of quality 
standards is inherent in the attitudes, behaviours 
and performance of the trust workforce 
 
Within this refreshed plan we have strengthened 
the need for collaboration across all our services 
but in particular we have highlighted the synergy 
between quality, leadership, workforce, 

transformation and informatics. The joint working 
between these strands of the organisation will be 
evident in the joint function of the newly 
introduced ‘Improvement Hub, established to 
support staff and align improvement initiatives.  
 
The Christie Quality Mark  
Through the five year strategy the Trust set out its 
ambition to deliver its services to a Christie quality 
mark standard that would be recognised by 
patients.  With this ambition in mind, a patient 
focus group developed and agreed what the 
“Christie experience” meant to them in the form of 
5 statements. 
 
• We want to experience the same standard of 

care as if we were in  The Christie@ 
Withington when we have chemotherapy and 
radiotherapy services; 

• We want the same safe, clean environment 
with standards of pride as The Christie@ 
Withington; 

• We want to be greeted with a warm welcome 
and where we are a returning patient to be 
recognised by staff; 

• We want continuity of care by our doctors and 
nurses and to know that we are partners in all 
care and decision making 

• We want to recognise The Christie team in 
“The Christie@” sites 

 
The quality mark accreditation scheme was 
launched at the September 2014 annual members 
meeting.  Through the steering group which 
included patients, Governors, consultants and 
nurses the quality mark accreditation scheme was 
developed, piloted and implemented.  Since its 
launch the following quality mark accreditations 
have been achieved. The Christie NHS Foundation 
Trust, Pennine Acute NHS Trust, Stockport NHS 
Foundation Trust, East Cheshire NHS Trust and 
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Wrightington, Wigan & Leigh NHS Foundation Trust 
and The Christie Mobile Chemotherapy Unit.  
 
During 2017, the Quality Mark was developed 
further to include our Radiotherapy Services; and 
during 2018 all three of our units at Withington, 
Oldham and Salford have achieved quality mark 
accreditation 
 
The five chemotherapy units will seek their 3 yearly 
re-accreditation during 2018 and early 2019. 
 
Friends and Family Test  
The NHS Friends and Family Test (FFT) is an 
important tool whereby The Christie receives 
direct, regular and real time feedback from our 
patients. This feedback is used to help shape and 
further improve our services for our patients.  

Following their most recent experience at the 
Christie, patients are invited to answer the 
question: “How likely are you to recommend our 
service to friends and family if they needed similar 
treatment”. Patients can respond via text message 
(free of charge) or on a paper form. Text messages 
are sent to patients within 48 hours of their 
inpatient stay. As an alternative, nursing staff 
ensure paper forms are available for patients to 
complete and return on the day of discharge. 
Patients can opt out of responding at any time.  

Given the number of patients who are regular 
patients for treatment, the text message is sent to 
the patient’s mobile number once per month only, 
even if they have attended more frequently, and 
asks them to think about their most recent 
experience. 

Patients are asked to respond on a 1-5 point scale 
from extremely likely to recommend, to extremely 
unlikely to recommend. 

Following the patient’s response a second, follow 
up question is asked which reminds them that their 
comments will help us improve our services, and 
asks them to state in their own words, what the 
best/worst parts of the service were. Specific 
comments are anonymised, though patients are 
encouraged to contact our Patient Advice and 
Liaison Service should they wish their comments to 
be handled directly.  

The response rate for FFT and individual 
ward/department results is collated monthly and 
high level results published in the performance 
report as well as at ward level on the ward screens, 
where specific quotes from patients are also 
displayed. 

During the year April 2017 to March 2018 response 
rates for the inpatient ward areas ranged from 31.7 
to 54.70% (average 45.38%).  

The FFT scores, measured as percentage of positive 
scores ranged from 96.4% to 98.8% (average 
97.5%) for the inpatient ward areas and from 
94.3% to 97% for the outpatient areas (average 
95.6%). 

Examples of feedback received: 
Dealt with quickly and efficiently. Doctors and 
nursing staff very helpful and supportive. 
 
The staff where brilliant really professional and 
caring whilst making time to speak to you and 
reassure you. 
 
The worst part is the waiting times seem to be 
increasing and best part was seeing a very good 
doctors who was able to give us answers to our 
questions 
 
The standard of care was brilliant, all the staff 
friendly and put all of our minds at rest during a 
difficult time. No one wants to need to attend 

23

The Christie NHS Foundation Trust Quality Report 2017-18



Christie's but feeling that you are in safe hands and 
the people looking after you genuinely care makes 
the difficult and anxious time much easier. Thank 
you Dept 14 
 
Having been a very regular patient for nearly 2 yrs, 
the warmth, reassurance and professionalism of all 
staff is and has always been an exceptionally high 
standard. 

Staff go out of their way to help you, however there 
are no windows and no TVs 
 
Patient care is second to none at the Christie. The 
help and support provided is excellent. The 
department is well run with minimal waiting time. 
All the staff are professional and approachable. The 
area is well maintained and clean. 
 
National inpatient survey 2016 
The Christie has again received excellent results in 
the annual inpatient survey by the Care Quality 
Commission (CQC) and the Trust performed better 
than most other trusts in all the section scores.  
 
1250 patients of The Christie who had a stay of at 
least one night between May and July 2016 were 
sent a questionnaire. The response rate was 55% 
when those who are ineligible were discounted. 
The national response rate was 44%. The results 
are set out in eleven sections of which ten are 
relevant to the Trust.    
 
50 questions scored better than other trusts and 13 
questions scored the same as other trusts. There 
were no statistically significant changes from last 
year and no questions where our performance was 

worse than most other trusts. Patients were asked 
to rate their overall experience of care and the 
Trust scored a high score of 8.8.  The lowest score 
by any trust was 7.4 and the highest achieved was 
9.2. 
 
(The black diamond is the Trust score, if it lies in 
the green section then it is better than most other 
trusts, the orange indicates the same as most other 
trusts and the red is worse compared to most other 
trusts).  
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Following the 2016 survey a number of areas were 
identified for specific action and the action plan 
was monitored through the Patient Experience 
Committee.   The outcome of the 2017 inpatient 
survey is expected in May 2018. 
 

Safer Staffing  
The Safe Staffing levels indicator is a national 
quality measure that was introduced in 2014.  It 
looks to measure and ensure that a hospital’s 
nursing staffing requirements are being met.  The 
measure focuses on two distinct groups of staff, 
registered nurses and non-registered care 
staff.  The data collected each day for both Day & 
Night shifts allows a member of the public to see 
whether the actual number of staff on duty met 
what was planned on a ward.  This data is then 
submitted at ward & trust level nationally and is 
made visible on the NHS choices website as well as 
the Trust’s internet site under the umbrella of 
Open and Honest Care reporting.  The data is also 
made visible to patients and visitors in real-time on 
each ward. 

 
For 2017/18, 96.1% of the required hours were 
filled with the planned numbers of registered 
nurses and care staff.  The monthly data on our 
safe staffing levels and the six monthly reports to 
Board can be seen at 
http://www.christie.nhs.uk/about-us/about-the-
christie/christie-quality/open-and-honest-care/  
 
From May 2016, all acute trusts with inpatient 
wards/units began reporting monthly care hours 
per patient day (CHPPD) data to NHS Improvement. 
CHPPD is calculated by adding the hours of 
registered nurses and the hours of healthcare 
support workers and dividing the total number of 
patients at midnight. CHPPD is reported as a total 
and split by registered nurses and healthcare 
support workers to provide a complete picture of 
care and skill mix. CHPPD data is now being used 
for peer comparison to act as a ‘sense check’ on 
professional judgements concerning nursing 
requirement; and is reported to the board bi-
annually. 
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3.1. Clinical Indicators - Patient Experience 
3.1.1 Patient survey  
 Where available, comparative and benchmark data 
has been included and unless otherwise stated the 
indicators are not governed by standard national 

definitions and the source of the data is the Trusts 
local systems. Our internal surveys below show 
that there has been a slight drop in patient 
satisfaction in 2017/18 and action plans have been 
developed by the divisional leads.  

 
 
2016/17 

 
 
 
 
2017/18 
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3.1.2    Complaints  
The grading system captures complaints into 
grades 1 – 5 as demonstrated below 

 

 

 
Complaints by division   
 
2016/17 
In 2016/17 The Christie received 85 complaints. 
The table below shows the number of complaints 
received by each division 

 
 
 

 

  
Grade 2  Grade 3  Grade 4  Grade 5  

 
Total 

 

Network Services 8 19 32 0 59 

Cancer Centre Services 2 12 9 0 23 

Estates and Facilities 1 0 0 0 1 

Research and 
Development 0 1 0 0 1 

Other 0 0 1 0 1 

Total 11 32 42 0 85 

 
The above tables depict the grading of complaints 
at the time they are received into the Trust. The 
grades are reviewed as part of the investigation 

process and some may be re-graded either up or 
down at the end of the investigation 
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2017/18 
In 2017/18 The Christie received 73 complaints. 
The table below shows the number of complaints 
received by each division. It depicts the grading of 

complaints at the time they are received into the 
Trust. The grades are reviewed as part of the 
investigation process and some may be regraded 
either up or down at the end of the investigation. 

 

  
Grade 2 Grade 3 Grade 4 Grade 5 

 
Total 

 

Network Services 13 13 27 0 53 

Cancer Centre Services 7 3 8 0 18 

Estates and Facilities 1 0 0 0 1 

Research & Development 0 0 0 0 0 

Other 1 0 0 0 1 

Total 22 16 35 0 73 

 
The 73 complaints received during 2017/18 equate to 12 less than were received in 2016/17. 
 
We continue to resolve complaints at source; our 
clinicians, matrons, ward sisters and charge nurses 
have a high profile on the wards and in clinical 
departments where they focus on the patient 
experience and ensuring continual improvement in 
care and service delivery on a day by day basis.  All 
complaints are reviewed weekly by the executive 
directors and all new complaints are triaged 
through an executive review process so that there 
is a triangulation between incidents, claims and 
complaints. 
 
The deadline for the complaint responses to be 
sent by, which has been set internally at 25 working 
days, was met in all but five of the cases.  
One complaint was referred to the Parliamentary 
and Health Service Ombudsman (PHSO) but it was 
deemed to not have completed the local resolution 

process and as such was referred back to the 
Complaints team to handle.  
 
Complaints survey 
The Christie has routinely sent complainants a 
questionnaire since August 2013 asking their views 
on how their complaint was handled and their 
opinion of the complaint response. The 
questionnaire was redesigned in August 2015 in 
line with The CQC report ‘Complaints Matter’ and 
Parliamentary Health Service Ombudsman ‘My 
Expectations’ 2015.  
 
The data suggests that complainants feel that they 
can speak up and find the complaints process 
simple. The majority of complainants used the 
internet/web to find out information on how to 
make a complaint.  
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The behaviour of Trust Staff and the Complaints 
Team has been found to be empathetic, helpful 
and supportive. Complainants were all given a 
named contact and reported that they found that 
their case was treated with respect and 
understanding, they were kept informed and a 
personal response was provided.  
 
Most felt that their complaint had or might have 
made a difference and all felt confident to make a 
future complaint. Complainants felt empowered as 
a result of raising a complaint, although some 
complainants reported being anxious about future 
treatment, despite assurances to the contrary. 
 
Learning from Complaints 2017/18 
• Review of the patients’ expense claim process 

for managing claims at busy periods, including 
identifying improvements to make it simpler 
for claimants to provide relevant information  

• Review of the District Nurse referral system 
• Alterations made to the online PET/CT scan 

request form so that there is an option for 
gallium scan, with guidance sent to teams 
regarding the new process 

• Patient Experience Focus Group convened to 
discuss issues of privacy and dignity, 
Radiotherapy appointments, communication 
and responsiveness  

• Breast clinic organisation reviewed, with 
overbooking of appointments currently being 
trialled 

• Met with North West Ambulance Service to 
assess the potential to exploit technological 
solutions for routine transport requests 

• Door sign worded and produced for display on 
the Outpatients entrance door, Wilmslow 
Road, advising of times when the entrance is 
closed 

• Additional deep fat fryer ordered for the 
kitchen 

• Review of the inpatient chemotherapy patient 
pathway 

• Process changed so that all new Team A doctor 
inductions provide instruction around their 
requirement to adhere to the proforma sent to 
the ward with chemotherapy patients 

• Poster hung in all ward kitchens to remind staff 
of the process for patients requiring special 
diets 

 
 
3.1.3 On-the-day waiting times   
We have continued to set ourselves the challenging 
target of ensuring that 80% of patients would wait 
no longer than one hour for their chemotherapy 
treatment and that 80% of patients receive their 
prescription within 20 minutes.  This would ensure 
a significantly better patient experience in these 
areas.    
 
The graphs below show the performance of these 
targets for 2017/18 and we continue to monitor 
these targets on a weekly basis.      
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Pharmacy waiting times 
These have fluctuated during 2017-18, with 
deterioration in performance in the last quarter.  In 
December 2017 the pharmacy service provider 
changed from Boots to the Christie Pharmacy 
Company. The company has had a number of 
challenges with respect to the recruitment of staff 

and this has impacted the delivery of the service to 
outpatients. The company is working with the Trust 
to address this issue and a number of actions are 
planned during 2018 to improve performance. This 
has been identified as one of our Corporate Quality 
Improvements for 2018/19. 

 
 

 
 
 
3.2       Clinical indicators - Clinical Effectiveness  
National and local clinical audits show that the care 
provided by The Christie is effective in prolonging 
life and reducing the pain and distress associated 
with cancer and its treatment. 

As described in our 2017/18 quality accounts 
outcomes such as mortality and complication rates 
after highly specialised, urological, gynaecological 
and colorectal surgery at The Christie have been 

reported to the board of directors and when 
published have set international benchmarks for 
standards of care. Similarly, outcomes of 
radiotherapy and chemotherapy for specific cancer 
types have shown care at The Christie to be of 
international standard. These results are published 
in professional journals and discussed at the Trust’s 
regular mortality and morbidity meetings.   

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
target 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
2016/17 86.6% 87.5% 87.0% 85.5% 76.3% 79.6% 85.5% 92.1% 92.1% 88.6% 84.0% 88.7%
2017/18 90.1% 91.2% 89.9% 92.2% 91.7% 92.1% 91.7% 93.4% 91.7% 92.0% 91.6% 91.6%
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Chemotherapy % seen within one hour

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Target 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
2016/17 86.1% 82.5% 85.5% 90.0% 88.3% 89.7% 87.5% 83.7% 81.0% 82.0% 76.3% 80.0%
2017/18 73.5% 74.3% 77.8% 80.8% 83.8% 76.8% 78.9% 78.6% 70.9% 73.6% 73.3% 75.0%

50%

60%
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Pharmacy waiting time compliance
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The board of directors receives a monthly 
presentation from a clinician describing a patient’s 
story including the outcomes and effectiveness of 
the care that they provide. The board of directors 
also receives summary reports on the outcome 
measures. Reports are discussed at the quarterly 
morbidity and mortality meetings with the 
technical reports available to board members if 
required.   

Cancer survival is dependent upon the type of 
disease, some cancers have worse prognosis than 
others e.g. lung cancer and therefore geographical 
differences in survival are often related to the 
relative incidence of poor prognosis cancers in that 
region.  In the North West there is a particularly 
high rate of lifestyle related cancers in particular 
smoking related cancers that have poor 
prognosis.  These lifestyle factors also influence 
how well a patient will respond to 
treatment.  Nevertheless national published data 
(Figs 1) show Greater Manchester as having made 
the greatest improvements in all cancer survival in 
the North West over the past 15 years and that GM 
has almost equivocal one year (proxy for stage at 
presentation) and five year (proxy for treatment 
quality) survival rates to those achieved across 
England as a whole, the gap having now almost 
completely closed.  

As a specialist cancer centre the Christie only sees 
patients in specific parts of the patient pathway 
following diagnosis rather than at the point of 
diagnosis and may not see some patients at all 
depending on their type of cancer and the stage of 
their cancer at diagnosis.  For some cancer types 
only the most advanced patients are referred to 
The Christie.  For others none of the most severe 
cancer patients are referred here. These 

differences need to be accounted for when 
benchmarking survival outcomes for Christie 
patients against national figures. Where national 
survival data are available by stage at diagnosis we 
are able to show comparable if not better 1 year 
survival for our patients compared to the national 
average (Table 1). We also publish our own 
outcomes reports available for each cancer type at 
http://www.christie.nhs.uk/about-us/our-
standards/clinical-outcomes-unit/the-christie-
outcomes/,  
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Table 1: One year survival by cancer type for The Christie and England as a whole. England data are based on 
patients diagnosed in 2012 (http://www.ncin.org.uk/publications/survival_by_stage).   Data for the Christie 
are for patients diagnosed between 2012 and 2015 (time periods vary between cancer types).  
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Age-standardised 1-year survival (%) for men (aged 15 – 99 years) diagnosed with a common cancer between 
2011 and 2015 and followed up to 2016, England 
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Age-standardised 1-year survival (%) for women (aged 15 – 99 years) diagnosed with a common cancer 
between 2011 and 2015 and followed up to 2016, England 

 

Source: Office for National Statistics (ONS) 

Our aim is to provide leadership within Greater 
Manchester and Cheshire to improve awareness of 
cancer symptoms and to support earlier local 
diagnosis, for example through supporting 
screening programmes.   
The table shows that for all cancer types the five 
year survival figures in Greater Manchester are 
similar to those for England as a whole. Differences 
between the figures do not reach statistical 
significance. 
Our aim at The Christie is to work with the 
providers in Greater Manchester and Cheshire to 

ensure effective diagnostic, treatment and referral 
pathways to The Christie and to ensure, through 
our clinical audit and other mechanisms that the 
treatment we provide meets best evidence based 
practice guidelines.  As the cancer centre we have a 
responsibility to lead improvements in cancer 
services across Greater Manchester and Cheshire 
and whilst both one year and five year survival 
rates are the result of many factors other than the 
services provided by The Christie they are 
influenced by our services. We have the 
opportunity to support efforts at cancer prevention 
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and earlier detection, as well as ensuring rapid 
diagnosis and referral when needed.   
 
Demonstrating that our treatments are effective is 
very important as is demonstrating our 
contribution to improvements in cancer care across 
Greater Manchester and Cheshire. We have 
selected three indicators: the coverage of our 

clinical audit programme, examples of outcome 
data available and patient safety.    
 
Clinical audit of our services provides data on the 
effectiveness and outcomes of care directly 
provided by The Christie. The audit programme is 
approved by the Board of directors and the 
outcomes of individual audits monitored by the 
clinical audit committee. 

 

Age-standardised 5-year net survival (%) for men (aged 15 to 99 years) diagnosed with a common cancer 
between 2011 and 2015 and followed up to 2016, England 

 

* denotes that the age-standardised estimate is not available and the unstandardised estimate has been 
presented. 
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Age-standardised 5-year net survival (%) for women (aged 15 to 99 years) diagnosed with a common cancer 
between 2011 and 2015 and followed up to 2016, England 

 

* denotes that the age-standardised estimate is not available and the unstandardised estimate has been 
presented. 
 

Data from Office for National statistics 
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/dataset
s/cancersurvivalratescancersurvivalinenglandadultsdiagnosed 
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3.2.1    Inpatient mortality reviews at the Christie 
2017/18  
The trust has had a process for mortality reviews 
since 2011 and from April 2017, mortality reviews 
for deaths occurring on site have been undertaken 
in accordance with the recommendations from the 
National Quality Board (National Guidance on 
Learning from Deaths, March 2017). The process is 
overseen by the Board Quality Assurance 
Committee and the Patient Safety Committee 
receives information on findings and actions form 
the reviews. 

In January 2018 Merseyside Internal Audit 
undertook a review of the new process and 
reported this had significant assurance. Areas for 
improvement did identify the need to improve 
timeliness of screening completion, and follow up 
of learning. 

All on-site deaths are screened using a set of 
triggers for further review. This is undertaken by 
the mortuary team, who also ask families about 
any concerns; the ward nursing team and the 
responsible medical team are asked to complete a 
brief on-line screening questionnaire.  The triggers 
include deaths reported to the coroner, deaths 
within 30 days of chemotherapy, indicators of 
acute deterioration, planned interventions and any 
significant incident during the last admission.  

These reviews are allocated to one or more trained 
independent reviewers and discussed at regular 
Mortality Surveillance Group meetings. The RCP 
Structured Case Review tool is used to define the 
outcome in terms of care and avoidability of the 
death.  Concerns identified are reported to the 
weekly executive review group who will oversee 
further investigation if indicated. From Q3, 
mortality outcomes are included in Board 
performance reports. 

During 2017/18 271 of The Christie Patients who 
had died a review for those triggering took place.  
This comprised the following number of deaths 
which occurred in each quarter of that reporting 
period; 

2017/18 No. deaths onsite 
Q1 72 
Q2 72 
Q3 65 
Q4 62 

 
By 9th May 2018 108 case record reviews and 13 
investigations have been carried out in relation to 
271 Christie patient on-site deaths.  In 13 cases a 
death was subjected to both a case record review 
and an investigation.  The number of deaths in each 
quarter for which a case record review or an 
investigation was carried out was: 
 

2017/18 No. deaths onsite 
Q1 32 
Q2 29 
Q3 27 
Q4 29 (20 of these 

were identified 
for SCR) 
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112/271 of the deaths (41%) ‘triggered’ for a more detailed review by one or more of the categories below:  

Mortuary triggers activated Frequency 
Death reported to coroner 68 
Death on CCU 29 
Death following cardiac / respiratory resuscitation 
attempt 14 
Death < 24 hours after admission 3 
Age < 18 years 2 

 
 

Nursing triggers Frequency 
 DoLS in place during this admission 3 
A grade 3 or 4 incident OR 2 or more grade 2 incidents last admission 1 
Patient identified as having a learning disability 1 
Family raised a significant concern about care in this last admission  1 

 
 

Clinical trigger(s) Frequency 

Death substantially related to or as a direct consequence of sepsis 33 
<30 days SACT (day 1 of any given cycle) where death may be 
treatment related  32 

Death was unexpected this admission (excluding cancer related 
events) 30 

Death linked to planned procedure or surgery at The Christie in last 
admission 10 

Death substantially related to or as a consequence of Stage 3 AKI 5 

Death of this patient, on this admission, is considered by you to be 
possibly or probably avoidable 4 

Other concerns where clinical team felt  case review was indicated  8 
 
To date, 99 reviews have been undertaken and 
discussed at Mortality Surveillance Group meetings 
(not all reviews and any subsequent process will be 

fully completed until the close of Quarter 1 
2018/19). 
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One death in year concerned a patient with a 
learning disability. This was reported and 
subsequently an external multi-professional review 
meeting was held; care at the Christie was good 
with no concerns. 

Concerns were raised by 4 bereaved families and 
reviews have been taken for each of these. These 
are supported by the PALS team with feedback 
offered by PALS or clinical team. One related to lack 
of a guaranteed side room for end of life care; 
unexpected deterioration, one aspects of nursing 
care and one related to diagnosis and treatment 

earlier in pathway.  No lapses in care were 
identified. 

Outcomes of reviews 
Tables below show the final outcomes of the 
review process year to date (validated data to end 
of Q3. Note these are the validated scores for 
avoidability of the death and overall care once any 
additional investigation has been completed. 

 
 

 
Avoidability 
Key: 
RCP 1 = definitely avoidable;  RCP 2 = strongly avoidable;  RCP 3 = > 50% avoidable;  
RCP 4 = <50% avoidable  RCP 5 = strongly unavoidable;  RCP 6 = unavoidable 
LD = learning disability 
 

M
on

th
 

(2
01

7-
18

) Total 
Death
s (not 

LD) 

SCR  
final  

(not LD) 

Deaths 
Avoidab
le > 50% 
(not LD) 

RCP
1 

RCP
2 

RCP
3 

RCP
4 

RCP
5 

RCP
6 

LD 
Death

s 

LD 
Deaths 

Reviewe
d 

LD Deaths 
Avoidable 

> 50% 
Apr 23 8 0 0 0 0 0 1 7 1 1 0 
May 22 9 0 0 0 0 0 0 9 0 0 0 
Jun 26 14 0 0 0 0 1 1 12 0 0 0 
Jul 22 9 1 0 0 1 0 2 6 0 0 0 
Aug 28 10 0 0 0 0 2 1 7 0 0 0 
Sep 22 9 0 0 0 0 0 0 9 0 0 0 
Oct 27 13 1 0 1 0 2 2 8 0 0 0 
 
Nov 16 9 0 0 0 0 0 0 9 0 0 0 
 
Dec 22 4 0 0 0 0 0 0 4 0 0 0 
 
Jan 31 12 0 0 0 0 0    0 12 0 0 0 
Feb 13 1 0 0 0 0 0 0 1 0 0 0 
Mar 18         0 0 0 
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Assessment of care provided 
The final ratings for care in 94 reviews completed 
and validated to end of Q3 are shown below. 
Reviewers rate each phase of care and overall care 
for the admission was good or excellent in 86/94 
(91%).  

 

 

 

 

 

 
 
Learning from deaths 
12 deaths since April have been referred to the 
executive review group (ERG) for further 
investigation.  Following this a final rating for care 
and avoidability is agreed. In some cases further 
evidence provided assurance - for example further 
investigation into a fall found this to be 
unavoidable, or cause of E coli sepsis was not due 
to lapse in care.   One death was referred to a 
serious incident panel because the conclusion 
reached was that the death was probably avoidable 
(RCP score 2).  This found missed opportunities in 
the preceding admission to undertake a full sepsis 
screen and respond to an acute kidney injury (AKI) 
1 alert and these were contributory factors in the 
subsequent deterioration.  Opportunities to 
identify AKI risk was also a factor in another death 

concluded to have more than 50% avoidability (RCP 
score 3). 

Reviewers comment on low level concerns (felt not 
to have had an impact on care outcome). A trend 
analysis of these has been undertaken for all 
reviews in year and the top themes among the low 
level concerns have been 

1) Documentation (18) 
2) Frequency of senior review (16) 
3) Clinical management (13) 
4) Anticipation of end of life care (11) 

5) Medication errors (7)  
 

Actions from the reviews have included 
• Ensuring consultant on call rota is clear to 

switch board and registrars 
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• Documentation of telephoned bacteriology 
results received by a ward 

• Handover of patients with drains in situ 
• Repeat toxoplasma screen on initial and 

subsequent CSF samples (haemato-
oncology) 

• Interventional radiology team actions to 
make clinical teams aware of potential 
complications when a procedure is 
undertaken in a high risk patient 

• Adoption of AKI screening tools on 
haematology and transplant unit 

• Disease group consideration of PCP 
prophylaxis in a subgroup of patients at 
higher risk 

 
In addition the following have been highlighted in 
relation to escalation to senior clinicians and 
documentation of their reviews, response to AKI 
alerts, sepsis screens, monitoring and handover of 

patients with drains in situ. These refresh 
awareness, especially to medical trainees. 

Summary 
A robust and on-going process for mortality review 
has been established in accordance with national 
requirements. This demonstrates a low level of 
deaths which were potentially avoidable and 
overall care provided was good or excellent. 
 
3.2.2     Local Clinical Audits  
In 2017/18 187 audits were completed across the 
divisions as shown in the table: 

 
 
 
 
 
 
 
 

Division 

Number of 
completed 
audits in 
2012/13 

Number of 
completed 
audits in 
2013/14 

Number of 
completed 
audits in 
2014/15 

Number of 
completed 
audits in 
2015/16 

Number of 
completed 
audits in 
2016/17 

Number of 
completed 
audits in 
2017/18 

Cancer centre 
services 51 60 78 80 78 88 

Networked 
Services 48 62 68 76 90 82 

Other (Quality & 
standards, School 

of oncology, 
Research) 

9 11 14 20 20 17 

Total 108 133 160 176 188 187 

 
The results of these audits are described in the 
annual clinical audit report with data from some of 
these audits being reported to the board of 
directors 
 

3.2.3     Venous thrombo-embolism assessment  
Our aim is to increase the number of patients 
receiving a thromboprophylaxis assessment on 
admission to over 95%. This is presented monthly 
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in the integrated performance report and is also 
uploaded nationally.    
 
The table below demonstrates the last 3 years 
performance which is consistently above 95% and 
is fully compliant.  

 
 
 

 
 
 
3.3       Patient safety. 
3.3.1      Healthcare acquired infections  
We have low levels of healthcare acquired 
infections despite the particular vulnerability of 
many of our patients to infections as a result of 
their disease and treatment. Low rates of 
healthcare acquired infections indicate high 
standards of cleanliness, hygiene, antibiotic use 
and other measures to prevent cross-infection.   
 

• MRSA bacteraemia 
In 2016/17 we have had one case of MRSA 
bacteraemia, against a threshold of 0.   
 
In 2017/18 we have had one case of MRSA 
bacteraemia, against a threshold of 0.   
 
 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Target (2014-17) 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95%
2015/16 97.1% 96.5% 97.8% 96.8% 96.9% 97.9% 97.1% 97.2% 95.5% 99.2% 99.6% 99.1%
2016/17 99.3% 99.6% 99.4% 99.5% 99.3% 99.5% 99.6% 99.5% 98.9% 96.7% 95.8% 96.1%
2017/18 98.3% 97.5% 96.7% 96.8% 96.4% 97.1% 96.6% 96.4% 98.0% 97.9% 98.8% 99.3%
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• MRSA % appropriate elective patients 

screened 
In 2017/18 The Christie screened 100% of eligible 
elective patients. 
 
3.3.2   Healthcare acquired infections - Clostridium 
Difficile  
There were 18 cases of Clostridium Difficile 
infections (CDI) in 2017/18 against an agreed 
threshold of no more than 19. Upon full root cause 
analysis none of these cases were deemed 
avoidable by our commissioners. There were 19 
cases that were identified on admission or pre 72 
hours of admission and are therefore not 
attributable. The maximum impact of infection is 
an outbreak of clostridium difficile of which the 
Trust has had none. Cases of CDI during periods of 
increased incidence (PIR) are sent for further 
testing which has demonstrated that there have 
been no instances of cross infection indicating high 
standards of infection prevention and control in the 
hospital.   
 
Each case of CDI is subjected to a rigorous review 
and multi-disciplinary root cause analysis. This has 

demonstrated that each attributable case of CDI 
was induced by the specialist treatment provided 
at The Christie. The treatments we provide make 
our patients more susceptible to CDI and this is 
balanced against the importance of delivering 
effective cancer treatments.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2016/17 Total 0 0 0 0 0 0 1 0 0 0 0 0
2017/18 Total 0 0 0 0 0 0 1 0 0 0 0 0
Threshold 0 0 0 0 0 0 0 0 0 0 0 0

0

1

2

3

MRSA Bacteraemia
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3.3.3      Incidents Management  
We have a strong system of incident reporting and 
review which enables us to identify underlying 
problems and to learn from events, thereby 
preventing recurrence.   

In addition to our internal system we report patient 
safety events to the National Reporting and 
Learning System (NRLS). Comparison of our 
reporting practices with those of trusts in the same 
cluster of specialist trusts shows that we have good 
levels of reporting and low levels of patient harm, 
indicating an appropriate culture of reporting and 
learning within the organisation.   

Our reporting rate for patient harm incidents 
occurring in 2017/18 was on average 0.07% of 
activity (all patient episodes).  Many of our 
incidents are ‘near miss’ incidents and allow us to 
learn without harm occurring to our patients 
and/or staff. 

All reported incidents are investigated, with the 
level of investigation commensurate with the 
incident grade. All incidents with an impact grade 
of 3 (moderate) and above, out of a maximum of 5, 
are reported on a weekly basis to the executive 
team. These incidents are triaged by an executive 
review team consisting of the chief nurse and 
executive director of quality, the medical director, 
the deputy director of nursing and quality, the 
associate medical director and the outcome of the 
root cause analysis is then presented to this review 
group. The same process is followed for complaints 
and claims and any concerning on-going trend of 
incidents of any grade. 

We also review our systems and processes in the 
light of national reports in order to ensure that a 
similar incident will not happen at The Christie. 
 
The Christie is regarded nationally as a high 
reporting, low harm organisation. The Trust 
uploads information about its patient safety 

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

2016/17 Total 0 3 4 10 11 13 13 18 23 25 27 29
2017/18 Total 2 5 7 8 9 9 11 14 15 16 16 18
17/18 Reduction Trajectory 2 3 5 6 8 10 11 13 14 16 17 19
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incidents into the National Reporting and Learning 
System (NRLS) on a monthly basis. Twice yearly 
validated reports and monthly interim reports are 
published and made available into the public 
domain by the NRLS, based on the incidents 
submitted by the Trust. 
 
The data for the second half of 2017/18 is not 
formally closed down until the end of May 2018, 
therefore the data contained within these accounts 
is subject to further validation. 
 
Patient Safety Incidences  
The Christie is regarded nationally as a high 
reporting, low harm organisation. The Trust 

uploads information about its patient safety 
incidents into the National Reporting and Learning 
System (NRLS) on a monthly basis. Twice yearly 
reports are published and made available into the 
public domain by the NRLS, based on the incidents 
submitted by the Trust. In addition, monthly 
updates are published on the NHS Improvement 
website 
  
The Christie has a small number of in-patient beds, 
compared with other hospitals, and over 95% of its 
activity is ambulatory care (out patients and day 
cases). 

 

 
 
 
3.3.4     Serious Incidents    
There have been six serious incidents reported this 
year. These related to: 

• Failure of internal referral process 
• Incorrect frequency of chemotherapy 
• A patient fell, sustaining a fracture and 

subdural haematoma with no lasting harm 
• An external concern was raised with 

regards to an operation not being in line 
with the outcome of a best interest 
meeting 

• A number of missed opportunities to 
recognise a deteriorating patient with 
Acute Kidney Injury (AKI). 

• A patient with dementia had a procedure 
under local anaesthetic where there was an 
unplanned removal of a suspicious lesion 
along with two other lesions. 
 

Serious incident panels are chaired by a non-
executive director and also comprise of two 
Executive Directors. The panel reviewed each of 
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these incidents, for which lessons learned were 
identified and implemented.  
 
3.3.5    Duty of Candour  
We have a Duty of Candour policy which is 
consistent with the statutory Duty of Candour 
formulated at the time the Francis Review was 
published. Each patient safety incident handler is 
asked to ensure that a Duty of Candour 
conversation happens within ten working days for 
each incident graded 3, 4 or 5. The handler may 
arrange for a more appropriate person to talk with 

the patient or their family, for example the 
consultant or a senior nurse.  
 
Information from this initial discussion is taken 
account of within the incident investigation and the 
person undertaking the Duty of Candour keeps in 
touch with the patient or their family as 
appropriate during the investigation. At the end of 
the investigation, feedback is given on the outcome 
and any learning that has been identified.   
 

 
 
3.3.6    Never Event 
There have been 0 (zero) never events in 2017/18 
 
3.3.7 NHS Staff Survey  
 

Indicator 2016/17 National Average 
(specialist trusts only) 

KF26 - % of staff experiencing harassment, bullying or 
abuse from staff 20% 23% 

KF21 - % of staff believing that the trust provides equal 
opportunities for career progression or promotion 88% 87% 

 
3.3.8 Pressure Ulcers  
We aimed for no more than 25 hospital acquired 
pressure ulcers, which is the same as in 2016/17 
and no Grade 3 & 4 hospital acquired pressure 
ulcers. The chart below demonstrates that we have 
achieved the target; there have been 25 pressure 
ulcers developed after admission in this financial 
year.  There has been one hospital acquired 
pressure ulcer of grade 3 where the outcome was 
that there had been no lapses in care and 
management of the patient. 

An Executive Nursing Panel review of all pressure 
ulcers has evidenced that all but six hospital 

acquired pressure ulcers have been unavoidable 
with no lapses in care. Where there had been 
lapses in care they were identified as: 
• The documentation was insufficient to 

evidence care compliant with the Christie 
CODE standard (3 cases) 

• The risk assessment incorrectly recorded that 
patient was not at risk 

• Incorrect Braden score transcribed from CWP 
to pre-op checklist 

• Failure to use pressure relieving mattress 
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3.3.9 Patient Falls.  
We aimed to maintain the 2016/17 outturn of no 
more than 26 falls 

The chart below demonstrates that we have not 
achieved the target; there have been 27 in-patient 
falls with harm in 2017/18.  Executive Nursing 
Panel review of all in-patient falls has evidenced 
that all but two falls were accidental and 
unavoidable with no lapses in care.  

Executive Nursing Panel reviews of two falls have 
advised that they were deemed avoidable. The 
lapses in care were identified as: 
• Risk assessment was not completely followed 

(2 cases) 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

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

2016/17 Total 6 11 12 14 18 20 22 22 24 27 28 28
2017/18 Total 2 3 5 5 7 11 15 17 18 21 24 25
17/18 Reduction Tra jectory 2 4 6 8 11 13 15 17 19 21 23 25
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3.4      Performance against key national priorities   
The Christie aims to meet all national targets and 
priorities. We have provided an overview of the 
national targets and minimum standards including 
those set out within Monitor’s Compliance 
Framework below. 
 
The indicators "18 Week Targets - 18 week 
incomplete pathways" and "Cancer Targets - % of 
cancer patients waiting a maximum 62 days from 
GP referral to first definitive treatment including 
rare and testicular cancers (based on reallocated 
position)" in the table below have been subject to 
external assurance from our auditors based on the 
annual out-turn performance, and are marked 
below with:   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

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

2016/17 Total 2 6 8 11 15 17 17 21 21 25 26 26
2017/18 Total 2 5 7 12 17 18 18 20 21 24 27 27
17/18 Reduction Tra jectory 1 4 7 9 11 13 15 17 20 22 24 26

0

5

10

15

20

25

30

Grade 2+ Inpatient Falls with Harm (cumulative)

49

The Christie NHS Foundation Trust Quality Report 2017-18



 
 
 
The Christie internal target in line with the 62-day 
target continues to ensure that our own internal 
performance improves, despite the day the patient 
arrives to us on the pathway. The target is set to 
85% of all referrals received to first definitive 

treatment (FDT) within 31 days from receipt of the 
referral form.  
 
The chart below demonstrates that The Christie 
continually meets this target.  

 
 
 

 
 
 
 

National targets 
and minimum 

standards
Target Threshold 

2017/18 Q1 Q2 Q3 Q4 Yearly 
position

Number of Attributable C-Diff cases 19 7 2 6 3 18
Number of MRSA Bacteraemia 0 0 0 1 0 1
MRSA Screening 100% 100% 100% 100% 100% 100%
% of cancer patients waiting a maximum of 31 days for 
diagnosis to first definitive treatment 

96% 98.1% 97.5% 98.0% 96.2% 97.5%

% of cancer patients waiting a maximum of 31 days for 
subsequent treatment (anti- cancer drugs)

98% 99.7% 100.0% 100.0% 100.0% 99.9%

% of cancer patients waiting a maximum of 31 days for 
subsequent treatment (surgery)

94% 97.3% 95.3% 98.3% 98.1% 97.3%

% of cancer patients waiting a maximum of 31 days for 
subsequent treatment (radiotherapy)

94% 99.8% 99.6% 99.9% 99.6% 99.7%

% of cancer patients waiting a maximum of 62 days 
from GP referral to first definitive treatment including 
rare and testicular cancers (based on reallocated 
position). 

85% 88.1% 86.0% 88.4% 82.6% 86.3%

% of cancer patients waiting a maximum of 62 days 
from screening referral to first definitive treatment 90% 100.0% 100.0% 100.0% 100.0% 100.0%

18 Weeks     18 week incomplete pathways 92% 99.1% 98.8% 98.6% 98.7% 98.8%

6 Weeks diagnostic 
waits Maximum 6 week wait for diagnostic procedures no value 99.9% 99.9% 100% 100% 100.0%

Infection control

Cancer Targets

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Standard 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%
2016/17 91.5% 88.5% 88.1% 91.1% 89.5% 89.1% 90.4% 90.9% 93.0% 88.0% 89.7% 91.4%
2017/18 89.1% 89.4% 90.1% 91.3% 91.9% 91.0% 92.9% 87.3% 89.6% 79.6% 88.8% 87.6%
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Internal performance - referral receipt to FDT in 31 days
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Independent Review of Quality Reports: 
An assurance opinion on data quality within the 
Quality Report is also provided by our External 
Auditors, Grant Thornton who are required to 
perform audit work on two nationally mandated 
performance indicators and one local indicator 
mandated this year by NHSI.  The performance 
indicators and their criteria are as follows: 
 
Mandatory Performance Indicators  
The reported indicators performance has been 
calculated based on all patients recorded as having 
been referred to the Christie NHS Foundation Trust 
for consultant led services, against the 62 day 
standard and for patients who are on incomplete 
pathways at the end of the period.  
 
i) Maximum waiting time of 62 days from urgent 

GP referral to first treatment for all cancers  
 
Where the numerator is the number of 
patients receiving first definitive treatment for 
cancer within 62 days following an urgent GP 
(GDP or GMP) referral for suspected cancer 
within a given period for all cancers (ICD-10 
C00 to C97 and D05) and the Denominator is 
the total number of patients receiving first 
definitive treatment for cancer following an 
urgent GP (GDP or GMP) referral for suspected 
cancer within a given period for all cancers 
(ICD-10 C00 to C97 and D05).  
 
Reallocation of breaches between Trusts are 
made depending on when the referral has 
been transferred to a secondary Trust for 
further treatment, with referrals made before 
day 42 resulting in breaches being allocated to 
the treating Trust but referrals after day 42 
resulting in breaches being reallocated to the 
referring Trust.  

 

ii) Percentage of incomplete pathways within 18 
weeks for patients on incomplete pathways  
 
Where the numerator is the number of 
patients on an incomplete pathway at the end 
of the reporting period (monthly) who have 
been waiting no more than 18 weeks and the 
denominator is the total number of patients 
on an incomplete pathway at the end of the 
reporting period.  

 
Outlined below are the verbatim statements on the 
feedback of our quality accounts from: 
 
1. NHS England Specialised Commissioning 
 
 NHS England Specialised Commissioning 
 The Christie NHS Foundation Trust Quality 

Account 2017/18 
NHS England, Specialised Commissioning team 
wishes to thank The Christie NHS Foundation Trust 
for the opportunity to comment on their Quality 
Account for 2017/18. As lead commissioner, we are 
committed to working in partnership with The 
Christie to provide safe, high quality care and 
services. The Quality Account clearly sets out the 
progress against priority areas for the last 12 
months, details the priorities for 2018/19 and 
demonstrates the achievements of the trust in 
delivering quality. The rationale for the 
forthcoming years priorities are well documented 
and quality measurements, governance and 
monitoring processes are evident. The Quality 
Account gives a thorough and detailed account of 
Quality at The Christie NHS Foundation Trust. 
 
Commissioners wish to highlight the notable 
achievements against  the 2017/18 quality priority 
areas, including recruitment to support the delivery 
of the Greater Manchester Strategy for Living with 
and Beyond Cancer; a 62% reduction in post 72 
hour C.difficle cases and a reduction in potential 
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harm to patients with diabetes. Trust participation 
in quality initiatives across the Health economy is 
evident, including working across Greater 
Manchester towards a reduction in Gram negative 
bloodstream infections; we look forward to seeing 
the impact of Health Care Associated Infections 
(HCAI) reduction initiatives on all healthcare 
acquired infections in the coming year. 
 
There is a clear commitment to National and local 
audit and evidence of learning and improvements. 
Achievements against CQUINs are significant and at 
the time of writing the Trust had achieved all 
milestones up to quarter 3, the resulting outcomes 
of this work include improvement in patient care 
and experience. Staff ownership of quality 
initiatives is integral to the Trusts success and 
patient engagement and experience is at the heart 
of what the Christie does, there is evidence of 
patient engagement and learning from feedback 
and complaints. 
 
The account provides assurance regarding the 
robust governance within the Trust with processes 
in place for Board oversight. There is an open and 
honest culture of reporting, the account details 
serious incidents that have occurred and shows 
how the learning is disseminated and changes in 
practice embedded within the organisation. 
 
The Christie has provided high levels of quality 
assurance throughout 2017/18 through regular 
contract, quality and performance meetings with 
Commissioners and has demonstrated significant 
achievements against the National Specialised 
Commissioning quality dashboards. 
 
Specialised Commissioners would like to take this 
opportunity to congratulate all staff on their hard 
work in ensuring high quality care is delivered and 
consistently maintained throughout the year.   

We look forward to continuing to work in 
partnership with The Christie during 2018/19 to 
further improve quality and patient experience.  
 
 
 
 
 
Sue McGorry  
Head of Quality, Specialised Commissioning Team, 
Northwest Hub  
15/05/18 
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2. The Christie Governors 
 

Continuing Open Relationship between the 
Council of Governors and Trust Board 
The relationship between the Council of 
Governors and The Christie NHS Foundation 
Trust, has enabled us to continue to work 
together throughout 2017/2018 to learn from 
and understand the quality of the patients’ 
experience across the Trust and see continuous 
improvements.  
 
Joint Trust board and Council of Governors away 
days continue to offer protected time to jointly 
work on quality improvements and ensure a good 
working knowledge of each other’s remits.  Our 
last away day was on Friday 8th December. 
 
Access to Appropriate Information 
All Governors receive the Chief Executive’s report 
and the Summary Integrated Performance Report 
within a week of every Trust Board.  Comments 
and questions are readily invited 
 
The Quality committee is provided with 
information about the quality of care and 
Executive and Non-Executive Directors continue 
to attend the Quality Committee and provide 
regular updates and discuss Quality issues with 
the Committee. In addition the Committee 
regularly invites local managers and front line 
staff to provide presentations and discuss specific 
issues so that the committee is informed of 
quality improvements and respond to queries 
raised by the committee. Members of the Quality 
Committee are also actively supported and 
encouraged to meet with patients and obtain 
their feedback regarding the care and 
environment at the Christie. This feedback is 
valued by the Trust Board and Council of 
Governors. Governors have also been involved in 
the Quality Mark assessments and CODE 
(Communication, Observation, Documentation 
and Experience quality scheme).  The Trust and 
its managers actively feedback to members on 
any issues raised and where necessary provide 
proactive feedback on the situation and the 
efforts being made to resolve outstanding issues. 

 
 
 

Governors Evidence Based Summary Statement  
The above approach enables the Quality 
Committee to triangulate feedback and provide 
valued reassurance to the Council of Governors 
on key matters relating to the patients 
experience. 
 
Having reflected on comments and discussion 
raised at their meetings in 2017/18 overall as a 
Council of Governors, we believe the Trust 
continues to provide a high quality and safe 
service for patients as evidenced to us by; 
 
Integrated performance reports which include 
information on waiting times, infection rates, 
response from patient surveys, serious untoward 
incidents reports, details about the number and 
types of complaints received, and financial 
information. 
 
A monthly summary from the Chief Executive 
which gives us information about  all relative 
issues affecting the Trust and contact details for 
relevant executive staff member if further 
information is required about any specific item. 
The above includes regular updates of the Trust’s 
20/20 vision 
 
The feedback demonstrates the proactive patient 
centred progress being made and clear focus on 
staff development and support to provide high 
quality care and services. This is also clearly 
articulated in the Trust’s draft formal annual plan 
which has been discussed with the COG and 
relevant subcommittee. 
 
Detailed feedback on the CQC inspection 
including factors which influenced the 
‘Outstanding’ award and the resulting 
improvement plan. 
 
An annual complaints report is presented to the 
Quality Committee giving governors information 
about all complaints that have been received and 
further evidence of the considerable learning has 
once again been taken from complaints over the 
year. We are also assured that the outcome of 
complaints investigations are used to inform staff 
training.  In 2017/18 we have also been provided 
with a detailed update on how The Christie 
responds to complaints received via social media. 
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A robust action plan has been put in place in 
response to the increase in infection rates with a 
view to see a reduction in the coming year. 
 
Information from the Patient Led Assessments of 
the Care Environment (PLACE) 
 
Through 2017/18 Members have sought and 
obtained detailed insight into the following 
fundamental aspects of care and communications 
e.g. how the Trust is addressing: 
 
The reduction of harm to patients who have, or 
are at risk of, developing diabetes 
 

Prevention & Control of infection 
 

Developments to improve electronic 
communication with GPs, via the Manchester 
Hub 
 

Improvements in IT portals to ensure good 
external communication including development 
in social media communications with patients 
 
Development of systems to focus on outcomes of 
care such as the development in the clinical 
outcomes unit. 
Obtaining feedback from carers as part of the 
CODE assessment 
Results and necessary actions arising from the 
Inpatient survey 
 
The above have enabled Governors to 
understand the mechanism in place to address 
these important fundamental areas. This has 
provided reassurance to the Quality Committee 
and the Council of Governors regarding these 
important issues for patients and the wider 
community. This focus has provided valuable 
insight for the Governors 
 
In addition to the above the Governors have 
access to the following: 
• Regular communication with the Chairman of 

the Trust who is the Chair of the Council of 
Governors. 

• Provision of the governors newsletter and 
lunch meetings with the Chair 

• Freedom for all governors to attend the 
monthly Board of Directors meetings which 

normally include a presentation from a 
member of the clinical staff on the latest 
developments. 

• One and often two non-executive directors 
attend all quality meetings. This practice 
provides a flow of information to and from the 
Board of Directors. 

• Quality Assurance committee updates are 
received from the Non-Executive Chair of the 
committee /Director of Nursing and Quality 
and members of the Quality Committee are 
provided with answers to any queries and 
more detailed explanations as required. 

• Participation in “Talking to patients and 
carers” initiative – this is an exercise 
undertaken, before each Quality Committee 
meeting when governors go out into the 
hospital and talk to patients and their families 
about the experience they have had. The total 
freedom to speak to whoever they choose 
(subject to advice on the patient’s wellbeing 
on the day) gives governors the re-assurance 
that the feedback given is a true and honest 
appraisal of the experience patients have had. 
Any issue raised from the interviews is 
proactively reviewed by the manager and 
feedback is provided illustrating that all issues 
are taken seriously and responded to. The 
experience of the governors concerned, 
without exception, is predominantly positive 
and it is almost impossible to obtain any 
constructive comment to help us improve our 
service.  

• Active participation in the steering group 
overseeing the development of the “Christie 
Quality Mark” to promote consistency of 
Christies care provision   in the North West in 
accordance with the 20:20 vision.  

• Active participation in the Christie CODE 
Quality scheme with representation with both 
the inspection team and the accreditation 
panel. 

• Presentation and discussion of National 
patient survey reports and subsequent action 
plans. 

• Minutes from all Council of Governors sub 
committees. 

• Reports from clinical areas on initiatives and 
new developments to improve the patient 
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experience. In 2017/18 the Quality Committee 
have received: 2 updates from Dr Jac Livsey, 
Consultant in clinical oncology on the 
developments in the Clinical Outcomes Unit 
and how these have had an impact on patient 
pathways and safety, 2 updates from Dr Claire 
Higham, Consultant in Endocrinology and 
Specialist Nurse, Louise Hopewell on progress 
against the quality improvement indicator 
relating to the reduction in harm caused to 
patients with or at risk of diabetes and a 
presentation on the handling of Social Media 
communications at The Christie by Nick 
Molyneux 

• Regular feedback on changes made as a result 
of our ‘Talking to patients initiative’ 

• Each year, the governors, in liaison with the 
Chief Nurse and Director of Quality 
and External Auditors, choose an indicator to 
monitor throughout the year.  The indicator 
can be anything from the Trust's annual 
External Audit work programme.  Updates 
from the relevant department are giving to 
the quality committee in the form of 
presentations/reports to allow the indicator 
to be monitored. 

 
Effectiveness 
The Council of Governors monitors the Trust 
effectiveness and efficiency through the key 
targets agreed for the Trust and the Trust 
continues to stretch itself to identify further 
improvements.  The Quality committee has been 
in existence from when the Trust became a 
Foundation Trust and this continuity means that 
members have a high level of awareness of the 
quality agenda and hence the ability to request 
presentations and information they feel is 
beneficial.  The link between this committee and 
the Quality Assurance Committee cannot be 
over-emphasised and shows how seriously the 
Christie takes quality in all aspects of care and 
treatment of patients. 

 
Experience 
The Trust has an experienced and highly 
committed group of Governors. There are some 
excellent examples of their community and 
member engagement across the areas we serve. 

Information gained from community engagement 
offers another opportunity to ensure the patient 
and public voice is heard and utilised to inform 
quality initiative at The Christie. Together this 
enables us to actively contribute to ensuring high 
quality patient centre care and services across 
the Christie NHS Foundation Trust. A 
presentation has been developed by the Trust 
which can be modified by Governors to suit the 
engagement situation. 
 
Examples of any quality initiatives resulting from 
community and member engagement: 
Confirmation of procedures and pathways which 
can be fed back to patients by Governors 
How to establish links with International 
Oncology Hospitals and explore opportunities for 
joint working/sharing of good practice. 
 
Based on the evidence above, the Council of 
Governors has confidence that the Trust 
continues to demonstrate proactive commitment 
to delivering safe and high quality patient centred 
services to meet the needs of patients cared for 
by the Christie now and in the future. In the past 
year the Chair of governors has been able to 
guide and reassure the governors that we are 
continuing to keep to our quality and overall 
performance at a high standard. 
 
 
 
Christine Mathewson 
On Behalf of the COG Quality Committee 
April 2018 
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3. Statement of directors’ responsibilities in 
respect of the quality report 

 The directors are required under the Health 
Act 2009 and the National Health Service 
(Quality Accounts) Regulations to prepare 
Quality Accounts for each financial year.  

 
 Monitor has issued guidance to NHS 

foundation trust boards on the form and 
content of annual quality reports (which 
incorporate the above legal requirements) 
and on the arrangements that NHS 
foundation trust boards should put in place 
to support the data quality for the 
preparation of the quality report.  

 
 In preparing the Quality Report, directors 

are required to take steps to satisfy 
themselves that:  

 
• the content of the Quality Report meets 

the requirements set out in the NHS 
Foundation Trust Annual Reporting 
Manual 2015/16 and supporting 
guidance; 

• the content of the Quality Report is not 
inconsistent with internal and external 
sources of information including: 

  
o Board minutes for the period April 

2017 to March 2018 
o Papers relating to quality 

report  reported to the Board over 
the period April 2017 to March 2018;  

o Feedback from the Commissioners, 
Northwest Specialised 
Commissioning Hub dated May 2018 

o  Feedback from Governors dated 
May 2018  

o The Trust’s 2017/18 complaints 
report published under regulation 18 
of the Local Authority Social Services 
and NHS Complaints Regulations 
2009; dated May 2018 

o The 2016 national inpatient survey;  
o The 2017 national staff survey;  
o The Head of Internal Audit’s 2017/18 

annual opinion over the Trust’s 
control environment   

 

• the Quality Report presents a balanced 
picture of the NHS foundation trust’s 
performance over the period covered;  

• the performance information reported 
in the Quality Report is reliable and 
accurate;  

• there are proper internal controls over 
the collection and reporting of the 
measures of performance included in 
the Quality Report, and these controls 
are subject to review to confirm that 
they are working effectively in practice;  

• the data underpinning the measures of 
performance reported in the Quality 
Report is robust and reliable, conforms 
to specified data quality standards and 
prescribed definitions, is subject to 
appropriate scrutiny and review; and 

• the Quality Report has been prepared in 
accordance with Monitor’s annual 
reporting guidance (which incorporates 
the Quality Accounts regulations) 
(published at 
www.monitor.gov.uk/annualreportingm
anual) as well as the standards to 
support data quality for the preparation 
of the Quality Report  

 
The directors confirm to the best of their 
knowledge and belief they have complied 
with the above requirements in preparing 
the Quality Report.  

 
By order of the board  
 
24th May 2018 
..............................Date 
 

 
.............................................................Chairman  
 
24th May 2018 
..............................Date 
 

 
.........................................................Chief 
Executive 
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Independent Practitioner's Limited Assurance Report to the Council of Governors of 
The Christie NHS Foundation Trust on the Quality Report 

We have been engaged by the Council of Governors of The Christie NHS Foundation Trust 
to perform an independent limited assurance engagement in respect of The Christie NHS 
Foundation Trust’s Quality Report for the year ended 31 March 2018 (the “Quality Report”) 

and certain performance indicators contained therein against the criteria set out in the  ‘NHS 
foundation trust annual reporting manual 2017/18’ and additional supporting guidance in the 

‘Detailed requirements for quality reports 2017/18' (the 'Criteria'). 

Scope and subject matter 
The indicators for the year ended 31 March 2018 subject to the limited assurance 
engagement consist of the national priority indicators as mandated by NHS Improvement: 
 percentage of incomplete pathways within 18 weeks for patients on incomplete pathways

at the end of the reporting period

 maximum waiting time of 62 days from urgent GP referral to first treatment for all cancers

We refer to these national priority indicators collectively as the 'Indicators'. 

Respective responsibilities of the directors and Practitioner   
The directors are responsible for the content and the preparation of the Quality Report in 
accordance with the criteria set out in the 'NHS foundation trust annual reporting manual 
2017/18' and supporting guidance issued by NHS Improvement. 

Our responsibility is to form a conclusion, based on limited assurance procedures, on 
whether anything has come to our attention that causes us to believe that: 

 the Quality Report is not prepared in all material respects in line with the Criteria set
out in the ‘NHS foundation trust annual reporting manual 2017/18’ and supporting

guidance;
 the Quality Report is not consistent in all material respects with the sources specified

in NHS Improvement’s 'Detailed requirements for external assurance for quality

reports 2017/18’; and

 the indicators in the Quality Report identified as having been the subject of limited
assurance in the Quality Report are not reasonably stated in all material respects in
accordance with the 'NHS foundation trust annual reporting manual 2017/18' and
supporting guidance and the six dimensions of data quality set out in the ‘'Detailed
requirements for external assurance for quality reports 2017/18’.

We read the Quality Report and consider whether it addresses the content requirements of 
the ‘NHS foundation trust annual reporting manual 2017/18’ and supporting guidance, and 
consider the implications for our report if we become aware of any material omissions. 

We read the other information contained in the Quality Report and consider whether it is 
materially inconsistent with:  

 Board minutes for the period 1 April 2017 to March 2018;
 papers relating to quality reported to the Board over the period April 2017 to March

2018;
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 feedback from commissioners, Northwest Specialised Commissioning Hub dated
May 2018;

 feedback from governors dated May 2018
 the Trust’s complaints report published under regulation 18 of the Local Authority

Social Services and National Health Service Complaints (England) Regulations 2009,
dated May 2018;

 the 2016 national patient survey
 the 2017 national staff survey; and
 the Head of Internal Audit’s annual opinion over the Trust’s control environment

dated March 2018.

We consider the implications for our report if we become aware of any apparent 
misstatements or material inconsistencies with those documents (collectively, the 
“documents”). Our responsibilities do not extend to any other information.

The firm applies International Standard on Quality Control 1 (Revised) and accordingly 
maintains a comprehensive system of quality control including documented policies and 
procedures regarding compliance with ethical requirements, professional standards and 
applicable legal and regulatory requirements. 

We are in compliance with the applicable independence and competency requirements of 
the Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics. Our 
team comprised assurance practitioners and relevant subject matter experts. 

This report, including the conclusion, has been prepared solely for the Council of Governors 
of The Christie NHS Foundation Trust as a body, to assist the Council of Governors in 
reporting The Christie NHS Foundation Trust’s quality agenda, performance and activities.

We permit the disclosure of this report within the Annual Report for the year ended 31 March 
2018, to enable the Council of Governors to demonstrate they have discharged their 
governance responsibilities by commissioning an independent assurance report in 
connection with the indicators. To the fullest extent permitted by law, we do not accept or 
assume responsibility to anyone other than the Council of Governors as a body, and The 
Christie NHS Foundation Trust for our work or this report, except where terms are expressly 
agreed and with our prior consent in writing.  

Assurance work performed 
We conducted this limited assurance engagement in accordance with International Standard 
on Assurance Engagements 3000 (Revised) ‘Assurance Engagements other than Audits or 

Reviews of Historical Financial Information’ issued by the International Auditing and 
Assurance Standards Board (‘ISAE 3000’). Our limited assurance procedures included:

 evaluating the design and implementation of the key processes and controls for
managing and reporting the indicators

 making enquiries of management
 limited testing, on a selective basis, of the data used to calculate the indicators tested

against supporting documentation
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 comparing the content requirements of the 'NHS foundation trust annual reporting
manual 2017/18' and supporting guidance to the categories reported in the Quality
Report; and

 reading the documents.

A limited assurance engagement is smaller in scope than a reasonable assurance 
engagement. The nature, timing and extent of procedures for gathering sufficient appropriate 
evidence are deliberately limited relative to a reasonable assurance engagement.  

Limitations 
Non-financial performance information is subject to more inherent limitations than financial 
information, given the characteristics of the subject matter and the methods used for 
determining such information. 

The absence of a significant body of established practice on which to draw allows for the 
selection of different, but acceptable, measurement techniques that can result in materially 
different measurements and can affect comparability. The precision of different 
measurement techniques may also vary. Furthermore, the nature and methods used to 
determine such information, as well as the measurement criteria and the precision of these 
criteria, may change over time. It is important to read the Quality Report in the context of the 
criteria set out in the 'NHS foundation trust annual reporting manual 2017/18' and supporting 
guidance. 

The scope of our limited assurance work has not included governance over quality or non-
mandated indicators, which have been determined locally by The Christie NHS Foundation 
Trust.  

Our audit work on the financial statements of The Christie NHS Foundation Trust is carried 
out in accordance with our statutory obligations.  This engagement will not be treated as 
having any effect on our separate duties and responsibilities as The Christie NHS 
Foundation Trust’s external auditors. Our audit reports on the financial statements are made 

solely to The Christie NHS Foundation Trust's members, as a body, in accordance with 
paragraph 24(5) of Schedule 7 of the National Health Service Act 2006. Our audit work is 
undertaken so that we might state to The Christie NHS Foundation Trust’s members those

matters we are required to state to them in an auditor’s report and for no other purpose. Our

audits of The Christie NHS Foundation Trust’s financial statements are not planned or

conducted to address or reflect matters in which anyone other than such members as a body 
may be interested for such purpose. In these circumstances, to the fullest extent permitted 
by law, we do not accept or assume any responsibility to anyone other than The Christie 
NHS Foundation Trust and The Christie NHS Foundation Trust’s members as a body, for our 
audit work, for our audit reports, or for the opinions we have formed in respect of those 
audits. 

Conclusion  
Based on the results of our procedures, as described in this report, nothing has come to our 
attention that causes us to believe that, for the year ended 31 March 2018: 
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 the Quality Report is not prepared in all material respects in line with the Criteria set
out in the ‘NHS foundation trust annual reporting manual 2017/18’ and supporting

guidance;
 the Quality Report is not consistent in all material respects with the sources specified

in NHS Improvement’s 'Detailed requirements for external assurance for quality

reports 2017/18’; and

 the indicators in the Quality Report identified as having been subject to limited
assurance have not been reasonably stated in all material respects in accordance
with the 'NHS foundation trust annual reporting manual 2017/18' and supporting
guidance.

Grant Thornton UK LLP 

Grant Thornton UK LLP 
Chartered Accountants 
4 Hardman Square 
Spinningfields 
Manchester 
M3 3EB 

24 May 2018 
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Cancer Centre Services 

Acute Oncology 
Count: 3 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

15/1571 Documentation of 
functional status pre- and post- 
treatment for metastatic spinal 
cord compression 

2. Weak 

Although compliance of functional 
status documentation appears to have 
declined in this re-audit, challenges 
include multiple health records across 
multiple sites, ambiguity regarding 
whose role it is to review and 
document functional status, 
ambiguous documentation and 
documentation at different time 
points to the NICE audit standards. The 
24 month time point is considered 
unrealistic for patients with MSCC; it 
was not relevant for any patients in 
this audit. 

Discussion of suggested options 
with spinal colleagues at MSCC 
subgroup regarding uniform 
documentation of functional 
status. Colleague education 
regarding the requirement, timing 
and grading of functional status 
documentation. 

APEP student 
presentations, Jul 2016, 
The Christie; Presentation 
to MSCC coordinators, 
July 2016; Submitted to 
the Royal College of 
Radiologists (RCR) audit 
competition, March 2018 

16/1622 Re-audit network MSCC 
Coordinator Service 2016 4. Significant 

Introduction of the MSCC Coordinator 
service and the collaboration across 
boundaries, including the two 
specialist tertiary centres and the 14 

Awareness, through education of 
this condition and the pathway, 
has also significantly increased 
amongst clinicians and patients 

BASS (British Association 
of Spinal Surgeons), 2017; 
Trust wide mortality and 
morbidity meeting, Aug 

Quality report appendices 
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district general hospitals in Greater 
Manchester and Cheshire has resulted 
in an increased numbers of MSCC 
patients being managed effectively in 
a timely manner with a higher number 
of patients accepted for surgery. 

which is key in recognising 
symptoms early and investigating 
early. The data strongly supports 
best outcome in terms of survival 
and function for patients who are 
able to undergo surgery.  As such, 
this will be reflected in the larger 
cohort of patients who now have 
surgery for their MSCC, with likely 
improved quality of life for this 
group. 

2017. Patient Safety 
Committee, Jul 2017 

16/1638 Evaluation of the 
compliance with the 4 hour 
clerking time with acute patients 
presenting to OAU and 
determining a possible triage tool 

3. Partial 

Lead advised that the medical student 
completed the audit and updated on 
action as a result; no report received. 

The audit data was used in part to 
alter the junior doctor rota in Apr 
2017. Audit as to the effect of the 
new rota is being undertaken. 

Not known 

Colorectal Surgery 
Count: 12 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

16/1595 National Emergency 
Laparotomy Audit (NELA) patient 3. Partial 

The national report indicates good 
compliance with the majority of 
applicable standards and full 

Further review of the data is being 
carried out with radiology team to 
check the accuracy of the low 

Surgical and anaesthetic 
meetings, Apr 2018 
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audit (year 3) compliance for case ascertainment 
and presence of consultants in 
theatre. 

results for CT scan performed and 
reported before surgery by a 
consultant radiologist. Poor 
documentation of the Risk of 
death before surgery has been 
addressed. 

16/1667 Bowel cancer (NBOCAP) 
2016 

3. Partial 

59 cases were accepted for inclusion 
to the national audit. The Christie 
achieved 95% data completeness 
compared to 81% nationally. The 
adjusted 90 day mortality rate of 0% 
and 30 day unplanned readmission 
rate of 5.3% compared favourably to 
national rates (3.2% and 9.9). The 
higher than national 18 month stoma 
rate was investigated and commented 
on in the national report. 

Review the adjusted 2-year 
mortality rate for The Christie 
which is higher than the national 
results and increased marginally 
this year. 

Discussed within 
Colorectal surgical team, 
Apr 2018 

16/1729 Oncological Outcomes 
from Cytoreductive Surgery and 
Hyperthermic Intraperitoneal 
Chemotherapy for 
Adenocarcinomas of the 

5. Full 

This study has identified that although 
5-year OS following CRS/HIPEC with 
curative intent for adenocarcinoma of 
the appendix was 55.5% which 
exceeds international standards for 

These findings demonstrate the 
excellent results achieved at The 
Christie Colorectal and Peritoneal 
Oncology Centre and as this is a 
rare tumour type should be 

Colorectal Surgical group 
at research meeting, Jun 
2017; ACPGBI 
international conference, 
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Appendix this type of surgery in indication. disseminated internationally 
through peer-reviewed literature. 
Paper accepted for publication in 
Diseases of Colon and Rectum. 

Jul 2017 

16/1730 Enhanced Recovery 
Programme in Minimally Invasive 
Cyto-Reductive Surgery 

4. Significant 

Using the combined approach of 
minimal access cytoreductive surgery 
with HIPEC and an enhanced recovery 
protocol for comparative groups of 
patients we have demonstrated a 
significant reduction in the length of 
stay both in terms of the critical care 
requirement (from a median of 2 to 1 
days) and in hospital stay (from a 
median of 10 to 5.5 days). 

All these patients now have ERP 
proformas as part of their 
standard post-operative care. Aim 
to publish results in peer reviewed 
publication in 2018. 

Colorectal & Peritoneal 
Oncology Centre research 
meeting, Nov 2016 

16/1828 Assessment of the 
completion of surgical operation 
notes in accordance with the 
Royal College of Surgeons' 'Good 
Surgical Practice' 

3. Partial 

The audit revealed excellent 
documentation in a number of areas 
including the patient’s details 
(supported by use of stickers), the 
operative procedure and closure 
technique. Areas of documentation 
requiring improvement were the name 
of the anaesthetist (70%),date (94%) 

A newly designed surgical 
operation note is to be 
implemented. An aide-memoire 
where the operation notes are 
written, as well as an email from 
the surgical directorate to remind 
surgeons of the importance of the 
guidelines, the audit findings and 

Colorectal Business 
Meeting, Dec 2017 
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and signature (90%) the importance of good note 
keeping. To be re-audited in 3 
months 

17/1884 NPSA Oral Bowel 
Cleansing 2017 

3. Partial 

The re-audit has shown stable 
compliance for completing the 
indication, medical history and 
medications however there has been 
decline in compliance for the 
completion of contra-indications. 
There has been a further improvement 
in the number of patients having their 
sodium, potassium and creatinine 
checked prior to bowel cleansing 
agents being prescribed and 
dispensed. 

No change made to previous 
recommendations. 
Implementation of nurse led 
endoscopy clinic to assess/screen 
patients prior to colonoscopy is 
ongoing to ensure renal profiles 
are undertaken for those patients 
having Picolax including eGFR and 
screen/assess patients prior to 
colonoscopy. 

Endoscopy Users Group; 
Colorectal Business 
Meeting, The Safe 
Medicines Management 
Committee, dates TBC 
2017 

CE16/1702 Cost Effective 
Analysis of cytoreductive surgery 
(CRS) and HIPEC for peritoneal 
metastasis of colorectal origin 

4. Significant 

Cytoreductive surgery (CRS) and 
Heated Intra Peritoneal Chemotherapy 
(HIPEC) for Peritoneal carcinosis of 
colorectal origin was associated with 
improved survival outcomes and is a 
cost-effective procedure. 

No action identified. Abstract submitted, Jan 
2018 
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S16/1789 CPOC Patient 
Satisfaction Questionnaire 

4. Significant 

65% response rate to survey and high 
satisfaction scores to the majority of 
questions. There were positive 
comments as well as some which 
suggested things that could be 
improved. 

 Jan 2018 

SE14/1274 Rectal Cancer 
Complete Response Follow-up 

4. Significant 

A substantial proportion of patients 
with rectal cancer managed by watch 
and wait avoided major surgery and 
averted permanent colostomy without 
loss of oncological safety at 3 years. 
While cCR tumours are good prognosis 
cancers, nearly 1 in 10 develop distant 
metastases. 

These findings should help with 
informing decision making at the 
outset of chemoradiotherapy and 
support the establishment of the 
watch-and-wait pathway as 
standard care. Response after 
chemo-radiotherapy patient 
information sheet developed and 
implemented. The study has been 
converted into research in the 
form of a REC approved research 
database. 

ACPGBI, Bournemouth, 
Jul 2017 

SE16/1691 Anal Cancer – Current 
Standard of Treatment  
Reporting and Outcomes. 

7. Not 
Applicable 

Increasing referral numbers, constant 
T stage proportions, increasing N stage 
positivity, Evidence of reduced LRF 
(+DMF) and improved survival. Inform 

No particular actions identified. Manchester Medical 
Society Surgical Section, 
Trainee Prize Session, 
March 2017; reported to 
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upcoming NCRI PLATO trial. LRF 
remains a significant surgical burden 
(15% to 20%) post-CRT. 

Anal cancer MDT through 
Annual Reports for Peer 
Review; 

SE17/1919 The contribution of 
the colorectal surgeon (surgical 
theatre episodes) to the 
management of patients with a 
new diagnosis of anal cancer 
(first 12 months) 

7. Not 
Applicable 

Almost all anal cancer patients had at 
least one surgical episode with almost 
a third of patients having a procedure 
at the Christie. All but one of the 
surgical episodes in the first 12 months 
after chemo-radiotherapy took place 
at the Christie. Nearly all radical 
surgery episodes (both as a primary 
treatment and as salvage surgery) and 
all episodes of stabilisation and 
treatment of perianal fistula took 
place at the Christie. The majority of 
primary treatment and prior to 
chemo-radiotherapy surgical episodes 
took place at other hospitals. 

No action recorded. Surgical Colorectal Team, 
Nov 2017 

SE17/1934 Chemotherapy dose 
reductions and toxicities in obese 
patients undergoing adjuvant 
chemotherapy for colorectal 

3. Partial 

Documentation of reasons behind 
dose reductions could be improved. 
There were a number of patients 
whose notes, as available from the 

No clear and strong relationship 
was observed between obesity, 
toxicity and outcome and hence 
the recommendation presently is 

Colorectal Research 
Meeting, Jun 2017; 
University of Manchester, 
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cancer: secondary analyses of 
trial data and the Greater 
Manchester Network audit  

clinical web portal, did not mention 
any reasons for dose reductions when 
it was clear that one had been 
incurred based on the dose of 
chemotherapy they received. 

for no further clinical action to be 
taken at this point. Disseminated 
results to clinical oncologists with 
recommendations in relation to 
recording of dose reductions in 
the medical notes to include 
magnitude and indication for 
reduction. 

Jun 2017 

Critical Care 
Count: 19 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

15/1396 Post-operative epidural 
analgesia assessment of efficacy  
side effects and complications.   

3. Partial 

The Incidence of side effects from 
epidural use was found to be very low 
although it is felt that the audit may 
have not identified all minor side 
effects which may have other causes. 
e.g. nausea. There were no major 
complications and compliance with 
recording removal of epidural catheter 
was good. Compliance with required 
observation frequency was low at just 
over a third and the analgesia 
achieved by epidural use was found 

The Pink Epidural Audit Sheet 
Record is being redesigned by the 
Pain team to clarify type and 
frequency of observation 
necessary to bring it more clearly 
in line with policy. Anaesthetists 
and critical care physicians are to 
be made aware of useful 
interventions which may help if an 
epidural is found to be not fully 
effective via education seminars. 

Anaesthetic and Critical 
Care Department, Oct 
2016 
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not to achieve the standards 
suggested by the Royal College of 
Anaesthetists for pain relief post-
operatively. 

Re-audit 2018. 

16/1636 Annual review of cardiac 
arrests (RCAs) 2016 

5. Full 

6 cardiac arrests in 2016. Different 
areas of the hospital, 5 were 
Inpatients, 1 outpatient (ORTC) In 3 
cases temporary or sustained return of 
spontaneous circulation. In 6 out of 6 
patients decision to start CPR was 
correct. Review of medical notes 
indicates that 3 out of the 6 patients 
had very small chance to survive CPR, 
due to progressive and incurable 
disease and/or coexisting comorbidity. 
All those patients died. 

Continued education to support 
early decisions around Allow a 
Natural Death (AaND). Continue 
with mock cardiac arrest 
simulations, action any changes 
required to current practice 
Respond to all IRF’s related to 
cardiac arrest, action any changes 
identified required to current 
practice. 

Trust wide M&M, May 
2017 

16/1793 MEWS Re-Audit 2016 - 2  

3. Partial 

The recording of a full set of 
observations has increased 
significantly since the last audit. 
Although not specifically audited, it 
was observed that a number of wards 
had patients for whom it appeared 

Staff undertaking observations 
need to be reminded of the 
MEWS and observation hospital 
policy. All staff must take a 
manual pulse for 1 minute as part 
of their observations. This ensures 

Resuscitation & 
Deteriorating Patient 
Committee, Jun 2017 
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routine to set the monitoring 
frequency at 8 hourly. Only 62% of 
nurses used the correct procedure to 
monitor the patients pulse during the 
undertaking of those patients' 
observations. Nursing staff have 
expressed that they would like to do 8 
hourly observations on some patients 
as they feel 12 hourly is too infrequent 
but 4 hourly is too frequent and 
requires waking patients in the night 
sometimes unnecessarily. Patients on 
8 hourly observations had them done 
at 6/7am, 2/3pm and 10/11pm and 
were generally done on time. 

staff can comment on the 
strength and regularity of the 
patient’s pulse. Electronic blood 
pressure machines are not 
accurate when used on patients 
with an arrhythmia; therefore it is 
essential that manual pulse is 
performed prior to a manual BP in 
those patients. This is taught in 
HELS and AIM courses which is 
attended by all staff who perform 
observations and it will be 
reinforced in those sessions. This 
and 8 hourly frequency to be 
discussed at presentation and 
results disseminated. Re-audit in 
one year. 

16/1815 Compliance of the 
medical documentation of sepsis 
re-audit 1. Poor 

The coding standards and rules 
changed as of the 1st April 2017 but 
the audit was carried out prior to this. 
The results have declined for medical 
documentation of sepsis, although the 
word sepsis was used slightly more 

Continue education to all medical 
staff who are reviewing patients 
with suspected or confirmed 
sepsis. Continue to highlight the 
importance of wording in 
correlation with the national 

Sepsis Steering Group, 
May 2017 
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often. All elements of the sepsis six 
care bundle increased in % in the 
current audit in comparison to the 
previous audit (with the exception of 
antibiotics that remained the same at 
100%). All patients were discussed 
with senior clinicians and in a timely 
manner which was another 
improvement. 

coding guidelines that are used. 
Promote the posters that are on 
all the wards with the rules of 
documentation wording. 
Empower the nursing staff to 
encourage the medical team to 
document sepsis is that is their 
diagnosis. Coding team to 
continue to educate the doctors 
when they rotate within the 
hospital. Medical care plan to be 
introduced on CWP. 

16/1832 Postoperative pain 
management in gynaecology 
patients undergoing laparotomy 
surgery 

3. Partial 

Significant number of patients had 
high pain scores in post-op period than 
expected. Rectus sheath catheter use 
was not associated with consistent 
improvements in pain scores though 
might have had opioid sparing effect. 
Rectus sheath catheter use facilitates 
mobilization but consistent 
improvement in pain-scores and 
reduction in side-effects could not be 
established conclusively. Based on the 

Post-op pain management 
requires further attention and 
improvement. Review our 
technique of RSB catheter 
insertion. Re-audit to see if 
addition of RSB infusions to 
standard techniques improves 
pain-scores and enhances 
recovery. 
 

Critical care and 
anaesthesia meeting, Feb 
2018 
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results we cannot confidently 
recommend routine use of RSB as sole 
post-op pain management technique. 
RSB could be an alternative when 
Regional anaesthetic techniques are 
contra-indicated. 

17/1885 Cardiac arrest 
equipment (crash trolleys) re-
audit 2017 

4. Significant 

Overall compliance in the first six 
months of 2017 fell slightly from the 
end of 2016, but is still 95%. 3 areas 
had less than 85% compliance with 
one having fallen significantly in the 
quarter to June. 

All area leads to receive feedback 
on audit via email. Area leads with 
poor compliance to be contacted 
by resuscitation lead to action 
improvement in checking 
procedure. Spot check of all 
trolleys to be carried out by 
resuscitation lead/ deputies to 
ensure checking procedure is 
accurate reflection of trolley 
content. 

Resuscitation committee, 
Sep 2017 

17/1899 ICNARC Case Mix 
Programme (CMP) 2017 

4. Significant 

64 (100%) admissions included in the 
first 6 months of the year; awaiting 
further reports. All within tolerances 
expected or better. Standardised 
Mortality remains one of the lowest in 

No action required. Critical and Acute Care, 
2017 
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the country. 

17/1976 Intra-hospital critical 
care transfers: how are we 
documenting them. 

1. Poor 

We are not routinely documenting 
intra-hospital transfers in any format 
(even though staff claimed in the 
survey to routinely document 
observations). A significant proportion 
of staff have not or cannot recall 
having completed training. Staff 
nurses lack confidence in performing 
transfers. Staff are unaware of the 
network’s checklists. Staff are mostly 
uniformed of standards that exist. 
Monitor batter failure is occurring 
during transfers. 

Disseminated findings to all 
critical care staff to inform them 
of standards and changes to 
current practice. Updated 
Standard Operating Procedure for 
the transfer of critically ill patients 
and made this available on the 
intranet and on Metavision. 
Attached a laminated copy of the 
network checklists to the transfer 
bags. Posters displayed to 
highlight the location of the forms 
and prompt use.  
Created a transfer button and 
form on Metavision. Amend data 
collection form to take account of 
changes for re-audit in 6 months. 

Oncology Critical Care 
Unit team meeting, Sep 
2017 

17/2005 Management of 
Patients Own medication Storage 
and documentation 

2. Weak 

Compliance needs to be improved 
through different methods.  Recording 
of O/A medicines to be considered by 
medical staff on Metavision and 

Greater prominence to be given 
to recording whether medications 
received from the transferring 
ward on Metavision. Embed 

Acute and Critical care 
directorate, Oct 2017 
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nursing staff to be aware of transfer of 
medicines between wards. 

culture of transfer of medicines 
from ward 1 and 10. Medical team 
to record medications not 
prescribed and on hold on 
Metavision. Emphasize with 
pharmacists need to check 
medications recorded on 
Metavision that are on hold and 
not prescribed Doctors on OCCU 
to ensure O/A medicines are 
added onto admission notes on 
Metavision. 

17/2024 Sepsis CWP Infection 
Care Plan Audit 

1. Poor 

A large number of patients with signs 
of infection and that had triggered for 
sepsis did not have an Infection Care 
Plan commenced on the CWP. 

Disseminated results to the senior 
sisters/charge nurses, link nurses 
and matrons in the in-patient 
areas and presented at the Sepsis 
Steering group. Add in question 
(to those who did not have an 
infection form commenced for the 
re-audit to check whether the 
patients received appropriate 
treatment and was this within the 

Sepsis Steering group, 
Nov 2017 
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hour? Re-audit within 4 months. 

17/2042 Rehabilitation After 
Critical Care re-audit 

3. Partial 

Majority of standards in this small 
sample were fully compliant and there 
was improvement for some which 
were not compliant last year. 

 Acute & Critical Care 
Directorate, 2017 

CE16/1746 Perioperative 
anaesthetic management and its 
influence on outcome in 
peritoneal tumours cytoreductive 
surgery and heated 
intraperitoneal chemotherapy 

4. Significant 

A distinct group of uncomplicated 
HIPEC patients on CCU had a mean 
stay on the critical care unit of 29.8 
hours. During the time frame of 2 
years we had total of 9 readmissions 
of HIPEC patients and one readmission 
for CRS patient, which gives 
readmissions rate of 4%. The mean 
hospital stay of the 288 patients 
enrolled in the audit was 12.86 days, 
for the HIPEC group being similar 
13.07 days. 0% mortality rate was 
confirmed for first 30 days after the 
procedure in all patients with 
intraperitoneal chemotherapy. The 
percentage for the debulking 

Outcomes compared. Basingstoke; Dublin; 
Florida, Feb 2018; 
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procedures only was 0.35% (n=1). 

CE16/1759 Surveillance of Blood 
Stream Infections in Patients 
Attending ICUs in England 
(ICCQIP) 

4. Significant 

Blood cultures are being sent when 
clinically indicated as recommended 
and our unit blood stream infection 
rate is zero. This validates the best 
patient care provided by all the staff at 
OCCU. 

To be submitted as part of our 
Greater Manchester Critical Care 
Network (GMCCN) annual peer 
review and re-audit next year. 

Critical Care, 2017 

S17/1941 Critical Care Patient 
Experience Survey 2017 

4. Significant 

Overall feedback was good. Issues 
highlighted around noise levels on the 
unit and need for better 
signage/direction to unit. 

Education of all staff 
attending/working within OCCU re 
reduction of noise levels. 
Acoustics of OCCU to be 
improved. Improve signage/ 
directions to OCCU. 

 

S17/2027 Oncology Critical Care 
Unit: Patient Survey 5. Full 

No concerns by patients, good transfer 
process. 

Review other existing surveys and 
repeat only if any future concerns 
arise. No re audit required. 

Acute and Critical Care 
Directorate, Sep 2017 

SE17/1855 5-year survival post 
blood transfusion 

3. Partial 

Assessed proportion of different 
groups of patients who were anaemic, 
and how many were transfused 
together with non-anaemic patients. 

Development of a pre-operative 
anaemia service at the Christie 
piloted in Gynaecology and 
urology patients. 

Critical Care, Sep 2017 
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Aim to reduce blood utilisation in 
theatres in line with the Patient Blood 
Management Guidelines. On-going 
work would be required to determine 
whether autologous blood adversely 
affects 5-year survival as results were 
not statistically significant. The 
proposed iv iron service would save 
money and possibly generate income. 

SE17/1910 Outcome from Critical 
Care for Solid Tumours 

3. Partial 

Our results reiterate that short- and 
medium-term survival in this group is 
better than previously thought, with 
severity of acute illness playing an 
important role. Therefore, cancer 
alone should not prevent ICU 
admission. Rather, a number of factors 
including age, organ failure and 
disease reversibility should be 
considered in order to judge the 
patient’s likelihood of surviving the 
acute illness. Independent factors for 
increased risk of mortality at one year 
were age, presence of metastases, 

Further research is required into 
what should be considered when 
a patient becomes ill on the ward, 
and markers that suggest an ICU 
referral is appropriate. It has 
previously been demonstrated 
that Early Warning Score systems 
and clinician opinions are not 
valuable with regards to deciding 
whether to admit cancer patients 
to CCU (8). Our findings would be 
relevant at this point and for the 
admitting consultant, who could 
look at the value of each 

Medical student APEP 
presentations, Jul 2017; 
results shared with 
oncologists 
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neurological dysfunction, some 
primary tumour sites and pneumonia 
being the cause of admission. When 
looking at the prognostic tools used by 
the unit, the newer ICNARC system 
appears to be more accurate than 
APACHE II. 

prognostic factor to determine 
whether ICU admission is likely to 
be of benefit. It would be useful to 
further explore the outcomes of 
these two patient groups in a 
prospective study: those admitted 
to ICU and those refused. 

SE17/1927 Audit to assess the 
documentation of appropriate 
escalation discussions had with 
patients and families in order to 
assist the acute illness 
management of patients on the 
medical wards. 

2. Weak 

Despite patients being of advanced 
age, stage of cancer and palliative, the 
majority of patients on the two wards 
sampled did not have documentation 
of escalation plans. Forms were mostly 
completed by junior grades, rather 
than being led by senior doctors. 

Introduced dedicated quiet rooms 
in ward areas. Introduce the 
ReSPECT form to replace AaND. 
Implement re-enhanced 
workshops/communication 
training for medical/nursing 
teams to improve discussions with 
families and review of forms. 
Introduce Goals of Care form. 
Pilot consultant oncologist of the 
week and re-audit on W12. 

Anaesthetic/Critical Care 
departmental meeting, 
June 2017; Patient Safety 
Committee, June 2017. 

SE17/1963 Management of intra-
operative hyperglycaemia due to 
Dextrose in intraperitoneal 
Oxaliplatin solution administered 

3. Partial 

Measured mean duration for recovery 
hyperglycaemia to normal glucose and 
post-op complications 
infection/thrombosis/CCU & hospital 

To propose current evidence-
based recommendations for 
anaesthetic and critical care 
management of CR/HIPEC 

Dublin, 2018 
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as part of HIPEC for 
Cytoreductive procedure for 
Peritoneal Metastases of 
Colorectal origin 

length of stay. patients. These include Consider 
5% Dextrose instead of 10% 
Dextrose and to reduce exposure 
time. 

Gynae Surgery 
Count: 7 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

17/1796 Mortality and Morbidity 
in gynaecological cancer 2016 

4. Significant 

Rates of complications, return in 
theatre, unplanned readmissions and 
mortality within 30 days were well 
below UK national reported data 
despite significantly morbid patients 
and complex caseload. 

Continue good work and re-audit 
annually. Collect data weekly and 
increased use of Advanced 
Laparascopic / Robotic surgery via 
training for all consultants. 

Gynaecological Oncology 
Clinical Governance 
meeting, Aug 2017; 
Gynae Oncology Study 
Day, 2017 

17/1962 Getting It Right First 
Time – National Surgical Site 
Infection Audit - Gynae 

4. Significant 

The Christie treats morbid patients 
with high surgical complexity. there 
was a low incidence of surgical site 
infection (4 patients, 2.4%). Trust 
guidance and the surgical site infection 
prevention bundle was adhered to. 
Rates of return in theatre, unplanned 
admission and <30 days post operative 

To implement weekly prospective 
capture of 30-day post-operative 
morbidity via CWP morbidity 
form. 

Gynaecological Oncology 
Clinical Governance 
meeting, Dec 2017; 
submitted to national 
GIRFT audit, Nov 2017 
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mortality/death were low. 

CE16/1777 Short and long term 
outcomes of apronectomy 
combined with laparotomy for 
gynaecological cancer 

4. Significant 

Met published standards for wound 
dehiscence, wound infection and 
maintenance of body weight reduction 
2 years post operation in this review of 
apronectomies carried out with a 
gynae-oncology surgery in a ten year 
period. Unless life style changes, 
exercise and healthy eating habits and 
appropriate support it is difficult to 
tackle health issue problems related to 
obesity. 

Encourage gynae oncology 
surgeons to increase MAS surgery 
to morbidly obese patients. 

Gynaecological Oncology 
away day, Oct 2017 

CE17/1797 Robotic Surgery in 
gynaecological oncology (2016) 

4. Significant 

Complication rates and the unplanned 
readmission rate were below 
published rates despite significantly 
morbid patients and complex 
caseload. 

Continue the good work and audit 
outcomes annually. To capture 
data on a weekly basis and 
increase use of Advanced 
Laparascopic /Robotic surgery via 
training for all consultants. 

Gynaecological Oncology 
Clinical Governance 
Meeting, May 2017; 
Robotic users group, Jun 
2017 

SE17/1937 Re-audit delays in 
discharge for patients surgically 
fit for discharge post 

4. Significant 
This re-audit demonstrated that 
Enhanced Recovery programme and 
social care / physio arrangements co-

To continue the good work, 
including robust pre-operative 
assessment and adherence to the 

Gynae Onc Surgical 
Clinical Governance 
meeting, Jan 2018; 
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gynaecological oncology 
operations. 

ordinated by Enhanced recovery 
nurse, pre-op and ward staff facilitates 
smoother discharge for medically fit 
patients and that service 
improvements implemented were 
successful. The mean additional 
hospital stay per case due to non-
medical reasons was 4.1 days 
significantly reduced from previous 6.9 
days. Delayed discharge of medically 
fit patients was attributed 20% on OT 
and 80% on social services. Number of 
cases and reasons have not changed 
over time, but it has definitely 
improved the way being managed. 
Improvement from 4.1% to 2.8% in 
non-medical delayed discharges, 
compared to previous audit. Almost 
halved the additional days of hospital 
day stay due to non-medical reasons, 
reduction of 53%. 

advanced recovery programme. 
Maintain good communication 
among teams (surgical / pre-op / 
enhanced recovery / OT/ Social). 
Patient education preparing for 
estimated LOS by ERAS nurse/ 
CNSs and surgical teams. 
Enhanced Recovery Surgical pre-
op school and ERAS webpage on 
development go live due Mar 
2018. Further development 
needed in prompt referral to 
appropriate services especially as 
some local authorities have 
difficulties in responding in 
adequate time frame. 

Enhanced Recovery 
Meeting, Feb 2018; 
Surgical directorate 
meeting, 2018; Trustwide 
M&M meeting, Feb 2018 

SE17/2062 Incidence of incisional 
hernia post midline-incision 

4. Significant The rate of incisional hernia in this 
centre is lower than the current 

Results to be disseminated at 
governance meetings and via 

Gynae Oncology Clinical 
Governance meeting, 
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laparotomy in gynae-oncology 
patients  

evidence reported in literature. 
Incisional hernia occurs in at least 5% 
of patients who have undergone 
midline laparotomies for ovarian 
cancer and leading to need to operate 
in 2% of these patients. There was loss 
of follow up data in patients who 
return to their referring hospital. 

journal and conference 
publications. 

March 2018 

SE18/2165 Service evaluation in 
patients with advanced ovarian 
cancer treated with debulking 
surgery post 6 cycles of neo-
adjuvant chemotherapy at The 
Christie.  

4. Significant 

Post operative complications were less 
than half the published rates despite 
significantly complex and major 
surgery and intra op complications 
comparable. Complete macroscopic 
cyto-reduction achieved (R:0) 76%. 
There was zero readmission in 30 days 
and peri-operative mortality at 30 days 
was 0%. 

Prospectively capturing 30-day 
post-operative morbidity via CWP 
web form to allow annual review 
of outcomes. 

Gynaecological Oncology 
Clinical Governance 
meeting, Mar 2018 

Nursing - CC 
Count: 2 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

QIP17/1983 Christie CODE: Ward 5. Full Achieved Gold status on re- None CODE Quality Panel, May 
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10 re-assessment  assessment 2017 

QIP17/1984 Christie CODE: Ward 
1 re-assessment  

5. Full 
Achieved Gold status on re-
assessment 

None CODE Quality Panel, Jun 
2017 

Pharmacy 
Count: 2 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

PE16/1669 Patient Group 
Directions (PGDs) Audit 2016 

4. Significant 

This audit provides assurance that the 
governance processes for staff 
training, documentation and record 
keeping set out in the PGD policy are 
being followed appropriately in the 
majority of 
wards/departments/areas/teams in 
which they are being used 

All keyworkers will be asked to 
ensure that documentation and 
records are up to date in their 
areas.  Updated the keyworker 
register on SharePoint. Contact 
AIM/HELs trainers to seek 
assurance that the governance 
processes around PGDs are being 
followed appropriately for the 
area that didn’t take part. PGD 
pharmacist to visit OAU to ensure 
that the necessary training is 
organised to facilitate the use of 
the Paracetamol PGD. Revise data 
collection tool. 

SMPC, Apr 2017 
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SE17/1862 An Evaluation of the 
e-Motif application in patients 
with Metastatic – Colorectal 
cancer (m-CRC) 

3. Partial 

In conclusion, the project was 
relatively slow to initiate given the 
information governance constraints 
surrounding it. It was also more 
difficult to identify patients treated for 
metastatic cancer than expected. 
Nevertheless, the project has 
demonstrated potential opportunities 
to optimise (m)CRC pathways, 
medicines usage and patient 
experience and has objectively 
identified and quantified the key 
factors driving variation. The uMotif 
app technology has been trialed with a 
small cohort of patients with some 
very positive findings. 

The potential for use of the 
uMotif app technology with other 
pathways and further trials is now 
being explored at The Christie; a 
funding source is required and a 
business case is being raised for a 
pharmacist to explore variations 
further. QIMS have offered 
training to each Trust so that they 
can investigate variations using 
the software configured for the 
project and any further insight 
gleaned will be shared through 
the Joint Medicines Optimisation 
group and with the relevant trust 
members and clinicians. 

Cancer Vanguard Steering 
Group, Jan 2018 
Grand round Jan 2018 

Plastic Surgery 
Count: 4 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

17/1953 The use of guidelines for 
peri-operative management of 
patients on anti-coagulation 

1. Poor 

There was poor compliance (20%) with 
discontinuation of Oral anticoagulants 
(OACs) according to risk stratisfaction 
guidelines and weak compliance (60%) 

Summary guidance to be 
distributed in plastic surgery OPD 
as aid memoire when listing 
patients. In addition, instructions 

Plastic Surgery Mortality 
and Morbidity meeting, 
Jun 2017 
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therapy with discontinuation of oral 
antiplatelets (OAPs). 

must be stated on the booking 
forms when listing patients who 
are on OACs or OAPs for surgery. 
Re-audit in 6 months to assess 
improvement in practice. 

CE13/1151 Bipedicled 
fasciocutaneous flap for complex 
defect reconstruction. 

4. Significant 

Overall complication rate was 3/65 
with no flap loss (partial or complete). 
It is a reliable and versatile flap and is 
the default option for reconstructing 
defects in difficult anatomical sites. It 
produces satisfactory outcomes 
cosmetically and functionally; the 
aesthetic result is superior to skin 
graft. No use of splints and immediate 
mobilisation (partial weight bearing) 
for flaps on the leg. 

It is relatively easy to perform but 
there is a learning curve in 
designing it well; guidance 
provided for which around 20% 
instances when it is not suitable to 
use. 

Plastic surgery, Dec 2017 

CE15/1470 Correlation of 
histopathology and outcome of 
stage III melanoma following 
sentinel lymph node biopsy 

7. Not 
Applicable 

Mitotic Rate, BT and Ulceration were 
found statistically significant factors in 
the SLNB outcome. Gender does not 
affect the SLNB result. Need to wait 
for the multivariate analysis combining 
all the factors together in regards with 

While awaiting the MSLT II agreed 
practice is to discuss and offer 
SLNB for intermediate thickness 
MM, discuss and offer SLNB for 
thickness of = 0.75mm with 
Mitotic Rate and/or Ulceration 

Plastic Surgery Research 
Team, Oct 2017 
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the SLNB result. and not to offer SLNB to pT1a 
MM. Complex Multivariate 
Logistic analysis and model 
synthesis. 

S17/2039 Re-audit patient 
satisfaction survey for the Plastic 
surgery breast reconstruction 
service 5. Full 

Patients very satisfied with the service. 
Measuring for a bra prior to discharge 
is not being carried out in 50% of 
cases, but this is often done at a later 
date when swelling is reduced and 
wounds are healed 

To ensure that physiotherapy 
team are informed about patients 
undergoing breast reconstruction 
surgery. To offer bra 
measurement prior to discharge, 
or inform the patient when this 
will be done.  

Plastic surgery M&M, Dec 
2017 

Procedures Team 
Count: 1 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

17/1846 Central Venous Access 
Device (CVAD) care and 
maintenance audit 

3. Partial 

Overall results indicate good 
management of CVADs, with weekly 
line flushes and dressing changes 
being very good. Dressing changes 24 
hours after procedure were below 
acceptable levels. Line care 
documentation needs improving. We 
found, in Out-patients, documentation 

Liaise with IT to create a 24 hour 
post insertion alert on CWP to 
prompt dressing change. Liaise 
with IV ward assessors to 
implement the change to 24 hours 
post procedure at ward level. 
Clinical skills to work closely with 
the out-patient departments to 

Results cascaded to 
wards. 
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was good when patients bring their 
own “patient treatment booklet”, but 
up to date documentation on CWP 
was lacking in some areas when 
patients did not bring it. 

provide examples of acceptable 
CVAD documentation. Procedure 
team to email matrons and ward 
managers the list of inaccurate 
documentation examples found 
during this audit to raise 
awareness of the need for 
improvement. R-audit in a year. 

Radiology 
Count: 7 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

17/1858 Re-audit of chest drains 
inserted at the Christie: success 
and complications 2016 

4. Significant 

All drains were performed in 
radiology. 2/49 drains were 
accidentally dislodged; 1/49 drains 
remained in situ for a prolonged 
period. There were no procedure 
related complications in 2016. 
Insertion of chest drains done by the 
radiology department has a 
significantly higher success rate than 
insertions historically done on the 
ward. We remain concerned about 
deskilling of junior staff, particularly 

More secure skin fixation is to be 
encouraged after insertion and 
this needs to be monitored by the 
ward staff. 

Radiology department 
meeting, Apr 2017 

87

The Christie NHS Foundation Trust Quality Report 2017-18



with respect to potential emergency 
chest drains as radiologists are not 
resident on call. The actual deskilling 
demonstrated in this audit may relate 
to other procedures and has 
implications for doctor training and 
capability, as well as patient safety in 
emergency situations. 

17/1878 An evaluation of the 
quality of cross-sectional imaging 
for patients discussed at head 
and neck MDT meetings 

3. Partial 

Quality of imaging around the region 
judged to be good and is appropriate. 
The MDT radiologist generally agrees 
with the primary report. However 
improvement is required to imaging 
reported prior to MDT review and 
Chest CT imaging (which can result in 
patient inadequately staged). 

Consider whether ‘Chest staging 
performed’ could be part of the 
MDT referral proforma to ensure 
this has taken place prior to 
discussion. 

Regional Head and neck 
meeting at The Christie, 
Dec 2017 

17/1922 Re-audit compliance 
with Royal College Radiologists 
reporting standards – Are All 
Reports Being Signed off Properly   

4. Significant 

Not all reports had signatures, some 
had almost none, 3 people had 100% 

All reporters were to modify their 
reporting modules to 
automatically include the 
signature. However, the electronic 
reporting system has now 
changed and this may no longer 

Radiology Department 
Meeting, Jan 2018 
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apply, as of January 2018. 

17/2031 Audit of success and 
complication rates of FNA and 
core biopsies 

4. Significant 

Very good success rates for both core 
needle (97%) and Fine needle (88%) 
biopsies with very low complication 
rates (1 pneumothorax only for core 
needle). Core needle cytology is 
uploaded to CWP whereas fine needle 
are not.  

A further audit is being carried out 
to assess the adequacy of 
research biopsies to inform 
decisions regarding the best 
technique to follow. 

Radiology departmental 
meeting, Mar 2018 

17/2084 Cancellations of 
interventional radiology 
procedures  

3. Partial 

In this observational review of 33 
patients over 3 days, 39% were found 
to have potentially avoidable delays 
ranging from 10 minutes to 1 day. The 
main cause of delay was inadequate 
preparation; 15% of all patients did 
not have the coagulation screen 
completed. 

Teaching for Junior Drs regarding 
the importance of patient prep 
and bloods carried out. To pursue 
inclusion of a box on CWP for 
coagulation (like eGFR for contrast 
scans). Applied for agreement to 
adopt a Zero Tolerance Approach 
for complete information. 
Highlight portering issues as a 
problem leading to wasted slots 
and consider whether transfers to 
IPU should be prioritised. 

Radiology department, 
Mar 2018 
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S17/2029 MR Scanning Patient 
Satisfaction Survey 

4. Significant 

The majority of patients received their 
appointment by letter. Patients felt 
the information leaflet was helpful, 
informative and easy to understand. 
Patients who had a telephone call 
found the reception staff helpful and 
courteous. Patients found the 
department easy to find and the 
majority used the reception to check 
in. Some had previously used the self-
check in and found this easy to use. 
Some patients preferred to speak to 
reception staff. Most patients were 
seen by MR staff in less than 10 
minutes including extended day 
patients and most patients felt they 
did not have to wait. Majority of 
patients thought the area offered 
enough privacy and they had been 
given a clear explanation of the scan. 
Half of patients waited less than 10 
minutes in the sub waiting area. Most 
patients felt we had the correct 
equipment within the scan room to 

Promotion of self-check in as not 
all were aware. Promote patients 
being introduced by named staff 
at reception. Keep patients 
informed in all waiting areas of 
any delays. Use private areas to 
screen and prep patients. 
Consider patient suggestions for 
improvements to the sub waiting 
are. 

Radiotherapy team, Oct 
2017 
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make the scan as comfy as possible 
and the majority received an after care 
leaflet. Patients praised staff attitudes 
and the new department overall. 

SE17/2001 Audit of effectiveness 
and complications of chest and 
abdominal PleurX drains 

3. Partial 

21% of patients came to department 
for procedure but did not have 
tunnelled drain inserted; insufficient 
fluid following temporary drain and 
anti-coagulation were issues. Mean 
dwelling time is 88 days but life 
expectancy following drain insertion is 
often short (50% of patients less than 
about 6 ½ weeks and 16 died within 
two weeks of insertion). Complication 
rates appear similar or better than 
other centres; for chest drains is 3/18 
(17%) and for abdominal drains 7/83 
(8%). Chest drain rate may reflect 
more complex anatomy, pain from 
periosteum 

Ward education re timing of 
drains to ensure that there is 
sufficient fluid. Better patient 
selection to avoid placement near 
to death. 

Radiology departmental 
meeting, Dec 2017; Junior 
doctor's teaching session, 
2017 

Supportive Care Count: 5 Summary of Findings Core Recommendations Date and Place of 
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Presentation 

16/1610 ECMT Enhanced 
Supportive Care Audit  

4. Significant 

The Experimental Cancer Medicine 
Team (ECMT) at The Christie is the first 
early phase clinical trials unit to adopt 
Enhanced Supportive Care (ESC) into 
practice. Following a pilot in 2016, the 
ESC approach is now a routine part of 
the ECMT assessments of trial 
patients. Most patients referred have 
required optimisation of pain control, 
which is managed with specific 
consideration of the restrictions in 
concomitant medication prescribing 
within Phase I trials. 

Next steps will be to measure the 
impact of ESC on patient 
experience, eligibility for clinical 
trials, reducing hospital 
admissions. 

NCRI conference, 2017; 
Patient Safety 
Committee, Apr and Jul 
2017; Commissioners, 
2017 

17/1874 End of Life Care re-audit 
Quality measures 2017     

4. Significant 

3 out of the 4 ‘Quality Measures' 
achieved 100% compliance. The 
‘Quality Measure' regarding the 
requirement for daily medical reviews 
achieved 93% compliance, which 
although not at the desired 95% 
compliance is high. 

Supportive care team to continue 
to promote the care in the last 
days of life 4 quality standards 
with SPR and Junior (FY2) doctors 
and ensure care in the last days of 
life training includes this. Current 
EOLC ‘Quality Measures’ audit to 
cease and ‘Mortality Review’ 

Supportive Care Team 
meeting, Oct 2017 
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process to be used for monitoring 
EOLC. Review ‘Mortality Review’ 
data to establish what evidence in 
relation to EOLC can be extracted. 

17/1977 Auditing the response to 
a reduction in background opioid 
therapy in patients referred for 
management of chronic cancer 
pain   

4. Significant 

Pain score improved on opioid use for 
78% patients. 100% patients had a 
reduction in side effects. 100% were 
able to continue anti cancer therapy 
with no delays. 89% of patients non-
opioid meds were started or up-
titrated. 88% of patients had their pain 
treated as a separate entity to the 
background pain. 

There should be a clear focus on 
the identification of the cause of 
chronic pain and treatment 
accordingly.  Involvement of the 
SCT early in managing pain could 
help optimise their pain meds to 
maintain performance, continue 
treatment and reduce delays. SCT 
needs to improve documentation 
re side effects of opioids. 

Enhanced Supportive 
Care study day, Oct 2017; 
Accepted for poster 
presentation at The 
Association of Palliative 
Medicine (APM) annual 
Supportive and Palliative 
Care Conference, Sep 
2018 

17/2037 Communication of 
ketamine initiation and dosing 
between the Christie Supportive 
Care Team  patients and primary 
care. 

1. Poor 

The overall compliance against 
standards looking at how well the 
supportive care team provide written 
documentation to the patient and 
primary care team are poor. it is 
possible that the information has been 
disseminated to the patient and 
primary care team but this has not 
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been documented. 

S15/1646 Specialist Palliative 
Care Survey 2016 

3. Partial 

On the whole the feedback remains 
positive, although there is some room 
for improvement. On average each 
patient is in contact with 5 different 
professions from the MDT. Few 
patients can remember receiving a 
written care plan summary. On the 
whole patients are very satisfied with 
the care received from the teams and 
no patients approached had any 
concerns about meeting members of 
the team. 

Removed questions about 
awareness of discussion in a MDT 
Meeting and key worker for the 
next survey. Explore 
‘IwantGreatCare’ with Patient 
Experience committee with a view 
to seeing what other measures 
can be introduced to enhance 
patient experience in Supportive 
Care. 

Symptom Control Team, 
June 2017 

Surgery (Overall) 
Count: 3 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

15/1546 Surgical site infection 
prevention 

5. Full 

Two surgical site infections noted 
during the period of surveillance. One 
SSI was picked up after discharge 
when patient was admitted with 
infected breast wound .One was from 
a patient with Cyto-HIPEC surgery, also 

Communicate findings to 
surgeons.  Feed back to those 
involved in the national audit, 
which commenced May 2017 

Not presented 
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picked up after discharge and 
readmission. Vast majority of 
procedures looked at where Cyto-
HIPEC surgery with most of the cases 
being on Ward 10 and lasting between 
7-8 hours. Only 4 breast procedures 
were noted. Rate of SSI would be 5%. 

17/1887 Annual Re-audit of 
informed consent 2017 

2. Weak 

There was full compliance with 
documentation of appropriate 
information to the patient. Overall 
there was a slight increase in 
competency to consent according to 
the consent register (excluding 
consultants) from 61% in 2016 to 68% 
in 2017.Compliance of over 75% 
observed in Surgical, Haematology, 
Procedures and Interventional 
Radiology. Authorisation to consent 
for Chemotherapy, radiotherapy and 
Surgical Gynaecology requires 
improvement. The majority of patients 
interviewed were satisfied with the 
timing of consent and information 

Increased accountability for the 
authorisation of non-consultant 
grade healthcare staff in 
specialities with low compliance 
with regards to keeping their 
consent registers up to date. Re-
audit next year. Continue to 
assess patient satisfaction with 
consent. 

PSC, Sep 2017 
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given. 

17/2054 Clinical record keeping 
audit (surgery) 

2. Weak 

Overall average compliance with 
documentation standards for all 
surgical inpatients on one day was 
67%. Improvement required 
particularly to record patient ID on 
every sheet, printing name alongside 
signature, documentation of 
position/grade, and date and time for 
alterations. 

Clinical director disseminated 
findings to consultants, ward 
doctors and ward staff with a 
request for improvement in line 
with the GMC guidelines used. 
Consultants asked to check when 
on the wards. To re-audit in 6 
weeks. 

Surgical teams, Sep 2017 

Theatres Surgery 
Count: 6 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

17/1794 WHO Checklist - Theatre 
Briefing 2017 

3. Partial 

Need to re-audit due to falling 
standards from last audit 12 months 
ago. Briefing not done at briefing 
board but filled in retrospectively. Sign 
in not completed. 

Following discussion of the results 
with staff, it was apparent that 
some staff left prior to closure of 
the surgery and that in future, if 
this is the case, the sign out will 
need to take place at that point. 
Clinical director to discuss results 
with surgeons. Re-audit in 8 
weeks requested by clinical 

Surgical Theatre Team 
meeting, May 2017; 
Divisional Board, TBC 
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director. 

17/1856 Re-audit of MEWS in 
Theatre 2017 

3. Partial 

There was clear drop in compliance 
against all measured standards since 
the last audit conducted in Dec 2016.  
RW advised that this could be 
attributed to the understanding of 
new staff members 

Conduct training for all new staff 
members and refresher training 
for all existing staff members. 

 

17/1993 Theatres Controlled 
Drug Record Audit 

2. Weak 

Compliance with signing the CD 
register to meet standards from the 
trust's Medicine management policy 
for documentation of supply, 
administration and any destruction of 
the drug should be improved. 

All anaesthetists and 
anaesthetics/recovery 
practitioners need to be informed 
about the Trust medicine 
management policy and 
controlled drug administration 
process. The CD book is being 
altered to reflect change in 
practice. Results to be cascaded to 
all staff involved. Re-audit the CD 
register. 

Results shared with all 
theatre and other staff 
involved, June 2017 

17/2023 WHO Checklist – 
Observational Re-Audit 

5. Full 
All standards achieved a 'Green' RAG 
rating 

Feedback results to staff and re-
audit in 1 years’ time. 
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17/2044 WHO Checklist – 
Observational Re-Audit II 

5. Full 
100% compliance with all standards Feedback to staff & re-audit  

17/2180 WHO Checklist – 
Observational Re-Audit III 

4. Significant 

High compliance against standards. 
The team brief was undertaken in 
100% of cases audited but there was 
slight non compliance re. theatre staff 
to handover to recovery 

Feedback to all staff in staff 
meeting and the Divisional Board 
Meeting in March 2018. Re-audit 
in a year. 

Surgical Directorate, 
Anaesthetic directorate 
meeting, theatre staff 
meeting, March 2018 

Urology Surgery 
Count: 6 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

16/1666 National Prostate 
Cancer Audit (NPCA) 2016 

3. Partial 

478 patient records were submitted to 
the national report, a higher number 
than previously. Results appear largely 
better than the national overall. 
Length of stay and readmission rates 
are slightly longer, no doubt reflecting 
the patient mix at a tertiary centre. 
Patient reported scores are generally 
good. 

Although the national report 
indicated the results are 
preliminary and have not been 
adjusted for case-mix, The Christie 
appears to be an outlier for the 
proportion of men with low-risk 
localised cancer undergoing 
radical prostate cancer treatment. 
This is likely to be a data issue but 
is being investigated further. 

Urology surgery team; 
Surgical directorate, 2017 

16/1673 BAUS Nephrectomy 3. Partial 27 cases were submitted to the Review and compare the national Urological Surgery team, 
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audit 2016 national audit. The proportion of cases 
diagnosed with a renal mass pre-
operatively was higher at the Christie. 
Just over half the patients underwent 
robotically assisted surgery (13% 
nationally) and the rest were open 
surgery (21% nationally); 64% patients 
nationally had laparoscopic surgery. 
Median length of stay for open surgery 
is the same as nationally, but higher 
for robotically assisted surgery. There 
were no returns to theatre, no 
intraoperative or postoperative 
complications (note high number not 
documented) and no mortality. 

results in full to ensure that any 
opportunities to improve care at 
The Christie are taken. Results 
suggesting that not all patients 
have consented to surgery should 
be checked for accuracy. 

Apr 2018 

16/1674 BAUS Cystectomy audit 
2016 

3. Partial 

20 cases were submitted by the 
Christie; this represented fewer than 
the national median number of cases 
for a trust. All cases submitted from 
the Christie used open surgical 
technique (61% nationally, with 32% 
robotic and 4% laparoscopic)The 
median length of stay for open surgery 

Review the national results in full 
to identify any action required to 
improve care at The Christie. 
Results suggesting that not all 
patients have consented to 
surgery should be checked for 
accuracy 

Urological Surgery team, 
Apr 2018 
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is higher than the national results. 
There were no returns to theatre, low 
rates of transfusion, intraoperative 
and postoperative complications (note 
high number not documented) and all 
patients confirmed alive. 

16/1675 BAUS Radical 
Prostatectomy Audit 2016 

3. Partial 

All 169 cases were submitted to the 
national audit. The Christie submitted 
a much higher median number of 
cases than the national mean by 
consultant and by centre. All but one 
operation was robotically assisted. 
There was no use of blood 
transfusions at The Christie. The length 
of stay and rate of complications 
appears a little higher than the 
national results; it is being checked 
whether this is due to the more 
complex patient caseload. 

All national results are being 
reviewed to identify any further 
action required to improve care. 

Urological Surgery team, 
Apr 2018 

17/2063 National Prostate 
Cancer Audit (NPCA) 2017 3. Partial 

Cancer Outcomes and Services Dataset 
(COSD) submitted monthly to inform 
this ongoing national audit. 95 

The urology surgical team are 
reviewing the results to determine 
if there is any need for further 

Urology surgery team, 
Apr 2018 
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patients have been attributed to The 
Christie in the annual report although 
there are 662 radiotherapy records. 
The majority of data is shown against 
place first diagnosed making 
interpretation of the data difficult 
here. 

action. 

SE17/2010 The outcomes of 
drain insertion following inguinal 
node block dissection. 

1. Poor 

The results of this audit have shown 
that drain dwell time is longer as an 
outpatient compared to inpatient 
drain dwell time. This suggests that 
care is directed towards early 
mobilisation and discharge. A large 
degree of variation in post-operative 
instructions was observed. Further 
discussion on the benefits of daily 
correspondence should be conducted 
to ascertain if this is a potential area 
for care improvement. Drain removal 
was carried out by a range of staff. A 
possible implementation for drain care 
is further training for district nurses so 
that more drain removal can be done 

The trust should develop robust 
guidelines for inguinal drains. This 
should include frequency of 
contact with patients, appropriate 
recording and further training on 
drain removal in the community. 
The trust requires robust protocol 
for patients who are discharged 
with inguinal drains in situ. The 
Urology team are going to devise 
a standard operative procedure.  
 

Urology team meeting, 
Oct 2017 
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in the community. 

 

 

Network Services 

Chemotherapy 
Count: 2 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

17/1929 Extravasation Audit 
2017 

3. Partial 

Although 6 out of the 14 standards 
measured still show <80% compliance 
there have been improvements made 
in all standards since the last audit.  In 
the 5 months covered by this audit, 
there have been 70 Extravasation 
incidents reported.55 of the 
Extravasation incidents are 
documented using an Extravasation 
form on CWP, of these 37 cases also 
had a Trust Datix form submitted. The 
remaining 15 incidents have been 
reported only through the Trust Datix 

Areas of poor compliance to be 
addressed through further 
training. Possibly removal of 
question e. pain relief from the 
web form as any analgesia 
prescribed is usually documented 
elsewhere. Any changes to the 
monitoring requirements would 
require changes to the 
Extravasation Policy. Clear 
communication to all areas re. 
need to complete a Datix form for 
each extravasation incident. 

18/01/2018, Patient 
Safety Committee, 
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system. 

S17/2067 Annual chemotherapy 
outreach nurse led clinic patient 
satisfaction survey – Re audit 
2017 

5. Full 

78% of patients rated the general 
environment at the outreach clinics as 
‘Excellent', this is an improvement to 
2016 where it was 73%. The remaining 
patients surveyed reported the 
environment was ‘Good ‘ (20%) and 
‘Average' (2%). One patient 
commented that the space at Bury felt 
cramped when patients and visitors 
are all in the room. 96% of patients 
rated the standard of care as 
‘Excellent' and the remaining 4% 
reported that is was ‘Very good'.94% 
‘strongly agreed' and 6 % ‘Agreed' that 
they had received the care that 
mattered to them. 6% of patients 
reported that they were not 
adequately informed of treatment 
appointment times and dates in 
advance. 

SACT Outreach schedulers to 
ensure that patients next 
appointment is always on the 
front sheet that are sent to the 
clinic so that the nurses can relay 
the information to the patients 
Plan to improve the environment 
at the two smallest locations 
(Salford and Bury) are currently 
being investigated 

SACT Delivery group, Jan 
2018 
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Clinical Oncology 
Count: 17 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

14/1369 Audit of 
chemoradiotherapy for 
Oesophagus Cancer 

4. Significant 

Standards were met. In patients 
deemed unsuitable for surgery, radical 
chemoradiation (CRT) is a well 
tolerated, effective option. The switch 
to neo-adjuvant chemotherapy prior 
to CRT has improved tolerability of 
treatment & improved completion of 
planned treatment rates. Toxicity and 
survival at our institution is 
comparable to published data in this 
unselected group. 

All patients for definitive 
chemoradiation (dCRT) now 
receive neo-adjuvant 
chemotherapy followed by 
concurrent CRT as standard of 
care. A review of patients 
receiving Carboplatin-Paclitaxel 
chemotherapy back bone should 
be undertaken to compare toxicity 
& outcomes in this group. 

Upper GI sector MDT, 
Salford Royal hospital, Jul 
2016; submitted to 
Clinical Oncology journal 
– decision awaited March 
2018. 

15/1551 Management of PJP in 
Lymphoma Patients 

3. Partial 

41 patients were identified from 
virology lists in a 6 year period. Just 
over half the patients eligible for PJP 
prophylaxis received it. There was 
good compliance with hypoxic patients 
with confirmed PJP receiving 
appropriate steroids. Positive risk 
factors for development of PJP 
included: early line of treatment, 

Updated guidance re prophylaxis 
and management being 
developed. A prospective audit is 
to be undertaken which should 
resolve issues of identification and 
accessing notes. 

Lymphoma DG Meeting, 
Feb 2018. 
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recent treatment, Lymphopenia and 
recent steroids. 

16/1637 How good is Lung 
Cancer Education in Primary Care 
and how can the Christie Lung 
Cancer Group improve this? 

3. Partial 

GP response rates were patchy with 
only 48 completed questionnaires 
received and the majority of these 
coming from just two clinical 
commissioning group (CCG) areas. 
Most GPs were fairly or very confident 
in red flag symptoms (81%) and 2 
week wait referrals (92%) but much 
less confident in managing side 
effects, supporting lung cancer 
patients through their cancer journey 
and addressing palliative care needs. 
The majority of GPs who took part in 
this survey had not had any training in 
lung cancer in the last 12 months but 
would have liked some. There was a 
clear preference for online resources 
and local educational events. 

The Christie Lung Cancer group 
worked with the Christie School of 
Oncology and Manchester 
Vanguard project in development 
of an e-learning package forming 
part of the Moodle e-learning 
platform which was launched in 
December 2016. There is scope to 
develop further education 
packages around difficult referral 
decisions, side effects of cancer 
treatment and palliative care 
needs of lung cancer patients. If 
the survey is repeated, action 
should be planned to increase 
response rates. 

Poster presentation at 
BTOG meeting, Belfast 
Jan 2017; Poster shared 
with Macmillan GP and 
Vanguard team 
responsible for 
developing the ‘Moodle’ 
GP learning platform 
 

16/1767 Knowledge of junior 
level doctors regarding the 

4. Significant Significant improvement in knowledge 
of grading systems and in confidence 

A folder with mucositis 
information has been produced 

Teaching delivered to 
junior doctor cohort, Oct 
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management of oral mucositis 
occurring secondarily to 
radiotherapy treatment re-audit. 

in caring for mucositis patients noted. 
Around two thirds of junior doctors in 
this cohort took part and compliance 
in completing 2nd questionnaire was 
just over 2 thirds. 

for new intakes. A re-audit could 
be considered with the 
questionnaire being made more 
succinct to encourage completion. 

2017; to discuss with 
H&N team 

16/1771 To assess levels of 
dementia and delirium in 
inpatients at the Christie and 
compliance with nursing and 
medical assessments. 3. Partial 

The number of patients identified to 
be delirious are small (<10%) in both 
snapshot audits carried out. Patient 
self-reporting of symptoms of 
confusion is higher (12-22%). Unable 
to recommend routine screening at 
present from this data, taking into 
account the relatively small sample 
size in both snapshot audits. 

To repeat the audit on Ward 1 and 
Palatine ward to provide a better 
overview across all wards and 
with higher risk surgical and 
haematology patients. 

Oncology in later life 
group, 2018 

17/1877 Re-audit of Febrile 
Neutropenic Episodes in Men 
Receiving Docetaxel 
Chemotherapy for Hormone-
Sensitive Metastatic Prostate 
Cancer 

4. Significant 

In patients receiving hormone 
sensitive Docetaxel, G-CSF usage 
resulted in a clear reduction in FN 
rates in this re-audit (from 34% to 4%). 
The reduction in in-patient costs 
associated with FN has not been 
accurately assessed but is likely to 
greatly outweigh the additional cost 

We recommend GCSF usage along 
with Docetaxel at our centre, if 
the neutropenic sepsis rate is > 
20%, as per ASCO 
recommendations. Recommend 
other centres to audit their rates 
and act accordingly. 

Plan to publish in Clinical 
Oncology Journal, TBC 
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associated with G-CSF. 

17/1897 National lung cancer 
audit (NLCA) 2017 

3. Partial 

Despite best efforts of all, 26 cases 
incorrectly remained with the Christie 
as the “Place first seen” however an 
explanatory statement was published 
in the report. The 26 cases are not 
representative so cannot be usefully 
analysed; most of the data in the 
report is more useful for our partner 
hospitals where the MDTs are hosted. 

Christie NLCA team will continue 
to improve the accuracy of the 
Christie data and will work with 
the National Lung cancer audit 
team to further reduce the 
number of Lung patients allocated 
to the Christie. Oncologists will be 
reminded to ensure any new Lung 
cancers found incidentally at the 
Christie are referred and 
discussed at their Local Lung MDT. 
Each Christie Oncologist should 
work with their local 
MDT/hospital and review their 
local data and identify any areas 
that require improvement and are 
lower than expected (SCLC 
/NSCLC/anti-cancer 
treatment/survival.  
 

Lung team breakfast 
meeting, 13th Jul 2018 

107

The Christie NHS Foundation Trust Quality Report 2017-18



17/1908 Evaluation of palliative 
radiotherapy practice in patients 
with advanced melanoma who 
have recently had 
immunotherapy 

3. Partial 

In this population of patients with 
metastatic melanoma who are 
receiving immunotherapy, palliative 
radiotherapy is being used 
appropriately with no excessive 
toxicity. 4 of 5standards within this 
audit were fully met, albeit on a 
relatively small population of patients. 
Standard 2 (stipulating that patients 
should start palliative radiotherapy 
within 2 weeks of referral) was poorly 
met; one patient had sterotactic 
radiosurgery and the other two 
received radiotherapy. No reasons 
wee documented for the delay and no 
date of referral was recorded for one. 

To discuss recommendations to 
document the date of referral and 
reasons for treatment occurring 
more than two weeks after it 
within the department. To re-
audit using this template but in a 
much larger cohort of patients at 
such point in the future when this 
treatment strategy is more 
commonplace across several 
different types of cancer. 

Clinical oncology 
meeting, TBC 

17/2018 Cardiac dose constraints 
for left-sided breast irradiation: 
RCR guidelines – idealistic or 
realistic?   3. Partial 

Mean heart dose constraints in our 
clinical practice are in accordance with 
consensus guidelines. Surgical clip 
placement in breast conserving 
surgery is useful in defining the target 
volume coverage. With cardiac-risk 
minimising treatment techniques, the 

Written to breast surgeons with 
particular emphasis on 2 units 
who are outliers. To re-audit our 
practice in a year following the 
introduction of breath holding 
techniques. 

Royal College of 
Radiologists annual audit 
meeting, June 2017; 
Breast DG, 2017 
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mean heart dose of <2Gy should be 
achieved in all patients. The target 
volume coverage should never be 
compromised to achieve cardiac dose 
constraints. 

17/2052 Information given to 
patients and allied professionals 
from “end of treatment letters” 
post radiotherapy treatment for 
lung cancer. 3. Partial 

High compliance with patients 
receiving a treatment summary letter 
and the majority were sent within 14 
days. A standard template was in use 
in two thirds, whilst lay terms were 
used for a third of the letters. Further 
improvements to optimise benefits of 
TSL, especially for patients and GPs, 
are required. 

Feedback is being given to the 
team about copying letters to 
patients, using lay terminology, 
using the template correctly in its 
entirety. Opportunity to share 
learning with other teams via 
divisional management. 

Lung DG, Jan 2018; 
submitted to British 
Thoracic Oncology Group 
conference, Jan 2018 

CE16/1682 Ninety day mortality 
after radical head and neck 
radiotherapy 

4. Significant 

Overall 90-day mortality was 4.7%. 
Excellent crude overall survival rates 
amongst our radically treated cohort 
of head and neck cancer patients - 
overall survival at 1-, 3- and 5-years 
was 84%, 62% and 53% respectively. 
Factors associated with higher risk of 
early death included performance 

Given the potential severe acute 
effects and impact on patient 
quality of life associated with 
radical head and neck 
radiotherapy, this information is 
helpful to inform treatment-
related discussions with patients. 

Submitted for 
publication, 2017 
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status >1, haemoglobin <100g/L, 
weight <60kg, age >80 years, and 
presence of multiple co-morbidities. 

CE16/1717 The Pre-Treatment 
Impact of a Change to Both Arms 
Elevated During Breast 
Radiotherapy 

3. Partial 

Based on this initial feedback other 
considerations must be considered, 
the 2 arm up position does appear to 
offer better reproducibility, however 
only 54% of patients could achieve 
this. For those treated at Salford and 
Withington, linac constraints could 
reduce this eligibility even further 
resulting in differences in practice 
between sites or re-distribution of 
workload which is not in the patients 
best interest. 

Discuss the findings at the next 
breast meeting with senior 
consultants. Feedback required 
from main site regarding the 
logistics of treating patients with 2 
arms up on linacs with Agility 
heads (lower inclines may be 
required) moving forward. 
Feedback from Salford site 
regarding logistics of 2 arms up 
with Varian linacs. Workload and 
distribution of patients to be 
considered alongside patient 
choice. 

Breast DG, meeting TBC 

SE17/1916 An Audit to Assess the 
Incidence of Pneumocystis 
Jirovecii Pneumonia (PJP) in 
Patients undergoing Anti-Cancer 
Therapy for Lung Cancer at The 

3. Partial 

29 confirmed cases PJP 2013 – 2017.  
Limitations included possible under-
diagnosis, empirical treatment and PJP 
cases occurring outside the Christie. 
Patients had a high mortality rate 

Presented findings at trustwide 
M&M meeting. Develop 
guidelines for prophylaxis in lung 
cancer once agreement has been 
reached. Consider Trust wide PCP 

M&M, Oct 2017; Lung 
team breakfast meeting, 
Sep 2017 
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Christie Hospital. (55%). 5 main risk factors were 
identified. Prophylaxis is cheap and 
could save lives. 

policy where patient has 
protracted steroids.  
Promote awareness to support 
quick diagnosis, treatment and 
escalation. 

SE17/1933 Blood transfusions for 
patients with an anal cancer 
diagnosis undergoing chemo-
radiotherapy 

3. Partial 

Nearly a quarter of patients 
undergoing chemo-radiotherapy 
treatment for an anal cancer diagnosis 
required a blood transfusion. All 
patients who required a blood 
transfusion had a Hb and HCT level 
below normal at their pre-treatment 
blood count. 

For patients with a low Hb/HCT 
pre-treatment it may be beneficial 
to consider medications to 
improve the Hb/HCT count to 
reduce the risk of a blood 
transfusion. 

Colorectal clinical 
oncology group to 
disseminate findings to 
local network/referral 
group. 

SE17/1975 Assessing 
effectiveness of 
chemoradiotherapy for elderly 
patients with oesophageal cancer 

3. Partial 

The mean age was 75 years old (70-82 
years of age). The study showed that 
elderly patients often do not complete 
the recommended course of 
chemotherapy due to side effects of 
treatment. Patients have several 
unplanned hospital admissions caused 
by complications following treatment. 
The scores for muscle strength will 

More focus is required on causes 
of unexpected hospital admissions 
and complications that occur in 
the elderly, particularly in those 
with pulmonary and cardiac co-
morbidities, as these reduce the 
likelihood of completing the full 
course of chemotherapy and 
hence lead to poorer outcomes. 

APEP presentation 
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hopefully be a useful measure in the 
future to aid in the estimation of how 
well patients will tolerate treatment. 
The most common reasons for 
omitting cycles of chemotherapy were 
due to neutropaenia or due to being 
admitted to hospital in relation to the 
side-effects of treatment; such as 
diarrhoea, nausea and fever. Our 
results showed that concurrent CRT in 
the elderly is effective. 

Furthermore, the careful 
monitoring of eGFR and 
consideration of eGFR values for 
chemotherapy should continue to 
be an important assessment. Also, 
the geriatric assessment and other 
methods in which social needs of 
the elderly are met are essential, 
as this may help such patients to 
tolerate the treatment better and 
reduce the number of admissions. 
This will hopefully improve 
outcomes and reduce the toxicity 
caused by treatment in elderly 
patients. 

SE17/1995 Overall survival of 
patients receiving radical 
treatment for node positive non-
metastatic bladder cancer 

3. Partial 

The patients in this small study tended 
to do poorly with median OS <2 years. 
There did not appear to be any 
difference in survival depending on 
definitive treatment received. 

Further work is required to 
determine optimal treatment for 
this patient group and identify 
which patients are likely to 
respond to more aggressive 
treatment options. 

No details yet 
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SE18/2123 Age effect on 
advanced melanoma treatment 
options 

3. Partial 

Similar overall burden of advanced 
melanoma across age groups. Lower 
incidence of BRAF mutation in the 
elderly. The elderly had worse PS and 
higher comorbidity burden. Positive 
revolution in the treatment landscape 
of advanced melanoma. The treatment 
scenario and outcomes of elderly 
patients still fall behind, but there is a 
meaningful benefit (17 months of 
median OS). 

Following this project the ELDERS 
research study for elderly patients 
has started focusing on one of the 
main current melanoma 
treatments, immunotherapy. This 
study is still ongoing but it will 
allow us to better understand this 
population. 

7th European Post-ASCO 
Melanoma/Skin Cancer 
Meeting, Munich, 
Germany, Jun 2017; Later 
life interest group, Jan 
2018 

Endocrinology 
Count: 5 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

16/1834 Hyponatraemia 
assessment and management 
plan 

1. Poor 

Our results were significantly worse 
compared to national standards, both 
for inpatients and outpatients, in all 
components evaluated in this audit. 
More specifically, we observed (i) 
inadequate and delayed screening 
tests, (ii) inadequate documentation of 
fluid status, aetiology of 
hyponatraemia and (iii) inadequate 

Annual training sessions on 
hyponatraemia, directed to all 
clinicians in the hospital. 
The development of a local 
hyponatraemia protocol for 
inclusion in the acute oncology 
handbook. The development of 
hyponatraemia investigations 
order set for SWP (this could only 

BES, Nov 2017; student 
APEP presentations, Jul 
2017; Trust M&M, Aug 
2018 
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documentation of the treatment plan. be implemented once 
investigation orders become 
electronic). Lab piloting reflex 
testing. Automatic add-on from 
the lab of serum osmolality. Re-
audit to monitor implementation 
of these changes 

17/1948 Audit of thyroid USS in 
patients previously treated with 
craniospinal/spinal/neck 
radiotherapy. 

3. Partial 

This medical student project showed 
that the Christie complied well with 
national thyroid cancer screening 
guidelines for performing FNA 
investigations but that assessment of 
the thyroid, thyroid USS and discussion 
of the outcome of FNAs could be 
improved. There wasn't enough time 
elapsed in this study since the 
publication of the guidelines to be 
certain that 5 year follow up is taking 
place. 

Plan to incorporate into late 
effects follow up in CWP an 
automated system that alerts the 
healthcare team if a patient is due 
an ultrasound scan as part of the 
screening guidelines. This would 
be supportive for the join-
specialty clinic to manage an 
infrequent scan requirement. To 
collaborate with UCLH who wish 
to collect similar data. Await 
global screening guidelines which 
are imminent. 

Medical Student APEP 
Presentation at The 
Christie Hospital, June 
2017; external 
presentation and 
publication TBC 

CE15/1557 The reasons for not 
treating patients at their initial 

3. Partial The majority of non-administration 
reasons were avoidable; a lack of 

The current setup of clinical visit 
for assessment followed by 

Departmental 
Endocrinology meeting, 

114

The Christie NHS Foundation Trust Quality Report 2017-18



consultation in the Radioiodine 
(for thyrotoxicosis) 'one stop 
clinic' 

patient preparation accounted for 
nearly a third of cases despite advance 
patient information. Lack of clinical 
information from the referrer, which 
could have precluded arranging a clinic 
appointment was also observed in a 
significant number of patients. Thyroid 
eye disease was a contraindication in 
10% cases. 22% patients chose not to 
proceed after an informed discussion 
with the physician. 

administration of variable dose 
Radio-iodine in liquid form is to be 
replaced with a pre-clinic 
telephonic consultation with a 
(nurse) clinician, with fixed dose 
radio-iodine administered in 
tablet form on the day of patient 
visit. The audit results are relevant 
in developing a comprehensive 
pre-assessment structure to work 
with the new model. Another area 
for consideration is developing a 
robust referral structure with the 
required clinical information. A 
barrier to this will be the wide 
geographical catchment area of 
referrals. 

2017 

CE16/1623 European Society for 
Endocrinology survey on the 
management of aggressive 
pituitary tumours and 
carcinomas 

5. Full 

A positive treatment effect was seen in 
just under half of temozolomide 
treated patients. This National study 
led to production of national guidance 
for this subset of pituitary tumours 
that do not respond to standard 

This is a rare condition, the new 
guidance will be followed in future 
and no further action is required. 

Endocrinology team, Jan 
2018 
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medical treatment. 

SE17/1949 The assessment of 
bone health in haematological 
cancer patients.  

2. Weak 

As glucocorticoids reduce bone 
mineral density and increase the risk 
of fractures and osteoporosis, good 
practice would include assessing the 
bone health of patients taking steroids 
as well as prescribing vitamin D and 
calcium supplements or 
bisphosphonates in order to optimise 
their bone health. Although none of 
the patients in the audit suffered from 
any fragility fractures, it is clear that 
the relevant bone health assessments 
and interventions are not occurring for 
most ALL patients who are prescribed 
glucocorticoids. 

Guidelines are required to ensure 
all patients taking steroids are 
provided with bone health 
assessments and relevant 
interventions. 

Medical students APEP 
presentation, Jul 2017 

Haematology 
Count: 3 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

17/1960 Review of the 
documentation surrounding the 
collection of microbiology 

2. Weak 
Just over two thirds of samples taken 
were documented somewhere in the 
patient record. There is not a standard 

Liaise with IT and laboratory 
regarding feasibility of recording 
all samples received on CWP 

Haematology Quality 
meeting, Oct 2017 
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samples place to record information about 
sample collection in EPR. Anecdotally 
the standard practice is to take blood 
CMV levels on certain days of the 
week for relevant patients but it would 
be good practice to document it. In 
five cases the same sample was sent 
within 12 hours of a previous sample. 

before being sent offsite for 
processing. Obtain timelines for 
fully electronic records to inform 
decisions re appropriate 
improvements to documentation. 
Further ward staff education once 
changes confirmed. Re-audit after 
changes and possibly benchmark 
with another ward. 

18/2125 Delivery of intrathecal 
methotrexate chemoprophylaxis 
to adult and TYA patients with 
acute lymphoblastic leukemia 

3. Partial 

IT MTX in the group of patients 
audited appears to be deliverable in a 
scheduled setting, with good efficacy 
of delivery despite significant 
challenges. This audit aims to identify 
areas for improvement in managing 
the overall process of intrathecal 
chemotherapy at our institution.  
Better integration of relevant 
prescriptions into one information 
system, improvement of clinical 
resources and monitoring for 
treatment backlogs are likely to lead to 
further improvement of efficacy, 

Integration of the actual dates of 
intrathecal paper prescriptions 
into electronic prescription 
schedules. Expansion of the 
medical and nursing staff on the 
intrathecal register. Timely 
identification of IT treatment 
backlogs and generation of 
prompt sheets for medical staff 
and research nurses. Early 
anticipatory ordering of blood 
products. The aim of these steps is 
to reduce non-administration 

EHA meeting Stockholm, 
Jun 2018 (abstract); 
Haematology Quality 
Meeting, Jun 2018; 
sharing with UKALL 2011 
and 14 trial Chief 
Investigators. 
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which will need to be followed up in 
further audit. 

rates by an estimated 15-20%. 

SE17/2002 Deputy Haematology 
Clinical Nurse Specialist at The 
Christie : Your Views 

4. Significant 

Overall patients were satisfied with 
the service provided by the deputy 
haematology CNS. The majority of 
patients are aware of the new role and 
know how to contact the CNS. The 
service is currently meeting the 
patients’ needs and expectations. 

Consider the need for a CNS clinic 
and review space in the current 
haematology clinics. Consider a 
telephone follow up clinic. 

Haematology Quality 
meeting, Aug 2017 

Medical Oncology 
Count: 38 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

14/1358 Prospective assessment 
of toxicity and dose titration of 
somatostatin analogues in 
patients with neuroendocrine 
tumours in the clinical setting. 4. Significant 

The audit standards were exceeded: 
the majority of patients achieved full 
dose (96%) of SSA (somatostatin 
analogue) with very few (6%) requiring 
dose reduction. The toxicity profile is 
tolerable, in keeping with previously 
reported toxicity profile. SSA-induced 
Pancreatic Exocrine Insufficiency (PEI) 
occurs in 1:4 patients; clinicians should 
actively identify and treat. PEI did not 

Clinicians should perform faecal 
elastase for diagnosis if PEI is 
suspected and treatment with 
PERT started as required. Regular 
consultations in which the plan for 
management and treatment are 
refreshed to the patient and 
family may improve results in 
Information scale. Re-audit is not 

NET team, May 2017; 
submitted to ESMO 2017, 
May. 
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impact on patients' quality of life 
though there may be less 
improvement in diarrhoea for patients 
with PEI. 

required. 

15/1515 Audit of detection and 
management of anaemia in 
patients with oesophago-gastric 
malignancy at The Christie NHS 
Foundation Trust 

3. Partial 

Approximately 346 patients were seen 
in this weekly clinic over this time 
frame. Of these, 135 (39%) were 
anaemic. The anaemia was mild in two 
thirds and moderate in a third. As the 
outcome from the haemoglobin 
finding in clinic five patients had blood 
transfusions immediately arranged. Six 
patients were admitted for problems 
relating to anaemia; five of these 
stayed overnight. The majority of 
patients had no treatment. 

Consider feasibility of checking 
haematinics in everyone as new 
patients at baseline. Aim to 
recheck haematinics if patients’ 
Hb falls below certain level – 
<100. Poster for office to act as 
visual reminder to do this. Simple 
patient questionnaires – 10/clinic 
asking if patients have symptoms 
of anaemia and if they are on 
supplements. Present at upper GI 
team meeting. Consider adding 
into protocol for haematological 
toxicity in the chemotherapy 
handbook. Re-audit. 

Upper GI team meeting, 
TBC 2017 

16/1613 30 day mortality 
following SACT 2016 4. Significant 

The proforma completion rate was 
above the 80% target set by NCEPOD 
but below the Christie internal target 

To consult on simplification of the 
form with a view to focus on 
Treatment Related Mortality and 

Patient Safety 
Committee, Nov 2016; 
Trust wide M&M meeting 
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of 90% this year. The proportion of 
deaths within 30 days was low and 
stable despite increasing numbers of 
SACT treatments; 12% of these (0.33% 
of all SACT treatments) were 
considered definitely or probably 
treatment related. 

care that is less than satisfactory. 
The aim is to reduce timelines for 
reporting SACT-related deaths at 
Christie. Establish disease group 
leads for SACT 30-day mortality. 
Encourage/mandate annual 
presentation at SACT DG 
meetings. 

planned for 2017. 

16/1620 Re-audit 2016 of 
Trastuzumab use in oesophago-
gastric cancer patients 

3. Partial 

Previous audit results have improved 
and the original criteria are almost 
fully compliant. There was incomplete 
adherence to ESMO cardiac guidelines 
for management of trastuzumab 
related cardiac toxicity within the 
audit period to May 2015. Nearly half 
the patients in this period had 1 or 
more cardiovascular risk factors. There 
was a correlation between poor 
performance status at baseline 
assessment and unavailable HER2 
results; ie. these patients were not fit 
enough for systemic chemotherapy. 

Recommendations to be 
discussed at UGI sub-group. HER2 
assessment should be mandatory 
for all histopathology labs to 
complete on receipt of a biopsy 
specimen from a patient with 
Gastro-oesophageal cancer; in a 
model comparable to the service 
provided for breast cancer. Cycle 
1 day 1 chemotherapy should not 
proceed in the absence of HER-2 
test result. ESMO guidelines for 
cardiac toxicity secondary to 
trastuzumab should be used as a 
gold standard in Upper GI cancer 

Upper GI disease group, 
Feb 2017 
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patients for monitoring and 
treating cardiac toxicity and 
rechallenging with trastuzumab 
where cardiac function recovers. 
Re-audit in 2-3 years. 

16/1639 Factors governing 
mortality from Febrile 
neutropenia in cancer patients 

3. Partial 

Only a small sample of patients who 
died with with neutropenic sepsis 
were reviewed in this medical student 
study; this is more a pilot study rather 
than providing conclusions. Further 
audit was therefore the main 
recommendation, with some possible 
areas for future improvement. 

Re-audit registered. Performance 
status to be recorded at each 
cycle of systemic anti-cancer 
therapy. Risk scoring system to be 
used to identify patients at high / 
low risk of developing neutropenic 
sepsis. Record MEWS score within 
electronic patient record. Take 
care of patients with stage IV 
disease on palliative SACT as these 
are the largest number of 
patients. Ensure patients who 
require prophylaxis support are 
prescribed it. 

APEP student 
presentation, The 
Christie, JUL 2016 

16/1648 Anticoagulation 
following DVT/PE (re-audit 2016) 3. Partial 

Most episodes of VTE picked up 
incidentally on staging CT scans in 
asymptomatic patients. There were 

Recommendations to be 
discussed and a plan for 
improvement agreed. Education 

Thrombosis committee, 
Jan 2018 
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some improvements in standards for 
the correct usage, and dosing of 
dalteparin and dose reduction 1 
month into treatment. Scans were 
performed and reported quickly, with 
a good system of informing on call 
registrar/ward team about episode of 
VTE on scan. Most patients were 
started promptly on dalteparin. 

of junior medical staff about what 
documentation needed for GP on 
discharge letters, about need for 
dose reduction at 1 month. 
Education to senior and junior 
staff with regards to commencing 
treatment dose LMWH on first 
suspicion of VTE. Improve use of 
the GP letter. Review selection 
criteria for patients for next audit 
as many patients on LMWH for 
other reasons. 

16/1649 National Oesophago-
gastric Cancer Audit (NOGCA) 
2016   

3. Partial 

The Christie submitted 513 treatment 
records in the 2 year period to end 
March 2016. Because results are 
attributed to the diagnosing trust not 
all can be interpreted here. 

No areas for improvement were 
identified. The National OG 
Cancer Audit will be re-
commissioned in 2018, together 
with the current National Bowel 
Cancer Audit, as the three-year 
National Gastrointestinal Cancer 
(Oesophago-gastric and Bowel) 
Audit Programme. 

Apr 2018 
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16/1650 HATRCA 2016/17 

4. Significant 

Overall care appears to be good with 
few avoidable cases of hospital 
acquired thrombosis identified. 
Decision making continues to be 
challenging for some patients in terms 
of balancing the risks of bleeding with 
need for prophylaxis. 

Included new option within online 
tool for line associated 
thrombosis. Discussed decision to 
use 30 days rather than 90 as per 
the CQUIN; it was still felt that this 
timescale is more appropriate to 
this patient group. Presented 
findings at trust wide M&M 
meeting, Mar 2017 in response to 
query about the need for the 
audit. Re-reviewed process to 
identify cases with informatics to 
ensure it is as effective as 
possible. CWP form in progress to 
support prophylaxis. Modification 
of the drug chart regarding brain 
tumour contraindication is being 
pursued. 

Quarterly updates to 
Thrombosis Committee 
throughout the year. 
Trust wide M&M 
meeting, Mar 2017 

16/1740 Audit on the use of 
maintenance Pemetrexed in non-
squamous non-small cell lung 
cancer 

4. Significant 

Our findings suggest that maintenance 
Pemetrexed is generally well tolerated 
with comparable, if not better, 
outcomes as the PARAMOUNT final 
analysis. This supports NICE’s decision 

Presented at international 
conference. 

BTOG, Jan 2017 
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for its use as standard of care in 
carefully selected individuals. 

16/1799 Re-audit to evaluate 
how the outcome of the NET 
MDT is conveyed to individual 
patients and how we can 
improve our service further 2016 

3. Partial 

Compliant with documenting and 
actioning the NET MDT 
recommendations. The areas that we 
not preforming as well are 1. 
informing the patient 2. Corresponding 
with the GP about the NET MDT 
outcome.  

Email sent to the team stating : 
remember to document that the 
MDT outcome was discussed with 
the patient and to send a letter to 
the GP with the NET MDT 
recommendation. 

 

17/1798 Risk factors for 
pancreatic cancer with a focus on 
inheritable pre-disposition re-
audit 2017 

5. Full 

Since the previous audit, the proforma 
completed in CWP for every new 
patient attending the HPB clinic was 
modified in order to incorporate 
genetic counselling data (including 
family history of cancer and referral 
criteria), thus, the collection of this 
data is currently part of our standard 
of care. 15% patients met the criteria 
for genetic counselling referral, a 
similar proportion to the last audit. All 
were considered; one was not referred 

This re-audit confirms that 
previous concerns arisen have 
been dealt with. No further action 
or re-audit is required. 

HPB team, Sep 2017 
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due to poor performance status. 

17/1896 30 day mortality 
following SACT 2017 

3. Partial 

The overall proforma completion rate 
exceeded the Christie target of 90% 
(91%) although 6 disease groups 
submitted less than the target 
number. The number of deaths within 
30 days of Systemic Anti-Cancer 
Therapy (SACT) continues to decline 
despite generally increased numbers 
of patents treated. The last SACT 
administration was considered 
appropriate in 98%. 94% deaths 
related to palliatively treated patients; 
this proportion has also increased 
steadily over the years. Only a quarter 
of patients died at the Christie which 
presents challenges for review of their 
care. Deaths considered to have been 
definitely or probably treatment 
related were 14% of all deaths within 
30 days and 0.41% of all SACT patients. 
Sepsis was considered the main cause 
of treatment related death. 

Promote completion of 
proformas, particularly to those 
groups not meeting the 90% 
target completion. Review the 
proforma to ensure that all data 
collected is required. Review the 
process in line with the 
requirements of the onsite 
mortality reviews. Review 
implications of new data 
protection regulations on ability 
to obtain external casenotes for 
review. Ensure potential for 
improvement in 4/35 cases 
identified is actioned. 

SACT Delivery Group, Nov 
2017 
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Performance status (PS) was not 
recorded for nearly a quarter of 
patients; 12% had PS 3/4, though the 
proportion was slightly lower in the 
treatment related group. Less than 
half the cases were discussed at an 
M&M meeting. 

17/1923 Outcomes in patients 80 
years+ with a diagnosis of a 
hepatopancreaticobiliary (HPB) 
malignancy  reviewed at The 
Christie NHS Foundation Trust 
over a 5 year period 

4. Significant 

Full compliance with ESMO guidelines 
was noted in this sample. Baseline 
factors were similar in both age 
cohorts but more co-morbidities were 
present in patients =80 years. Patients 
<80 years were more likely to receive 
SACT. Patients aged =80 years 
receiving palliative SACT had an 
equivalent benefit in OS to younger 
patients; however, they were more 
likely to decline treatment and few 
completed planned SACT. Therefore, 
SACT may be appropriate treatment 
for patients' =80 years following 
careful baseline patient assessment 

The need to pay greater attention 
to recording performance status 
and comorbidities in patients with 
hepatopancreaticobiliary (HPB) 
malignancies has been 
communicated to the HPB group 
alongside a recommendation to 
continue to offer palliative 
chemotherapy to patients 
considered fit enough to receive 
it. 

Poster presentation at 
International Society of 
Geriatric Oncology 
(SIOG), Poland, Nov 2017; 
Student presentations, 
Jun 2017; submitted to 
Christie Student Cancer 
conference Sep 2017. 
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with appropriate tools. 

17/1938 To assess and analyse 
Screen failures in phase1 trials 

3. Partial 

8 (16%) screen failures were 
considered to be avoidable for the 
following reasons; medication, 
number of lines of treatment, lack of 
communication, no progressive 
disease, deterioration of  performance 
status, known low platelets and known 
haematuria (1 occurrence of each). 50 
(32%) patients failed screening criteria 
following consent. Of those that failed, 
26% were due to abnormal imaging at 
baseline, of which 54% were due to 
brain metastases. 

Baseline brain imaging for all 
patients being considered for 
Phase 1 clinical trials is 
recommended. Investigators 
should pay attention to avoidable 
causes prior to consent to 
improve screen failure rate and 
hence to improve patient care and 
cost effectiveness. 

ECMC showcase, 2018 

17/1944 Prevalence of anorexia 
and weight loss in newly 
diagnosed patients attending 
Oesophago-gastric (OG) and 
Hepatobiliary (HPB) outpatient 
clinics 

4. Significant 

All patients were weighed and height 
measured at first consultation and the 
Anorexia/Cachexia Subscale of the 
Functional Assessment of Cancer 
Cachexia Tool (FAACT A/CS) 
questionnaire was completed by all 
patients, indicating its suitability for 
use. Weight change was documented 

it may be possible to target ‘at 
risk’ individuals with anorexic 
symptoms prior to treatment 
commencing and for nutrition 
interventions to be implemented 
earlier in the patient journey. 
Discuss implementation of the 
FAACT AC/S questionnaire with 

UGI and HPB team 
meetings, May 2018 
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for 91% of the Oesophagogastric (OG) 
and 84% of the 
Hepatopancreaticobiliary (HPB) group. 
A greater proportion of metastatic 
patients were anorexic compared to 
non-metastatic patients (82% vs 52%). 
Patients had worsening anorexia 
scores with increasing dysphagia in 
both metastatic and non-metastatic 
pre-operative groups. Patients with 
the greatest weight loss had a 
pancreatic diagnosis. Comparing all 
operable and non-operable pancreatic 
patients there are statistically 
significant differences in anorexia 
score and incidence of anorexia in 
each group. The incidence of anorexia 
in all inoperable pancreas patients is 
85%. This is likely a precursor for 
(further) weight loss in all patient 
groups. 

UGI oncology team and Dietetic 
Services manager as part of the 
clinical assessment during a 
patient’s initial consultation, to 
identify patients at risk of severe 
weight loss, and serve as a 
baseline for future comparison of 
the patient’s nutritional status on 
treatment.  Education to UGI and 
HPB teams about importance of 
documenting weight and any 
weight change as initial 
consultation prior to commencing 
chemotherapy. This change 
should be documented clearly on 
CWP. The use of FAACT A/CS will 
be used for ongoing data 
collection in research projects 

17/1945 Mapping patient 
pathways for newly diagnosed 

3. Partial Less than a quarter of patients 
received chemotherapy treatment 

2 extra lung cancer specialist 
nurses recently appointed to 

Lung team breakfast 
meeting, Aug and Nov 
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small cell lung cancer within the recommended 2 week time 
scale. It is likely that a higher severity 
of illness at presentation, older age 
and lower PS (due to pre-existing 
comorbidities) are responsible for the 
increase mortality shown in patients 
treated within 2 weeks (small 
numbers) but the survival value of 
adherence to the timescales remains 
unclear. It was determined that 
radiotherapy was given efficiently but 
this could still be improved. It was 
found that the majority of patients 
were treated at the right intensity for 
their performance score. 

improve communication and 
streamline pathways of referral 
between medical/clinical oncology 
disciplines. The ECOG scores and 
place of decision of treatment 
could be further analysed to work 
out whether the ECOG score at 
presentation affects the survival 
of a patient overall. Consider 
resource implications of a rapid 
alert system from the reporting 
pathologist to the treating 
oncologist so that there is less 
reliance on chest physicians 
simply waiting for the MDT 
presentation. Further investigate 
reasons why a third of patients 
waited more than 6 weeks for 
radiotherapy. Data required 
before this NICE 14 day standard 
is accepted in Greater Manchester 
and is being collected as part of 
the ‘measures of excellence’ 
project. Some data already 

2017; Abstract 
presentation BTOG Jan 
2018; APEP student 
presentation, Jul 2017 
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presented in parallel at lung 
breakfast meeting, Nov 2017. 

17/1947 Audit of the nurse 
clinician adjuvant chemotherapy 
telephone clinic 

5. Full 

93% of patients received a call.  Only 3 
patients said the service was poor.  
Patients found it useful, 37% would 
like a further review 

Improve information available to 
patients on how to contact  and 
the role of CNS and BCN - develop 
a patient information leaflet. 
Develop webpage dedicated to 
breast cancer on external Christie 
site. 
 

Breast group meeting, Jan 
2018 

17/2013 Acknowledgment of 
blood results on CWP 

3. Partial 

Compliance with acknowledgement 
and comment if out of range increased 
in the follow up re-audit to above 80%. 
On review, a technical issue with CWP 
had impacted on the results, 
suggesting the improvement is actually 
greater than it appears. 

Ongoing work with IT to resolve 
the issue with CWP. To share 
findings with the wider team and 
re-audit all against an increased 
target once issue resolved. 

Lymphoma monthly 
education meeting, Jun 
2017 

17/2025 End of treatment 
summary and GP letter for 
chemotherapy patients 

3. Partial 

Only a pilot for 2 disease groups, but 
poor compliance evident for copies of 
letters being provided to the patient 

The required Treatment Summary 
work would be followed by each 
disease group as part of the 
Recovery Package 

SACT delivery group, Dec 
2017 
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Implementation.  Each area to be 
responsible for implementation 
and not the responsibility of SACT 
del group to oversee. 

CE15/1598 Long Term Hair Loss 
in Breast Cancer Patients 
following Paclitaxel 

3. Partial 

13% patients experienced significant 
scalp alopecia as per the Ludwig scale, 
which was higher than expected. Long 
term hair loss to other parts of the 
body was also reported, resulting in 
only partial or no regrowth in 
eyebrows (51%), eye lashes (77%), 
nostrils (17%) and there have also 
been reports of hair loss in other areas 
such as underarms, legs and pubic 
hair. In this small sample size, cold cap 
seems to be effective in preventing 
significant scalp alopecia, with 92% 
who used the cold cap, did not report 
any significant hair loss as per the 
Ludwig scale. 

Christie Patient Information 
Leaflet on Paclitaxel has been 
changed to reflect long term hair 
loss. Liaise with ORTC regarding 
capacity to offer the cold cap 
service routinely for patients who 
are interested. Provide support in 
dealing with hair loss. Identify a 
local dermatologist with special 
interest in post-chemotherapy 
alopecia. 
Collate and feedback results from 
Clatterbridge Cancer Centre. Re-
audit after implementation of 
actions. 

TBA Breast DG, 2017 and 
Clatterbridge. 

CE16/1745 TAS 102; Clinical 
effectiveness in treatment of 

4. Significant Trifluridine/tipiracil shows modest 
clinical benefit in a cohort of 

Presenting results at international Webinar, Manchester, 
audience including 
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refractory metastatic colorectal 
cancer in UK tertiary cancer 
centres 

treatment refractory metastatic 
colorectal cancer patient on the UK 
expanded access programme (EAP) 
across 3 tertiary referral centres. One 
third of patients required a dose 
reduction due to toxicity. 39% of 
patients developed grade 3 or 4 
neutropenia and 12% febrile 
neutropenia. 

conference. No action identified. Servier Laboratories Ltd 
and consultants in Hull, 
Jul 2017 
ASCO, Jun 2017 
 

CE16/1808 Assessment of the 
attitude and knowledge of junior 
doctors on clinical nutrition for 
cancer patients. 

3. Partial 

Physician's knowledge of cancer 
malnutrition and metabolic 
derangements was statistically 
significantly lower than oncology 
dietitian's. Two thirds physicians are 
regularly making decisions regarding 
nutritional support, despite less than 
half feeling confident about their 
knowledge. 90% of physicians would 
value further cancer malnutrition and 
metabolic derangements education. 

Delivered education at a recent 
UGI study day. Education will be 
continued. 

Abstract submitted; 
presented June 2017 

CE16/1818 Elderly patients 
diagnosed with hepato-bilio-

4. Significant Almost half of the population 
undergoing surgery for pancreatic 

Prospective research is required in 
age-specific studies to evaluate 

Nov, 2017; published 
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pancreatic (HPB) malignancies 
treatment approaches.  

cancer are >70 years old. Population 
>70 years are more likely to be female 
and undergone a Whipple resection 
(over other types of surgery). Elderly 
patients are less likely to have 
adjuvant chemotherapy and the 
reason for this is not the relapse rate 
but the fact that they recover worse 
from surgery. However, once started 
adjuvant chemotherapy, elderly 
patients are as likely as younger 
patients to complete the adjuvant 
treatment. Age group alone did NOT 
seem to significantly impact patients 
outcome. Patient’s outcomes are 
comparable to those from 
international clinical trials exploring 
adjuvant strategies (i.e. OS data from 
ESPAC 4 trial). there are clinically 
meaningful differences in relapse rate 
at baseline scan and rate of death 
before adjuvant chemotherapy shown 
in the elderly population (less frequent 
that in patients <70 years) supporting 

the safety, tolerability, and 
efficacy of new or modified 
regimens in the elderly. No action 
identified. 

letter in Cancer, 2017 
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the fact that elderly patients are 
probably more adequately selected for 
surgery. 

QIP17/1926 The Development of 
skin toxicity assessment 
guidelines for the treatment of 
EGFR Inhibitors in Colorectal 
Cancer 

3. Partial 

Awareness of guidance on EGFR 
inhibitor toxicity is low at 36%.  Only 
64% feel confident treating and 27% 
know who to ask for advice. 

Guidelines to be uploaded onto 
intranet. Laminated guidelines to 
be visual in outpatient clinics. 
Pharmacy staff to present new 
guidelines to NMP study day in 
May 2018. Guidelines submitted 
for approval for publication in 
European Journal Of Cancer. 

GI Team Away day, Sep 
2017 

QIP17/1946 Introducing a 
proforma for the Gynae-oncology 
senior ward round: a Quality 
Improvement project 

3. Partial 

The introduction of a ward round 
proforma was reported to be useful by 
all members of the team. Comments 
suggested prompts would particularly 
support the DNAR status and 
duplication of information recorded 
could be avoided. The proforma needs 
to be simplified. There were limited 
responses in the post-pilot phase 
which restricted the ability to measure 

Future work should focus on 
improving the proforma based on 
the feedback provided by the 
team and continue to re-assess 
based on the PDSA (Plan, Do, 
Study, Act) model of 
implementing change. 

Not presented. 
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any improvement. 

S16/1814 Homecare pilot 
scheme re-audit 

5. Full 

99% rated the care as excellent.  95% 
said this was their preferred location 
for treatment.  Service running very 
well. An increasing number are being 
given the choise of where they could 
receive treatment 71% increased from 
60% in 2016. 

Expand service to other suitable 
disease groups. 
Offer home or outreach sites only 
to patients as place for treatment 
to free capacity on main sites. 
Progress plans to offer self-
administration option for patients 
on Denosumab 

TBA, SACT delivery group 

SE16/1806 Outcomes of patients 
with gastro-entero-pancreatic 
(GEP) mixed 
adenoneuroendocrine carcinoma 
(MANEC) treated at a single 
institution 

4. Significant 

This review indicated that current 
practice is in line with data from 
current literature. In Mixed Adeno-
Neuroendocrine Carcinoma (MANEC) 
of the gastrointestinal tract, the 
neuroendocrine component is 
predominant and highly aggressive. 
Determining clinical outcomes was the 
aim; survival outcomes are 
unfortunately poor. 

No actions or need for further 
audit identified beyond a 
recommendation warranting 
larger series of data. 

Poster presentation 
European 
Neuroendocrine Tumor 
Society (ENETS) meeting, 
Mar 2017 

SE16/1837 Capecitabine 5. Full A good proportion of patients (44%) 
said having the diary helped them to 

All new patients to completed 
treatment diary, starting with MB 

Colorectal team meeting, 
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treatment diary questionnaire remember to take their 
medications.8/13 (62%) said they 
would not have remembered all their 
side effects without the diary. Diary is 
easy to use and there is no clear 
winner for the format size.  As many 
like the A4 size as said the A5 booklet. 

patients. Add space to record 
’Other side effects’ to the diary. 
No re-audit needed. 

early 2018 TBA 

SE17/1915 Outcomes of patients 
with carcinoid syndrome: 
experience of an ENET centre of 
excellence 

5. Full 

Outcomes for patients with a diagnosis 
of carcinoid syndrome treated at The 
Christie compare favourably with 
recent published SEER data; higher 
overall median survival may be partly 
attributable to availability of more 
accurate follow-up data in a ENETs 
Centre of Excellence. 

No recommendations for service 
improvement are indicated at this 
time. 

European Society of 
Medical Oncology annual 
conference, September 
2017 

SE17/1935 Cholangiocarcinoma - 
review of information and 
support  

5. Full 

Most patients receive information 
regarding their diagnosis, this is mainly 
delivered verbally. Patient would like 
information given in many ways, 
verbally, written and on line, most 
patients requesting written content. 
Patients require information on: the 

No actions for The Christie AMMF cholangio- 
carcinoma charity, May 
2017 
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condition, treatment, symptoms of 
their cancer (jaundice, pain, diet), 
what happens in the future. Most 
patients know who to call in regards to 
managing issues – most contact with 
the CNS. Most patients hadn't heard of 
the national charity. 

SE17/1955 Evaluation of the 
effectiveness of the early phase 
lung cancer clinical trials 

3. Partial 

Expansion enabled lung cancer 
patients to participate in 19 trials 
compared to 11 before expansion, 
with patient numbers increasing from 
39 to 113. Unfortunately response 
rates were higher prior to expansion 
although disease controls rates were 
better. Analysis of progression free 
survival and overall survival were not 
statistically significant to allow 
conclusions to be drawn. 

Although expansion has provided 
more opportunities for lung 
cancer patients to participate in 
clinical trials, limitations of the 
study were identified and the 
need for future re-audit was 
acknowledged in order to explore 
the impact of ongoing expansion 
and the effect on lung cancer 
clinical trial patients. Running a 
separate audit within ECMT to 
look at screen failures across all 
studies/all disease types. 

APEP student 
presentations, Jul 2017 

SE17/1959 An Audit of Sutent 
and Pazopanib in Treatment of 

4. Significant Overall performance of both first line 
TKIs in our unselected population 

Through the findings of both 
drugs showing no benefit among 

Regional renal cancer 
meeting in Birmingham, 
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MRCC in Manchester cohort met expectation. Severe grade 
toxicities leading to discontinuation 
remained low despite significant 
numbers of poor prognosis patients. 
Survival for Favourable prognostic risk 
groups (both MSKCC and Heng) is 
particularly good for patients on 
Pazopanib – this is the reverse of our 
preconceptions. 

patients with poor prognostic risk 
or performance status, clinicians 
are now more assured in 
recommending best supportive 
care to preserve patient quality of 
life or clinical trial if available, 
compared to before. 

Apr 2017 

SE17/1961 Assessment of AEs 
and SAEs of the last 100 patients 
recruited to IMP trials within the 
Experimental Cancer Medicine 
Team.  

3. Partial 

Lung and breast cancer patients in 
phase I trials experienced the most 
variety of AEs and SAEs. 
Administration of immunotherapy 
agents, molecularly targeted agents 
and antibody drug conjugates also had 
toxicities related to them, however 
these toxicities are treatable and 
monitorable. Types of toxicities 
patients mostly experience are 
haematological toxicities and 
infections. The rates of AEs and SAEs 
were dissimilar to other experimental 
cancer medicine centres. It is still 

Await the digital ECMC 
programme to be introduced at 
The Christie, so that AEs and SAEs 
can be recorded on a web based 
database. Further study of 
toxicities when patients have 
received dose reduction would be 
helpful. 

MSc report, Oct 2017 
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unclear whether the dissimilarities are 
due to the patient population, or the 
nature of the trials that are 
undertaken. Our findings show that 
although dose reduction in the trial 
was introduced, most of the patients 
experienced the same AE. 

SE17/1969 Primary central 
nervous system lymphoma 
(PCNSL) treatment re-audit 

3. Partial 

Compared to our European colleagues, 
we dose reduce fewer patients in cycle 
1 (24% vs 40%) and more patients in 
cycle 4 (77% vs 51%), our cycle 1 toxic 
death rates are higher  (14% vs 7%), 
and fewer patients complete 4 cycles 
(median 3 vs 4 cycles). We are 
consolidating fewer patients (41% vs 
53%). Accepting all the caveats of 
small numbers, it would appear that 
we are treating more aggressively than 
the rest of Europe. 

Lymphoma team now 
implementing dose reductions , 
dexamethasone in pre-phase and 
patient selection re ECOG/age for 
MATRix as options to abrogate 
first cycle effect. if results of a re-
audit still show infective deaths in 
cycle 1 despite these measures, 
will consider Fluroquinolone 
prophylaxis. 

Lymphoma team, Sep 
2017 

SE17/1974 A clinical review of 
the management and clinical 
outcomes of suspected drug-

2. Weak 
The true incidence of DIILD at The 
Christie remains unknown. The initial 
results of this audit identify a 

Results will inform local 
management pathways as well as 
our participation in the EORTC 

APEP presentations at 
The Christie, Jul 2017 
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induced pneumonitis at The 
Christie 

significant proportion of patients are 
severely impacted as a result of DIILD. 
There was great variability in the 
amount of time taken for a diagnosis 
to be reached, with little consensus 
established for the management and 
follow up amongst these patients. 

study.  The consideration of a 
radiological biomarker to 
eliminate interobserver variation 
amongst radiologists. 4-weekly 
radiological and clinic follow up 
should be continued until both 
symptomatic and radiological 
resolution of DIILD has been 
confirmed  
Implementation of the protocol 
formed for diagnostic and 
management purposes across the 
Christie Trust. PFTs should be 
performed at The Christie to aid 
the diagnostic process. 

SE17/1992 Clinical outcomes of 
carboplatin and etoposide 
chemotherapy in patients with 
extra-pulmonary neuroendocrine 
carcinomas 

4. Significant 

Carboplatin/etoposide chemotherapy 
for patients with advanced EP-PD-
NECs is associated with activity and 
efficacy in real-life, comparable to that 
reported in the current literature. The 
presence of liver metastases is a 
potential prognostic/predictive factor 
for shorter progression free survival 

As current practice is in line with 
data from current literature, no 
action identified. 

Poster presentation 
UKINETS, 2017 
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and overall survival although this 
finding requires further confirmation. 
The toxicity profile is manageable, 
with no significant differences 
reported between first and second-
line treatment, and adequate dose-
intensity was maintained. 

SE17/2000 Review of response 
rates  times to progression and 
survival in patients receiving 
selective internal radiation 
therapy for breast cancer liver 
metastases. 

4. Significant 

Selection Internal Radiation Therapy 
with Y-90 resin microspheres with 
OLFOX/5FU has high response rates 
and encouraging PFS and OS in pre-
treated liver predominant metastatic 
breast cancer. Given on average after 
3 lines of systemic therapy, a median 
survival of over 2 years in Liver 
Predominant Metastatic Breast Cancer 
is highly encouraging. 

All patients should be discussed at 
multi-disciplinary meeting and 
chosen carefully between 
oncologist and liver directed 
therapy team. In addition to 
standard PET-CT/CT, high risk 
patients and all HER-2 positive 
patients should have a screening 
brain MRI scan prior to SIRT. SIRT 
with FOLFOX does not seem to 
affect the ability 
to give further lines of therapy 
and can be considered as a 
treatment option for breast 
cancer patients with liver 

Breast Cancer 
Symposium, San Antonio 
2017 
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metastases. 

Nursing - NS 
Count: 5 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

16/1651 Falls Care Plan Re-audit 
2016 

3. Partial 

The compliance to the standards of 
care for patients who fell have 
increased, with the exception of 
informing the next of kin. The use of 
the ‘Falls Incident’ proforma on CWP 
has dropped significantly. In the 
previous audit there was a greater 
number of falls reported on CWP than 
on Datix, however, this time only 35% 
of falls reported on Datix even had a 
CWP ‘Falls Incident’ proforma 
completed. Only 35% of patients 
observed with bedrails in place had a 
corresponding ‘Bedrail Assessment’ on 
CWP. For those that had a bedrail 
assessment the documentation was 
good with the exception of recording 
discussion with ‘Relatives’ & 

Reminder sent to staff to update 
CWP once next of kin have been 
informed of an inpatient fall and 
to raise an incident on Datix. 
Review incident report form for 
falls and consider value of 
additional fields in Datix to record 
other details. Re-audit in a year. 

Falls Prevention 
Committee, Sep 2017 
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‘MDT/Other Colleagues’. 

17/1967 Lymphoma patient 
irradiated blood product policy 
compliance re-audit 

3. Partial 

A significant improvement in the 
percentage of patients receiving 
irradiated blood product written 
information has been observed 
(increase from 39% to 82%). The 
number of near misses reported in the 
first 6 months of 2017 was 5, 
compared to 33 in total in 2016. 

Disseminated results to 
lymphoma team, Hospital 
Transfusion and Patient Safety 
Committees. Continue original 
audit recommendations. Remind 
research nurses, HTDU and TYA 
nurses to check with patients 
starting HL treatment or relevant 
chemotherapy whether they have 
received written information. 
Continue to educate ward medical 
and nursing teams about the 
irradiated blood product policy. 

Hospital Transfusion 
Committee, 2017; Patient 
Safety Committee, Jan 
2018 

17/1986 Christie CODE: Ward 4  
5. Full 

Achieved Gold CODE status None CODE Quality Panel, May 
2017 

17/1987 Christie CODE: Ward 12  
5. Full 

Achieved GOLD status None CODE Quality Panel, Jun 
2017 

17/1988 Christie CODE: Ward 11  
5. Full 

Achieved GOLD status None CODE Quality Panel, Aug 
2017 
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Paediatric & Young Oncology 
Count: 1 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

17/1924 Re-audit fluid 
administration in TYA patients 
receiving nephrotoxic 
chemotherapy 

4. Significant 

There is high compliance with the 
standards in this re-audit, representing 
a significant improvement from the 
previous study believed to be largely 
as a result of ongoing education of 
nursing staff. Medical and nursing 
documentation of fluid balance have 
much improved. Methotrexate levels 
are now uniformly acknowledged due 
to CWP. End of treatment GFRs were 
measured more frequently than during 
the previous audit but are still not 
uniformly assessed in this high risk, 
young population. Documentation of 
weight was better than in 2008 but 
there are still almost 20% of 
admissions for which weight was not 
recorded sufficiently, despite several 
patients needing diuretics for 
infusional fluid-related weight gain. 
Documentation of key urine toxicity 

Education of new nursing staff to 
continue to the current high 
standard. Emphasis to be given to 
daily weights for nephrotoxic 
chemo requiring high fluid 
volumes and urinalysis of every 
urine sample. Medical staff aware 
that all patients should have end 
of treatment GFR as a minimum, 
and interval assessment using 
calculated or isotopic GFR. 

YOU clinical governance 
meeting, May 2018; Trust 
M&M meeting, Apr 2018 
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parameters has improved significantly 
when measured per day.  The audit did 
not record what proportion of all 
urines documented urinalysis findings. 
Significant extra volumes of fluid 
continue to be given in addition to 
those prescribed with chemotherapy. 

Radiotherapy 
Count: 4 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

  SE17/1939 A service evaluation 
of flamigel for patients with 
radiotherapy skin reaction   

4. Significant 

Patients find flamigel helpful. The 
majority of patients found that 
flamigel soothed the area. The 
majority of patients found that 
flamigel helped with puritis. 29% of 
patients has flamigel stopped due to 
skin breakdown. Whether flamigel 
reduces the incidence of a skin 
reaction is unclear from this 
evaluation. Therefore we have been 
unable to identify patient groups who 
will benefit most from Flamigel. 

It was agreed that although 
patients find Flamigel beneficial – 
due to no clear outcomes on the 
reduction in radiotherapy skin 
reaction grade, or cost 
improvement to the trust. 
Flamigel will not become the 
standard of care at present. 

Radiotherapy skin care 
steering committee, Feb 
2018 
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16/1744 Re-audit of delays in the 
clinical pathway of patients 
attending for emergency 
treatment for Metastatic Spinal 
Cord Compression (MSCC) 

2. Weak 

Compliance with completion of the 
clinical pathway within 5 hours of 
arrival in the department has fallen 
significantly since the previous audit in 
2014. Only 35% of patients met the 5 
hour clinical pathway with an average 
of 5 hours and 26 minutes. The total 
recorded potentially avoidable delays 
average as 2 hours and 36 minutes, 
ranging from 1 hour 37 minutes, to 4 
hours. Reasons for delays were mainly 
to doctor availability and radiotherapy 
department resourcing. 

Development of a business case 
for the role of a palliative 
consultant radiographer who is 
appropriately trained to 
undertake the full management of 
patients requiring palliative 
treatment (inclusive of MSCC) 
with support from the clinical 
oncology team, radiotherapy 
management and both networked 
services and cancer centre 
services. A revised job description 
is in development. Following 
completion of the linac 
replacement programme, in times 
of high levels of treatment 
referrals, MSCC patients will be 
rotated around the treatment 
machines and prioritised for 
treatment whilst minimising 
impact on scheduled treatments. 
It is intended that the palliative 
consultant radiographer will 
progress A standard time to 

Clinical Oncology 
Consultants Meeting, 
June 2017; Networked 
Services Divisional Board, 
TBC 2017 
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complete the clinical pathway 
should be implemented within the 
department and monitored to 
ensure optimal efficiency of the 
pathway is maintained. Re-audit a 
year after implementation of 
recommendations. 

CE16/1728 A prospective 
evaluation of a dietary 
information sheet and its effect 
on bowel reproducibility during 
prostate radiotherapy treatment. 

4. Significant 

Rectal instability can be reduced for 
patients who presented with rectal gas 
on CBCT by giving patients a gas 
reducing dietary sheet. A reduction of 
both rCSA and RGP may lead to 
increased precision of treatment and 
reduce the need for the patient to be 
removed from the treatment couch. 
Written instructions can increase 
compliance and reduce staff time for 
explanations. This confirms the 
effectiveness of current practice. 

Therapy radiographers should 
continue to give out and 
document when dietary advice 
given to patients to allow 
repeated assessment compared 
with xvi images. Therapy 
radiographers should consider 
how they communicate patient 
removal off the couch considering 
it can be very worrying for 
patients (especially with technical 
jargon). Psychological research 
about patients stress and anxiety 
around being removed from the 
bed due to bowel gas has no 
attention in the literature and 

ScOr conference Sep 
2018; Therapy 
radiographers, Dec 2017 
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warrants further research. 

SE17/1859 Evaluation of patient 
positioning and comfort using 
the QFix Arm Shuttle Elite for 
patients undergoing radiotherapy 
to the thorax.  4. Significant 

Based on the staff and patient survey 
results, the Elekta Wing step 
immobilisation was considered the 
most comfortable and suitable for 
patients undergoing radical lung 
radiotherapy. 

Develop a working group and 
present to Medical Devices 
Committee prior to use for patient 
radiotherapy. Collect set-up data 
using the Elekta Wingstep for a 
group of patients receiving radical 
radiotherapy to the lung and 
compare this data to current lung 
immobilisation set up data. 

Imaging and 
immobilisation meeting 
in the radiotherapy 
department; Dec 2017 

Stem Cell Transplant 
Count: 1 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

16/1800 SIRS to Needle on 
Palatine Ward 

3. Partial 

Three quarters of the patients in the 
sample over 4 months received 
antibiotics within an hour of SIRS 
trigger, which was a small increase on 
the previous audit. A large 
contributing factor to delayed target 
times was seeking medical or Outreach 
advice instead of proactively 
conducting the PGD first. All eligible 

The trust also has recently 
changed the sepsis policy which is 
under review due to proposed 
algorithms and policies slightly 
differing to CWP care plans. The 
infection care plan on CWP is 
under review to allow for further 
capture of suspected sepsis. 
Further training will be provided 

Haematology Quality 
meeting, Mar 2017 
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staff are PGD trained. to utilise the care plan correctly 
and this will make data in future 
audits more robust. Discussed 
with Sepsis CNS to ensure 
Outreach aware of correct advice 
to give. Retrain staff involved in 
breaches. Arranged ward meeting 
to include reminder to team of 
need to PGD for other members 
of staff and discuss importance of 
documentation. Re-audit once 
New Sepsis Care Plan and policy 
are embedded. 

Transfusion 
Count: 9 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

16/1678 Patient information 
leaflets re-audit 

3. Partial 

Main area of non-compliance is in 
regard to patients receiving the blood 
transfusion information leaflet - 68% 

Re-issue and educate staff in 
outpatient departments to 
provide the pre and post 
transfusion information sheets to 
the patients who will be requiring 
transfusions. 
Send out posters and leaflets for 

Aug 2017, Hospital 
Transfusion Committee 
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patient areas in OPD and ORTC. 

16/1716 2016 Re-Audit of Patient 
Blood Management in Scheduled 
Surgery 

4. Significant 

Christie did not have any eligible cases 
to submit to this national audit. 

The national recommendations 
were reviewed and an action plan 
is being devised for those few that 
are not already within current 
policies and procedures and are 
felt to be applicable here. This 
includes for example anaemia 
screening. 

Hospital Transfusion 
Committee, May 2018 

17/1864 Wristband Audit re-
audit 5. Full 

All standards achieved 100% To incorporate the standards from 
this audit into the ’Bedside Audit’ 
that is regularly undertaken. 

Aug 2017, Hospital 
Transfusion Committee 

17/1996 Nurse Practitioner Blood 
Prescribing Re-Audit 2017 

4. Significant 

The additional standard included in 
this current audit, ‘Practitioner has 
completed the e-learning training', 
only achieved a compliance of 45% as 
this is a new requirement. The 
compliance across the other standards 
including competency training remains 
high - achieved 100% for 17/18 
standards with decision to transfuse in 

Feedback results to Practitioner 
prescribers. 

Hospital Transfusion 
Committee, Nov 2017 
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the patient notes being 93% 
compliant. 

17/1997 Bedside Transfusion Re-
Audit 2017 

4. Significant 

Overall there appears to be a standard 
level of practice and some areas of 
positive increased percentage of 
compliance. There were 2 cases of no 
wristband in situ when patient had a 
transfusion. Legibility of prescriber and 
transfusion information for the patient 
require improvement. 

Raise incident and report 
externally the non-compliance 
with patient identification 
wristbands. Progress with 
electronic prescribing which 
requires the prescriber to log in. 
Ensure patient information 
leaflets are going out with the 
blood products from the lab 
following discussion with the 
blood bank manager.  
4. Ask pre-op to provide patients 
with blood transfusion leaflets 

HTC, Nov 2017 

17/2036 Out of Hours 
Transfusion re-audit 2017 

3. Partial 

A visible decline in the percentage of 
recording the requirement for out of 
hour’s transfusion. This audit has also 
identified the time process from issued 
blood products to administering and 
identified that although the product 
may be ready in hours it is not being 

Electronic prescribing system to 
address issues, re audit when 
implemented 

HTC, Nov 2017 
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transfused until out of hours. 

17/2040 Blood Prescription Re-
Audit 2017 

4. Significant 

There has been a noticeable decrease 
in certain aspects of the prescription 
chart compliance. The main concern is 
the illegibility of the prescriber. 

To move and progress towards 
electronic prescribing. Share audit 
with medical and nurse clinician 
teams. Gain approval at HTC. 

HTC, Nov 2017 

18/2115 Pre-Op Nurse Blood 
Request Re-audit 2018 

4. Significant 

Full compliance with Special 
requirements has been sustained. All 
other compliance remains at 100% 
with the exception of ‘Time required' 
which is steadily improving and ‘Date 
required' which was only partially 
recorded by one. 

To Send report to Pre-op 
practitioners and Speak to 
individuals involved and advise 
them to select 8am as allocated 
time of requirement. Re-audit in 2 
years. 
 

Hospital Transfusion 
Team, Feb 2018; Hospital 
Transfusion Committee, 
May 2018 

S17/2094 Staff survey to evaluate 
the new electronic prescribing of 
Blood transfusions 

5. Full 

A small proportion found it very and 
quite difficult to navigate the form. 
The vast majority said that overall, 
using the new form will improve 
transfusion practice. Two thirds said 
they thought things could be changed 
on the form and some indicated the 
form required some corrections.  
There was a range of suggestions, 

Develop system change if required 
for item raised by staff (if not 
already been addressed) 
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across all staff groups.   

 

 

Other Division 

Education 
Count: 1 

Summary of Findings Core Recommendations Date and Place of 
Presentation 

17/2164 Venepuncture 
Observational re-audit 2017 

4. Significant 

21/24 standards received a Green RAG 
rating, with 20/24 achieving 100% 
compliance.  Areas of improvement 
include the safety device on the 
needle to be activated properly and 
blood bottles to be labelled correctly 
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The Christie NHS Foundation Trust 
Wilmslow Road 
Manchester M20 4BX 
United Kingdom

Phone 0161 446 3000 
Fax 0161 446 3977 
www.christie.nhs.uk

Keep up-to-date with all our news from the latest 
Christie developments to charity events.

Join us on Facebook  
www.facebook.com/TheChristieNHS

Follow us on Twitter @TheChristieNHS
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